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10 THE LARYNGOSCOPE.

the art or of particular aptitude for its practice, but
having studied and practised it in the ordinary course
of his daily work, is willing to communicate the
results of his experience, and anxious that others
should share with him the pleasure and advantage of
possessing a new instrument for exploring a large and
important class of diseases.

And now, what is the laryngoscope? The laryn-
goscope is a small mirror, fixed on a stem, or handle,
of convenient length. This mirror, having first been
warmed to prevent the dimming of its surface by the
patient’s breath, is placed in such a position obliquely
beneath the palate that, while it reflects the light from
the mouth into the larynx, it reflects back an image
of the larynx to the eye of the observer. There are
various means, as we shall presently see, for throwing
a strong light upon the mirror, but the laryngoscope
1s simply a small looking-glass—a contrivance “ whose
end is to hold, as ’twere, the mirror up to nature.”

Now, it appears not a little remarkable that a
method of exploring the larynx at once so simple
and so effectual should not have come earhier into use,
—that it should have been reserved for the workers
of the present time to devise a plan by which literally
a new light has been thrown upon a very common,
painful, and fatal class of diseases.

And here 1t will not, I think, be a departure from
the strictly practical design of my lectures if I allude
very briefly to the history of this invention, indicating
the attempts to examine the larynx which have from
time to time been made by various observers, and the

successive steps by which the laryngoscope has been
improved and simplified.
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Attempts to examine the larynx by means of a
mirror have, at different times, been made inde-
pendently by wvarious experimenters. One of the
first, if not the very earliest, of these attempts was
made by a distinguished Fellow of this College—I
mean Dr. Babington, who showed his instrument at a
meeting of the Hunterian Society in March, 1829—
i. e., thirty-five years ago. The instrument was essen-
tially the same as that now in use, and the following
description of it was published in the third volume of
the Medical Gazette, p. 555 :—“It consisted of an
oblong piece of looking-glass set in silver wire, with
a long shank, The reflecting portion is placed against
the palate, whilst the tongue is held down by a
spatula, when the epiglottis and the upper part of
the larynx become visible in the glass.” The report
adds that “the Doctor proposed to call 1t the glot-
tiscope.”” Dr. Babington afterwards had his mirror
made of polished steel, and in one he combined a
tongue-depressor with the mirror. He also had one
mirror of ovoid shape, which was convenient for use
when the tonsils were enlarged. Dr. Babington tells
me that he was in the habit of illuminating the throat
by reflecting the light of the sun from a mirror held
in the left hand. It was long after Dr. Babington
had published the account of his glottiscope that
Mr. Liston, in his ¢ Practical Surgery” (1840),
referred to the use of a dentist’s mirror for obtaining
a view of the glottis.

MM. Trousseau and Belloe, in a treatise on Laryn-
geal Phthisis, which was published in the year 1837,
refer to a speculum laryngis., It was made by a
M. Selligue, an ingenious mechanic, who had himself
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suffered from laryngeal phthisis. The instrument con-
sisted of two tubes, throngh one of which the light
was thrown on the glottis, while through the other
the image of the glottis was reflected from a mirror
placed at its guttural extremity. The authors state
that the instrument was very difficult of application,
and that not one person in ten could bear its intro-
duction.

The late Mr. Avery worked long and successfully
in the construction of alaryngoscope and other instru-
ments for the examination of internal organs; but he
published nothing on the subject.*

In the year 1844 the late Dr. Warden invented a
prismatic speculum, with which he succeeded in seeing
disease of the glottis in two cases.t

It is a well-known fact that the first experimenter
who succeeded in obtaining a view of his own larynx
is a distingnished professor of music in this town,
M. Garcia. M. Garcia had long studied the ana-
tomy and physiology of the larynx as the organ of
the voice, and he had a great desire to see the
movements of the living larynx. At length he at-
tained the desired object by a very simple plan.
Standing with his back to the sun, he held a looking-
glass in his left hand before his face ; the sun’s rays
were thus reflected by the glass into his open mouth.
Then he introduced a dentist’s mirror, previously
warmed, into the back of his mouth, and thus he saw
the reflection of his larynx in the looking-glass.

