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BRONCELILITLS:

LECTURE I.
NATURE AND SYMPTOMS OF BRONCHITIS.

PRELIMINARY OBSERVATIONS—RELATIONS OF BRONCHITIE WITH OTHER
DISEASEHSE—NATURE OF BRONCHITIS—COONSTITUTIONAL BYMPTOMS:
FEVER SLIGHT ; REMITTENT ; COMPLICATION WITH GASTRIC CATARRH—
LOCAL SYMPTOMS : DISTURBANCE OF RESPIRATION ; DYSPN(EA ; ORTHO-
PNIEA ; COUGH ; EXPECTORATION —EXPECTORATION IN ACUTE BRON-
CHITIS ; SPUTUM CRUDUM ; SPUTUM COOTUM—IN CHRONIC BRONCHITIB
—IN PLASTIC BRONCHITIS—IN PITUITOUS CATARRH—FETID EXPECTO-
BATION—BLOOD AND FOREIGN BODIES IN EXPECTORATION ; ABSORPTION
OF 800T AND SIMILAR FOREIGN BODIES INTO LUNGE—PHYEICAL BIGHS
OF BRONCHITIS ; MOVEMENTE OF CHEST; PERCUSSION RESONANCE ;
BIBILUS; RHONCHUS ; CREFITATION.

GeNnTLEMEN,—Bronchitis, that is to say inflammation of the
mucous membrane lining the bronchial tubes, is one of the
commonest of diseases. On this account alone its careful
study would be very important; for, however great the
scientific interest may be which attaches to the investigation
of rare and obscure diseases, it will be practically more
essential to the performance of the daily duties of your
profession that you should be thoroughly acquainted with
diseases of every-day oceurrence. Moreover, in estimating
the importance of the study to which I now invite your
attention, we must not overlook the fact that bronchitis has
peculiarly wide and intimate relations with other local
I







LECT. 1] CONSTITUTIONAL SYMPTOMS. 3

character, The fact stated by Niemeyer is unquestionable,
as you have all seen in cases of pneumonia or of pleurisy,
when the obstruction to the circulation through one lung has
led to hypersmia of its fellow passing into bronchitis.
Strictly speaking, however, pulmonary congestion can only
be viewed as a condition very strongly predisposing to bron-
chitis, not as bronchitis itself, which does not exist until the
congestion of the vessels has caused modified nutrition of the
mucous membrane, attended by inflammatory exudation ;
not, in short, until the hyperemia has produced increased or
otherwise modified secretion from the mucous surface.

Whatever may be its relations or its causes, bronehitis,
as I have said, is always an inflammatory affection of the
bronchial membrane ; the same surface is always the seat of
irritation, the same tissues are always the seat of the inflam-
matory process. It therefore, invariably, presents to our
observation similar symptoms. But, although these symptoms
are always of the same kind, they vary somewhat as regards
character with the circumstances of each case that comes
before us ; such as the exact seat of the bronchitis, whether
in the larger, middle-sized, or capillary tubes, the greater or
less intensity of the inflammation, and the more or less acute
' or chronic course of the disease.

The symptoms observed in bronehitis are due to the
effects of the bronchial inflammation, first upon the general
constitution, and, secondly, upon the respiratory organs them-
selves.

The constitutional symptoms of bronchitis vary greatly
“ aceording to the stage and severity of the disease and the

age of the patient. Acute bronchitis, like other inflamma-
tory diseases, is usually ushered in by chilliness and attended
by fever. In chronie bronchitis, on the contrary, fever is for
| the most part absent, unless when an acute recrudescence
' oceurs ; indeed in this form of the disease, the femperature







LECT. 1.] SYMPTOMS REFERABLE TO THE LUNGS. H

which are to be regarded rather as catarrhal fevers, of which
bronehitis is one of the prineipal features, than as ordinary
cases of bronchitis, In acute bronchitis the prostration is
often out. of proportion to the real urgency and severity of
the local disease; this, again, applies more particularly to
cases of influenza or epidemic eatarrh, which is remarkable
for the amount of prostration and debility that attend it.

Aeute bronchitis, in healthy persons, usually begins with
a feeling of rawness and roughness in the throat, which on
inspection is seen to be inflamed. Sometimes also it com-
mences with catarrh of the nasal passages. There is almost
invariably either headache or a sense of weight in the fore-
head. A feeling of malaise and weariness, aching of the
limbs, pain in the loins and very commonly quasi-rheumatic
pains of the musecles, accompany the accession of the febrile
symptoms. Soreness and tightness of the chest, especially
of the upper sternal region, supervene soon after the outset
of the catarrh. The pain in this situation is so much aggra-
vated by the frequent cough that patients deseribe it as a
sensation of the membrane being torn asunder. After a day
or two, severe pain of the abdominal muscles, especially in
the vicinity of the costal arch, is usually complained of.
This is unquestionably the consequence of the strain and
over-exertion of these museles in the frequently-repeated act
of conghing.

The manifestations of bronchitis immediately referable to
the Iungs are more or less disturbance of the respiration,
cough, and expectoration ; and these are attended by impor-
tant changes in the signs afforded by physical examination of
the thorax. The respiration is usually accelerated in acute
bronehitis; in severe cases the respirations may be as fre-
quent as 40 or 50, and in children even as high as 60 in a
minute. In chronic bronchitis the frequency of the respira-
tion is sometimes greater, at other times less, than the

|







LECT. 1] CITARACTERS OF COUGH. T

to the degree of irritation of the bronchial mucous mem-
brane and, perhaps, the idiosynerasy of the individual patient.
The irritation which excites the cough is generally referred
to a sense of uneasiness or tickling in the throat or trachea,
and may often be mitigated by an endeavour to restrain
coughing or by some simple demuleent. In proportion as the
catarrh extends into the smaller tubes, the cough becomes more
violent and more paroxysmal, It also varies greatly accord-
ing to the amount of secretion from the inflamed membrane.
In that form of bronchitis to which Laennec gave the name of
dry eatarrh, namely that in which there is much hypersemia
and swelling of the mucous membrane, with only scanty
seeretion, the cough is very distressing and abortive, It is
likewise very troublesome and frequent when the inflam-
mation is situated mainly in the smaller tubes and bronchioles,
which have little muscular power to assist in the process of
expectoration.

At the commencement of bronchitis the cough is either
altogether unattended by expectoration, or the sputum con-
sists only of a scanty, saltish-tasted, watery froth. As the
disease advances, the secretion from the inflamed membrane
becomes more copious, and, in ordinary cases, the cough
becomes correspondingly easier as the sputum becomes more
opaque and copious and pervaded by the cell-elements thrown
off in abundance from the inflamed surface. This relief
arises partly from the subsidence of the nritation, which is
coincident with the increased secretion from the inflamed
membrane, and from the diminution of the hyperamia which
ensues; and also, partly, from the secretion itself becoming
looser and less tenacious as the inflammation subsides, S0
long as the mucus continues ropy, transparent, and tenacious,
50 long it is difficult to raise, and so long does the cough
remain abortive and troublesome. Hence, in dry catarrh, in
which the expectoration is very scanty and usually very







LECT. 1.] CHARACTERS OF EXPECTORATION. 9

smaller tubes or of the bronchioles. As may be inferred
from what I have said, the very glutinous sputum contains
little air; but less tenacious sputum, whilst still transparent
and erude, is more or less churned up with air in the act of
coughing, and becomes more or less frothy in proportion to
the severity of the coughing fit by which it is expelled.
Sometimes, instead of being transparent and colourless, the
crude sputum of acute bronchitis is of a greyish-white, pearl
colour, and only semi-transparent. Such sputum is indicative
either of decreasing intensity of the disease, or of an origin-
ally milder degree of bronchial inflammation.

As time advances, coincidently with the subsidence of the
bronchial irritation the expectoration becomes opaque and
acquires a greenish or yellowish hue. In many cases, how-
ever, the disease does not run regularly and uninterruptedly
through these several stages. Recrudescences, or perhaps
rather relapses, are apt to occur from slight causes; and,
whether in the later stages of acute bronchitis, or in chronic
bronchitis, these relapses are accompanied by corresponding
changes in the expectoration, which will at once resume its
former character, or comsist partly of frothy transparent
fluid, and partly of opaque greenish or yellowish-white
coloured mucus. If, on the one hand, this return of the
sputum to a crude form helps us to diagnose an acute re-
lapse, so it follows, on the other hand, that the appearance
of masses or streaks of yellow or opaque sputum in the midst
of the frothy sputum of a recent bronchitis, enables us to
determine that the present acute bronchitis has been en-
grafted upon an old standing catarrh of the bronchial mem-
brane.

