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v PREFACE.

peculiar property of the sage. That it cannot be trans-
ferred or transmitted to others is, perhaps, the chief cause
of the slow advance of intellectual progress from age to
age. The tendency of the world has been to disregard
authority in proportion as the means and facilities of
recording facts have multiplied ; so that, in the present
day, the wisdom of the sage, if unsupported by the record
of his experience, is scarcely valued at the price of the
hasty conclusions of a novice, who may have picked out
and recorded a few facts by which they seem to be sup-
ported. The danger of this tendency is, that society
may drift into the disbelief of everything; for, if we first
dishelieve in every conclusion which is not supported
by recoided facts, that is to say, if we disbelieve in
the opinions of wise men unless the whole course by
which they arrived at those opinions be demonstrated, the
next step is to doubt the correctness of all recorded
facts, however good the authority of the recorder; and
thus, when the demonstration has been given, to doubt
its correctness still.

Nevertheless, there is wisdom in this incredulity, if
kept within proper bounds. Though it may apparently
retard the progress of truth, if the steps that we are per-
mitted to take are made more secure, by being taken slowly,

our advancement will be quicker in the end. It is, then,
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vi PREFACE.

I must, however, point out one important fact in rela-
tion to the cases here cited, viz., that they were taken
with the utmost fairness as to the conclusions they might
justify, no one point having been set before the mind at
starting on which to acquire proof or disproof. A simple
and open enquiry was pushed into the facts of the
cases, to yield what results it might. My conclusions
have been forced upon me as the unavoidable results
of this enquiry ; but, as all probable evidence is subject
to the contingency of having a variable weight in different
minds, what has seemed most clearly proved to me may

to others appear in quite a different light.

41, Hanrrey Streer, W.,
January, 1866.
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2 ON WINTER COUGH.

and enquiry, in order that I might devote all the time at
our disposal to those which come more strictly within
the limits of practical medicine.

Again, I can but think that, as practitioners of medi-
cine, we ought to look with far more interest upon any-
thing that conduces to the cure or relief of the diseases
which affect the largest number of persons, than any rare
and solitary cases, however curious they may be. T have
not hesitated, therefore, to devote a large amount of time
and study to the very common and well-known class of
cases which form the subject of these lectures.

I have included them all under the crude name of
““ Winter Cough,” because it expresses the one conspicuous
symptom, common to them all, which especially brings
such cases under the eye of the physician. All the
patients had a cough, which was either limited to the
winter season, or was much aggravated during that part
of the year.

However tedious and wanting in the excitement of
novelty a common case of winter cough may be to the
medical practitioner, there are few complaints which so
painfully absorb the interest and attention of the patient ;
and as such cases are extraordinarily numerous in all
ranks of society in this climate, they represent an enor-
mous amount of human suffering, and from this fact
alone demand our most earnest consideration.

I need hardly tell you that at this hospital such cases
abound in every form and variety, and afford the widest
possible field for enquiry, whether it be into their symptoms
and physical signs, their course and treatment, their con-
sequences and terminations, or their causes and natural
history.
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(1. Cases in which there are physical signs of
Emphysema, and not of Bronchitis, and in which
there is no history of previous Bronchitis.

2. Cases in which there are physical signs of
Emphysema, and not of Bronchitis, but in which
there is a history of previous Bronchitis.

3. Cases in which there are physical signs of
Bronchitis, and not of Emphysema

4. Cases in which there are physical signs both
of Emphysema and of Bronchitis.

9. Exceptional cases, in which there are not
physical signs, either of Bronchitis or of Emphy-
' sema.

See Index to Cases.

You will at once observe, that these groups give us
Emphysema and Bronchitis as the two conditions of disease
which, with the exception of a few cases, are ever present,
either singly or combined, when there is Winter Cough.

It is evidently, therefore, the leading point of interest,
in a practical sense, to know what 1s the relation of these
states—Emphysema and Bronchitis—to each other, and
to the complaint in question, viz.,, Winter Cough.

Is the cough produced by Emphysema, by Bronchitis,
or by both, or is it dependent upon some other condition
which accompanies both the Bronchitis and the Emphy-
sema ?

Is the Bronchitis produced by Emphysema, or Emphy-
sema by Bronchitis ?

Is the Bronchitis or the Emphysema produced by the
Cough ?

In what way, if any, do Bronchitis and Emphysema
influence each other ?
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You are aware that there are powerful and accomplished
advocates for each of these four propositions, and when I
assert, as my strong conviction, that the fourth alone can
be maintained — that Emphysema can be more satis-
factorily explained by the expansion of the air vesicles

_during expiration, than by any other cause, and that this
belief is essential to the proper treatment of Winter
Cough—TI feel that I am bound in some measure to
support the opinion I hold, by arguments which may
commend it to your respect, although I cannot venture
to occupy your time with such a detailed and abstruse
discussion as would be necessary to answer all objections
urged, on the various sides of the question.

The first thing to do is to show that the phenomena of
Emphysema can be satisfactorily explained by the expi-
ratory theory of its production.

The second is to show that the conditions required by
this theory, for the production of these phenomena, are
supplied by disease.

And the third is to show that evidences of the existence
of these conditions are to be found in the clinical histories
and features of cases of Emphysema.

Having done these things, if time allows, I will briefly
point out some of the vital objections to the other theories
to which I have referred.

Emphysema of the lung, as you well know, may be
limited to a few air cells, or may affect one or more
lobules, a whole lobe, and even the whole of one or both
lungs. It essentially consists in a dilatation of the air
cells, which may be slight or extreme, and in attenuation
and rupture of the dilated walls of the cells, so that
contiguous cells are made to communicate with each other,
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pressure of air upon the internal surface of the air
cells.

You are no doubt familiar with the fact, that what
is called “Interlobular Emphysema ” may be produced
by forcible expiratory acts. That during such acts one
or more air cells may become so over-distended, that
rupture takes place, and the air from the lung is poured
into the cellular tissue between the lobules, whence it may
find 1ts way into the cellular tissue of the mediastinum,
and thence into that of the chest and neck. I well
remember a case of this kind which was brought to my
notice by Dr. Niell, of Aldersgate-street. He was
attending a lady in a difficult confinement, and suddenly,
during a violent expulsive effort, the patient’s neck and
shoulders swelled up to an enormous size, and the cellular
tissue was found to be full of air. Many such cases have
been witnessed, always occurring during some violent
expiratory effort, as during parturition, defeecation,
lifting heavy weights, or coughing. A number of cases,
in which this accident occurred during fits of coughing,
are recorded by M. Guillot (Archives generales de
Médicine, vol. 2, 1853), and many others, may be found
scattered through other works and periodicals.

From these two facts, then,—(1) that distension and
rupture of the air cells, similar to Emphysema, have been
produced experimentally by undue pressure of air applied
to the imner surface of the cells, and (2) that similar
distension and rupture of the air cells have been produced
accidentally by foreible acts of expiration, it may be con-
cluded that vesicular Emphysema may be produced by
pressure applied to the inner surface of the air cells
during expiration.
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assigned cause is not the true one, to bring these cases
forward as proofs of the correctness of their opinions.
Our great endeavour, therefore, should be to find a mode
of observation which shall, as far as possible, remove this
source of fallacy.

I't has appeared to me that this source of fallacy must
remain so long as the post-mortem examination of the
patient is depended upon for the explanation of the
phenomena of his disease. I am speaking especially of
the disease now. under our consideration, although the
remark may apply to others. A simple illustration of
what I mean is this:—The examination of the lungs of
a man who has long suffered from attacks of Spasmodic
Asthma may show well-developed Emphysema. But not
a trace may remain of the bronchial spasm which pro-
duced the Emphysema ; whereas, on the other hand,
there may be found many other changes in his bronchial
tubes, or in the parenchyma of the lung, due to causes
totally unconnected with either the Asthmatic Spasm, or
the Emphysematous air cells, while the history of the case
may be totally incompetent to determine whether or not
any relation existed during life between the pathological
changes discovered after death. On the other hand, there
were, in all probability, periods in the course of the case
when symptoms and physical signs, properly interpreted,
might have told what morbid causes were in action, and
what organic changes were being produced by them, the
course of both being watched and traced.

In making these remarks, I wish particularly not to be
misunderstood. I do not the least undervalue the great
importance of morbid anatomy, when the conclusions
drawn from it are kept within legitimate limits.
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that, in fact, so far as the air cells are concerned, the
operation is similar to the experiment of blowing into the
lungs down the bronchial tubes. And as we might
reasonably expect the effects of two similar causes are
alike, viz., the distension and rupture of the air cells.

These, then, are the physical conditions required in the
chest, to produce a strain upon the inner surface of the
air cells during expiration. But it remains to show that
these conditions are supplied by the circumstances which
precede and accompany the occurrence of Emphysema,
and also that the external pressure upon the lungs, exerted
during these periods of straining, is subject to be weaker
in some places than in others.

It is singular that it should not have been recognised,
simple and self-evident as it appears, that what applies to
the interference with the calibre of the small air tubes
applies equally to the large ones. If the calibre of a
tube, be it large or small, is justly proportioned to the
transmission of a certain volume of air and no more, in
a given time, any decrease in the calibre must ‘necessitate
either a longer period of time for the passage of the same
volume of air, or an increase in the rate at which the air
passes. That is to say, a larger slower fide in the first
case, and a smaller faster tide in the second case, must
pass in the same period of time. Duf it 1s clear that a
greater pressure from behind is required to urge the
smaller-faster tide than that required for the larger-slower
tide, if equal volumes are to pass in the same time, as
stated, and in proportion to this increase of pressure there
will be increase of friction upon the walls of the tubes.

Tt is evident, therefore, that, as the large bronchi, the
trachea, larynx, and nasal passages, are all nicely ad-

-

S S
=







14 ON WINTER COUGH.

strain on the air cells, circumstances which have been
heretofore overlooked, viz., the acts of sneezing, and of
blowing the nose, when they are convulsively or violently
performed, and when an abnormal obstruction is placed
in the way of the outward tide, as in nasal polypus and
tumefaction of the naso-pulmonary mucous membrane.

And T include among causes of obstructed outward tide
during ordinary respiration, circumstances which have
heretofore been overlooked, viz., catarrhal thickening of
the mucous lining of the nose, larynx, trachea, and large
bronchi.

During all acts of coughing, a certain backward shock
of air occurs before the glottis is opened, and before the
body to be expelled can be ejected. But this becomes a
cause of Emphysema when the cough is unusually convul-
sive and severe, and when some obstruction is placed in
the way of the outward tide, which is unusually difficult
to remove.

It has not, so far as 1 can learn, been recognised, that
when the bronchial tubes are diminished in calibre, an
obstruction is placed in the way of the outward tide,
which does not affect the inward tide to the same extent.
Yet such is undoubtedly the fact. It occursin this way :—
The act of inspiration consists in enlarging the capacity
of the chest by muscular force, and thus removing from
the whole lung the circumferential pressure of its own
elastic force; the consequence is, that the expanding lung
expands the enclosed bronchial tubes to the fullest extent,
and thus favours the influx of air. The normal expiratory
act consists in a simple recoil of the elastic lung, followed
by that of the elastic chest walls; a pressure is thus
exerted on the circumference of the bronchial tubes,
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which tends to diminish their calibre, and favours the
exit of air; but this expansion during inspiration, and
compression during expiration, is all calculated for in the
adjustment of normal respiration, and no backward
pressure is produced; but so soon as a sufficient diminution
has occurred in the calibre of the air passages to require
a greater expiratory force than is supplied by the elastic
recoil of the lung, an entirely different relation is set up
between inspiration and expiration.

So soon as the additional force of muscular expiratory
efforts is called for, the circumferential pressure upon the
bronchi acts unfavourably to the outward tide. The air
cells which lie around the bronchi are pressed upon their
walls, and act as causes of increased obstruction to the
already diminished passages. In this way diminished
calibre of the air passages tells more unfavourably upon
expiration than upon inspiration, and becomes a cause of
backward pressure of air upon the cells of the lungs
during the expiratory act, even in ordinary breathing.

The mode of operation may be watched in the nose,
only that there it is exactly reversed. The tendency of
the walls of the nose, not the alee nasi, is to collapse
during inspiration, and to expand by the pressure of air
during expiration. If we experiment upon ourselves,
while suffering from the tumid stage of nasal catarrh, we
shall find that it is often impossible to inspire through the
nose—the suction force exerted by the chest producing
collapse of the nasal walls, and complete obstruction—
when it is comparatively easy to expire through the nose,
in consequence of the passages being opened by the out-
ward tide of air. On the other hand, if we try a similar
experiment with the chest, during the tumid stage of
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bronchial catarrh, we shall find that it is easy to inspire,
when expiration is attended with labour, in consequence
of the outward pressure upon the obstructed tubes still
further diminishing their calibre.

Supposing it to be granted that, under the circum-
stances which we have considered, a backward pressure
does occur upon the inner surface of the air cells, it
remains to be shown that the external pressure upon the
lungs during these periods of strain is subject to in-
equalities.