* Introduction to the Art of Laryngoscopy. By Dr. Yearsley.
1862.

+ British and Foreign Medico-Chirurgical Review, Jan. 1863,
p. 210.
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impressed with the importance of his discovery that
he will take no denial ; but, at the risk of fortune and
fame, pushes through all opposition, and is deter-
mined that what he thinks he has discovered shall not
perish for want of a fair trial.”  On grounds such as
these—mnot of priority in time, but of persevering and
successful efforts to render the method practically
available—Czermak has established strong claims to
be considered the discoverer, as he has unquestionably
been the great improver and the great feacher of the
arts of laryngoscopy and rhinoscopy, in their applica-
tion to the diagnosis and treatment of disease.,

I propose now to describe the method of using the
laryngoscope.

And, first, as to the mode of illuminating the throat.
The plan which is generally adopted is to reflect the
light of the sun or of a lamp into the throat by means
of a concave mirror, which is fixed on the forehead
or in front of one eye of the operator. (See woodeut.)

The operator always sits opposite to the patient.
When sunlight 1s used, the patient is placed with his
back to the sun. When a lamp is employed, it is
placed usually to the right side of the patient’s head,
and on the same level, or a little above. In using
artificial light, it is unnecessary to darken the room
more than may be done by simply drawing down a
blind, so as to lessen the glare of daylight. Now the
question arises, should the reflector be perforated and
placed in front of one eye, so that we look through it
mto the patient’s throat, or is it better placed on the
forehead just above the eyes? in which case it is
unnecessary to have the mirror perforated. I belicve
that the best position for the reflector is above both eyes,
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The mirror is to be held like a pen, between the
thumb and two fingers, and introduced so as to shightly
raise the uvula and soft palate. Care must be taken
to avoid touching the tongue, and as much as possible,
the back of the pharynx, with the mirror, these being
the most sensitive parts within the mouth. The hand
of the operator may be kept steady by resting the
third and fourth fingers on the chin of the patient.

I have said that we must not touch the tongue with
the mirror ; but how is this to be avoided 7 You will
find that very generally as soon as the mirror 1s intro-
duced between the teeth, the tongue involuntarily
rises towards the roof of the mouth, so as to come in
contact with the mirror and obstruct the view ; and,
in fact, the tongue is one of the most frequent and
most - serious impediments in the way of laryngo-
scopy. There are various modes of dealing with this
unruly member.

In some few cases the patient has sufficient control
over the tongue to hold it down by a voluntary effort
while the laryngeal mirror is being introduced. This
power, however, is rarely acquired until after a con-
siderable amount of practice, and in most instances
the tongue has to be kept out of the way by some
mechanical means. The plan which usually succeeds
best 1s to hold the tip of the tongue between the
thumb and the forefinger, and to draw it gently for-
ward over the lower teeth. This may be done by the
operator with his left hand, or by the patient, the
thumb and finger which hold the tongue being covered
by a cotton glove, or by a towel or handkerchief.

In some cases a metallic tongue-depressor may be
used with advantage, or the tongue may be pressed
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examination of the larynx. There are two modes of
lessening the sensibility of the throat in such cases.
One is, to direct the patient to keep a lump of ice in
his month for ten or fifteen minutes before the exami-
nation, and as the ice melts to swallow the cold water.
Another, and I think a more effectual plan, is to put
twenty drops of chloroform on a handkerchief and let
him inhale it for a minute : I have found this success-
ful in quieting the most irritable throats, and that
without rendering the patient in the least degree
drowsy or uncomfortable. The bromide of potassium,
when swallowed or used as a gargle, has long been
supposed to have the effect of lessening the reflex
sensibility of the fauces, but in the few cases in which
I have tried it for this purpose it has appeared to be
quite. inert. Semeleder states, too, that he has not
obtained the desired result from this salt.

