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called in to see the child. The physical signs in the slighter
forms of the disease are generally limited to a somewhat harsh
vesicular respiratory murmur, accompanied by a few sibilant
rhonehi heard chiefly in the inter-seapular region. The temnpera-
ture seldom rises much above normal; the pulse and respirations
are only slightly, if at all, accelerated. Very different are the
symptoms and physical signs when the bronchial tubes are more
extensively involved. Then we have all the features of bronchial
catarrh well marked: hurried respiration, varying from 40 to 50
accelerated pulse; temperature ranging from 90° to 101° or hicher,
pretty regular, and not characterized by great remissions. The physi-
cal signs are generally characteristic. During the first few days the
respiratory murmur is high pitched and often harsher than natural,
with few accompaniments other than those of a dry character.
These signs are soon succeeded by crackling mucous rdles heard
generally over the chest, both during the inspiratory and expira-
tory acts. These mucous rdles are the most characteristic sign of

Fig. 1.—Bronchial Catarrh sevare, uncomplicated Recovery.

extensive and fully-developed bronchitis in the child, ‘:1]1d are
relatively more copious and frequent than in similar conditions 1n
the adult. They are heard, as a rule, generally over the chest, blnt
most numerous posteriorly in the mid-scapular regions and at the
bases of the lungs. In a previously healthy child such a c?nmtmu
as this, under careful treatment, may end satisfactorily in from teg
to fourteen days, the physical signs gradually fl:sappﬁsqiéng an

convalescence becoming established. In a delicate chi 4 ml;:::
any case where the disease does not show signs of ﬂm:a 101?..1:::}1-
within a reasonable period, the case may either become ? u:unu.,t] :
extend to the minutest bronchial ramifications, n which rlﬂfaset' 1e
symptoms assume a more severe character, nr][! serious c-:;-m]; ]:I‘Ii r:ﬂn:;i
are apt to arise. When capillary bronchilis becomes develo]
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chest walls, in the abdomen, in the narves, larynx, tracliea, or bronchi

we may meet with conditions giving rise to it. Weakness

Fia. 2.—Bronchitis; Pulmonary Collapse; Catarrhal Pnenmonia in a child 14 months old. Low
temperature range indicates period of collapse.

of the thoracic parietes, whether of bones or muscles, and
associated with this, a general condition of debility and loss
of muscle and nerve tone, as seen in rachitic children, in whom,
when there is any bronchial ecatarrh, as there generally is, and
when this is associated with a loss of rigidity in the bony frame-
work of the chest, you have pulmonary collapse to a greater or
less extent almost invariably present. In like manner, when from
whatever cause the abdomen is distended, we have, as a natural
result, an obstacle to the free descent of the diaphragm, and con-
sequent weakening of the inspiratory act, which acts directly in
the production of collapse. Nasal or laryngeal ov tracheal, as
well as bronchinl stenosis, from whatever cause, will likewise tend
to produce it. Thus, in eroupous or diphtheritic laryngitis, or
laryngismus stridulus, we meet with it. Before alluding to causes
in the bronchial tubes themselves, I wish merely to refer in passing
to the question, which the limits of the paper forbid my discussing,
how far any or all of these causes may operate 1n the prunh!l:-
tion of collapse without the concomitant existence of bronchial
catarrh. There are grounds for believing that in atrophied and
debilitated children, with rickety deformity of the chest, atelectasis
may be gradually and slowly produced hyrpllyst::inl causes apart
from any intra-bronchial plugging or ocelusion. I'here can be no
doubt, however, that in the larger proportion nf_ cases bronehial
catarrh pre-exists, and, as a result, grmluu{ blocking of Ll[e‘Ftuhes
with secretion directly causes collapse. The lmtl_mlngy of .plllg-
ging” of the tubes, as it is called, has been cz}relullyd Wﬂr]-fl‘.:.‘:il.. u:ﬂ:
ever since Lannec opened up the subject in his clagsical writings.
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[ need only mention the names of Hutchinson, and of Gairdner)
who, in his excellent monograph—a model of exact clinical and
pathological observation—has clearly shown the mechanism of its
production. The old views of Leennec regarding the relatively
weaker power of the expiratory as compared with the inspiratory
act have been disproved by almost all observers since his time.
Hutchinson and Mendelsohn ? prove conclusively that the forced
expiratory act is one-third more powerful than the inspiratory act.
This fact, as proved also by Gairdner and Traube, is one of the
most powerful factors in the production of pulmonary collapse,
especially when the bronchial tubes are obstructed by secretion.