The principal objection raised to the expiratory theory
of the production of Emphysema is an assertion that such
mequalities do not exist, an objection which is very well
set forth by Dr. Gairdner in the following words :—* Even
when the air vesicles are maintained at their maximum or
normal state of fulness, by a closed glottis, any further
distention of them is as much out of the question as
would be the further distention of a bladder, blown up
and tied at the neck, by hydrostatic or equalised pressure,
applied to its entire external surface.” (Monthly
Journal of Med. Secience, vol. xiii.) This is, in fact,
the standing point in the argument, and whatever force
it might have as a proof that over-distention of the air
cells cannot be produced by expiration, is turned in the
opposite direction, if it can be shown that it breaks down
at its most vital point, when submitted to the test of
experiment; if, in fact, Dr. Gairdner’s * bladder blown
up and tied at the neck,” instead of having “ equalised
pressure applied to its entire external surface,” has the
pressure applied unequally, as if grasped by the hand.
And whereas there is no evidence to prove the equalised
character of the pressure, there is plenty in favour of the
unequal pressure.
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be provided ; and accordingly, in the wise economy of
nature, it has not been provided. But when the outward
tide is interrupted by some abnormal obstruction, and a
call made upon the elastic recoil of the lung greater than
that for which it is prepared, the lung instead of taking
the lead, and being only followed by the chest walls,
falls back upon them for assistance, and they, in their
turn, being incompetent by their elastic force to over-
come the difficulty, fall back upon the expiratory muscles
to assist in the act of compression. In this operation
all the inequalities of pressure which may exist become
opportunities for the over-distension of the air cells, as
they are urged, in this direction and in that, to overcome
the obstruction to the outward tide of air.

A striking illustration of the way in which the lungs
may be distended during forced expiration, in any direction
in which the outward pressure is deficient, was shown in
the case of M. Groux, when exhibiting in this country
at the different Medical Schools. During a violent ex- =
piratory act, the lung of one side came forward in the
upper part of the fissure which existed in his chest walls, =
and formed there a distinet elongated resonant tumour,
but no such result took place during inspiration. That
in the normal chest inequalities of circumferential pres-
sure exist during expiration, has been clearly shown by
Dr. Jenner and others. Thus Dr. Jenner says:—“We =
have only to watch a person whose chest is exposed during
a fit of coughing, to see what a consideration of the ana-
tomical constitution of the thoracic parietes would @ priori
lead one to assert. . . . Before coughing, a person
makes a deep inspiration, .e., he distends as far as possible
the air cells, he then closes the glottis, and compresses
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forcibly the lungs by the thoracic and abdominal parietes ;
the moment the compression of the lungs has attained a
certain point, he opens more or less the glottis, and the
air is driven forward by the muscular effort and the
elasticity and contraction of the lungs and of the thoracic
walls, with a force proportionate fo the compression to
which it was subjected before the opening of the glottis.

“Now 1t is manifest that if there are parts of the
thoracic walls which are more yielding, or which, during
powerful expiratory efforts with a closed glottis, con-
tract less than others, the air immediately before the
opening of the glottis will be driven from the compressed
portions of the lung into the air vesicles of the lung
situated under such parts of the walls, with a force pro-
portionate to the general muscular and other powers in
play, to the local want of compression, and to the degree
of yielding of the walls at those particular spots.” “That
there are such parts,” he continues, “and that they are
exactly those which are most frequently the seat of
vesicular Emphysema, and the sole seats of extreme dilata-
tion of the air cells, is demonstrable.

“That during violent expiration, with a more or less
closed glottis, the air is actually driven into the lung
vesicles of the apex with power enough to distend them
to the utmost, is demonstrated by the supra-clavicular
bulging which may be seen during a fit of coughing, and
the hand has only to be placed upon the same part to
prove that the lung tissue subjacent is, during strong ex-
piration, distended by a considerable force. Percussion
proves that the bulging to which I refer is pulmonary.

“The cells of the anterior margin of the lung
are, like those of the apex, forcibly distended when
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violent expiratory efforts are made with the glottis closed,
or imperfectly opened.

““ Again, the margin of the base of the lung, the part
of the lung in the vicinity of the root of the organ
below the entrance of the bronchus, and the little
ridge of the lung which lies behind the trachea on the
right side forming the posterior margin of what may
be termed the tracheal groove on the lung, are, in a like
manner, imperfectly supported, and ecomparatively un-
compressed during violent expiration. The base, too, of
the left lung, generally, is less firmly supported than is
the corresponding part of the right lung—the liver being
a more unyielding organ than the stomach, and compress-
ing the base of the right lung more uniformly than the
spleen and stomach do that of the left lung. The conse-
quence of this want of support and of compression of the
parts of the lung last enumerated is, that they, like the
apex and the anterior margin, are the chosen seats of
Emphysema.” (Med, Chir, Trans., Vol. XT..)

Many other sources of inequality of pressure upon the
lungs might be enumerated, amongst which I would
suggest the mobility of the heart, which permits it to be =
pushed downwards, as proved by the change in 1ts position
which actually takes place when the upper parts of the
lungs become seriously Emphysematous. N |

Again, the possibility of muscular contractions bemg'
more powerful and complete in some sets of muscles, and
in some sets of fibres, than in others at the same time, is §
familiar to us all in other parts of the body, and it is only
reasonable to suppose that similar irregularities occur §
when, from any cause, the muscles of expiration are §
called upon to perform more persistent duties than those
for which they are normally intended.
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It now remains to show that—

“ Evidences of the existence of the required conditions
may be found in the clinical features and histories of
cases of Emphysema.” (See p. 6).

Let us, then, enumerate the principal conditions for
evidence of the present or past existence of which we have
to search in cases of Emphysema.

The required conditions consist of any circumstances
which may press the air in the lungs back upon the inner
surface of the air cells with greater force than their elastic
properties are competent to resist, and thus deprive them
of the power of again resisting a distending force which
previously they were equal to withstand. They may be
divided into two classes—

Crass A.—Circumstances which may a¢ once over-
stretch the air cells.

Crass B.—Circumstances which may gradually over-
stretch the air cells.

These two classes of circumstances often succeed each
other, and thus, what one begins, is carried forward by
the other. -

The conditions included under Class A, or such as may
at once overstretch the air cells may be conveniently con-
sidered under two heads—

1. Violent expiratory acts, as in defwecation, parturi-
tion, lifting heavy weights, and the like, per-
formed with a closed glottis.

2. Convulsive expiratory acts, as in whooping cough,
croup, laryngitis, fits of sneezing, nose blowing,
and the like, when of undue force and opposed
by undue resistance. -

The second class of circumstances, or such as may
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gradually overstretch the air cells, may be conveniently
considered under four heads—

1. Ordinary acts of coughing, when the free expul-
sion of the air in the chest is prevented by some
unexpected obstruction at the moment when the
glottis is opened and the expiratory paroxysm
has culminated.

2. Ordinary acts of sneezing and nose-blowing,
opposed by considerable obstruction of the nasal
passages, and frequently repeated.

3. Ordinary respiration, when the outward tide is
sufficiently obstructed by narrowed naso-pulmo-
nary air passages to require muscular expiration.

4. Ordinary acts of coughing, sneezing, or nose-
blowing, when some portions of the air cells are
deprived of their normal circumferential sup-
ports.

Class A, Order 1.

Excessive strain from defiecation, parturition, lifting
heavy weights, and the like. It is familiar to every
medical man that in cases of hernia due to these causes, it
18 so difficult for patients to recall the exact circumstances,
that, even in so serious an injury, the history of when
and how it happened is frequently most obscure. The
mjury is, in a large number of cases, only detected by some
accident long after it happened ; and in endeavouring to
account for it the patient will often refer to several
occurrences, either of which might have been a sufficient

cause, and will as often be quite unable to remember
any occurrences of the kind,
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In the case of such an injury as the over-straining of
the air-cells, which may not have been attended with any
pain or serious inconvenience at the time, and may have
long continued to give no serious inconvenience, it is
not surprising that patients are unable to give a satis-
factory history of its occurrence in a large number of
mstances, and that, in others, they are able to remember
several occurrences, either of which might have been the
cause of the damage; so that either way the exact history
is left in obscurity.

Class A, Order 2.

Fits of convulsive cough, sneezing, excessive nose-
blowing, and the like. What has been said of the
obscure history of circumstances under the last heading
applies equally to this, And in addition it must be
remembered, that the damage from these causes will often
have oceurred at such an early age, that it is impossible
for the patients to remember anything about it, and the
history, when obtainable at all, is only to be got from
parents, guardians, or nurses. For example, in the case
of whooping-cough. Nearly every one has had the com-
plaint when a child, and who is to tell which, among all
the horrible paroxysms, may have been so severe, or may
have happened under such a combination of circumstances,
as formidably to overstretch the elastic walls of the air-
cells. That such a damage did occur may only come out
when, under the influence of time and circumstances, it
has become sufficiently aggravated to give rise to some
marked symptoms.

Tt follows, then, that the absence of a clear history of
such causes as are included under Class A cannot be taken
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as satisfactory proof that they did not exist, On the
other hand, we often meet with cases in which the his-
tory is so clear and connected that it is difficult to make
a mistake.

The following cases may illustrate this statement :—

Case LXXVIL. — Emphysema produced by Laryngitis,
aggravated by Bronchial Obstruction latterly. Bronchial
Obstruction in partial abeyance at time of Examination
from absence of Catarrh.

Male, aged 44. The breath became short before the
occurrence of a cough. It followed an attack of
“croup.” The croup occurred twenty-five years ago.
No regular cough till three years ago. Chest super-
resonant. Heart’s space slightly encroached upon.
Expiration slightly prolonged. gﬂ bronchial sounds.
Heart’s sounds feeble and low down. Pulse feeble.
Shoulders high. Neck muscles tense on inspiration.

The breathing became short directly after the “croup,”
at the age of nineteen, and never was other than short
afterwards, but had become shorter and shorter and much
worse during the last six years, that is three years before
he became subject to cough. The attack called croup
occurring at nineteen may have been Laryngitis or severe
Bronchitis, with convulsive cough. Having been called
““ croup,” it was evidently attended with great diminution
m the calibre of the respiratory passages, or by spasmodic
closure of the glottis, and was, therefore, a sufficient cause
for strain upon the air-cells and Emphysema. The after
history is simply that of gradual increase of the disten-
sion by time, and wear and tear. No cough appears to

* have been set up till three years ago, when he took cold,
and since then it had returned with each winter, and with
each fresh cold, the mucous membrane having become
so uritable that colds set in by affecting the chest before
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any other part. There was no hereditary taint, and the
health was good up to the time of “croup.” It should
be noted that he was engaged indoors until six years ago,
when he took to driving a car, and that this six years
corresponds to the period mentioned by him for the
merease of his short breath, soon to be followed by cough.
The: conclusion is, that the bronchial membrane became
subject to catarrhal thickening through increased ex-
.posure to cold, and hence added to the impediment to
breathing, and the Emphysema as a consequence. The
absence of signs of Bronchitis at the time ng examination

Wliﬂd evidently accidental, he being free at that time from
cold.

Case LXX.*— Emphysema after Croup.

C. W., aged 26.— Exaggerated thoracic breathing ;
depressed epigastrium ; chest generally super-resonant,
most marked in the middle of sternum, encroaching upon
the heart’s space above, and in the supra-scapular and
axillary spaces; least marked between the scapule.
Inspiration of fair length, expiration of about the same
length, both of nearly equal pitch, except when altered
for a time by accumulation of mucus, this being re-
movable by expectoration. Rhonchus and erepitation
with expiration and inspiration.

‘When he was seven years old, on returning from a walk
with his parents, he was seized with chills and violent
cough quite suddenly. A doctor, seen directly afterwards,
said it was croup. He was so ill that seven doctors saw
him, and he remained ill thirteen weeks. The illness left
short breath and some cough, both of which have con-
tinued ever since. Before this attack, at seven years old,
he was quite healthy. He has never been free from cough
since, and breath has never been otherwise than short
since; going up stairs or hills, and walking fast, especially
aggravate it. A fresh cold is attended with immediate
aggravation of his cough, with headache and sore throat.
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No other causes than cold aggravate the cough. The
causes of fresh cold are, especially, getting warm and
going out into cold air, and getting wet. He says, and
his mother says, that they are sure the croup was the
cause of his troubles, for he never had any other illness.
Breath and cough worse the last year. Occupation—a
schoolmaster up to 21, then civil engineer three years,
and the last two a walking-stick maker. Parents living,
healthy.

In this case the Emphysema evidently originated in the
convulsive cough of croup, and it had gone on for nine-
teen years with gradual but very slight augmentation.
Some amount of bronchial obstruction had occurred at the
time of examination, probably from attacks of catarrh;
and the increase of short breath and cough last year were
perhaps due to this, which may have been aggravated by
his new dusty business of a walking-stick maker.

Case XX.—Emphysema from Convulsive Cough. See Index
to Cases.

Case LXXI1.*— Emphysema from Strain in Lifting.

J. C., aged 56, male, fish porter. Il five years. Ever
since he was a child has had cough in winter, but lost it
in summer. The breath was not short till four years ago,
when, after lifting a load of about a hundred-weight on
to his head, and carrying it, he coughed and spat about
half a pint of blood. Since that fime his breath has
been short, and has got shorter and shorter. This sum-
mer, for the first time, his cough has not left him. No
asthma in the family. Neck muscles very tight on inspi-
ration, but they have very little effect on the chest.
Apices of both lungs very prominent above the clavicles,
and very super-resonant, Upper two-thirds of front of
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chest vergr prominent and super-resonant; also the lower
parts of the back of the thorax. Heart’s space encroached
upon from above by super-resonance. During ordinary
respiration very liftle respiratory sound heard, and that
very soft, without rhonchus or sibilus. On forced ex-
piration, a very soft, low-pitched sound is heard.
After forced inspiration, what little movement of recoil
occurs is sudden, and neither expiration nor inspira-
tion is prolonged.