It will usually be found that the repeated introduc-
tion of the fancial mirror at intervals of a day or two
has the effect of lessening the sensibility of the throat,
so that after a short time the most sensitive throat
becomes tolerant of the mirror.

I have found that patients labouring under acute
laryngitis and other organic diseases which are
attended with much suffering usually bear the exami-
nation well, and often better than others who have
but trifling ailments, or none at all. The man who is
threatened with suffocation will submit to any pro-
ceeding which affords him hope of relief, and the dis-
tress in his larynx is so great that he is scarcely
conscious of the trifling irritation caused by the faucial
mirror ; so true is it that

“Where the greater malady is fixed
The lesser is scarce felt.”
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reflector. The fingers thus placed serve at once as a
shade for the left eye, and a means of moving the
reflector when the direction of the light has to be
changed. If the experimenter desire to show his
larynx to several persons at once, he can readily do
this by having the mirror in front of him of small
size, about three inches square, and fixed at a con-
venient height : the small flat mirror belonging to
Czermak’s auto-laryngoscopic apparatus may be used
for this purpose. (See frontispiece—the mirror 1s
marked @ in the engraving.) Thus, while two or three
persons standing behind him can see the reflection of
his larynx in the glass, two or three others standing
in front of him, and looking over the top and by the
sides of the glass into his mouth, may see the direct
reflection of the larynx from the faucial mirror.

In the practice of laryngoscopy, whether in the
examination of one’s own larynx or that of others, it
is of primary importance that the operator should
have the power of readily changing the direction of
the light, so as at once to adapt it to the varying
position of the body, which is often required for the
thorough exploration of the larynx. A feebler light
which can readily be reflected in any required direc-
tion, is of more practical value in laryngoscopy than a
stronger light which is fixed.

Some laryngoscopists on the Continent, and Dr.
Walker of Peterborough, do not use the reflector for
the purpose of lighting the throat, but in place of it
they get a direct illumination of the fauces by means
of a concentrated fixed light. A globular bottle of
water in front of a lamp is used as a powerful con-
densing lens. In this way, certainly, a very bright




THE LARYNGOSCOPE. 29

Light 1s obtained ; but the objections to this mode of
illomination are—I1st, that the apparatus is clumsy,
and cannot easily be carried about; and, 2nd, the
chief objection is that the direction of the light cannot
be readily and instantaneously made to follow the
movements of the patient’s head. The fact of the
light moving with the movements of the operator,
which some consider an objection to the method of
illuminating the throat by means of the reflector on
the forehead, does, in fact, constitute one of its chief
advantages.

With regard to the source of light, I find it not
difficult to see and to demonstrate my own larynx, as
well as to examine the larynx of another, by the light
of an ordinary candle ; but a bright light of course
renders the examination much easier and more satis-
factory. The best artificial light 1s a moderator lamp,
or an argand gas burner. The light may be much
mtensified by placing a metallic reflector behind the
lamp, and a bull’s-eye condensor at the proper focal
distance in front, the flat side of the lens being next
the lamp. I find that with a single bull’s-eye conden-
sor I get a better light than with Tobold’s condensor,
which consists of three lenses in a brass tube, and
which is a more cumbersome as well as a more costly
apparatus.

All observers agree in opinion that the light of the
sun, when it can be obtained, is the best means of
illuminating the throat. The patient sits with his
back to the sun, and the operator directs the Light
into the throat by means of the reflector. For this
purpose the reflector need not be concave; a flat sur-
face will give sufficient light. In using a concave
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reflector with sunlight, you must be careful not to
burn the throat by concentrating the rays mto a
focus. Solar caustic, be it remembered, may be made
even more powerful than lunar caustic. [Since this
lecture was given I have found that the best mode of
using sunlight in laryngoscopy is to place a looking-
glass in such a position that it shall deflect the sun’s
rays on the frontal reflector, but leave the eyes of the
operator in the shade. In this way we avoid the
serious inconvenience which results from exposing the
eyes to the direct rays of the sun. Both the patient
and the operator are in the shade, a column of light
being turned upon the frontal reflector by the looking-
glass.] With sunlight it is not absolutely necessary
to use the frontal reflector. The patient may face the
sun, so that the rays fall directly upon the laryngeal
mirror. But here, again, the advantage of the
reflector consists in the facility with which it enables
you in a moment to change the direction of the light.