In the earlier stages of bronchitis the sputum, whilst
still transparent or semi-transparent, consists principally of
mueus, and, under the microscope, is seen to contain only
mucus corpuscles and epithelium, partly derived from the
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form a semi-flnid slightly adhesive mass. This is more par-
ticularly observed in patients who have long suffered from
chronie bronehitis, at times when they are in their best
state, and is, I think, most frequent when dilatation of the
bronehial tubes exists; at any rate, it indicates an extensive
and chronic catarrh of the larger bronchial tubes. Much
more commonly the sputum in chronic bronehitis is copious,
and consists of opaque masses, of whitish or yellowish-white
colour, suspended in a more or less abundant frothy fluid.
After standing for some time these masses may coalesce,
leaving a supernatant frothy fluid; or they may remain
separate, and present a nummular appearance somewhat, re-
sembling the sputum raised from phthisical cavities. On
careful examination of the sputum in chronie bronchitis, you
will often observe small white coneretions or long filamen-
tous-looking pieces resembling particles of rice or vermicelli;
or you may find a few opaque casts of the bronchial tubes.
Sometimes these casts are branched, corresponding to the
subdivisions of the tubes in which they have been moulded.
In one very rare form of chronie bronchitis, these casts
form a more considerable part of the sputum, and the disease
derives from them its name of plastic bronehitis. The casts
are, in such cases, frequently of considerable size and sub-
divided into several branches; they are also often expecto-
rated at intervals over periods of many years’ duration. The
casts are usually enveloped in a tenacious mucus streaked
with blood, and sometimes their expulsion is preceded or
followed by more copious h@morrhage. This form of bron-
chitis is not incompatible with good habitual health, though
urgent, dyspnoea and distressing cough usually co-exist with
the paroxysms. I may add that I have not seen any serious
consequences arise from simple plastic bronehitis. One such
case, that of a lady aged about thirty-five years, is now under
my observation. She has been suffering from this form of







LECT: 1] F(ETID EXPECTORATION. 13

Casg 1.—Sarah J., a well nourished young woman of
healthy aspect, aged twenty-seven years, was admitted on
December 29, 1871. Her family history betrayed no ten-
dency to any form of constitutional disease, and the patient
herself had enjoyed uninterrupted good health until a fort-
night before her admission into the hospital. She had then
canght cold, which began in the throat, and was attended by
chilliness and aching of the limbs.

On admission she complained of cough and shortness of
breath. Her tongue was clean; bowels and catamenia regu-
lar and normal ; pulse 100 ; temperature 99-2°; urine nor-
mal. The fauces were slightly injected, and the breath was
very offensive ; the thorax was quite resonant, both in front
and behind ; the breathing was harsh and exaggerated below
both elavieles; sibilus and rhonchus, intermixed with moist
sub-crepitation, were audible with both acts of respiration on
the left side, with inspiration only on the right; the heart-
sounds and impulse were normal; the sputum was scanty,
tenacious, opaque, and so intensely feetid that it polluted the
air of the ward and seriously annoyed the other patients.

At first she was ordered to take, every four hours, a
draught containing 15 minims of antimonial wine, 2 drachms
of solution of acetate of ammonia, } a drachm of syrup of
tolu, and 9 drachms of camphor water, and was placed on
milk diet. On January 2, her breathing and cough having
become much easier, her skin being moist and the pulse very
compressible, 10 minims of tineture of squill were substituted
for the antimonial wine in the draught. Her breath was
now much less offensive, but the sputum continued very
feetid.

On January 7 the pulse and temperature were normal,
the dyspneea had ceased, and the only abnormal sounds heard
on auscultation were, here and there, some sibilus and rhon-
chus, and a few large dry crackles in the posterior bases of







LECT: 1.] HEMOPIYSIS WITHOUT PHTHISIS, 15

of the heart, and the obstruction of the pulmonary ecircula-
tion consequent on the cardiac disease is the cause of the
hemorrhage ; but blood is also not infrequently seen in the
sputum of bronchitic patients whose hearts are quite healthy.
I have already adverted to the fact that the expulsion of
casts of the bronchial tubes in plastic bronehitis is usually
attended or followed by haemoptysis; blood is also frequently
seen in the sputum of patients who are suffering from
Laennec’s dry eatarrh; and, whenever there is extensive
emphysema of the lungs, the sputum is liable, from time to
time, to be streaked with blood, though in small quantities
and only after severe fits of coughing, The presence of
blood in the sputum of patients suffering from bronchitis
whose hearts are healthy, ought always to induce you to
make a very careful examination of your patient ; because it
may be that the more obvious bronchitis is associated with
phthisis. At one time, indeed, it was currently received
that the presence of blood in the sputum of patients who
were not suffering from cardiac disease, was an almost cer-
tain proof of the existence of tubercles in the lungs. As I
have said, its presence should always be regarded with anxiety
until we have satisfied ourselves that there are no grounds
for suspicion; but, unless other evidence of tubercular
disease be discovered, it would be rash and unjustifiable to
found a diagnosis of its presence solely upon the oceurrence
of hemoptysis. I have seen blood in the sputum in bron-
chitis in many cases in which the subsequent history of the
patient has satisfactorily negatived the existence of phthisis,
: Foreign bodies, inhaled from without, are sometimes seen
s et

. ot ¢ chific patients in the hospital,
:«nll often be found more or less tinged with the soot inhaled
into the lungs. Soot and other colouring matters thus re-

ceived into the lungs by inhalation are mot always, however
J 3







LECT. 1.] PHYSICAL SIGNS. 17

with soot, at times when they have not recently been ex-
posed to its inhalation, and we must, therefore, suppose that
it has been derived from a deposit previously existing in the
lungs. This supposition derives support from a fact once
mentioned to me by a very observant medical practitioner,
resident in a remote lead-mining district, where little if any
soot existed in the atmosphere ; namely, that miners who had
been compelled to discontinue working in the vitiated atmo-
sphere of mines on account of suffering from ¢ miners’ asthma,’
would occasionally, on being attacked with catarrh long after-
wards, begin again to raise sputum tinged with carbonaceous
matter.

The altered condition of the bronchial membrane, when
in a state of inflammation, and the inflammatory produets
poured into the bronchial tubes, materially modify the signs
detected by a physical examination of the thorax, and give
rise to new or adventitious signs which do not present them-
selves in healthy lungs. Speaking, at present, only of bron-
chitis uncomplicated with vesicular emphysema, or any other
kind of pulmonary disease, the movements of the two sides of
the thorax are usually symmetrical. In bronchitis affecting
chiefly the larger tubes, and unattended by dyspneea, the
movements of the chest in respiration are normal ; but, when
the smaller tubes are implicated and there is much dyspncea,
the expansion of the chest is sometimes observed to be de-
ficient, although the inspiratory efforts are very laboured
and the accessory muscles of respiration are brought into
almost spasmodic action. Sometimes, also, there is bulging
of the lower part of the sides of the chest together with
diminished expansion; and, if in such cases the heart be
examined, we may possibly find the area of eardiac dulness
diminished and even some displacement of the apex of the
heart towards the sternum, And yet all these may be only
temporary results of the bronehitis, arising from distension
o







LECT. 1. PHYSICAL SIGNS. 19

sides. If this condition be associated with prolonged ex-
piration on the least distended side, an inexperienced
examiner is very likely to diagnose consolidation of the lung
upon that side which is, in truth, the least diseased. More-
over, in these cases, a sound, very closely resembling the
cracked-pot sound, heard over large, empty, anfractuous lung
cavities, is sometimes produnced on percussion, which may still
more add to the difficulty of the diagnosis. Many of you
will remember a patient some time since lying in bed No. 1,
Founder Ward, in whom a sound of this kind was elicited on
percussion over the upper part of one side of the chest, and
in that patient, the apparently impaired resonance was
situated on the side opposite to that on which the cracked-
pot sound was elicited. This sound, when present in bron-
ehitis, is not very constant ; it usually varies much from day
to day, and is often of very short duration. It is also dis-
tinguished from the true cracked-pot sound by certain definite
characters, Dr, Stokes, who first, I believe, drew attention
to the oceasional occurrence of this sound in bronehitis, says
that it is more diffused than true cracked-pot sound; a
statement which is borne out by my own experience. This
wider extension of the area over which the sound is elicited,
together with its less definite margin, its existence, at least
frequently, on the side opposite to the apparent dulness, and
its brief period of duration, suffice to distinguish it from
the eracked-pot sound heard on percussion over phthisical
cavities,