Nore.—There are here no signs of obstructed outward tide, there-
fore, although the expiratory tide has little force, it is soon over,
and the sound produced is lowin pitch and soft. The historyshows
that no short breath, therefore no narrowed ecalibre of air-passages
or Emphysema, preceded the accident. The sudden alteration of
the breathing and its persistence, coupled with the single attack of
spitting of blood immediately following an expiratory strain, point
unmistakeably to the sudden production of Emphysema from over-
strained and ruptured air-cells, due to lifting too heavy a weight.

Case LXXXIIT *—Emphysema from Strain.

J. E., aged 64, smith. Accustomed to work in wells,
and to be much exposed to cold and damp all his
life, but noticed nothing wrong with his chest till ten
years ago, when he fell from a height, and saved himself
by catching at a rope, on which he hung by one arm for
some time. He felt that he had * strained his wind,” and
also found that he had ruptured himself in the groin.
From this time he has been short-winded, and subject to
cough with every little cold. The short breath and cough
have become worse every year, especially the last four.
They are partially relieved in warm weather. Neck muscles
very tense and prominent during inspiration; very little
respiratory movement. Chest very super-resonant all
over. Imspiration very feeble; expiration long and soft
generally, but in some places high pitched on forced
expiration,
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suspicion of this cause of Emphysema during life, inde-
pendent of the question of collapse.

The patients complain that they *cough and cough
again and again,” each time expecting, but failing, to
eject the phlegm which they feel to be in their air-tubes,
but that, a few minutes after the more severe and fruitless
coughing has subsided, a trifling cough will bring up
easily that which resisted the severe effort. In these
cases I believe we may fairly suspect the existence of
such a cause of obstruction as I have deseribed, and must
regard it as peculiarly liable to an over-stretching of the
elastic walls of the air-cells.

A similar coincidence of over-strain upon the air-cells,
at the moment when extreme compression is relaxing,
oceurs in Spasmodic Asthma. But in this case, instead
of a pellet of mucus, too large or too tenacious to pass
the glottis, acting as the obstructing cause, the blocking
up of the air-passages is due to a sudden accession of
spasmodic contraction of their walls in front of the out-
ward tide ; in this contraction pellets of mucus may be
grasped, and thus assist in plugging up the tube which
they would not otherwise have been large enough to stop;
but without their presence the spasm itself may be suffi-
cient for the purpose. A patient, struggling for breath
under an attack of Spasmodic Asthma, is suddenly per-
mitted to get a freer inspiration through a momentary
relaxation of the spasm. The presence of fresh air in the
chest excites a cough, but, just as the act culminates, a
sudden accession of spasm stops the way, and throws back
the air upon the cells. This oceurs again and again in
every attack of Spasmodic Asthma, especially towards
the close of the attack, when the spasm is beginning to
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ever may have been the length of the attack (and we
know that it often lasts for days), the inspiratory muscles
are making the most violent efforts to fill the chest, and
are, in fact, keeping it in a state of extreme distention.
The length of time required for the removal of air from
a lobule, from which communication with the external
atmosphere is completely shut-off by occlusion of its
bronchial tube, I do not know ; so I do not know if, in a
“single attack of Asthma, any actual lobular collapse could
take place, although in a prolonged attack of some days,
I feel no doubt that it would. At any rate, the lobules
whose bronchi are occluded cannot yield to the diss
tending force of the inspiratory muscles; the whole dis
tension of inspiration is, therefore, spent on those portions
of the lungs whose communication with the external air
18 free. The open lobules have to expand for themselves
and their occluded neighbours, and undergo an excessive
inflation, in proportion to the amount of lung that
non-expansible ; in other words, become Emphysematous
If we consider how complete the occlusion must be by
this double process of spasm and infarction, how protracte
Asthma often is, and how violent are the inspiratory
efforts that characterise it, I do not think we shall wonder
at any amount of Emphysema that is thereby produced,

which Asthma gives rise.” |
You will observe that this explanation or theory of D

~a certain number of tubes, and leaving other parts of |l
lung comparatively unaffected throughout the whole of ad
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feature in a case of Emphysema. It appears to me to be
one of the conditions especially calculated fo produce ge-
neral lobar Emphysema, the class of cases which have been®
regarded as so difficult to account for, that Dr. Waters,
after conducting a very excellent argument to prove that
expiratory efforts are the effectual means of producing
Emphysema, that inspiration is incompetent to produce if,
and that the existence of degeneration of the air-cells is nof
supported by facts,—actually deserts his vantage ground,
and, resorting to an imaginary state of degeneration of the
air-cells, assumes the possibility of their distension by in
spiration, which he then asserts to be the cause of lobal
Emphysema, so puzzled is he to acecount, in any other way
for general distension of the air-cells (Waters on Emphy:
sema, &e., p. 52).

The possibility of nasal catarrh becoming a cause of
severe disease in the air-cells does not appear to have
occurred to anyone. I suppose it has been thought that
so common and undignified a complaint as “a snivelling
cold ”” was not worthy to be the cause of such an impor
tant disease as Lobar Emphysema, forgetful of the frifé
but true adage, “ Great events from little causes spring.’8

Case LXXIL*—Emphysema from Nasal Uam?‘?‘fi ; Log
of FEapiratory Power.

T W., aged 68, bricklayer, November, 1864.—(S -.:';_:
Index to Cases). Ver‘v weak chest thin, large-boned;§
not distended abnnrmaﬂjr - raised in mass with very IL
expansion during inspiration; resonance generally in=
creased and high-toned; heart’s space encroached om
from above ; inspiration high-pitched, feeble ; occasional
rhonchal expiration, soft, long, feeble, with occasional 1
high-pitched sibilus ; heurt s sounds sharp and thins§
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catarrhal inflammation when it occurs in the conjunctiva.
This mucous membrane may be actively inflamed, and
yet be restored fo its pristine clearness and tenuity; and
such atfacks of inflammation may occur again and again,
and still leave no thickening of the membrane.

But such is not the usual course of events. It morve
frequently happens that if the attacks of catarrhal con-
junctivitis are often repeated, they become more and
more chronic in their character, each time being less
readily resolved and more easily re-excited, indicating
a less complete cure, until the tenuity and clearness of
the membrane are interfered with. What happens here
is precisely what happens fo all the mucous membranes of
the body, if subjected to irritation, whether from cold or
from other causes. Indeed, the eye, irritated by inverte
lashes or by a granular lid, presents us with an example
of gradual thickening of mucous membrane from other
causes than cold, just as the naso-pulmonary mucous mem.
branes of the snuff-taker, the stonemason, and the brush
maker present examples of thickening from the irritation

of snuff or of dust.

Case XXIV.— Irritation of Dust, producing Bronchitis and
Emphysema.

Aged 40, male. The breath had been short four years,
and became so one year before the cough began. There
was no illness at the time ; the previous health was good
but the breath had not ceased to be short since it began
to be so. The cough came on with copious expectoration
twelve months after the breath began to be short, and had
continued more or less ever since except once, when it left¥
for a short time about two years after its commencements &
Fresh colds always affected the chest first, and were
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In this case the upper part of the naso-pulmonary
mucous membrane had been long irritated by the stone-
dust, which the man inhaled at his trade, and it was
therefore easily and severely affected by catarrh when it
occurred, so that the membrane remained thickened after
the cold left, and was readily susceptible to a renewal of
catarrh, which was attended with increased thickening of
the membrane. His short breath was evidently due to
the narrowed tubes. These were beginning to act as
causes of distension of the air-cells at the upper parts of
the chest. _

Fortunately, mucous membranes, like the skin, have
been endowed with a property somewhat analogous to
that possessed by erectile tissues. They can become
highly turgid with blood, and rapidly return to their less
turgid condition without leaving any traces of their
former injection. In the skin we call this * blushing,”
and the mucous membrane, which resembles the skin in
so many other points, resembles it also in this, that it can
blush.

This is a very important point to bear in mind, as it
explains many phenomena connected with affections of the
air-passages, which otherwise might very much puzzle us,
and which have undoubtedly been stumbling-blocks to
many.

The analogy, too, between the mucous membranes and
the skin, in this matter of blushing, is kept up in another
important respect. If the turgidity of the skin is but 3
transient, it may be accompanied by no perceptible aug-
mentation of secretion; but if it continues, it leads to
increased secretion, and with this the turgidity subsides.
The same thing happens with the mucous membranes; %
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too frequent repefition is productive of thickening of the
membranes affected.

Of all the causes, therefore, of thickened naso-pulmonary
mucous membrane, and consequent narrowing of the re-
spiratory tract of tubes, catarrk is that which acts most
frequently and prejudicially.

In the same rank with catarrh produced by the contact
of an atmosphere meteorologically irritating to the air-
tubes, must be placed the effects of those mechanical
irritants which in various trades are inhaled with the air,
as in the cases already referred to, and also In many
others,

Then there is the catarrh produced by sympathy with
the cutaneous surface, Then the effects of rheumatic,
syphilitie, typhoid, gouty and other poisons in the blood
circulating in the lungs, and acting as irritants from
within ; and in the same rank come the effects of ill-
digested, ill-assimilated foods poured into the blood from
the intestines, and of poison absorbed from the stomach.
I have seen nettlerash of the bronchial and faucial
mucous membrane, threatening suffocation, proceeding
from the same causes as nettlerash on the skin, and in the
same person, affecting at one time the cutaneous, at
another the mucous surfaces.

In my opinion, the whole of this series of phenomena
in the mucous membranes of the air-passages, the transient
flush, the more permanent turgidity resulting in secretion,
the increased susceptibility to the repetition of these states,
and the final hypertrophy of the membrane, are illustrated
by spasmodic asthma. From one or more of the list of
causes competent to produce flushing of the bronchial
mucous membrane being too often repeated, an undue
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since his youth, subject to slight attacks of spasmodic
asthma, and fo severe running and sneezing colds in the
head. These are produced %;y a number of different
causes, of which the following are the principal and most
undoubted :—Damp feet ; draughts of cold air on the face ;
hot rooms, if the blood gets into the face and head ;
mental occupation, if continued after the head and face
EEt hot and the feet cold ; an extra glass of wine, if it

ushes the face; effervescing drinks, if taken when the gas
is escaping briskly ; bright sunshine; eastwinds; getting
over-heated by exercise, so that the face gets very hot;
any food that disagrees with the stomach ; sleep ; an excess
of rheumatic acid in the system.

The usual effect of any one of these causes is to produce
congestion and tumidity of the nasal mucous membrane,
which goes on increasing till violent sneezing is produced,
and the relief comes in a profuse, very watery discharge
from the nose, eyes, and posterior nares. This lasts for
an hour or two, and the whole attack subsides and gradu-
ally passes away. But if, when the attack is in its first
or flushing stage, the forehead and nose are bathed with
cold water, or freely exposed to cold air, the sneezing and
coryza are postponed, and may be altogether kept off; but
then an attack of spasmodic dyspneea is produced, for
which there is no relief, except either a free expectoration or
a re-excitement of the former symptoms of sneezing and
running at the nose, which will then remove the chest
symptoms. When the patient is unusually rheumatie,
and the secretions very acid, the tendency to recurrence
of coryza or asthma is very much increased, but is certain
to be relieved by alkalies. The attacks of coryza can be
kept off almost indefinitely by small doses of morphia;
but this suppression is always followed by an increase in
the tendency to spasmodic asthma, the attacks getting
more frequent and severe till the morphia is withdrawn,
and the coryza allowed to have 1ts way.

But the coryza and the asthmatic dyspnoea, terminating
in expectoration, are only the fully developed forms of
numerous slighter attacks of flushing of the mucous mem-







46 ON WINTER COUGH.

In nineteen of the cases, the short breathing and the
cough came on simultaneously, and the nature of the first
attack was thus described :— i

Case V.—A bad attack of Bronchitis, which left the
breath short. No other illness. Previous health good.
Never free from cough since.

Case IX.—An attack of inflammation of lungs fourteen
years ago, after which breath was found to be short. No
other illness. Never free from cough since.

Case XIV.—Nine years ago a bad cold and cough,
which left breath short. No other illness. Cough re-
turns every winter. Detter in warm weather.

Case XV.—Twenty years ago a bad tickling cough
which left breath short. Never free from cough since.

Case XXVII.—Ten years ago severe influenza cold and
cough, which left short breath. No other illness. Never
free from cough since.

Case XXX.—Two years ago, while suffering from
cough, with tickling in throat (Bronchitis) walked very
fast and brought on short breath, Has been free from
cough once since, under treatment. Inclination to spas-
modic dyspneea at night.

Case X1.—Twelve years ago hacking cough, and much
phlegm, which left short breath. Both cough and breath
have been better and worse, according to weather, ever
since.

Case XLIT.—Twenty-eight years ago cold in the chest,
with tightness and cough. Never free from cough since.

Case XLIV.—Nine years ago influenza cold, debility,
and cough, with short breath. Never free from cough
and short breath since.

Case XLVIL.—Nine years ago cough and tightness at
chest, from exposure to cold. Never free from cough
since. Breath better in warm weather.
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been short in summer till last four years. Cough has

gradually got worse and worse, aggravated by change of
weather.