The reflector on the forehead is a very useful means
of lighting the throat for the purpose of examining
the tonsils, palate, and pharynx. Placing a lamp or a
candle by the side of the patient, or using sunlight
when it 1s available, the operator, with the reflector
on his forehead, throws the light into the throat, and
has both his hands free to depress the tongue and to
apply caustic or other local remedies. In cases of
diphtheria and scarlatina, by this method of illumina-
tion a thorongh examination of the throat can be made
in a much shorter time than by the ordinary method,
and without the necessity of raising the patient’s head
from the pillow. The operator in this way runs less
risk of infection from inhaling the patient’s breath,
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the man of experience has now only to look into the
larynx, and he will see what is the form of disease
with which he has to deal.

In my next lecture I propose to give some illustra-
tions of the valuable aid which the laryngoscope is
capable of affording in both the diagnosis and the
treatment of disease. During the few minutes that
remain to-day, I propose to advert very briefly to the
subject of rhinoscopy.

Rhinoscopy.—Czermak, in his first publication on
the laryngoscope, pointed out that the same method
of examination was applicable to the inspection of the
posterior surface of the soft palate, the posterior
openings of the nasal fosse, and the superior parts of
the pharynx.

In the practice of rhinoscopy the patient should sit
erect, without throwing the head back, while the light
18 thrown into the mouth by the frontal reflector.
The tongue is to be kept down by means of a metallic
depressor, which may be held either by the operator
or by the patient. A small mirror is required, and it
is better made of glass than of metal, on account of
the rapidity with which a metallic mirror cools and
condenses vapour on its surface. 1 have two circular
mirrors, which I find very convenient for rhinoscopy,
one the size of a threepenny piece, the other the size
of a sixpence.

When you are about to introduce the mirror, the
patient should be directed to breathe quietly. A deep
inspiration draws the uvula and soft palate upwards
and backwards, and so interferes with the examina-
tion. The mirror is to be introduced by the side of
the uvula, beneath the palate, with its surface directed






34 THE LARYNGOSCOPE.

obstruction, nor was any abnormal appearance visible
on examination of the palate and pharynx in the
ordinary way through the open mouth.

He had a throat favourable for rhinoscopy : a small
uvula, with the soft palate at some distance from the
back of the pharynx, so that the mirror could be in-
troduced without disturbing these parts. The left
nasal fossa was quite normal; but the right was seen
to be completely obstructed by a tumour, apparently
of globular form, having a slightly granular surface

Posterior view of uvula, soft palate, and nares, as seen in the mirror. The
tumour, ¢, on the left of the figure, fills up the posterior opening of
the right nasal fossa; e, the orifice of the right Eustachian tube.

and a yellowish-green colour. It touched the floor
and septum of the nose; and externally it pressed
upon and concealed the turbinated bones. I could
touch the tumour with a bent probe introduced behind
the palate. I now asked my friend and colleague,
Mr. John Wood, to see the patient with me, and to
devise a plan for removing the tumour. He intro-
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duced a pair of slender curved polypus forceps through
the anterior opening of the nostril, grasped the
tumour, and as he was drawing it forward there was
a sudden rush of a glairy flmd, like white of egg, and
some membranous shreds came away between the
blades of the forceps. The patient felt immediately
that the obstruction was gone. On rhinoscopic exa-
mination the tumour had disappeared ; the turbinated
bones were plainly visible; and on the under side of
the middle turbinated bone there was an abraded
surface, from which, apparently, the tumour had been

The posterior nares after the removal of the tumour. &, the abraded snrface
from which the tnmour was< torn ; 4, the middle, and e, the inferior tur-
binated bone ; e,the Eustachian tube.