In bronchitis limited to the larger tubes, there being no
obstruction to the ingress or egress of air, auscultation may
discover no change in the sounds of respiration; but, when
the disease extends to tubes of a smaller size, the breath-
sounds become materially modified by the altered condition
of the tubes, whilst at the same time the presence of inflam-
matory products within the tubes rive rise to certain ab-

c a3
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a situation where it was previously heard, after muens has been
dislodged by a fit of coughing. When sibilus depends upon
narrowing of the calibre of the tubes, this may probably be
altogether the result of swelling of the mucous membrane, for
in cases of dry catarrh, I have frequently heard sibilus in the
same situation for several successive days; but it may also
undoubtedly be caused, at least in part, by spasm of the
tubes, for it will in many cases be greatly abated for a time
after the patient has inhaled ether or taken a sedative.
Sibilus is called a dry sound, because, even when caused by
tenacious mucns adhering to the mueous membrane, it does
not convey to the ear any impression of the presence of fluid
or moist secretion. When widely heard over the chest, or
over one lung, it enables us to diagnose, with much certainty,
the existence of inflammation of the smaller bronehial tubes.

When dry sounds are formed in the larger tubes they are
grave and low-pitched, but vary in tone and character with
the size of the tubes in which they are formed, and the con-
dition of their contents. The name Rhonchus is applied to
these graver sounds. Rhonchus is sometimes simply loud
and sonorous, at other times it is, in striet accordance with
its name, snoring. Rhonchus is for the most part heard
with expiration, but it is occasionally audible with both the
acts of respiration. It is in general either obliterated or
displaced for a time by the aect of coughing, and would there-
fore seem to be, for the most part if not always, produced by
the passage of air over plugs of thick tenacious mucus
adherent to the inner surface of the bronchial tubes. Its
varying character unquestionably depends upon the character,
form, and situation of the mucus over which the current of
air passes, during its course to and from the lungs. The
vibrations which give rise to thonchus are often so pro-
nounced that they are conveyed to the walls of the chest, and
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is not always easy to distinguish them from pleuritic friction
sounds. Crepitation, though usually heard with both acts of
respiration. 1s sometimes only audible with inspiration, and
like the other adventitious sounds of bronchitis, it may some-
times be temporarily arested, or changed in character, by

the act of coughing.
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avoid the conelusion, that the former class of persons have a
predisposition for bronchitis from which the latter cld.ss are
exempt. Hence the causes of bronchitis may be mumf%cf*ed
as of two kinds; namely, predisposing causes, and exeiting
canses. The predisposing cause, in each case, is some condi-
tion peculiar to the individual patient ; which, existing pre-
vious to the occurrence of the exciting cause, renders him
more liable than other persons to be affected by it. The
exciting cause is some ecircumstance, usually external to the
individual, which shortly precedes, and appears to produce,
the attack of bronehitis.

But although in most cases of bronchitis, we are able fo
discriminate predisposing from exciting causes, it sometimes
happens, on the one hand, that an unusually intense exeiting
cause suffices to produce an attack of bronchitis in persons
who have no special predisposition for it. Thus irritants
applied directly to the bronchial mucous membrane, or
extreme chilling of the surface of the body, may either of
them, when they are sufficiently long in operation, produce
an attack of bronchitis even in the most robust persons. On
the other hand, it also sometimes happens that bronchitis is
gradually developed under the prolonged influence of a pre-
disposing cause, without the supervention of amny obvious
exciting cause. This, however, only occurs when bronchitis
is secondary either to some constitutional disorder or to some
other local disease. When brounchitisis thus developed with-
out the intervention of any special exciting cause, it
commonly begins in a subacute form and runs a chronie
course. When, on the contrary, an exciting cause is strong
enough to produce bronehitis in an individual who is not
predisposed to it, the disease usually commences in an acute
form.

The predisposing causes of bronchitis may be arranged
under the following heads, viz. :—
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age. I may here also observe that mot only is bronchitis
from external exciting causes more frequent, but it is also
more serious and more apt to prove fatal, in childhood and
old age, than during the meridian of life.

II. Hereditary tendency constitutes undoubtedly a strong
predisposition for bronchitis. Such predisposition is indeed
only another instance of the hereditary transmission of bodily
and mental peculiarities which we see, more or less, take
place in all families and sometimes in the same family
through several generations. Such hereditary transmission
of family peculiarities is more strikingly, but not more.really
exemplified in cases where the peculiarity that descends is an
external deformity such as club-foot, spina bifida, or the like.
As regards bronchitis, it often happens that when we investi-
gate the family history of a patient, we learn either that
parents or other near blood relations have also suffered from
the same disease, and this when no other hereditary ten-
dency to disease can be discovered. On the other hand, we
find, in very many cases, that the hereditary tendeney to
bronechitis is associated with a hereditary predisposition to
some other disease, such as gout or rheumatism. Of this 1
shall have occasion to speak shortly, but I may say now that,
when bronechitis oceurs in such eircumstances, it must be
regarded in the light of being only a different manifestation
of the same constitutional disorder.

ITI. Persons of feeble constitution, whether congenital or
acquired ; persons with relaxed and flabby tissues and soft,
sweaty skin ; persons ill-nourished, whether from insufficient
food, debilitating disease, or any other cause, are all pecu-
liarly susceptible to the causes of disease in general and
more especially to the exciting causes of bronchitis. Again,
indulgence in aleoholic stimulants, even though it fall short
of what is usually called intemperance, luxurious and slothful
habits, neglect or timid avoidance of the bracing, invigorating
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membrane without the intervention of any discoverable
exciting cause, and is one of the predisposing causes to which
I have already referred as apt to do so when long enough in
operation. More frequently, however, valvalar disease of the
heart, especially disease of the mitral valve, serves only to
predispose persons to contract bronehitis from slight expo-
sure, and therefore properly takes its place among the pre-
disposing causes of that disease. Organic disease of any
portion of the lungs themselves often serves to predispose
the still healthy portions of those organs for bronchial dis-
ease. Pulmonary emphysema, chronie pneumonia, and tuber-
cular deposits all so act by producing hypersemia, either
in the healthy tissue immediately adjoining the diseased
part, or more extensively throughout the sound portions of
the lung. Pulmonary emphysema, especially if it has not
been preceded by bronchitis, rarely fails to be soon followed
by it.

VI. Under the head of hereditary tendency, I have already
adverted to the liability of persons who are the subjects of
certain forms of constitutional disorder to suffer from bron-
chial disease. In many cases the dyscrasia does but consti-
tute a predisposition which only results in bronchitis when
an execiting cause comes into operation. The gounty and
rheumatic diatheses, especially the former, are amongst the
most powerful predisposing causes of bronchitis; and, we
must rank as only secondary to these, albuminuria and
chronic alcoholism. When the dyserasia is very pronounced
it probably produces a more direct influence upon the bron-
chial mucous membrane ; for, in such conditions, just as in
that of considerable and long-continued hypersemia, we some-
times see bronchitis developed without the aid of any definite
external exciting cause. In such cases the dyserasia must
be regarded as the true exciting cause of the disease. This
applies, however, as I have said, only to a very limited
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body at the time of exposure also influences the effect pro-
duced. Exposure to a certain degree of cold when the body
is over-heated or exhansted by fatigue or fasting, produces a
greater effect than when the body is in its ordinary condi-
tion. On the other hand, a vigorous state of the cireulation,
such as is produced by active but not exhausting exercise,
and the habit of encountering atmospherical vicissitudes,
will often prevent the evil consequences of exposure. Among
the other most powerful exciting canses of bronchitis are the
sitting for a length of time with wet feet, the getting wet
through on a journey and remaining in damp clothes, and,
the allowing clothes soaked with perspiration, by fatiguing
exereise, to dry upon the body. Among the exciting causes
of bronchitis must also be reckoned sueh more general and
inevitable influences as sudden vieissitudes of weather, which
often produces bronehial eatarrh in many persons at the same
time.