 Case XXXVIII.—Five years ago cough began, with
inflammation of chest from cold. Previous health good.
Breath first became observably short twelve months after.

Cough never absent, but worse in winter. Breath not
short in summer.

Case XLI.—Three years ago cough began, with tight-
ness of chest and hard breathing. It has been better or
absent in summer, but brought back with slightest cold.
Breath not short till twelve months after cough, and has
ceased to be short in the middle of summer.

In five of the cases, the breathing did not begin to be
short till more than one year after the cough came on,
and the nature of the first attack is thus deseribed :—

Case XXTI.—Twenty-three years ago cough began in
autumn, more in the day than night. Nothing else the
matter. Cough often absent in summer, but returning
every autumn. Dreath did not get short till thirteen
years after cough began. No other illness at time, ex-
cept inflamed veins in legs. Has been short ever since,
getting worse and worse.

Case XXVI.—A little over four years ago a very bad
cough set in, with cold and violent shivering, and had
been renewed with every fresh cold; though absent in
summer. The breath began to be short from one to two
years after first attack of cough, and had been better and
worse, according to weather, ever since,

Case XXXIII.—Liable to coughs and colds for years,
but a bad attack of cold, violent cough, and swollen
glands two years ago. Cough ever since. The breath
did not get short till six months ago, and is not obser-
vably short now. Never free from cold.
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unless we take great pains to ascertain whether other cir-
cumstances existed at the time the breath became short,
which were more likely to have been its cause than Em-
physema. The neglect of this precaution has, to my
knowledge, often led to wrong theories as te the causa-
tion of Emphysema in particular cases, and might easily
have done so in some of those which I have recorded.

The following table shows the relation, in point of
time, between the beginning of short breath and the be-
ginning of cough in fifty-eight cases:—

g0 G H B.EGA N

Same
time ns
T I Bhort
ABLE s Before Short Breath in 36 | Breath | After Short Breath in 17 per
per cent. of 63 cuses. in 47 per cent. of 58 cases.
cent. of
58 cnses.
(See Index to g
1
OELEE!S:I More From Liesg T.ces From Moare
than Itn 5 than Same than 1to & than
5 years ENTH 1 vear | timeas | 1 year ¥ears | b Years
hefore vre | before Ehort atter after after
Short Short Short | Breath. Bhort Short Short
Breath. | Breath, | Breath. Breath. | Breath. | Breath.

White 33 Cases o* 1 3 19 3 1 1

Per Cent. ...| i3 3 9 58 9 3
Red 18 Oases. |l 7% [Tl [l e g s e 2
Per Cent. .. | 3 45 6 11

Yellow 1 Case 0 0 0 0 1 0 0
Per Cent. '
Blue 6 Cases ...] 3 2 0 0 0 0 1

Per Cent. ...] 1o a3 A 17
Total 58Cases |15 | 8 | 8 |27 | 5 | 1 | 4
Per Cent....... 2 5 5 46 9 2 7

* In one of each of these cases the Breath was reported not short.
Norr.—In this and all the Tables, the fizures are as nearly correct as was
pussible, without introducing decimals,
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This Table shows that in the cases where Emphysema
existed—viz., the Yellow, Blue and White Groups—the
cough began before the short breath in 35 per cent., and
came on simultaneously with it in 48 per cent., making
83 per cent. in which the cough either preceded or accom-
panied the beginning of short breathing.

In the cases of Bronchitis without Emphysema— (see
Index to Cases, Red Group)—in which, therefore, the
short breath could not have been due to Emphysema—
it came on simultaneously with the cough in 45 per cent.,
so nearly the same proportion as in the cases of Emphy-
sema as to make it probable that the short breath in those
cases, at least in its commencement, was more dependent
on the Bronchitis than upon the Emphysema.

But the greatest interest with regard to the origin of
Emphysema attaches to seven cases in which the cough did
not begin till after the short breath. These were Cases
IT., XVII., XXIIT., XXTV., XXVIII, in the White
Group; Case XX. in the Yellow Group; and Case LVIL
in the Blue Group. It is in such cases as these that
the Emphysema is apt to be set down as an idiopathic
affection, for want of more careful scrutiny into their
history. On making a very close examination, however,
we find the following explanations of the relation between
the beginning of cough and of short breath. Case LVII.
has been already referred to (see Index to Cases), Em-
physema was produced by Laryngitis.

In Case II. the short breath which preceded the cough
by thirteen years, was attributable to catarrhal thickening
of the naso-pulmonary mucous membrane, consequent upon
measles ; while the cough came on with whooping-cough ;
and the Emphysema was evidently due to the convulsive
cough occurring in a person with narrowed air passages.
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In Case XVII. the short breath which was said to have
preceded the cough by five years was found to have only
been present during attacks of nervous palpitation, which
occurred at a time of disturbed health, due to the cessation
of menstruation, and had nothing to do with the chest
affection. The amount of Emphysema was very slight,
and probably dated from an attack of Influenza and
Bronchitis, with which the cough commenced.

In Case XXIV. the patient was a brushmaker, and the
short breath which was coming on for 12 months before
the cough began, was due to thickening of the naso-pul-
monary mucous membrane, produced by the inhalation of
dust from the bristles used in his trade. The cough came
on as the irritation got worse and worse, and the Emphy-
sema had been gradually produced by the narrowed air
passages.

In Case XXIII. the cough and short breath had both
existed about ten years; but the short breath had preceded
the cough by a slight interval. It came on with a bad
cold, and was due no doubt to catarrhal tumidity of the
mucous membrane, for it ceased to be short when warmer
weather came. Attacks of cold and Bronchitis had re-
turned every winter, and gradually produced the Emphy-
sema discovered on examination.

In Case XX. the Emphysema was evidently produced
by a very violent attack of convulsive coughing, brought
on by an unusually bad London fog, and by subsequent
attacks of a similar kind excited by fogs. The short
breathing said to have preceded these convulsive coughs
was found to have occurred during an attack of piles and
palpitation of the heart, accompanied by general illness.
The patient was a tailor, and the heart was apparently

fatty.

In Case XX VIIIL. the short breath which preceded the
cough was only due to gradual increase of bronchial con-
gestion, which culminated in broncho-pneumonia, when
the cough came on. The Emphysema was altogether a
subsequent affeetion.







LECTURE III.

DisaNosis oF SpasMoDIO AND NON-SpPAsMODIC NARROWING OF THE
AIrR PassagEs — ILLUSTRATIVE CAsSES.—OBJECTIONS TO THE
DEGENERATION, COLLAPSE, AND INSPIRATORY THEORIES, —
IMPORTANCE OF THE ExriraToRY THEORY.

We have seen the importance of getting accurate
particulars of the early history of these cases, in order to
avoid false conclusions as to their nature and origin; and
without pretending to have exhausted the subject, I
believe I have now laid before you a sufficiently compre-
hensive list of the circumstances capable of overstretching
the air-cells, either gradually or at once; and for which
therefore we have to search in the clinical history of
cases of winter cough, accompanied by Emphysema of
the lungs.

I shall now pass on from the history of these cases to
the clinical features which they present on examination.

I have shown you that narrowing of the naso-pulmonary
air-passages holds the most important place among causes
of Emphysema; and I now come to consider the means
which we have at our disposal, by which to ascertain,
during life, whether or not the respiratory tubes are
narrowed in any given case, I shall be able to point out
some very simple physical signs, the importance of which
does not appear to have occurred to other observers than
myself, as they are not mentioned in books, but which are,
I think, capable of satisfactory demonstration.

I refer especially to certain modifications of pifch in the
inspiratory and expiratory sounds.
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pulses, and the pitch depends upon the number of these
which oceur in a given time. The slower the rate the
lower the pitch ; the more rapid the rate the higher the
pitch. You are aware that this applies equally to all
sonorous bodies, and that, although the pitch of a sound
elicited from a vibrating string may be raised to the same
extent by either halving its length, quartering its weight,
or quadrupling its tension, yet that this is only because,
by each of these operations, the rate of vibration is affected
in an equal degree. And when sounds are produced by
the vibrations of air contained in tubes, the same effects
are obtained by changes in the length and calibre of the
tubes, and by the open or closed condition of their ends,
as by alterations in the tension, weight, and length of
vibrating strings. All that we have to bear in mind, then,
is, that kigh pitch and rapid vibration and low pilch and slow
vibralion are inseparable.

In tranquil normal breathing it is very difficult to detect
any expiratory sound when listening to the chest wall; but
by giving a very slight voluntary character to the ex-
piratory act, a sound is at once heard. Now this sound
will be always found to be of much lower pifch than the
inspiratory sound, if the lungs and air-passages are healthy.
And the question arises, Why is this? Do not the in-
spiratory tide and the expiratory tide pass through the
very same tubes, through tubes of the same calibre, and
therefore ought not each to produce a sound of the same
pitch ? That they do not produce sounds of the same
pitch is due principally to the difference of rafe in the
two currents; no doubt, something is due to the altered
temperature and volume of the expired air. The inspi-
ratory current is much faster than the expiratory; and as
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and of lower pitch. Exactly these two states and their
results are seen in the chests of girls and of boys, espe-
cially in the front and upper parts of them. I have often
watched this when examining large numbers of boys and
girls, one after the other, as T have lately had to do for
the Albert Orphan Asylum.

Tell a boy to take a deep breath while you listen to the
front of his chest, and you will find the succeeding ez-
piration short and high-pitched. Tell a girl to do the
same, and the expiration will be longer, softer and lower-
pitched ; and if, as sometimes happens, you find a boy with
a chest like a girl, and a girl with one iike a boy, the
usual phenomena will be reversed.

I may mention, in passing, that this is, in my opinion,
the explanation of the much discussed question of the
cause of the perceptible expiratory sound in the earliest
stages of tubercular deposits in the lungs. The resiliency
of the lung is interfered with, the chest expansion is inter-
fered with, and a shorter and more sudden recoil occurs,
driving the air through the tubes with more force and at
a greater rate than usual, and consequently raising the
pitch of the expiratory sound, so as to make it audible.
A certain rate of vibration is necessary to produce sound
at all; and it may be that the rate in healthy normal
expiration is not sufficient to be sonorous; whereas, the
increase of rate to which I have referred, gives vibrations
rapid enough to produce sound. I am not here speaking
of that still greater change in the expiratory sound due to
obstruction to the outward tide, which occurs In more
advanced disease, but of a change in character which long
precedes this, and is much more important to identify.

Well then, the first and simplest cause of a rise in pitch
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force of a new kind drives on the current in one case and
not in the other. But with this new element of force
comes that other most important one to which T have also
referred, viz., that whereas all inspiratory efforts tend to
expand the chest, and by taking off the superincumbent
pressure, to dilate the air tubes, all expiratory efforts
tend to compress the lungs, and consequently favour the
contraction of the tubes, and this becomes especially the
direction in which muscular expiration acts. The air cells
which lie in the neighbourhood, and often on the walls of
the air tubes, are pressed upon them. The operation of
forced expiration, therefore, acts in the direction to favour
and increase the narrowing of the expiratory current, and
to increase the pitch of its sound, out of proportion to that
of the inspiratory sound.

There is a very interesting exception to this rule,
which serves to prove it. In spasmodic asthma, the
inspiratory sound is raised in pitch more than the ex-
piratory. This is due to the spasmodic contraction of
the muscular fibres of the bronchi, excited by the at-
tempts to inspire fresh air. They, in fact, offer a direct
opposition to the normal inspiratory act, and almost para-
lyseit. They narrow the passage of the inspiratory current,
and its sound is raised in pitch, in proportion to the rate
at which the inspiratory efforts succeed in drawing it
through the narrowed passages. Dut these spasmodie
contractions do not, as a rule, offer the same obstruction
to the outward tide; for, having been forced to yield to the
inspiration, they allow the air to escape with less resis-
tance, renewing the vigour of their contraction with every
new attempt to draw fresh air through them.

We have then two valuable diagnostic physical signs
plainly demonstrated :—
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the patient should be made to clear the chest by breathing
and coughing sharply several times; after which the chest
should be examined again. If the alterations of pitch are
not essentially changed in position or character by the
coughing and sharp breathing, it is pretty certain that
they are not due to such moveable causes as plugs and
tongues of mucus.

In the case of spasmodic contractions, it occasionally
happens that the spasm is so capricious that it suddenly
gives way during inspiration, and closes upon the expira-
ratory tide; but this reverse of the general rule is but an
exceptional case, and is not likely to recur in several
consecutive respirations.

Again, we must be on our guard against Zransmifted
sounds, A sound or quality of sound generated in one part
of the naso-pulmonary tract, may be transmitted through
other portions of it. Fven changes of sound produced in
the posterior nares may be heard down the bronchi; and
changes in the quality of sounds generated in the minute
air tubes, may be heard in the larger passages. The most
common of these occurrences, however, is, that qualities of
sound produced by affections of the larynx, are transmitted
down the trachea and bronchi, and may be mistaken for
changes having their origin there. Buf really, this
source of error may be avoided with tolerable ease.
A sound must be most intense at the point of generation
unless it is reinforced at some other part; and therefore,
when a change is detected in the normal character of a
sound, it should be followed with the stethescope to its
points of greatest intensity. It is true that we are again
met by a source of fallacy in the different conducting
powers of the parts intervening between the source of
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power; and the high tone and sibilus of the still feeble
expiration, showed how small the calibre of the tubes had
become. At the time of examination, treatment had been
employed by which the cough was relieved ; but there is
no doubt that the absence of cough and bronchial irrita-
tion was only temporary.