torn. The tumour had evidently been a globular cyst
containing fluid. On the second day after the opera-
tion a portion of the cyst wall came away. This I
have preserved. It is smooth on its inner concave
surface, but uneven on its outer surface, by which
apparently it had been attached to the mucous mem-
brane. During the first few days after the operation
D 2
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eye to be observed, and with a concave mirror reflect-
ing the light into that eye. If now the eye of the
observer be placed at a small aperture of the mirror,
he will be in a position to receive the luminous ray
emerging from the eye observed and refurning to-
wards the mirror, and therefore to see the image of
the fundus oculi from which it is reflected. I think
this diagram makes this part of the matter sufficiently

clear. 7 a 18 the circle of diffusion of the retina, and
the lines indicate how the rays reflected from that
position will be refracted by the media of the eye,
and form at +' @' a real, enlarged, but inverted 1mage of
the fundus of the eye. And it will be seen also that
to get this image, the mirror must be placed at the
limit of distinet vision—where the image is formed,
and which varies for each eye. There are other points
necessary to be attended to in ophthalmoscopy, and
which render it difficult for beginners. But none of
these exist for laryngoscopy. Laryngoscopy requires
only the illumination of plain or curved surfaces and
tubes ; and as there are no series of lenses through
which the rays reflected by them are refracted, so
none of these optical difficulties exist. The practice
of looking through a central aperture of the reflecting
mirror used is one which has no foundation that I can
perceive in any law or rule of optics, and is simply an
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42 THE LARYNGOSCOPE.

tumour, which filled up the arch of the aorta and
involved the branches of the pneumogastric nerve.
The laryngeal symptoms had been purely spasmodic—
a result of irritation of the nerves by the cancerous
tumour in the chest. -

The laryngoscope was not then in use. Now that
we have that instrument, an error of diagnosis in such
a case could result only from negligence.

In July last year a man, thirty-one years of age,
was admitted into the hospital under my care with
symptoms which were at first supposed to indicate
laryngitis. He had cough with dyspneea, loud
laryngeal stridor, and hoarseness. On examination
of the larynx by the mirror with sunlight, 1 found
only very slight congestion of the mucous membrane,
and I at once declared that the laryngeal symptoms
were the result of spasm and not of inflammation or
other structural disease within the larynx. Amneurism
of the aorta was then suspected and carefully sought
for; but no physical sign of aneurism could be found.
There was no abnormal dulness on percussion, no
pulsation, no morbid sound, no inequality of the pupils
or of the pulse at the wrists. One suspicious symptom,
however, was a difficulty in swallowing solids, which
had come on about eight days before his admission.,
It was likely, therefore, that a tumour—probably an
aneurism—was pressing on the cesophagus and on the
recurrent nerve. Four days after his admission he died
from the bursting of an aneurism into his cesophagus.
Some blood was ejected from the mouth, but the
greater part passed into the stomach. An aneurism
about the size of a small orange was found at the
back of the transverse portion of the arch of the aorta :
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1t had pressed on the cesophagus and opened into it.
The stomach was full of blood. The left pneumo-
gastric nerve passed in front of the aneurism, and
was somewhat flattened ; the recurrent branch passed
behind the tumour, and had evidently been stretched
and compressed by the aneurism.*

In this case the laryngoscope was of considerable
use. It clearly showed the absence of laryngitis,
and thus rendered it probable that an aneurism
was the cause of the laryngeal symptoms. The
patient, therefore, was spared the ordinary treatment
for laryngitis. Nauseating doses of anfimony or ipe-
cacuhana would probably have excited vomiting, and
might have hastened the rupture of the aneurism.

Pressure on the nerves within the chest may
paralyse them, or rather the muscles which they
supply, and cause aphonia without laryngeal spasm.