Eronchitis is frequently present in several of the acute
specific fevers, when it cannot be referred to any apparent
exciting cause or special predisposition. It is not uncommon
in typhus, and it is very common in typhoid fever. In some
of these cases it is due to the hypostatic congestion of the
lungs, arising towards the close of the illness, from feeble
circulation and the recumbent posture of the patient. In
typhoid fever it so often occurs in the early stage that I am
accustomed to regard it as almost a nccessary ineident of
the disease. It may be severe, or it may be very slight, and,
in the latter case, the sole evidence of its presence may be
afforded by the detection of rhonchus or sibilus in the lungs
on auscultation. In ordinary cases it is unimportant, and it
commonly subsides as the patient begins to amend.

Notwithstanding the very diverse causes by which bron-
chitis is produced it is always, as I have already said, an
inflammatory affection of the mucous membrane lining the













wker. 1]  ACUTE BRONCHITIS OF LARGER TUDES. 35

to you another case of mild simple bronchitis which came
under observation at an earlier period of the illness,

(Case 3.—Theresa (., aged seventeen years, a well-
nourished girl of fair complexion and healthy aspect, em-
ployed in the service of the hospital as a scrubber, was
admitted into Murray Ward on November 1, 1872, Her
father had died of consumption, but her mother, five brothers,
and one sister were all living and in good health. The
patient herself had also enjoyed good health, interrupted
only by the usual diseases of infancy and by an attack of
erysipelas about eighteen months previous to her present
illness.

On admission, she said that she had been suffering for
three days from frequent chilliness and malaise, and also
from pains in the knees and ankles, and aching in the loins;
but there was no swelling of any of the painful joints, and only
very obscure and slight tenderness of the knees on pressure.
She complained also of a sense of tightness and soreness of
the chest, and of pain about the middle of the sternum when
she coughed; the tongue was slightly red and injected at
the edges, and was coated on the dorsum with a white
creamy fur; the fauces were inflamed, and she had a fre-
quent short cough, attended by scanty, transparent, frothy
expectoration. The chest was everywhere normally resonant
on percussion; on auscultation rhonchus was heard generally
throughout both lungs, but no moist sounds were audible;
the heart’s impulse and sounds were healthy; pulse, 1003
respirations, 20; temperature, 99:8°; urine, sp. gr. 1030,
very turbid from a copious deposit of lithates, not albumi-
nous.

She was ordered to {ake, every six hours, a draught con-
taining 10 grains of chlorate of potash, 10 minims of diluted
hydrochloric acid, and 1} ounce of peppermint-water, This
patient also rapidly recovered. On November 6 the pulse

D 2







tcr. 1] ACUTE BRONCHITIS OF LARGER TUBES, o7

upon the degree in which the mucous membrane of the
fauces and larynx participates in the catarrhal irritation.
In other respects the symptoms in both patients were such
as characterise the period of the disease at which they had
respectively arrived. Theresa G., being still in the early
stage of the disease, had a troublesome cough, and the ex-
pectoration was still scanty, transparent, frothy, and ropy ;
but in Marianne H., the disease having passed through the
first stage, the cough had become loose, and the expectora-
tion—which consisted of opaque, greenish, concoeted masses
—was more abundant. The physical signs in the two
cases also corresponded with the stage of the catarrh. In
Theresa G., the inflamed and swollen mucous membrane not
having yet been relieved by free secretion, dry sounds only
were heard on anscultation, and these, being entirely formed
in the larger tubes, were grave and sonorous in character,
constituting the sound ecalled rhonchus; whereas, in Mari-
anne H., the irritation having been already relieved by
copious secretion lying free in the bronchial tubes, the
bubbling sounds called crepitation had taken the place of
the dry sounds which characterise the commencement of
bronchial catarrh, The disease, in both these cases, being
restricted to the larger bronchial tubes, there was no im-
portant obstruetion to the admission of air into the bron-
chioles and air-cells, and, consequently, no impediment to
the free performance of the function of respiration. Neither
of these patients, therefore, suffered from dyspncea.

The diagnosis of simple bronchitis was readily made in
both cases, being founded upon the equal and normal expan-
sion of the two sides of the chest in respiration and the
unil:lnpaired resonance on percussion, coupled with the dry
suoring: or cooing sounds heard on auscultation, in the one
case, and the moist muecous crepitation heard in the other.
Just as the dry sounds heard on auscultation are more or less
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vidual, and to become more severe at each successive recur-
rence, until it leads to some permanent change in the
bronchial tubes. Although the patient’s third attack of
bronchitis had taken place in the spring, when the approach
of warm weather might have seemed favourable to her reco-
very, she did not lose her bronchitic symptoms entirely, as
she had done on the previous oceasions. There remained a
little morbid secretion from the bronchial tubes, exciting
cough for its expulsion, and a certain degree of shorfness of
breath, which, though slight, was obvious to the patient
herself, and was unquestionably an indication of some chronie
change in the bronchial membrane. Probably in the earlier
attacks, the bronchitis had, as in the two cases we have
already considered, been restricted to the larger tubes, but in
the third attack, which had left these slight symptoms of
chronic disease, it had doubtless spread downwards into the
smaller though not into the capillary tubes.

To resume the history of the patient. On admnission she
was suffering from a frequent short cough attended by a
frothy, slightly opaque, ropy expectoration and by consider-
“able dyspnea. Her skin was moist; she complained of
tightness in the chest and of pain in the mid-sternal region
on coughing. Pulse; 96; respirations, 28; temperature,
101-0°, Urine, sp. gr. 1020, strongly acid, not albuminous.
The movements of the chest in respiration were equal on the
two sides ; the expansion in ordinary breathing was imperfect,
but good in forcible breathing. The percussion resonance
was quite natural. On auscultation the sound of expiration
was found to be prolonged and rhonchus and sibilus were
heard, pretty generally, throughout both lungs ; a few moist
crepitations were also heard in the lower and posterior parts
of both lungs.

Evidently, the bronchitis was already passing into the
second stage; for the sputum, although still frothy and ropy,
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then again began to experience dyspneea; the cough became
more frequent and the expectoration resumed its frothy
character, and was much stained with soot; sibilus and
rhonchus and increased mucous ecrepitation were again heard
in the lungs on auscultation. Fortunately for the patient,
the fog was of short duration, and she very speedily recovered
the lost ground. A day or two afterwards she was ordered a
slight tonic containing 1 drachm of compound tincture of
gentian, 10 minims each of diluted nitro-hydrochlorie acid
and wine of ipeecacuanha, 20 minims of tineture of henbane,
and 11 ounce of water, to be taken three times a day. The
night pill, being now no longer required, was discontinued.

On November 9, the breath-sounds were rather feeble,
but, with the exception of occasional slight rhonchus, were
quite healthy., There was now scarcely any cough or expee-
toration ; the latter consisted only of small pellets of opaque
grey-coloured mueus still much tinged with soot. Pulse, 68 ;
temperature, 98:9° ; respirations, 23. Urinenormal. A few
days later the patient was discharged quite convalescent.

The three cases to which I have now directed your atten-
tion have all been examples of uncomplicated bronchitis ; but
I need scarcely remind you that bronchitis is very apt to be
associated with other diseases, and with some of them so
frequently that one cannot help regarding it as being either
an Independent result of the same cause, or as only another
manifestation of the same morbid state. To the former of
these classes must probably be assigned the frequent coinei-
dence of bronchitis with acute renal dropsy, to the latter its
frequent occurrence in the course of typhoid and rheumatic
fevers. The following case is an instance of the first of these
complications.