Fia.3.- H. M. =mt. 2; Acote Bronchitis; Collspse; Catarrhal Ponenmonia; Death.

The “plug” theory of Gairdner has been abundantly proved, and
presupposes the existence of viseid mucous plugging up the tube
at a particular part. There can be no doubt that when we have
viscid or partially solidified secretion occluding a tube of greater
or lesser dimensions, the mechanical effect is such, that during the
coughing and respiratory acts, the mucus acting in a valvular
manner, allows more readily the exit than the entrance of air into
the alveoli, which ultimately become atelectic. Judging from a
large number of cases of pulmonary collapse in children in which
I have examined the bronchial tubes, they have been almost invari-
ably filled with fluid mucus of a more or less viscid nature, so I am
inclined to think that, in children at all events, the consistency
of the mucus is generally fluid, seldom inspissated to such an
extent as to form the more or less solid plug graphically described
by Gairdner, and that collapse takes place from a slow damming
up of the tubes, the air being gradually forced out by the relatively
stronger expiratory power, or the entrance of air prevented, in
which case that contained in the alveoli is gradually absorbed,—=a
result which, we know from the observations of Fuchs, is almost

L Pathological Anatomy of Bronchitis.
2 Reid, Resp. Cyclopd. Anat, Phys., Part 32, p. 336.
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quite L:ll:l[l}_[l‘lll in a few hours. In children, without doubt, we meet
with a true fibrinous pneumonia as well as the catarrhal form of the

disease, with symptoms and physical sians 80 distinet as to leave no

Actite Catarrhal Poeumonin ; Recovery.

F1c. 4—=J. D, mt.

doubt as to its exact nature, but there is a large class of cases
where, clinically, the line is by no means easily drawn between the
two diseases. The old distinctions between lobar and lobular pneu-
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EW‘E} or 60, or even more, in thl". tnim:tn—_thu ale nasi acting rapidly.
The pulse becomes much quicker, and its ratio to the respirations
markedly perverted. The temperature rises to 103° or 104° or
even higher, and at the same time alters as revards its type.
From the comparatively regular temperature of bronchitis it
becomes markedly of an irregular type with decided remissions,
the rise generally occurring in the evening with considerable morn-
ing fall. In no class of cases is the graphic method of recording
temperatures of more value, as by it alone we can often diagnose
the supervention of catarrhal pneumonia. The child lies quietly
and does not cry so much, nor does it resist physical examination
to the same extent as before. This is always a serious sign in
acute lung affections in the child. There is venerally cousiderable
disorder of the digestive funections of a nature already referred to in
uncomplicated severe bronchitis. The physical signs next demand
our attention. We can generally acquire valuable information in
these cases by simple inspection of the chest. In normal
respiration in young children, what strikes the observer at once is
the comparative absence of thoracic movement as compared with
the adult, the respiration being chiefly abdominal. In collapse of
the lung and catarrhal pneumonia the movements of the thoracic

Fig. 5.—Acute Catarrhal Pnenmonin in a Child, aged 2; Recovery.

walls are generally characteristic, the indrawing or retraction of
the ribs and intercostal spaces during inspiration being distinctly
marked, more especially in rickety children, where the softness of
the bony framework of the chest brings this into greater promi-
nence. The retraction is noticed chiefly in the lower lateral parts
of the chest. On auscultation and percussion the signs vary very
much according to the extent of the disease, the number of lobules
affected, their contiguity to one another, and their proximity to the
chest wall. In some cases where the patches are small and not




