In March, 1863, a man was under my care in the
hospital with extensive cancerous disease within the
chest. The whole of the left lung was solid, and
impervious to air; the superficial veins over the chest
and on the head and neck were much enlarged. He
had a mass of cancerous glands above the right cla-
vicle. He spoke only in a faint whisper; but there
was no sign of obstruction in the larynx—neither
stridor nor dyspnwa. The laryngoscope showed the
tips of the arytenoid cartilages resting against each
other, and quite motionless. The glottis was always
open to the extent of about one-eighth of an inch; it
neither opened wider during inspiration, nor closed
when he attempted to vocalize. This immobility of
the glottis was, without doubt, a result of paralysis

# The preparation is in the museum of King’s College.
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of the laryngeal muscles consequent on pressure upon
the nerves by the cancerous mass within the chest.
The poor man determined to leave the hospital before
his death, so that we had no post-mortem examina-
tion; but the nature of the disease was very evident.

In most cases of inflammation of the larynx there is
more or less of spasm; but the tendency to spasm
varies much in different cases, depending probably
upon the varying degrees of susceptibility of the
nervous system in different individuals. Two cases
of laryngitis which have recently been under my care
in the hospital afforded a striking contrast with regard
to the excitability of the larynx. Both patients were
women. One was thirty-two years of age, of very
nervous, excitable temperament. She had cough,
hoarseness, dyspncea, and loud laryngeal stridor. On
examination with the laryngoscope, the mucous mem-
brane of the larynx was seen to be congested and
swollen; but it was evident that the stridor during
inspiration and much of the apparent distress were
the result of spasm. She closed the glottis during
inspiration, and the air was drawn through it with a
loud noise; but that there was no mechanical impedi-
ment to the opening of the glottis was clear, from the
fact that immediately after inspiration was over the
glottis opened to its full extent. There was a perverted
muscular action which closed the glottis during inspi-
ration, and opened it during expiration. In this case
the symptoms were greatly relieved by the mternal
use of morphia and chlorodyne, and by the local
application of a solution of morphia in glycerine to
the larynx by means of a brush.

In marked contrast with this case was that of a
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At the time of admission the dyspneea was very
urgent, inspiration being prolonged and heaving, and:
attended with loud laryngeal stridor. The voice was
very thick and husky; the skin and lips of a dusky
hue.

Examination by the laryngoscope, which was well
borne, showed considerable thickening of the mucous
membrane over the arytenoid cartilages and at the
side of the larynx—that is, in the situation of the
false cords. No ulceration was apparent. The glottis
was much narrowed, so that she breathed through a
small triangular opening at the back part of the
glottis. The epiglottis was slightly injected, but not
thickened. There were patches of syphilitic psoriasis
on various parts of the body. Three leeches were
applied outside the larynx. She was directed to
inhale steam, and to take five-grain doses of iodide of
potassium three times a day. During the twenty-four
hours after her admission the dyspnea became more
urgent and alarming.

Now the advantage of the laryngoscope in the case
was this: it showed such an amount of swelling and
obstruction in the larynx as the most successful
medicinal treatment could not be expected to remove
within a period of several days, while the narrowing
of the glottis was so great as to threaten speedy suffo-
cation. We were therefore emboldened to resort to
tracheotomy before the lungs had become gorged to
such an extent as to render the operation useless.
Accordingly tracheotomy was performed by Mr. Anto-
nini (the house-surgeon) the day after admission: the
relief was great and immediate. She then took cor-
rosive sublimate and iodide of potassium until the
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To return to our case of folded epiglottis. The
woman was ordered to have a calomel vapour bath
every night, and one-sixteenth of a grain of corrosive
sublimate with five grains of iodide of potassium three
times a day. In ten days the gums became slightly
sore; the ulcers all rapidly healed; and as the thick-
ening of the epiglottis diminished it became unfolded,
opened out, and returned to its normal form. We could
then see under it into the larynx, which was healthy.