Case 5.—James P., aged forty-nine, a spirit merchant’s
porter, was admitted into Founder Ward on October 9, 1872,
He was an exceedingly stout man of sallow, bloated counten-












LECT, 11.] BRONCHITIS AND ACUTE NEPHRITIS. 45

him to throw off two dangerous complaints without seeming
to have incurred permanent damage to the affected organs.
You will have observed that I ordered him to have cur-
tains to his bed and to wear a flannel gown. These may
appear small matters for remark, but they really formed no
unimportant part of the treatmens. Whatever else we may
do in such cases, we must never fail to adopt all possible pre-
cautions against the least chilling of the surface of the body,
and to employ efficient means to promote the free action of
the skin, I therefore invariably clothe such patients warmly,
keep them in bed, and protect them from draughts of cold air.
In this patient, as in Elizabeth C., whose case I pre-
viausly related, the bronehitis extended into the smaller,
though not into the capillary tubes. Hence the distressing
dyspneea, at one time amounting to orthopneea, and the
sibilus or whistling sounds heard so extensively over the
lungs. The expectoration was scanty throughout the illness,
and, though it did at length become opaque, it never fully
acquired the characters of the sputum coctum. The case,
indeed, rather resembled, in some of its features, the catarrh
sec of Laennee, and it affords an illustration of what I said in
the beginning of my present lecture ; namely, that although
when we have to do with typical cases, the several forms of
bronchitis, arranged according to the exact seat, extent, and
duration of the disease, are clinically very distinet, yet these
various forms, as we see them in practice, merge into each
other by insensible degrees. Thus the last two cases I have
related were, in fact, intermediate between simple catarrhal
bronchitis, which occupied our attention during the earlier
part of my present lecture, and capillary bronchitis, the con-
sideration of which I must postpone to a future occasion.
The same holds good with respeet to the case I shall next relate.
Of the occurrence of bronehitis in typhoid fever we have
at present several examples in the wards. In some of them
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appeared upon both the back and the abdomen; the tem-
perature ranged from 102:6° to 105:0°, but was only on two
or three occasions under 103-0°; the pulse varied from 100
to 120, and the respirations from 28 to 36 in the minute ;
vomiting often recurred, but there was scarcely any diarrheea
and not much distension of the abdomen ; the stools were of
the typhoid character; the patient was delirious at night
and often drowsy by day ; the cough continued troublesome,
and the sputum consisted of a clear, viseid, ropy mucus;
rhonchus and sibilus, though chiefly the latter, were heard all
over the chest; the urine presented at every examination a
distinet trace of albumen.

November 22,—1:30 p.. pulse, 120 ; respirations, 36 ;
temperature, 103:8°; tongue dry, rough, and fissured ; abdo-
men slightly tympanitie, but free both from tenderness on
pressure and gurgling ; several fresh rose spots had appeared
upon the back ; the cough was still troublesome ; the sputum
was now a seanty, viscid, tenacious mucus of a grey colour
streaked with bright blood ; dry sounds were heard over the
front of the lungs; small moist crepitation in the posterior
bases.

November 27.—Pulse, 112; respirations, 30; tempe-
rature, 103+0°; there was much muttering delirium ; pupils
dilated ; tongue dry and fissured ; abdomen soft; bowels
open once only in the day ; several fresh rose spots upon the
back; chest everywhere normally resonant ; abundant large
crepitation and rhonchus heard in the bases of both lungs ;
cough less troublesome; sputum consisted of an opaque,
gelatinous, grey mucus slightly streaked with blood.

December 4,—Patient much improved. 10 A pulse,
90; temperature, 98-8°; the cough was now paroxysmal,
with long intervals of immunity ; rhonechus and sibilus were
still heard over both the front and back of the lungs, and a
few crackles in the posterior bases.
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treatment should be light, and stimulants should be either
entirely abstained from or taken in very moderate quantities.

It still remains to say a few words as to the best means
of preventing recurrences of bronchial catarrh, for, consider-
ing the susceptibility of persons who have once had an
attack to returns of this disease, our work is only half done
when we have carried our patient well through a first attack.
The means most commonly, but as I think mistakenly,
adopted for this purpose, are those which aim at protecting
the patient, by extreme care, from all possible external ex-
citing causes of the disease. Extra clothing is heaped on,
open windows are forbidden, draughts are excluded, and all
access of cold air, or even of cold water, to the surface of
the body is serupulously avoided. Undoubtedly there are
persons of such feeble constitution and languid eirculation
that they require many of these precautions, but they form
only a very small minority of our bronchitic patients; and I
am convineed that such hot-house treatment, unless abso-
lutely requisite, does but tend to increase the susceptibility
for catching cold left by a first attack of bronchitis, and then
the aceidental, perhaps unavoidable neglect of some of these
accustomed preeautions, readily leads to a recurrence of the
disease, It should, also, be borne in mind that bronchitis is
excited not so much by exposure to any particular degree of
cold as to alternations of temperature; and a patient con-
fined to his room sometimes feels changes of weather more
than those who go abroad. Indeed, persons who live in
heated rooms, and sereen themselves from every draught of
air, sometimes become so susceptible that even the aceidental
cooling of the apartment proves as injurious as a much more
serious exposure would do to persons of ordinary habits.

In my experience a much more rational and effective
means of preventing recurrences of bronchial catarrh con-
sists, in the first place, in putting the patient on a plan of
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decarbonised. From this eause, and from the imperfect and
laborious manner in which respiration is performed, the
blood circulates less freely through the lungs, the arterial
tension becomes diminished and venous congestion ensues,
The veins of the neck become distended and beaded; the
fingers, lips, tips of the nose and ears become blue, and the
face pallid ; the right side of the heart becomes distended ;
tbe area of cardiac dulness becomes enlarged; and even a
notable increase in the transverse diameter of the heart may
sometimes be observed.

Capillary bronehitis, in a severe form, is in fact a very
formidable and dangerous disease even to adults and robust
persons, whilst among children and aged and feeble persons
it is too frequently fatal; happily it is far less common
than bronchitis in the larger tubes. It may easily be dia-
gnosed by the presence of some or all of the distressing
symptoms I have described. I will read you, as an instance
of the slighter form of the disease, the case of a patient who
was under my care in Murray Ward nearly two years ago.

Case 7.—Jane M., a married woman aged thirty-three
years, a dressmaker by occupation, was admitted on Novems-
ber 16, 1875. Her father had been subjeet to gout, and
died at the age of sixty; her mother died of consumption at
the age of fifty years. The patient herself had suffered for
some years from winter cough attended by shortness of
breath, the attacks being always referable to a definite ex-
posure. On November 14 she was caught in the rain, and
got wet through ; very shortly afterwards she began to cough
and to experience shortness of breath.

On admission, the patient complained of headache ; her
pulse was 152; the respirations, 42 temperature, 103-8°;
her breathing was laboured, and so diffeult that she could
not lie down; her aspect was anxious; her face livid and
pallid ; her lips and tongue blue; the chest was everywhere
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amount of obstruction to the process of respiration, their
rapidity was a much less serious symptom than it would
have been in some other diseases.

The case was one of capillary bronehitis from the first,
The patient came under my care only two days after her
definite exposure to cold, and already the disease was fully
developed in the capillary tubes. Without doubt, the
liability of the patient to winter cough had produced a
strong predisposition to bronchitis, which had on this ocea-
sion at once invaded the smaller tubes. When she was
admitted into the hospital, the physical signs and constitu-
tional symptoms were exclusively those of capillary bron-
chitis ; though, at a later period, the copious frothy sputum
showed that the larger tubes had also been implicated in the
catarrhal process, :

We have at present a child, in Murray Ward, suffering
from capillary bronchitis. The case is even less severe than
the one I have just related, but, like it, presents a good pic-
ture of the disease in its more manageable form. Many
of you have already had your attention directed to the casge,
when accompanying me in my ward visit, and (herefore I
shall only recall to you the main facts from the case book.

Case 8.—William T\, aged four years, was admitted on
November 26th, 1877. His family history was quite satis-
factory, and showed no tendency to any form of disease, His
own health had also been good. He had been taken ill only
two days before his admission ; at first he had rigors, of very
short duration, and headache. In the course of the same
day he began to cough and suffer from dyspncea.

On admission the pulse was 160; the respirations 103
the temperature 103-4°. The cheeks were flushed ; tongue
furred but moist ; breathing short, hurried and laboured ;
ale nasi working; great restlessness; short, harsh, frequent
cough; mo expectoration. Chest everywhere normally re-
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latter about the third day. The case was only a mild one,
but it was, I believe, saved from becoming serious by early
admission into the hospital, ensuring greater care and the
avoidance of exposure to cold.