Case LXXY #—S8pasmodic high-pitched Inspiration ; relieved

by Stramonium.

A. B., aged nine years.—Complains of violent cough
since gmttmg a severe wetting and cold last summer.
Nearly lost cough while in the m::uuntrjr at the latter part
of the summer, but became again much worse with first
cold this winter. The cough comes on in fits.

His mother says he had a “convulsion” at sixteen
months old, and has been a delicate boy ever since.
She thinks his breath has been shorter than other boys
ever since. IHe has been very subject to sneezing and
violent running colds in the head and chest all his life.
He did not suffer from cough till last summer, and since
then his breath has been very much worse, and his heart
palpitates very readily on exertion. Mother asthmatic,
and her mother was the same; one sister is inclined to
coughs. Chest deformed since infhncj,r; left side flattened,
right prominent. Resonance of right fuller than of left,
neither super-resonant. Inspiration and expiration of
equal length, both rhonchal and of about equal pitch,
except that at the end of a decp inspiration the pltch rises
very considerably. Forced expiration is very rough and
rhonchal, but not raised much in pitch. These sounds
exist all over chest, except in the lower lobes behind,
where the sounds are nearly normal. Heart’s sounds
normal.

He was blistered, and took Sescarb. and Hydroch. of Am-
monia, with Morph. and T Hemc for o week. The fits of
cough were then nearly well, but the breathing oppressed.
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normal ; expiration rather long and harsh, and the inspira-
tion no longer high-pitched.

I have examined the descriptions of the inspiratory and
expiratory sounds in a number of cases, taken with no
special reference to this question of pitch—taken, in
fact, before I had thought much about it, and with other
objects in view. In these cases, therefore, no mention of
the pitch of the respiratory sounds would have been made
unless it was very marked, so that alterations in this
respect may have been present many timee without being
noticed. Nevertheless, I find that in cases of Emphy-
sema and Bronchitis conjoined, the expiratory sound was
prolonged in 69 per cent., and that it was, at the same
time, described as raised in piich in 74 per cent. of the
cases in which it was prolonged.

But since I have paid attention to this subject, I have
been able to point out to medical friends and pupils at
this hospital, in how very large a proportion of cases of
Emphysema the expiratory sound is raised in pifch; and
also how often i1t is so changed, in cases of catarrh, which
have not yet had time to produce distention of the
air-cells.

I have also been able to demonstrate that relief from
stramonium, nitre paper, datura tatula, and other means
known to relax spasm of the air-tubes, may be safely -
predicted when the inspiratory instead of the expiratory
is the sound of which the pitch is principally raised.

Now I must ask, in conclusion, what can explain this
raised pitch of the expiratory sound in a case of Emphy-
sema, unless it be narrowing of the calibre of the tubes
through which the expiratory tide passes ? It is not to
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The sort of case I refer to is this:—You clearly
diagnose Emphysema. You search carefully into the
history and find no rational cause for the disease, except
obstructed tubes. You then examine the chest, confident
that you will find signs of such obstruction ; but you are
disappointed—the expiratory sound is soft and of low
piteh. It is clear, therefore, acoustically, that one of two
things must be the case—either the tubes are of normal
size, or, being narrowed, there is a remarkable loss of the
driving power by which the current of air is forced
through the narrowed tubes. Either of these conditions
may, of course, give the same result—viz., a soft, low-
pitched expiratory sound ; and practically, either of these
conditions may exist in a case of Emphysema produced
by narrowed air-passages. We may have, in the class of
cases to which I am now referring, either of these two
complications :—

1. Emphysema pruduced by narrowed air-tubes—that
narrowing still present, and yet the expiratory sound soft
and of low pitch.

2. Emphysema produced by narrowed air-tubes—that
narrowing no longer present, the expiratory sound soft
and of low pitch.

The first of these complications occurs thus:—When
thickened and narrowed tubes have produced Emphy-
sema, that Emphysema may be still further and further
increased by the obstruction to the outward tide, until
the expiratory power is almost lost through excessive
dilatation of the air-cells. The chest which, at a former
period of the case, when expiratory power remained in
sufficient force, would have driven the outward tide of air
through the narrowed tubes at a rafe sufficient to produce
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degenerated, it would be set down as a confirmatory case
of the degeneration theory. The degeneration of the
cell-walls—which had, in truth, taken place since their
diseased distension had occurred—would be the only
apparent cause, found after death, of that disteusion, and
would be most probably set down as the cause.

Now the clinical history of such a case, examined into
carefully during life, would most likely show that there
had been a period at some past date when the patient
suffered from those catarrhal affections of the mnaso-
pulmonary tract, which were sufficient to produce the
thickened tubes, and hence the Emphysema.

The same clinical history would afford evidence of those
altered conditions of life, and that altered condition of
the patient, which had led to the removal of the naso-
pulmonary affection. I say, confidently, that the history
would afford this evidence in the majority of instances,
because I have found, in a somewhat large experience,
that such has been the case when examples of this com-
plication have come before me.

The following three cases illustrate the two sets of com-
plications I have described :—

Case LXXVIT*.— High-pitched expiratory sound. Narrowed
primary air-passages. Emphysema beginning ; good vis
a tergo.

D. E., aged 64, dealer. Short breath in winter
for several winters, but never so short as this year.
Cough began before short breath; has returned four
or five winters. A loud high-pitched wheeze, with ex-
piration audible across the room, which, on auscultation,
1is found to originate in the larynx. Chest not barrelled
or prominent, or much raised in breathing ; abdomen not
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Case LXXIX*.— Narrowing of Bronchi, producing great
shortness of breath. High pitch of expiration removed
by treatment. No Emphysema yet produced.

C. R, age 55; married. Breath extremely short;
cough severe and tearing. Says she had neither cough
nor short breath till two years ago, when she was suddenly
seized with pains in the chest and short breath, and had
a severe attack of Bronchitis, which laid her up many
weeks. This was in the winter; as the summer came
the cough went; and the breath became quite natural.
She is sure the breath was not short while she was free
from cough in the summer. In last November (nine
months ago) she caught cold, and the cough and short
breathing returned, and they have continued getting
rather worse than better all through the spring and
summer, and now the breath is distressingly short, and
cough very troublesome.

No super-resonance or undue prominence of chest; no
dulness.  Inspiration harsh and rhonchal; expiration
higher-pitched than inspiration, and prolonged; heart’s
sounds feeble. She looks ill-kept.

Ordered three blisters in succession—one on each side
of the chest, and one in the front. Ipecac. and comp.
squill pill.—She reports at the end of a fortmight that
the breath is very much relieved by the blisters, each
blister seeming to make it better than the one before.

Conium inhalation ; ipecac. squill and quinine. At
end of another fortnight, “wonderfully improved.” Can
now walk as she has not done for months. Harshness of
breath sounds diminished, and expiratory sounds much
lower in pitch since treatment.

In Case LXXVII* we find well marked signs of nar-
rowed tubes, conjoined with Emphysema in an early
stage ; the expiratory force still good.
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cause of Emphysema, the loss of normal resiliency caused
by the degeneration leading to the gradual distension
of the cells under the pressure of respiration. This theory,
as you will see, does not interfere with the question
as to whether it is during inspiration or during expiration
that the pressure of air on the interior of the cells is
exerted ; and, supposing such degeneration to take place,
Emphysema might easily be produced in the degenerated
parts by the backward current of air during expiration.
Therefore, there is no inconsistency in holding both the
degeneration and the expiration theories.

The rather serious objection, however, to the degenera-
tion theory is this, that there is no evidence at all that
the required degeneration takes place, except as quite an
occasional and exceptional occurrence. It is perfectly in
accordance with the general pathology and clinical history
of the degeneration of tissues fo suppose that air-cells
which have become over-distended, bloodless, and para-
lysed in fumetion should, in course of time, become
degenerated ; and it is also very natural, though perfectly
gratuitous, that a morbid anatomist, finding this change
after death, should attribute the Emphysema to the dege-
neration instead of the degeneration to the Emphysema ;
because he has no possible means on the dead subject of
determining the true order of succession in the morbid
changes which he observes.

Treating of this theory Dr. Waters says: * But
although microscopical examination does not enable
us to detect any structural alteration in the ultimate
tissues of the air-sacs, and the application of other means
furnishes us with no proof of the presence in them of any
morbid conditions, yet that degeneration does not exist 1s
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In answer to the third proposition (See Tables of
Hereditary Transmission). If due to such causes as
affections of the naso-pulmonary tract, dependent on
diatheses the tendency to which is known to be here-
ditary, thereis noneed to resort to any other explanation
of the asserted hereditary character of Emphysema. (The
tables show that the hereditary tendency is greater in
Bronchitis than in Emphysema).

In answer to.the fourth.—Seeing that the remedies
referred to by Dr. Waters as improving the condition of
Emphysematous patients are Strychnia and Tron, which are
known to be beneficial in muscular debility and anzemia,
all the benefit they have been found by Dr. Waters to
confer on the sufferers from Emphysema may be easily
attributed to improved blood and muscular tone in the
patients, enabling them better to contend with a wearing
and weakening disease.

The next theory I propose to mention is that originated
by Dr. Gairdner of Edinburgh (See Edinburgh Monthly
Journal), an able and ingenious observer, whose sugges-
tions are always worthy of careful consideration.

“It has been shown by the researches of Gairdner and
others, that pulmonary collapse and Emphysema are fre-
quently found existing together in the same lung, and
the former author has so constantly seen the two affections
associated together, that he has looked upon them as
having the relation to each other of cause and effect.
His opinions may be summed up as follows :—Adopting
the view that Emphysema is produced by the force of the
inspired air acting upon the walls of the air-sacs, he con-
siders the disease in the light of a complementary lesion,
depending upon the fact that a portion of the lung has
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of expiration. A cell, the walls of which have lost their
normal support, will be virtually in the same position, with
regard to its liability to distension, as one which has an
obstruction placed in the way of the free escape of its
contents under pressure, and an undue force thereby
exerted upon its inner wall.

But, although I am free to admit the possibility of
Emphysema being so produced in the cells lying close to
the collapsed part, I confess I am quite at a loss to see
how portions of lung can become Emphysematous through
the influence of collapse of other portions lying at a
distance from them.

It is true that the Emphysematous patches have been
seen lying side by side with the collapsed, but these are
exceptional cases, and the contrary is the rule. Collapse
of the lung is most frequent in its posterior and lower
parts; Emphysema is most frequent at the apex, and
along the margins of the lungs.

I think, then, as T suggested just now, that instead of
taking for granted, that because these two states—collapse
and Emphysema—are often found to co-exist, although
Emphysema often exists without collapse, therefore they
are related as cause and effect ; we should rather turn to
see if there is not in these cases a third phenomenon,
which stands in the relation of common cause to the
other two. Such a phenomenon does indeed exist in these
cases, although we miss it altogether in a post-mortem
examination. This phenomenon is a convulsive straining
cough. No case of collapse of lung is likely to take place
without the occurrence at the time if happens of a fit or
fits of straining convulsive cough, and the cases in which
collapse is likely to occur are just those in which
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allowing it to accumulate, it is clear that the cells would
be rapidly distended beyond measure, and rupture, with
interlobular Emphysema, would occur as a necessity.
Even supposing the accumulation to be ever so slight at
each inspiration, when we consider the number of inspira-
tions every hour, and the consequent accumulation which
would take place, it is clear that no lungs could remain
unruptured for twenty-four hours. But the whole thing
is brought back within the bounds of common sense
when we recollect that, instead of the air being allowed to
accumulate, clinical examination of the disease teaches
us that the expiration is prolonged in proportion to the
obstruetion of the tubes, and that all the auxiliary ex-
piratory powers are brought into requisition, because it
cannot be permitted by the organism for one hour that
the air admitted by inspiration should exceed its normal
proportion to that discharged by expiration. And in this
clinical fact we get the proof of the fallacy of the idea of
accumulation, introduced to make it possible for the in-
spiratory act to cause Emphysema ; and, at the same time,
we find introduced the element necessary to produce
Emphysema by expiration, viz., a backward pressure upon
the interior of the cells.

I have now shown you that the expiratory theory,
when understood as I have attempted to explain it, and
when it is made to comprise all the causes of Emphysema
which I have enumerated, has this among its other advan-
tages, that it is competent to explain all the phenomena
which have been brought as proofs of the correctness of
other theories.

Now, I fear you may think that I have spent an unne-
cessary amount of time in discussing the question, whether

|
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LECTURE IV.

CATARRH.—BRONCHITIS, ETC.—ILLUSTRATIVE CASES.—EXCEPTIONAL
Cases oF Winter CovgH.—DISEASE oF HEART,

I HAVE now to direct your attention to that large class of
cases of Winter Cough in which no Emphysema has yet
been produced.

The cases which I have placed in the third or Red
Group of our eclinical arrangement, in which we find
evidences in the history, physical signs, and general
symptoms of inflammation, congestion, and irritation of
the naso-pulmonary mucous membrane, more or less per-
manent and chronie, and especially apt to be recurrent
and to produce Winter Cough. It is only necessary to
examine these cases with care to discover the reasons
why Emphysema had not resulted from the catarrhal
affections.

Apstracr oF (CAsEs.