I watched this case with much interest and with
some anxiety ; for two years ago I had under my care
a similar case, which ended fatally in a very sudden
and unexpected manner. A man was admitted on the
15th of May, 1862, with an ulcer on each tonsil, and
a syphilitic eruption on the skin. There was some
stridor with inspiration, but no dyspneea, except after
swallowing food, when he had occasional attacks,
during which he was nearly suffocated. At that time
we had not learned to use the laryngoscope, and we
were therefore in the dark as to the condition of the
epiglottis and larynx; but the house-surgeon was
requested to hold himself in readiness to perform
tracheotomy if necessary. On the evening of the
third day after his admission he was again seized with
a fit of suffocation after swallowing food. The house-
surgeon was sent for, and he opened the trachea ;
but it was too late—the man was dead. We found
that the syphilitic ulceration had extended from the
tonsils to the edge of the epiglottis, and the epiglottis
itself was thickened and doubled up exactly as in the
case which I have just now related.

The probable explanation of the attacks of dyspneea
after swallowing appears to be this :—During deglu-
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fold, in the boundary wall between the larynx and the
pharynx, and just in the position to be irritated by
the passage of food. He was treated by calomel
vapour baths, with iodide of potassium and bark
internally ; and the ulcer was occasionally touched
with a solution of nitrate of silver by means of a brush
on a curved whalebone handle. The ulcer healed, the
patient gained flesh and strength, and for a time the
cure appeared to be complete. In the autumn, how-
ever, he returned to me, complaining of dyspncea on
exertion, a lond ringing cough, and stridor during a
deep inspiration. Now, on examination of the larynx,
we found that the cicatrix of the ulcer had contracted,
and drawn together the arytenoid cartilages, so that the
vocal cords are scarcely more than one-tenth of an
inch apart ; and through this narrow fissure he breathes.
That is his condition at the present time. I have
asked several of my laryngoscopic friends to examine
this gentleman. We all agree as to the condition of the
larynx. I have had it in my mind to cut-the cicatrix,
so as to set free the cartilages; but fearing that the
same contraction would follow the healing of the
incision, I have done nothing but watch the symptoms,
A distinguished surgeon, who saw the patient and
heard the stridulous breathing, but who did not look
mnto his larynx, suggested that he should take more
mercury for the removal of the obstruction in the
throat ; but it is certain that mercury could have no
more influence upon this scar in the larynx than it
would have upon the scars which have disfigured his
face.

A man, about forty-five years of age, was admitted
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some there is permanent hoarseness or thickness of
voice. In these we unsually find redness and thicken-
ing of the mucous membrane, which may be general
or partial. In one case which I have lately seen the
right vocal cord is of a dull red colour, and its sur-
face is ronghened. In other cases there is no hoarse-
ness or dysphonia, except after a sustained effort of
speaking ; then there is a sense of fatigue and
uneasiness in the throat, which may be so great
as to render a continuance of the effort impossible,
and the speaker breaks down in the middle of his
discourse,

In cases of this kind we commonly find only a slight.
increase of vascularity and redness in the mucous
membrane of the larynx. This evidently does not
account for the phenomena of the disease; to explain
which we must look below the surface which is re-
flected in the mirror. On inquiry into the early history
of the disease, we frequently find that it began with
an attack of inflammatory sore-throat and hoarseness ;
and we learn that, either from heedlessness or from
necessity, the patient continued his preaching and
reading—in short, he continued to exercise an in-
flamed and suffering organ. After a time the hoarse-
ness passed away; bubt the painful sense of fatigue
with long speaking remained. The probable explana-
tion is, that the nutrition of the laryngeal muscles
has become impaired through the extension of a
morbid action from the inflamed mucous membrane.
Such extension of disease is very likely to be
provoked by much exercise of the voice when the
lining membrane of the larynx is in a state of in-
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will ‘have been seen that the information which the
laryngoscope afforded as to the precise morbid con-
dition of the larynx was of great value in indicating
the appropriate plan of treatment. Now, this is a
point upon which I feel bound to insist very empha-
tically : mamely, that the treatment of laryngeal
disease has by the aid of the laryngoscope been
placed upon an entirely new basis—the solid basis of
an exact diagnosis. How often in past times has the
treatment for laryngitis been applied when the laryn-
geal affection has been of a purely spasmodic cha-
racter |—and how much more frequently when the
symptoms of a supposed laryngitis were the result of
a warty, or cancerous, or other tumour in the larynx!