The disease in this case, as well as in the previous one,
appears to have commenced at.once in the smaller tubes,
More commonly, when capillary bronchitis oceurs in persons
free from any other lung disease, the catarrh begins in the
larger tubes, from whence it spreads gradually, and often in-
sidiously, downwards into the capillary tubes. Hence it often
happens that the true nature of the case is overlooked, until
it has assumed a severe and threatening form. The illness
being regarded as a common cold, it receives little attention
until the breathing has become much embarrassed, and
symptoms of an asphyxial character have supervened. A case
that was in Founder Ward early in the present year, exempli-
fied this more frequent course of the disease. It also pre-
sented several symptoms which did not oceur in either of the
cases I have related.

Case 9.—Frank B., aged 21 years, an engraver by occu-
pation, was admitted into the hospital on February 4th,
1877. His parents and brothers and sisters were all alive and
healthy. The patient himself had also enjoyed uninterrupted
good health, until his present illness ; but, he had been lead-
ing a dissipated life for several months, and had drunk very
freely. His illness began with a protracted fit of shivering,
which was followed by a severe cold and cough, a feeling of
tightness across the chest, and some slight diffieulty of
breathing. For these symptoms he had sought medical ad-
vice, but had meanwhile continued his irregular mode of life.
Twenty-four hours before presenting himself at the hogpital,
his breathing had gradually become more difficult, and his
chest more painful,

On admission the patient was sweating profusely; his
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floating in a frothy liquid, being raised only after very dis-
tressing efforts. The patient said that he had ocecasional
attacks of dyspneea, during which he felt choked and his chest
became painfully tight.

I preseribed a draught containing 2 drachms of solution
of acetate of ammonia, 15 minims of antimonial wine, 1
drachm of syrup of poppy and 9 drachms of camphor water,
to be taken every four hours. I also ordered a full dose of
compound senna mixture to be given at once; and continued
the inhalation of ether and the poultice over the back of the
chest.

9.30 p.a.—Pulse 88 ; respirations 28 ; temperature 98-4°.
The bowels had been freely purged ; the breathing was much
quieter; the cough much less troublesome, and the pulse
greatly improved in force

Febrnary 6.—The patient had had three hours of good
sleep in the night ; had wandered a little on awaking, but had
not been mnoisy. Complained of headache. Pulse 92, full
and steady ; temperature 97-8° ; tongue furred ; urine sp. gr.
1008, acid, not albuminons. Cough muech better; sputum
becoming opaque, muco-purnlent and slightly streaked with
blood. The resonance was now normal ; rhonchus and a few
crackles were heard over the front of the lungs; and some
dry cooing sounds over the back. The breathing was still some-
what laboured, but the expansion of the chest had improved.

Towards evening the cough and breathing became more
troublesome again, but were relieved by the inhalation of
ether. The patient being sleepless and restless as night came
on, a draught containing 20 grains of hydrate of chloral
was administered to him with the effect of procuring several
hours of good sleep.

February 8.—Pulse 88 ;respirations 28 ; temperature 98-2°,
Slept well without any sedative. Breathing improved ; dry
sounds over both lungs; percussion resonance normal.

¥
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tended area of lung resonance, and the deficient expansion of
the thorax during inspiration, were all of them signs
commonly observed in emphysema. They all, however, sub-
sided before the patient was discharged ; proving that there
was no permanent dilatation of the air-cells. These signs
arose from the extreme distension. of the lungs consequent
upon insufficient expiration, and the condition which gives
rise to them is sometimes called acute emphysema. Frequent
repetition of such distension of the air-cells would, un-
doubtedly, tend to produce permanent dilatation of the lungs;
but in most similar cases the condition subsides with the
bronchitis which occasioned it. The distended and over
voluminous lungs not only over-lapped the heart, but also
pushed the liver downwards; and, although the fact is not
noted in the clinical report, the liver was most probably ten-
der, as it is in a somewhat analogous case at present occupying
bed No. 17 in Founder Ward.

The interrupted articulation of sentences, which was a
very striking feature of this case, is rather uncommon in so
marked a degree in bronchitis, though very frequent in
pneumonia, It arises from the actual want of sufficient
breath to speak a complete sentence, without taking a fresh
inspiration. Delirium is often present in capillary bronchitis,
being due to the imperfect oxygenation of the blood with
which the brain is supplied, but it was more active and
noisy in this man than in ordinary cases, perhaps because his
lately acquired habits of intemperance had rendered his brain
unusually irritable.

Attacks of dyspncea of an asthmatic character, such as
those from which this patient suffered, are of frequent oceur-
rence in capillary bronchitis. They are unquestionably often
of nervous origin, and are then immediately caused by spasm
of the smaller bronchial tubes. TFor the relief of this spas-
modie form of dyspneea, I have been accustomed tor many
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the increased obstruction to the eirculation incident to the
last fatal attack of bronchitis. The condition of the stomaeh,
indeed, afforded a good illustration of the power of even
passive hyperemia to excite eatarrh of the mucous membranes.

The plugging of the bronchial tubes with tenacious,
opaque mucus found at the post-mertem examination, is not
rare in bronchitis affecting the smaller tubes; but it was
much more extensive in this case than is at all usual. It
had not, however, been sufficient to prevent, altogether, the
access of air to the deeper recesses of the lungs; for, with
inconsiderable exeeptions, they were distended with air; buf,
most unquestionably, its presence must have helped to pre-
vent the free and constant ingress and egress of air so indis-
pensable to the proper performance of the process of re-
spiration.

Capillary bronchitis is, as I have already said, a very for-
midable disease. In the young, the aged, and the feeble it
is often fatal ; but it is comparatively rare in middle life,
and, when it does oceur, it is generally associated either with
some constitutional eondition, or with some chronie disease
of the heart or lungs. It sometimes oceurs in connection with
chronic disease of the kidneys, and is common in cases of
valyular disease of the heart. It also not unfrequently cuts off
phthisical patients, before the chronic lung disease has seriously
impaired the general health, of which we have had lately a
good example under observation in Founder Ward.

Case 11.—William B., a married man aged twenty-seven
years, and a labourer by oceupation, was admitted on Mareh
9, 1877. He stated that his health had been always good,
and that he had never been disabled by illness until the
present attack. He had suffered more or less from cough
and shortness of breath all the winter, and had also lost flesh,
but had, nevertheless, been able to continue his labour until
February 26, on which day he became much worse. Two







recr, m.] CAPILLARY BRONCHITIS AND PHTHISIS. 7]

with a thick membrane. The lung tissue for a space of three
inches from the cavity was very demse and fibrous, and
traversed by dilated bronchial tubes. In this condensed
tissue were situated three or four other cavities, each about
the size of a Barcelona nut, filled with creamy pus. All the
lobes of this lung were firmly adherent to each other, and,
on section, were found to be pervaded by numerocus firm
granulations of a greyish semi-transparent appearance. These
granulations were mostly aggregated in small groups arranged
in a racemose manner. There was a considerable amount of
pigmentation around the granules, and generally throughout
the lung, Where not oecupied by these bodies the lung was
erepitant, contained air, and yielded a considerable quantity
of frothy fluid on being pressed. The bronchial tubes were
inflamed throughout, and plugs of mueus were found even in
the finest bronchioles. The surface of the upper part of the
superior lobe of the left lung was puckered, and the pleura
much thickened. This lobe was also traversed, though to a
less extent, than the right lung, by bands of fibrous tissue.
The bronchial tubes were much thickened, and the organ was
pervaded throughout by granulations similar in character and
arrangement to those found in the opposite organ. The
bronchial tubes were inflamed, and the lung was fully inflated,
as was also the right lung. No cavities were found in the
left lung.

The heart was notably enlarged, but the valves were
normal.  Two small ulcers were found in the mucous mems-
brane of the colon, but none on that of the small intestines,

This patient had evidently suffered from disease of the
lungs at some former period, probably long antecedent to his
last illness, though he had forgotten the circumstance. The
marked clubbing of the fingers, the dense fibrous condition
of the apices of the lungs, the firm membrane with which
the larger cavity was lined, and the enlarged heart, were all
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on either side. The percussion resonance was slightly im-
paired, and there was exaggerated vocal vibration, harsh
breathing, and scanty crackling in the right infra-clavicular
region ; faint crepitation was also heard in the right supra-
gpinous fossa. There was excess of resonance on percussion
over the left front of the chest, extending over the pracordia,
and obscuring the heart’s dulness and impulse. The left
side of the chest was also prominent below the nipple. The
pulsations of the heart were seen in the epigastrium ; the
heart sounds were normal. Under a course of cod-liver oil
and mineral acids, Mr. G.’s general health improved, and he
gained weight; but, as in September the physical signs of
disease in the apex of the right Iung still remained, I recom-
mended him to pass the winter in the South of France.