Case 1I1.—The bronchial affection was only of one
year’s date. There was evident bronchial obstruetion,
but no severe stress had been put upon the breathing ;
and, therefore, longer time was required to develop

Emphysema.

Case X.— At the age of fifty, no considerable obstrue-
tion of the bronchi had become permanent, although the
patient had been subject to cough from a boy; so much
had he escaped, that the breath had only begun to be
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uterus interfered with natural labour. It might plausibly
have been argued that Emphysema was produced by
forcible expiratory efforts at that time. All of these
versions are negatived by a cautious enquiry into the
past history of the case; and it well illustrates the im-
portance of taking such care as I have already advised
before forming our judgments.

Case X V1. is very remarkable—no Emphysema existing
after a cough of twenty years’ duration. No interference
with breathing occurred till seven years ago, and then it
was probably due to exhaustion from Dysentery, coupled
with a thin-walled heart. The breath had only been
short at intervals, since that time, when suffering from
colds. We are almost obliged to look at the physical
signs in this case to explain the history. We find there
that the expiratory sound was normal—the principal morbid
sounds accompanying the inspiration, which was harsh,
and accompanied by ronchus and high-toned sibilus in
various parts; and in conjunction with these, it may be
noted that the cough had been nearly dry, and almost
confined to the paroxysms in the morning. Its character,
therefore, was probably due to spasm of the bronchi—
the interference being to the inward, not to the outward,
tide.

Case XVIIT.—A Winter Cough of ten years had not
produced any serious amount of bronchial obstruction.
There had been complete freedom during the summer
months ; and, probably, this accounted for the absence of
permanent thickening of the mucous membrane.

Case XXI.—Attacks of simple bronchial catarrh, not
very severe in degree, and speedily yielding to treatment
(at least, it was so with the attack for which she was
admitted), had recurred for eight winters, and quite dis-
appeared in summer. No Emphysema had resulted at
the time of admission, but the physical signs showed that
the smaller bronchi were beginning to diminish in calibre.
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piration was, impediment to the inward current from
bronchial spasm. There was also a slight amount of
tumidity of the bronchial membrane, but not sufficient to
present any considerable obstruction to expiration.

Case XXXIX.—This again was a case of evanescent
spasmodic obstruction to inspiration, leading, by repeated
attacks, to more and more irritability of the bronchial
membrane. Although of fifteen years’ standing, no Em-
physema had resulted—the obstruction to the outward
current being slight.

Case XLIII.—No obstruction was presented to the
outward current—the inspiratory sound being alone
affected. Although the cough had returned for fifteen
winters, no Emphysema had resulted. The long and
harsh inspiratory sound was due to bronchial spasm,
superadded only two years ago.

Case XLV.—Although the man was accustomed to
lifting weights and other active exertions, and had suf-
fered from cough as long as he, at 94 years of age, could
remember, no emphysema had resulted ; and the expla-
?atiun is found in the fact that the expiratory power was
ree.

Case XLIX.—At the time of examination the obstruc-
tion to the outward tide was considerable, and such as
should, if continued, exert a dilating influence on the
cells ; but the resonance was normal, and the heart’s space
not encroached upon. The breath had been short since
early childhood during good health, and had remained so
ever since, yet there was no Emphysema to account for this.
The heart-sounds were feeble, and the pulse the same,
though the patient looked hearty and well. The feeble
heart seems to be the only explanation for the long-
continued short breath before the occurrence of cough.
No cough occurred till seven years ago, when she was
seventeen years old, and then only came with ordinary
symptoms of cold, not apparently in any relation to the
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are, in fact, only incipient cases of Emphysemu ; while
others teach us the important practical lesson, that so long
as we can maintain a free expiratory power during chronic
Bronchitis, or when we can so cut short attacks of
bronchial affection as to restore the normal freedom of
the outward tide in a very short time, we may avoid and
prevent the occurrence of Emphysema. (See Treatment).

Grour V.—Excerrionar Casgs.

Although the great majority of cases of Winter Cough
are either cases of Bronchitis or of Bronchitis and Emphy-
sema conjoined, there is a certain number which do not
belong to either of these classes, and require to be care-
fully distinguished in practice. I shall not, however,
have time in these lectures to do more than briefly allude
to the chief of these, leaving their further consideration
to some future occasion.

1. Post-nasal catarrh. (See Appendix).

2. Follicular disease of the pharynx.

3. Superficial inflammation and serration of the
edges of the soft palate.

4. Elongated uvula becoming relaxed and cedematous
with every fresh attack of cold.

9. Chronic recurrent laryngeal catarrh.

These may each exist separately, but they are often
found associated in a single case.

The first three may all be illustrated by Case LXXX.*

4 and 5 may be illustrated by Cases LXXXI* and

LXXXTI*,
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pains in shoulders, In this case the condition of the
nasal and pharyngeal mucous membrane appears to be the
cause of cough. The history, and super-resonant chest,
&e., would accord with the existence of slight Emph}rsema,
but there is no short breath and no altered breath-sounds.
Ordered alkaline saline of ammonia, soda, potass, and
citric acid, a lozenge-pill of morphia and liquorice, and
counter-irritation to the mneck and behind the ears.
September 4.—Cough quite gone; ordered to continue
alkalies, till rheumatic symptoms are gone, and paint
throat with tinct. galls; syringe nose with weak infusion
of galls. September 26.—No cough, throat looks nearly
normal, nostrils still tumid. November.—Continues well,
and the nostrils are now so much better that he considers

them well, though I can see that the mucous membrane is
still thickened.

Case LXXXI.* — Winter Cough from Pharyngeal and
Tracheal Congestion.

F. W., 56, winter of 1864, a stout, light haired man,
formerly a sea-captain, conjunctivee pale. Complains
that for several winters he has had a bad cough, last year
especially severe. It has now set in as usual with all the
old characters. The cough is convulsive in character,
with severe straining on the diaphragmatic attachments,
often produces retching before it ceases, and leaves the
chest, back and front, very sore. Not much expectoration.
He is not otherwise ill. It always dates from a cold.
Careful examination of the chest cﬂ'ﬂcwem all the sounds
of percussion and auscultation to be normal. The cough-
sounds do not reach the chest. The only abnormal sounds
are high-pitched, dry, msplmtorﬁ; and expiratory, and,
especially, cough-sounds in the larynx and top of the
trachea. The uvula 1s long and tumid, whole pharjrngeal
mucous membrane tumid, and this condition extends into
the larynx. Treatment directed to this state of mucous
membrane, removed the cough.
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are accompanied by cough, which may be more or less
convulsive, they may any of them become complicated with
Emphysema under certain cireumstances.

Diseases or T HuArT.

Tt will be observed that I have said scarcely anything
about Disease of the Heart, either as a cause or effect of
Winter Cough. The reason is simply this: that as a cause
it chiefly acts as a predisposer to Bronchitis; and that as
an effect, although a very important one, it has no special
relation to the points upon which I have principally
dwelt; and our time does not permit me to enter upon a
new department of the subject which could only be fairly
treated at considerable length. Under the head of treat-
ment, however, I may be able to find room for a few
practical remarks with reference to cardiac complications.

Coveas axp Corns.

Having now cleared the way by the discussion of some
of the most important difficulties connected with the
relations between Bronchitis and Emphysema, let us
return to the consideration of the lessons to be learnt
from the facts which I have tabulated.

The first tables give the answers to the following
questions relating to coughs and colds (See form in
Appendix) :—

1. What was the nature of the first attack of cough ?

2, When free from cough since the first attack ?

3. Is the cough aggravated by any other causes than
fresh colds, and if so, what are they?

4. On catching cold, does it affect first the nose, throat,
or chest ?
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When free from Cough since First Attack.

Tasre IV. Oceasionally
(See Index to Cases). Veaner || o colt: Rt R
canse.
‘White 33 Cases ...| 15 3 0 16
Por Cont...oouiveees 45 9 ‘i
Red 18 Cases ...... T 0 2 8
P Cent.. .o vovmies P 1 a4
Yellow 1 Case ...... 0 0 0 1
Per Cent........... 100
Blue 6 Cases......... 4 0 0 2
Ber Genti:vv it 67 33
Total 58 Cases... ... 26 3 2 27
Approx. Per Cent. 45 5 3 47

Table IV. shows that of 40 cases of Emphysema 19
were free from Cough in summer weather, and 3 when
not suffering under the effects of a cold. So that in
92 out of 40 cases, or about 55 per cent., Emphy-
sema could exist unaccompanied by cough ; for we know
that Emphysema is not a complaint which could have
appeared and disappeared, again and again, as the cough
did.
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Whether on catching Cold it affects first Nose, Throat,

or Chest.
‘White 33 Cases| 18 -0 16 0 0 !
Per C'ent...“..ll 39 n 19
Red 18 Cases... 6 3 4 2 0 | 3
Per Cent.......| a3 17 29 11 17
Yellow 1 Case 0 0 1 0 0 0
Per Cent...... 100
Blue 6 Cases .. 1 0 4 0 1 0
Per Cent.......| 17 67 17
Total 58 Cases | 20 3 25 2 1 7
Approx. per ct.| a4 5 43 3 2 12

The influence of catarrh is further shown by Table VI,
which describes the mode of attack assumed by fresh
colds in the different groups. In thirty-four per cent. of
the whole series of fifty-eight cases, the colds began in the
nose, and in three per cent. in the nose and throat simul-
taneously, so that in about thirty-eight per cent. the colds
spoken of in the other tables, as accounting so largely for
the aggravation of both the short breathing and the
cough, began as attacks of ordinary nasal catarrh.
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chitis and not the Emphysema which is the essential cause
of the ecough, and that the presence or absence of cough
under different meteorological conditions is dependent
upon changes in the state of the Bronchial affection, not
of the Emphysema.

We are led by these considerations to enquire whether
there is anything in the circumstances connected with the
two sets of cases—the forty-five per cent. in which the
cough left in summer weather, and the forty-seven per cent.
in which it never left—to account for this important
difference. I have therefore placed in separate tables
(VII. and VIII.) the principal facts relating to these
points in the two sets of cases. Examining into the
twenty-six cases in which cough left in summer, it is found
that the colds to which the returns of cough were attri-
buted fell first upon the chest in about sixty-three per cent.
of the cases of Emphysema and Bronchitis (blue and white),
and in only about fourteen per cent. of the cases of
Bronchitis with no Emphysema (red) ; whereas the colds
first affected the nose or throat in eighty-five per cent.
of the cases of Bronchitis and no Emphysema, and in only
thirty-seven per cent. of the cases of Bronchitis with
Emphysema.

In the twenty-six cases in which the cough never left, the
colds fell first upon the chest in about sixty-one per cent. of
the cases of Bronchitis and Emphysema (blue and white),
and in about sixty-two per cent. of the cases of Bronchitis
and no Emphysema (red); whereas colds fell first upon
the nose or throat in about thirty-seven per cent. of the
red cases, and in about thirty-nine per cent. of the blue
and white cases. :

On comparing these two sets of facts, we see a gradual
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cured disease immediately an exciting cause is presented,
The only connection we are able to trace between the
presence of Emphysema and the tendency of colds to fall
first upon the chest, lies in the fact that, in such cases, the
Bronchitis has extended deeply into the bronchial ramifi-
cations, and has become so permanently lodged in the
smaller bronchi that it remains but partially cured there,
even when the balmy air of summer soothes the larger
bronchi and wupper parts of the naso-pulmonary tract
with which it comes into direct contact, and thus allays
irritation and relieves the cough.

With respect to the tendency of fresh colds to fall first
upon the chest, the cases of Emphysema and Bronchitis
in which the cough left in summer weather, are like the
cases of Bronchitis without Emphysema, in which the
cough never left, and like the cases of Emphysema and
Bronchitis in which also the cough never left. In all three
cases the colds fell first upon the chest in nearly the same
proportions, viz., sixty-three per cent., sixty-two per cent.,
sixty-one per cent. |

It is, then—and this is the important practical deduc-
tion—to the gradual creeping down of Catarrh from the
nose to the throat, from the throat to the bronchi, and
from the large bronchi to the smaller ramifications, and
to the greater and greater difficulty of eradicating the
disease as it gets deeper and deeper, that our special atten-
tion must be directed. Thus we see the importance of
leaving no means untried which can give a chance of
radically and permanently removing every lurking trace
of Bronchitis, before we let a patient consider himself
safely cured, in every attack of this disease that comes
before us for treatment. (See Treatment.)
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LECTURE V.

SHORT BREATHING.—EXTRACTS FROM CASES—RESUME.—CONDITIONS
oF LIFE.—(GENEALOGY.

PassinG from the questions relating to the coughs and
colds we come to those which concern the short breathing—
1. Has the breath been other than short since it began
to be short, and if so, when and why ?
2. What are the things most inclined to make the °
breath short ?

Whether breath has been other than short since it began to be short.

Yes, | tween | shore | Only [Nobutl | oy
Timg X, el e il || S0
cough. | ing. |sionally| worse,
‘White 33 Cases ...... i 16 S ) | o (o I 1
Per:@ent. oinsni. a7 | o 64
Red 18 Cases ......... LN e [ R | ] (B |
PearCenk...-c.:ue bl o n | 17 a7 6
Yellow 1 Case ..... .. O S ) A T S [ £
Per Cont.....ccoineenees 100 _
Blue 6 Cases............ : ) ST 0 S S 0 | T R ! :
Per Gent..:i.ccvevainiil 67 a3 1
Total 58 Cases......... 17 | 8| 2| 8| 8|29 | 1
Approx. per Cent. ..| 20-| 5 | a8 | 5 | 5 | s0 [ 2
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not so relieved, but remained permanent summer and
winter, in 51 per cent.