Shortly before I had learned to use the laryngoscope,
I was attending, with Mr. Christopher Heath, a lady
about fifty years of age who had suffered for several
weeks from symptoms of laryngeal disease—hoarse-
ness, cough, noisy and laborious inspiration. For
several days we treated the case as one of laryngitis.
Day by day the dyspncea became more urgent, and at
length tracheotomy was performed. She continued to
breathe through the tube until her death, which
occurred five months afterwards. The disease was
cancerous : a cancerous tumour completely filled up
the glottis. We should have seen this easily enough
with the laryngoscope. And having seen it, we
should have given fewer drugs, and we should have
been spared much painful doubt and perplexity as to
the necessity for tracheotomy.

The effect of a misapplication of antiphlogistic
remedies in cases of this kind is not only mischievous
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of the larynx. This feat has been accomplished now
in numerous cases, and with the most satisfactory
results. On the table are a variety of instruments
that have been used by different operators ; amongst
others, Dr. Mackenzie’s forceps, made by Krohne,
and Dr. Gibb’s {écraseur, by Weiss. The one seems
better adapted to remove warty growths ; the other,
pedunculated tumours. Dr. Walker, of Peterborough,
was the first who in this country succeeded in re-
moving a tumour from the larynx by means of a
wire.* In all operations for the removal of tumours
the instrument is guided to the exact site of the
tumour by the aid of the laryngeal mirror, which is.
held in the left hand of the operator.

In some cases of inflammatory swelling and cedema
of the interior of the larynx, scarification 1s of great
service,

I have already mentioned one case in which punc-
turing the mucous membrane rapidly reduced an
cedematous swelling over the arytenoid cartilages.
Here is a very convenient scarificator made under the
direction of Dr. Morell Mackenzie by Messrs. Kriohne.
It will be seen that the point of the instrument is
guarded by a metallic tube until it is pushed out by a
lever.

One of the most splendid illustrations of the good
which may result from scarification of the larynx was
afforded by a case which Mr. Durham lately com-
municated to the Royal Medical and Chirurgical
Society.

* The Lancet, vol. ii. 1861, p. 444.  + Ibid. vol. ii. 1863, p. 593.
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are various modes of applying these remedies. The

safest and most convenient mode of applying solid

caustic—to a syphilitic ulcer for instance—is that

employed by Dr. Mackenzie. An aluminium wire,

bent at a proper angle, has its end covered with a

small bulb of nitrate of silver by being repeatedly

dipped into the fused salt. A solution of nitrate of
silver may be injected by a laryngeal syringe with a

finely perforated nozzle, such as is used by Dr. Gibb,

and made by Messrs. Weiss. I have frequently used

this syringe, but I find that this fine shower of a

solution of nitrate of silver canses much more spasm

and distress than the application of the same solution .
by means of a brush fixed on a bent whalebone or on

a bent wire.

(ilycerine is a very convenient and useful vehicle for
various local applications to the larynx. It 1s an
excellent solvent for tannic acid. Tannic acid may be
dissolved in glycerine in the proportion of two drachms
to an ounce. This is a very useful topical astringent.
Glycerine will also, by the aid of heat, dissolve as much
as one-fifth of its weight of hydrochlorate of morphia.
We seldom require so strong a solation as this, but
a moderately strong solution of morphia in glycerine
is a most useful soothing application in cases of irrit-
able larynx. Glycerine, as a vehicle for other remedies,
has this advantage, that being viscid, it adheres to
the surface of the mucous membrane, and retains there
the astringent or the sedative which 1t holds in solu-
tion. On this account it may very usefully be mixed
with a solution of nitrate of silver. A mixture of
glycerine with a solution of perchloride of iron is a





