In June 1870, on his retwrn from the South, his weight
was 11 stone 7 lbs. He had only a slight morning cough,
accompanied by a scanty transparent expectoration, and was
free from dyspncea. A faint click was still heard, at the end
of coughing, below the right clavicle, but it was not heard
in the supra-spinous region.

In the month of November the crepitation was no longer
audible, and he had increased in weight; there was still
slight impairment of percussion resonance, and inereased
vocal vibration over the apex of the right lung ; but he had
resumed hunting and his usual country pursuits.

He now continued well until December 1876, when he
came to London for the Christmas., In walking across Hyde
Park, one damp foggy evening, he took cold and began to
cough. When I saw him, a couple of days later, his face
was livid, his lips, nose, and fingers were ecyanosed; his
breathing was very laboured; his cough troublesome and
abortive; sibilus was audible over the whole of both lungs,
and crepitation in the right mammary region. Pulse 120 ;
temperature 101-0°. He was, in short, suffering from a
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very defective. There was absolute dulness on percussion
over the right infra-clavicular region, and the resonance was
not perfectly good over either the upper front of the thorax
generally, or the lower and posterior parts of either lung.
Sibilus, rhonchns, and moist ecrepitation were aadible over
the lungs both before and behind, and rather high-toned
crepitation, and tubular breathing, suggestive of the exist-
ence of a cavity, were heard below the right clavicle. There
was also gurgling crepitation in the left supra-spinous fossa.
The expectoration was scanty, thick, muco-purulent, and
nummular. Pulse 140 ; respirations 52 ; temperature 100:0°,
Urine specific gravity 1029, acid, not albuminous. The
patient gradually sank, and died on the second day after his
admission.

At the post-mortem examination, the right lung was
found covered with greatly thickened pleura, especially at
the upper part, and firmly adherent to the chest walls. On
attempting to separate it from the ribs, a large rough cavity
was exposed, which was separated from the chest wall only
by a thin layer of condensed lung tissue, the thickened
pleura, and false membrane. This cavity was lined by a
false membrane that could easily be stripped off, and was
traversed by a band of condensed pulmonary tissue ; no com-
munication could be discovered between it and the bronchial
tubes. The fibrous stroma of the lung had everywhere un-
dergone proliferation; but, excepting immediately around
the cavity, there was a comparative absence of the indura-
tion usually found where there is considerable increase of
the inter-lobular connective tissue. The lung was much
pigmented, and a very distinet layer of black pigment was
seen underneath the pleura. There was universal bronehitis,
and the bronchial membrane was thickened.

The left lung was also attached to the chest wall at its
upper part ; but the adhesions were less extensive than those
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feeble, not unfrequently improves both in size and strength
after this moderate withdrawal of blood. It is rarely de-
sirable to repeat the bleeding ; and, indeed, it 1s scarcely
admissible in elderly people or in persons of broken down
constitution. After the cupping, or the application of tur-
pentine stupes, I direct the back of the thorax either to be
kept constantly covered with a hot linseed poultice, or to be
thoroughly enveloped in cotton wool. 1 abstain altogether
from the employment of blisters in capillary bronchitis,
although I am awuare that they have been recommended on
high authority. My objection to them is that they, for a
time at least, increase the pulmonary irritation and aggra-
vate the symptoms.

As regards medicines, if dry sounds predominate in the
lungs, I preseribe antimony in combination with a saline
sudorifie, such as solution of acetate of ammonia; or, if for
any reason antimony is inadmissible, small doses of ipecacu-
anha, given at frequent intervals. For the aggravations of
dyspnoea, which are apt to supervene from time to time, I
recommend the ether draught, already spoken of, to be given
as may seem necessary, without intermitting the other reme-
dies. On the other hand, when abundant moist crepitation
is already audible in the lungs, I congider that the time for
the abstraction of blood has passed over; and, instead of
antimony or ipecacuanha, I preseribe a more stimulating
expectorant, containing carbonate of ammonia in eombina-
tion with tincture of squills and, if the dyspnecea be urgent,
spirit of ether, to be taken at intervals of three, four, or six
hours, according to the severity of the case.

When the circulation flags, we must have recourse to
alcoholic stimulants, and of these brandy is undoubtedly the
best and most convenient. Nevertheless, we must not forget
that the use of aleohol in these cases is only designed to
keep up the circulation, that it is not curative, and that it
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years, was admitted on January 4, 1878. Her parents and
brothers and sisters are all healthy, and there is no evidence
of the existence of any tendency to hereditary or consti-
tutional disease in her family ; the patient herself had also
enjoyed uninterrupted good health until about a year ago,
when, after having been exposed, as a dairy-maid, to wet, to
which she had not been previously accustomed, she had an
attack of bronchitis, and has never since been altogether free
from cough. About a week before presenting herself at the
hospital, she took fresh cold ; her cough became worse, and
she began to suffer from shortness of breath.

On admission, her pulse was 96 ; respirations, 26 ; tem-
perature, 98:0°. She complained of shortness of breath and
of a sense of tightness and soreness in the chest, especially
about the mid-sternal region ; the chest expanded well, and
equally on the two sides; the percussion note was quite un-
impaired ; dry rounds, chiefly rhonchus, were heard over
the front of both lungs. Posteriorly, also, the percussion
resonance was good, and dry sounds were heard over the back
of the lungs both with inspiration and expiration. Heart-
sounds normal ; ‘apex-beat in the normal position.

To take every six hours a draught containing 2 drachms
of solution of acetate of ammonia, 10 minims of antimonial
wine, 1 drachm of syrup of tolu, and 9 drachms of
camphor water.

January 5.—Pulse, 92; temperature, 99:2°. THas not
slept at all. Cough dry, frequent, and abortive; breathing
quick and laboured ; sputum, very scanty, consists of a glairy,
tenacious mucus, much specked with black carbonaceous
matter. Has had an attack of dyspnea during the night,
compelling her to sit up in bed.

January 6.—Pulse, 80 ; temperature, 99-2° ; respirations,
28. Has slept well; breath-sounds improved ; breathing
still rather laboured. Had a paroxysm of dyspneea about
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satisfactory account of her family history ; but her own chil-
dren, four in number, were all delicate, one being the subject
of lung disease, another of hydrocephalus, a third of heart
disease, and a fourth having enlarged cervieal glands ; a fifth
died of croup, a disease apt to oceur in strumous families.
The patient herself had been dyspeptic for many years, and
very subject to attacks of pain and a feeling of fulness at the
epigastrium, followed by profuse vomiting ; these attacks
had latterly become more frequent. She had been laid up,
about nine years before coming under my care, with bron-
chitis ; since which time she had been very liable to take
cold, and had almost habitually suffered from cough and
dyspneea. She was a flabby woman, with a large abdomen—
just the type of person likely to fall into chronie disease, and
to be little amenable to treatment.

On admission, her breathing was slightly laboured, espe-
cially when lying down, and she expectorated a scanty
sputum consisting of a slightly frothy, jelly-like, transparent
mucus, so tenacious that the vessel in which it was held
could be turned bottom upwards without displacing it ; the
sputum was occasionally streaked with blood; the whole
front of the thorax was somewhat over-resonant on per-
cussion, and this excess of resonance was most marked on the
left side, where it encroached upon the normal area of cardiae
dulness ; percussion over the back of the thorax also elicited
unusually clear resonance, though in a less marked degree
than in front; the liver dulness was displaced, for it only
began at the sixth right intercostal space, and extended
slightly below the costal arch—that is to say, the liver
was pushed downwards by the over-voluminous lungs 3 the
heart was also pushed backwards and inwards—its impulse
could neither be seen nor felt in the normal position, neither
was it visible in the epigastrium, as is common in cases of
advanced pulmonary emphysema ; its sounds were much
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same, I added 20 minims of tineture of larch to the draught;
and ordered the patient to inhale, fwice a day, the vapour of
hot water from an inhaler into which half a drachmn of sul-
phuric ether had been poured.