The relief by summer weather occurred in the different
groups of cases in the following proportions, viz. :—

Blue group . . . 67 per cent.
WG 0 R RO T o
REd 3 . . 22 13

It appears, then, that the greatest per centage of relief
to short breathing by summer weather occurred in the
blue group—the cases in which there was history of
previous Bronchitis, but none present at the time of
examination, in which, therefore, Bronchitis was an
occasional but not a constant attendant; and this occurred
in the same proportion, viz., 67 per cent., as that in which
the same group of cases were relieved of cough by summer
weather; and Table X. shows that “fog and damp,”
the common excitors of Catarrh, were the things most
inclined to make the breath short in 33 per cent. of these
same cases. 1t is probable, therefore, that the short
breath and the cough were both due to the same state,
viz., Bronchitis, which we have already found from the
other cases to have been the essential cause of cough.
But we find (Table IX.) thatin 7 cases, or 37 per cent., of
the Red Group, in which DBronchitis existed with no
Emphysema, the breath never ceased to be short; and in
3 of the same group, or 17 per cent., the breath was “ only
short occasionally.,” Let us examine the abstracts of the
cases, therefore, to see if there are any ecircumstances
which can explain these three different conditions of
breath in the same group of cases, viz. :—

Breath relieved by summer weather . 22 per cent.
never relieved . 5 : O A
only occasionally short . |

ay

2
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all his life in winter, the breath had only been getting
short five years, and had especially been worse the last
two years, during which time the cough had been worse
and more abiding, and he had become subject to paroxysms
of dyspneea. There was a question in this case as to the
existence of a fatty heart, which might account for the
paroxysmal dyspneea,but the permanent short breath was
evidently due to slight but abiding deep-seated Bronchitis.

In Case XLIII. there had been winter cough for
sixteen years, but the breath had c-nly become perma-
nently short for two years, and in this, as in the other
cases, its permanence was explained by the Bronchitis
having t{aken a deeper seat than heretofore since a more
than usually severe cold two years ago.

In Case LIV. the breath had always been rather short,
but not dad unless the cough was troublesome. The
cough had never left since it began in a very severe attack
of Bronchitis. Every cold had aggravated it, and these
colds became more and more frequent, showing an abiding
condition of tumidity and irritability of the mucous
membrane extending into the smaller tubes That the
patient had not yet become Emphysematous was, probably,
due simply to want of time for such a state to be developed,
her habits being quiet and sedentary, and thus not putting
much strain upon the breathing.

In Case XLV. the cough had existed many years—*‘“all
his life”’—in winter, but the short breath dated from
Influenza ten years ago, when the Bronchitis got a deeper
seat, and left such a susceptibility of the mucous mem-
brane to Catarrh, that, although the breath always got
better if the cough did, fresh colds were so easily excited
that he never was free, and latterly a tendency to spasmodic
contraction of the tubes had been set up as a complica-
tion,

In all of these cases, then, we find the explanation of

the want of relief to the short breath in the same causes as
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bronchial affection was not sufficiently severe to produce
short breath, but in which some superadded conditions—
as anmmic palpitation, tendency to spasmodic asthma,
and a thin-walled heart—subjected the patients to attacks
of dyspnma under certain combinations of circumstances.

We come back, then, to the leading point of importance
—THAT WHEN THE BREATH IS SHORT IN DBRONCHITIS, IT 18
FROM DIMINISHED CALIBRE OF THE NASO-PULMONARY AIR
PASSAGES. When it is only short in winter, it is because this
condition is still susceptible of relief by summer weather.
‘When it is permanently short, it is because the affection of
the naso-pulmonary tract has erept down into the deeper
recesses of the lungs, and become a more severe and
abiding affection. And, putting all these sets of cases
together, we see that these same conditions of the naso-
pulmonary tract are the principal canses of variations in
the degree and in the persistency of the short breathing,
whether the Bronchitis is complicated with Emphysema
or whether it is not. In a word—that although Emphy-
sema is unquestionably a cause of short breath, and, in
the most severe cases of the disease, a very serious cause,
yet that bronchial disease—diminished calibre of the
naso-pulmonary passages—is the condition which claims
our most important consideration. Emphysema is but
a vestige of which diminished calibre of the air-cells is
the commonest cause. (See Treatment.)

ClonpITIONS OF LIFE.

The influence of the conditions of life upon Bronchitis
and Emphysema is partly illustrated in Tables XI.,
XII., XIII., XIV.,, XV. Table XI. shows that 43
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Bronchitis, and in that the only effect was to aggravate
the cough. So far, then, as these cases are concerned,
there is no reason to connect tobacco-smoking with them
at all in the relation of a cause of the diseases; its
effects were so slightly marked that it would appear to be
a thing which may be safely left to the patient’s taste
whether it be used or not. It may be worth while to
observe here, that it makes a great difference in the
effect upon patients’ coughs and breathing, whether
they smoke the tobacco themselves, and thus get the
soothing properties with the carbonaceous smoke, or

The Quantity of Fermented Liquors taken habitually.

( SEHT:E:E.:E f}ﬂlf;[a:se 8). e i (S

‘White 33 Cases ...... 6 25 2
Pertlank™ .0 i 18 76 i

Red 18 Cases ........ 3 13 2
Periend. s i 17 72 11

Yellow 1 Case......... 0 1 0
Per Cent. 100

Blue 6 Cases .. .... 3 3 0
Per Cent. 50 50

Total 58 Cases ...... 12 42 el 4

Approx. Per Cent. ..., o 72 7

iR ...
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patients lived regular lives. The details of the cases
showed that they all lived upon ordinary mixed diet of
meat, vegetables, and bread ; that their hours for meals
and for work presented nothing worthy of special remark ;
and that the descriptions given of the rooms in which
they lived by day or by night did not contain any parti-
culars of importance.

The right-hand half of Table XIV. shows the habitual
state of the spirits in the several groups of cases, and it
may claim a word in this place before passing to the next
table. In the 58 cases the spirits were good in 64 per
cent, and bad in 36 per cent. But a very marked dif-
ference is seen in the different groups; thus, in the cases
of Emphysema, with history of only occasional attacks of
Bronchitis, and no present symptoms of it (Blue), the spirits
were bad in 83 per cent.; whereas in the cases of Bron-
chitis conjoined with Emphysema (White) they were bad in
only 42 per cent.; andin those of Bronchitis uncomplicated
with Emphysema (Red) they were bad in only 6 per cent.
In the one case of Emphysema, unassociated with Bron-
chifis, past or present, they were bad. It would seem, there-
fore, that in proportion as the Emphysema predominated
over the Bronchial affection, the spirits were depressed.
This may have been due to the fact that the symptoms of
Bronchitis are more apt to get better and worse, and
thus to render the patient’s sufferings less monotonous
than in Emphysema. ]

Table XV. shows the occupations of the 58 hospital
patients whose cases were tabulated, and as a correct
statement of facts it may be of use when added to other
tables of a similar kind ; but as the 58 patients followed 27
different kinds of occupation, and no more than 7 followed

|
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To take these seriatim, and collect some accounts of
their influences from the tables :—

1. Summer Weather produced freedom from cough in
45 per cent, of the 58 cases; relieved the short
breath in 29 per cent.

2. Change of Weather was the thing most inclined to
make the breath short in 7 per cent. of the 58
cases ; aggravated the cough in 7 per cent.

3. Cold Weather was the thing most inclined to make
the breath short in 7 per cent. of the 58 cases.

4. Damp and Fog or Moist Air* were the things most
inclined to make the breath short in 24 per cent.
of the 58 cases; aggravated the cough in 4 per
cent. ; were the most potent causes of fresh colds
in 19 per cent.

9. Sudden changes of Temperature and Draughts of Cold
Air aggravated the cough in 2 per cent. of the
58 cases ; were the most potent causes of fresh
colds in about 37 per cent.

6. Cold Winds were the most potent causes of fresh
colds in 10 per cent. of the 58 cases.

7. Wet Feel and Getling Wet were the most potent
causes of fresh colds in 31 per cent. of the 58
cases.

We have already seen from Tables V. and X. that
fresh colds were the only causes which aggravated the
cough in 72 per cent. of the 58 cases, and that they
were the especial causes of short breath in 22 per
cent. ; and Table XVI. shows what are the most frequent

* Tt is worthy of note that fog, damp, and moist air are almost
invariably found together, producing similar effects, as though the
moisture of the foggy air were the injurious element.
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GENEALOGY.

Our next subject is the tendency of Emphysema and
Bronchitis to become hereditary, and to affect collaterals.
With some difficulty, I have succeeded in constructing
tables which I believe present the facts in their true
light ; and I venture to suggest that the adoption of a
similar form of table by other observers when registering
family history will be found convenient, and calculated to
prevent mistakes as to the real influence of the hereditary
and collateral tendencies of diseases.

It is necessary here to point out that the words
“Asthma ”’ and  Asthmatie,” when used in reference to
family history, are to be understood in their broadest
popular sense ; that being the nearest to the truth that
can be obtained when depending for the accounts of past
diseases upon the reports of non-medical persons, which
must usually be the case. In these tables, then, “Asthma *’
must be considered to mean cough and short breath of a
chronic kind, from whatever cause proceeding, except
that the greatest care was exercised in making the en-
quiries, to include no cases under this head that could
better be classed as ¢ Consumption ”” or * Heart disease,”
for each of which a separate heading was provided.

The cases in which both parents were affected with the
same disease have been kept distinet from those in which
only one was affected, and every individual is marked
according to sex. The brothers and sisters (collaterals)
of the patient are marked as individuals according to sex,
and also distinguished according to the case to which
they belonged.

The total numbers of collaterals in each case are also
distinguished according to sex. The sex of the patients






Tasre XVIL.—Family History in 33 Cases.
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Tavre XX.—Family History in Siz Cuases.

Total Number
Blue. Asthma (popularly so called). of Collaterals
in each Case,
- Parents.
psa‘ifeﬂi b::.? Eﬂﬁr m‘f_‘“"'F_ }Eﬂ;;hi,‘ -:::I:.Ilmmr;L e
F 1 1 . 3 9
M T 1 4 4 92
M 19 1 4 b B
M 48 1 0 0
M 53 2 4
M 57 1=
Persons 3 1 4 17 14
Cases . . . 4 1 5

Tasre XXT.— Summary of the Family History of 58 Cases of

Winter Cough. For particulars of each Group ( White, Red,
Yellow, Blue) see other Tables.
DISEASE. ?}f;;‘lgt_;r Asthma (popularly o called).
I
Description, PstTt'gi:]t:!. I:Iu:'l]'ctlfulris.. ED'!]]‘EE?!!' S Pﬂ.rcnts].hth. Collaterals]
Sex e oopc |l wlow o o®mAG R ME |M R
Persons ...|36 2258 58(147 15{}i B 5 4 4117 13
Cases ......| 58 58 52 13 4 11
*

* No collaterals in six cases out of fifty-eight,

Note.—The total nmnber of individuals concerned in this history is 471, of
whom 241 were males, and 230 females.
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Of the 78 parents concerned in the White and Blue
Groups only 13 were asthmatic, or nearly 17 per cent.

Of the 36 parents concerned in the Red Group 8 were
asthmatie, or 25 per cent.

So far, therefore, as we can be guided by these cases, we
are led to the conclusion that it is the Bronchitis, and not
the Emphysema, which is the hereditary complaint ; for
we find, when we take the total number of persons con-
cerned, including the patients themselves, their parents,
and their brothers and sisters, that the percentage of
asthmaties is nearly the same in the cases in which no
Emphysema existed, as in those in which it was combined
with the Bronchitis. And when we take the total
number of parents concerned in each group, we find that
the proportion of asthmatics is only about 17 per cent. in
the cases of Emphysema; whereas, it is 25 per cent. in
those of Bronchitis uncomplicated with Emphysema.

I am quite aware that it would require many hundreds
of cases to afford statistics which would be perfectly
reliable; but so far as they can be trusted, these results
are very interesting. They accord with what our clinical
experience and our knowledge of the etiology of diseases
leads us to expect. We know that it is especially diathetic
states which are apt to be hereditary; as for example,
Gout, Rheumatism, Syphilis, Scerofula. And we know
also how frequently these diatheses give a special ten-
dency to Bronchitis and other catarrhal affections of
the mnaso-pulmonary mucous membrane. It is, then,
only, what we ought to expect, that complaints which
are especially apt to oceur in hereditary diatheses should
prove, on statistical enquiry, to run in families. (See
Treatment.)
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applicants for life assurance, who are very closely cate-
chised on these points, that what is popularly called
“ Asthma,” must be taken to include chronic Bronchitis
and Emphysema,

These statistics, therefore, which we are supposed to
have in evidence of the hereditary nature of Emphysema,
must be taken with considerable caution. They must, at
least, be made to apply as much to the hereditary trans-
mission of a tendency to Bronchitis as to that of Emphy-
sema.

In my own cases I have shown that the family history
of Asthma was about the same in cases of chronic Bron-
chitis without Emphysema as in those with Emphysema,
while the per centage of Asthmatic parents was much the
largest in cases without Emphysema.