She now greatly improved ; the cough hecame much less
troublesome, and the expectoration decreased in amount, but
retained the same character— that, namely, of a transparent,
gelatinous seeretion, which coalesced in the basin, and ad-
hered firmly to its bottom. The patient expressed herself as
much relieved, said her breathing was much freer, and that
sghe felt in all respects better.

This, then, was a well-marked case of Laennee’s chronie
dry catarrh, associated with emphysema of the lungs; but
the emphysema was not far enough advanced to give rise to
the distress you are accustomed to see, in most of the cases of
pulmonary emphysema and bronchitis which are admitted
into the hospital. Neither was the catarrh severe; for the
patient had no orthopneea, and did not suffer from the
frequent abortive cough which very commonly attends this
disease,

Cases of this class, although not very often found in the
wards of the hospital, present themselves frequently in private
practice. Patients who like this woman are subject to dys-
peptic and gouty ailments, and even persons who are well
nourished and to all outward appearance in good health,'will
often come to us complaining of morning cough, attended by
a scanty expectoration, which consists either of little roundish
masses of tenacious, semi-transparent, pearl-grey mucus,
about the size of small shot, attached together like a bunch
of grapes, or a single larger, but still comparatively small,
mass of mucus specked with black. This is the expectoration
denominated by Laennec ¢ pearly sputum,’ and deseribed by
him as the secretion characteristic of dry catarrh in its usual
chronie state. On enquiry you will generally find that such
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At this time, October 11, no essential change had taken
place in the physical signs; the orthopncea continued both
by night and day ; the sputum retained the same characters ;
and dry bronchitic sounds were still audible everywhere over
the chest. The pulse had, however, fallen to 84, and the
respirations to 40. The temperature had remained about
normal. The urine was improved ; it had now a sp. gr. of
1025, was less acid, and had ceased to deposit lithates.

On October 16, the cough was much less troublesome ;
but the patient continued to suffer from orthopnoea, and the
respirations were still 35 in the minute. The pulse was now
only 72, and the temperature continued normal, as, indeed,
it had been from the beginning. The sounds of respiration
were almost normal over the front of the chest; bat sibilus
and rhonchus were still heard behind, though much less
constantly and generally than on the patient’s admission.
The excess of resonance over the pracordia had so decreased
that the area of cardiac dulness was almost normal ; the in-
creased volume of the lungs masking the heart’s dulness
having been due, not to true pulmonary emphysema, but, to
the spurious emphysema, of which I spoke in a recent lec-
ture ; in which, by reason of the difficulty of expirasion, the
air-cells became over-distended, and the lungs, at the close
of expiration, remained oceupied by an excessive amount of
residual air. This state of over-distension may eventually
lead to loss of elasticity in the walls of the air-cells, and thus
to true emphysema; but it often recurs many times and
disappears again, in the same patient, before this result
happens.

On October 18, the patient complained of headache,
dyspneea, stuffiness of chest, and pain under the left scapula ;
the pulse had risen to 96, and the temperature to 99-0°;
there was increase of rhonchus in the base of the left lung,
and some crackling friction was heard at the seat of pain ;
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TLondon than in some of the mining and manufacturing
districts, though even here we meet with a notable sprink-
ling of them. Here, again, I shall avail myself of my former
out-patient practice for examples in illustration of my sub-
ject. Whilst assistant physician I used to see a ‘multitude
of cases of pulmonary disease, and found amongst them a
much larger number of cases of the class now under con-
sideration than T have since met with in the wards of the
hospital. I select the first example on account of the marked
absence of any constitutional predisposition, either in the
patient himself or in his family,

Case 21.—Thomas L., aged fifty-two, a stone-mason by
occupation, was admitted an out-patient, under my care, in
December 1866. The family history was satisfactory, his
parents having both lived to an advanced age, and neither
of them having suffered from any form of dyserasia or of
pulmonary disease. The patient himself had never been
affected with either gout or rhenmatism, and had, in his own
opinion, been a healthy man until within a year of the time
of his admission. I found, however, that for many years he
had been accustomed to raise a little thick, dark-coloured
mucus early in the morning, and had lately become prone to
slight catarrhal attacks attended by cough. His occupation
had mainly consisted in hewing various kinds of stone, during
which process a great deal of grit and dust was thrown off.
He had been laid up in the preceding spring for a month
with a more than usually severe catarrhal attack, and from
that time had had a constant expectoration of thick, yellow-
coloured mucus, and had suffered more or less from dyspncea,
especially on moving about. He had never had haemoptysis,
nor even seen a streak of blood in his expectoration.

On admission, his skin was cool; pulse only 72, small
and compressible, tongue clean ; bowels regular; the cough
and dyspneea were both troublesome, and the expectoration
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supra-spinous fossa, and greatly impaired over the upper two-
thirds of the back of the thorax; a clear pulmonary note
was yielded by the right side of the chest both over the front
and back. On auscultation the breathing was puerile and
exaggerated over the right lung; harsh tubular breathing,
scanty high-toned erepitation, and bronchophony were audible
in the left infra~spinous fossa; the breathing was almost
cavernous, and the vocal resonance pectoriloquous in the left
supra-spinous fossa. The heart-sounds were normal but exten-
sively diffused; the area of liver dulness was also normal;
there were no enlarged lymphatic glands.

To take the common linetus occasionally when the cough
is troublesome, and 1 drachm of cod-liver oil twice a day ;
tincture of iodine to be painted over the left infra-clavicular
and scapular regions.

April 21.— Urine, sp. gr. 1018, normal ; boy perspired
much last night ; temperature in the evening, 98:2°; pulse,
92 ; the cough having been very troublesome, a draught, con-
taining & minims of compound tineture of camphor, 1 drachm
of syrup of tolu, and 14 drachm of cinnamon water, was sub-
stituted for the linetus, The temperature remained about
the normal standard, and the pulse ranged from 90 to 118
until April 25, when I took charge of the patient.

April 25.—Temperature, 98-3°; pulse, 90. Dulness on
percussion over the left front of chest from the elavicle to
the mamma; breathing feeble and of blowing character;
well pronounced vocal resonance over dull area; no adven-
titious sounds; expansion imperfect below the left elavicle.
Breathing very harsh at the outer angle of the right clavicle,
with marked increase of vocal resonance. High-pitched dul-
ness in left supra~spinous fossa; faint crackling in left supra-
spinous and infra-spinous foss®. The dose of cod-liver oil to
be inereased to 2 drachms,

April 30.—The temperature rose last evening, for the
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he might have completely recovered. The case was one of
pulmonary consumption in the proper sense of that word,
but it was not one of tubercular phthisis; the lungs con-
tained, indeed, abundant relies of inflammatory produets, in
the form of catarrhal cell-growth and pulmonary parenchyma,
which had undergone caseation and destructive softening,
but there was no true tubercle. In fact, the patient had
only reached an ulterior stage of the same disease which I
have described in the two former cases; in them the mischief
stopped short of the destructive process of ulceration; in
him that process was consummated.

The cases I have brought before you to-day show very
well the character of many of the cases of phthisis which you
will meet with in practice; and it is very important that
you should, if possible, recognise them at their earliest stage,
when it; is still possible that judicious treatment may arrest
their further progress. One very important lesson may be
derived from their consideration—it is, never to treat bron-
chial catarrh too lightly. Tt may, when first observed, be
unimportunt in itself, but bronchial catarrh is always liable
to spread downwards in the direction of the capillary tubes,
and this is especially true of delicate, ill-nourished persons
of feeble stamina. The progress of the catarrh into the
smaller tubes is often most insidious, and may readily be
overlooked for a time, unless the patient be closely watched,
In young persons, more especially, the temperature should
be taken at least once a day, in every case of severe catarrh,
for a rise of temperature rarely fails to take place when the
catarrh invades the alveoli, as did, in fact, oceur in the boy
Charles W., whose case was the first T narrated to-day.
And, again, observe that the phthisis is a secondary disease,
and does mot usnally, if ever, come into the field until the
acute stage has puSsed over. It is a result of the catarrh,
and not, so to speak, an integral part of the catarrhal process,
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