A careful consideration of all the evidence on the sub-
ject, leads me to the opinion that there is a tendency in
Bronchitis to be transmitted from parent to offspring,
and to affect collaterals, and that this may be explained,
as I have already suggested, by the fact that various
diathetic states, known to be hereditary and to run in
families, predispose to affections of the naso-pulmonary
mucous membrane.

If, then, the tendency to Bronchitis and Catarrh is
hereditary, and if Catarrh and Bronchitis are common
causes of Emphysema, it is easy to see how naturally the
mistake has arisen of concluding that Emphysema itself
is hereditary.
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9. Catarrh of the naso-pulmonary mucous membrane,
of greater or less extent. _
6. An undue susceptibility of the naso-pulmonary
~ mucous tract.
7. Local and general conditions favouring or pro-
ducing susceptibility of the mucous membrane.
8. Cough and short breath ; symptoms of the ex-
istence of the conditions already enumerated.
. 1. Dilated right heart. This is a secondary affection,
produced by the persistence or frequent repetition of
obstructed pulmonary circulation. It is a complication
so sure to occur in a protracted and neglected case, and,
once established, it exercises so important an influence
over 1ts future course, that we ought never to forget the
tendency to its occurrence. During the whole course
of any case of Winter Cough which comes under our
care, we must remember congestion of the right side
of the heart as a thing to be continually guarded
against. If no organic change has yet occurred in the
organ, we have to remember this as a thing to be pre-
vented ; if the organ 1s already hypertrophied or dilated,
or the tricuspid valve has already ceased to prevent
regurgitation, we have to remember that all these con-
ditions will be aggravated or kept in check in proportion
as we guard against congestion of the heart. We have
to remember that congestion of the right heart is the ever
present cause of Dropsy, and that this miserable compli-
cation of a Winter Cough will come and go as we permit
or prevent stasis of the pulmonary circulation. And I need
not remind you of the damaged liver, and the damaged
kidneys which, in time, result from the neglect of retro-
erade venous congestion.
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of lung tissue at stake, an unmistakable and most alarm-
ing set of symptoms attend the accident. It is not my
purpose, however, to treat here of these symptoms further
than to remind you that, in this way, the occurrence of
collapse of portions of lung may happen to constitute an
mmportant feature in a case of Winter Cough. But
what we have to consider here is the existence of a
portion of lung, thus damaged and useless, in its position
as one of the possible accompaniments of a Winter
Cough, and to what extent, if at all, it need influence our
treatment.

Now, in this capacity it may soon be disposed of. First,
you have to take care when making your physical exami-
nation that you do not mistake it for a portion of hepatized
lung, and thus waste your own and your patient’s time in
treating it as such; and, in the next place, having made
up your mind as to its nature and the probable length of
time 1t has existed, there are two courses to be followed :—
First, if it is at all recent, cautiously to endeavour by
rational measures, which will be chiefly gymmastic, to
restore it to a permeable condition ; and, second, if it is
clearly of old standing, to let it alone. So great is the
power of the organism to compensate such damages, that
considerable portions of lung can be deprived of function
without producing more than temporary distress.

But what I wish particularly to impress with regard to
the discovery of a portion of collapsed lung is this,—to
bear clearly in mind the mode of its production, to re-
member that what has happened once may happen again
to the same patient, —that every time these wviolent
convulsive coughs are set up, you run the chance of
having a fresh set of air-cells deprived of their elasticity
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It is evident that, in the fourth of these sets of causes,
the conditions likely to cause the sneezing and the nose-
blowing will usnally be such that, if they continue for
any length of time, they will become causes of cough ;
and thus the occurrence of Emphysema before the cough,
instead of after it, is accidental.

In the first three sets of causes, it is evident that they
may have ceased for any length of time after producing
the Emphysema, and, except so far as the existence of
Emphysema is concerned, may have no possible influence
over the after history of the case. A man may, for
example, have overstrained his lungs by lifting too great
a weight twenty years ago; or a child may have had
Whooping-cough, and overstretched the air-cells during
one of the paroxysms; and the man and the child may
have remained Emphysematous ever since, although the
Whooping-cough had long been completely cured, and
the heavy weight never again lifted.

- In these cases, the Emphysema may be considered
as a disease, per se, as long as it remains uninfluenced by
superadded diseases. It is well, then, for our present
purpose of correctly estimating what 1t is we have to
treat, that we first consider what are the essentials of this
simple Emphysema.

- In the first place, it consists of a portion of lung, the
air-cells of which have been overstretched ; and it is im-
portant to recollect what this overstretching means when
it exists in its smallest appreciable degree.

You know that in the healthy state the walls of the
air-cells are elastie, and that it 1s the essential condition
of perfect elasticity that a body shall, when stretched,
have the power of recoiling to exactly the same position
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But small and trifling as this amount of overstretching
and of impaired function may at first sight appear, it
constitutes the first step in a most important series of
changes, and, for that reason, must take rank as a very
serious disease,

It is true that when the loss of perfect elasticity is thus
limited, there is nothing in it which need at all inferfere
with ordinary respiration. The lung can expand when
the chest-walls are expanded by inspiration, and recoil
before them when they recoil. But all the normal caleu-
lations are deranged when any cause arises which requires
muscular expiration to be put into force. Then, at once,
a totally abnormal condition is discovered, in which the
chest-wall has to exert pressure upon air-cells full of air,
and to drive the air hither or thither, according to the
amount of muscular force exerted on different portions of
the lung-surface.

In addition to this, an elastic body, which has been so
far damaged as to have lost the power of complete recoil,
must have lost something of the stability of the whole of
its elastic power; and thus is rendered more susceptible to
further damage through loss of resistance, to an amount
of tension which, before, it would have been competent to
withstand.

In illustration of such changes as I have described, I
may refer to cases, such as those already cited, in which
persons received, many years ago, some overstretching
of the air-cells, as in the shock of an attack of Whooping
Cough in childhood, but suffered no material interference
with respiratory power until some superadded affection
placed an obstruction in the way of the expiratory tide;
and thus taxed the elastic power of the air-cells, and
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called for forced muscular expiration, or some change in
the occupation of the person called for forcible expira-
tory acts performed with a closed glottis.

But in an advanced state of Emphysema the walls of
the air-cells are found attenuated, their capillaries rup-
tured and obliterated, and their partitions broken through,
so that severals cells are thrown into one. Those bronchial
tubes, which run among the distended and crowded cells,
are subjected to undue pressure from without, and to
diminution of their calibre, when muscular expiration is
brought to bear upon the Emphysematous lung by which
they are surrounded.

Turning back, then, to the question with which I
started—the question of treating this Emphysematous
state of lung independenily as a disease, per se—every-
thing turns upon the elastic property of the air-cells, and
whether or not it can be restored, when lost even in the
smallest degree. Now we must remember on what the loss
of elasticity depends. If it were upon damaged muscular
tissue, either organic or inorganic, we should be able at
once to turn to certain remedies and hygienic measures
which are known to be capable of restoring lost funetion
to muscular tissue and of increasing its contractile powers.
If it were simply dependent upon elastic fibres snapped in
two, we might hope, by the reunion of the snapped fibres,
to restore the lost elasticity. But, unfortunately, the con-
dition with which we have to deal consists of elastic fibres
oversiretched, and thus, by some change in the relation of
their molecules, deprived of their essential physical pro-
perty ; and we have no positive knowledge of any remedy
competent to effect the rearrangement of the molecules,
and thus to bring back the normal function.
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It seems then a very hopeless case; and all that we
know clinically of the progress of elastic tissues which
have been overstretched, does not do much to reassure us.
And yet there is some hope to be gathered from this
source. We have in the skin the most familiar and
easily observed specimen of a mixed fibrous and elastic
tissue—a tissue, the elasticity of which depends upon the
interweaving of elastic fibres with other materials, as in
the air-cells ; and from observation of what happens in
the skin, we may gather both discouragement and hope.
We know how beautifully the skin recoils after tension
under normal circumstances; how it accommodates itself
to a stretched condition under some circumstances; and
how, under others, as when tumours have disappeared
over which 1t has been extended, it recoils, and obliterates
the trace of the previous distortion. But we also know
how very slow it is to recover itself if it has been over-
stretched beyond a certain point, and, especially, if that
overstretching has been of long continuance, or often
repeated, as in the pendulous folds which so long dis-
figure those who, having been fat for years, have become
thin.

But still we know that, even in such cases, though the
change may be slow, yet, under favourable circumstances,
especially under the influence of vigorous, healthy assimi-
lation, time will do much to restore the normal elastieity
to the skin. By analogy we might well hope for such
changes in the over-stretched elastic tissue of the air-cells.
And theoretically it would appear that, if healthy assimila-
tion could be kept up, the cause of the damage not repeated,
and sufficient time granted, a healthy molecular condition
might be restored to the damaged elastic tissue.
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I have already shown you that this is the most impor-
tant of the causes of Emphysema. I have shown that
this condition plays the principal part in causing
variations in the degree and persistency of the short
breathing, whether the Winter Cough is accompanied by
Emphysema or not. I have shown that when Emphy-
sema exists in a slight degree, it may be pushed on
to any extent, by continued obstruction to the expira-
tory tide by narrowed air-tubes, and that its progress
may be stayed by removing the obstruction. I have
shown you how the Winter Cough itself is dependent,
in the majority of instances, upon the condition of the
naso-pulmonary mucous membrane. And I have shown
you the way in which this thickening of the mucous
membrane and narrowing of the air-passages, takes
place. We have seen how wvarious are the causes, both
within and without the body, by which flushing of the
mucous membrane may be excited. I have shown you
that this flushing may be a very transient -condition,
or may run on into the production of serious and per-
manent changes in the chest.

The cases which I have laid before you illustrate all the
stages of Catarrh of the naso-pulmonary tract, from a
mere cold in the head to a severe and abiding disease of
the whole bronchial tree. They show the way—the
insidious way—in which Catarrh steals its marches on its
victims ; how simple in character and short in duration
the first attacks may be; how they dispose the mucous
membrane to fresh attacks; and how apt each attack is to
involve a larger extent of surface than its predecessor;
how often it happens that, when once the complaint has
reached the finer ramifications of the bronchi, it lurks
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must be begun directly the first signs of Catarrh show
themselves in the nose, eyes, throat, or chest—in fact,
before any considerable amount of secretion has taken
place. If employed at this stage it is almost infallible.
The plan is as follows :—

L. Give five grains of ses-carb. of ammonia, and two
minims of liq. of morphia in an ounce of almond emulsion
every three hours. 2. At night give 3iss. of liq. of acet.
of ammonia, and a tumbler of cold water, after the patient
has got into bed and been covered up with several extra
blankets ; cold water to be drunk freely during the night
should the patient be thirsty. 8. In the morning the
extra blankets should be removed so as to allow the skin
to cool down before getting up. 4. Let him get up as
usual, and take his usual diet, but continue the ammonia
and morphia mixture every four hours. 5. At bed time
the second might give a compound colocynth pill. No
more than twelve doses of the mixture from first to last
need be taken as a rule; but should the Catarrh seem
disposed to come back after leaving off the medicine for a
day, another six doses may be taken and another pill.
During the treatment the patient should live a little
better than usual, and on leaving 1t off should take an
extra glass of wine for a day or two.

As everything depends upon the promptitude of the
treatment, persons who are subject to Catarrh, especially
if it inclines to the influenza character, should be provided
with a prescription for the medicine, and full instructions
how to manage themselves when a cold sets in. Many old
Catarrhal patients of mine, who have been accustomed
for several years to stop their colds in this way, have
given their medicine the somewhat unprofessional title of
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time, therefore, further than to impress the great impor-
- tance of completely curing each attack—of leaving no
vestiges behind ; we must only be satisfied when, by all
methods of testing the respiratory powers, we cannot
detect a lingering trace of disease in the naso-pulmonary
mucous membrane.

But there is a form of Catarrh, common—I might almost
say universal—among the children of the poor, of which
we have very little chance of seeing the beginning, al-
though we too often see the end. It begins so early in
their little lives that they seem as though they were born
to it, and it goes on summer and winter from year to year.
It is, of all forms of Catarrh, that which most certainly
leads to thickening of the naso-pulmonary mucous mem-
brane and narrowing of the air-tubes. It begins in care-
lessness and folly, and continues through carelessness and
folly. The children are not half-clothed from their ten-
derest years; the little money at the disposal of the
parents is wasted on a few fine clothes, instead of being
spent on a sufficient covering of wool next the skin. It
is quite sad to see the children brought to this Hospital—
martyrs to Catarrh—with tawdry feathers and smart
ribbons, but not a scrap of flannel on their wretched
little bodies. DBesides these defects in dress, they are
subject to be taken by their mothers from close, smoky
rooms into the cold air, and to be exposed at the corners
of draughty streets while their mothers are gossipping
late into the evening. While these conditions remain, no
medical treatment can be of any avail ; and there can be
no doubt that it is from this source that a very large
number of the cases of narrowed air-passages, chronic
Bronchitis, and Emphysema, are supplied to Hospitals.
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class of influences which I placed seventh on our list of
the things we have to treat—those  general conditions,
favouring or producing morbid susceptibility of the mucous
membrane of the air-passages.”

When treating of the hereditary transmission of a
tendency to naso-pulmonary Catarrh, I pointed out that
this was due to the hereditary nature of certain diathetic
states; and when treating in detail of the properties
of mucous membranes, and the various modes in which
they are affected, I pointed out that flushing, conges-
tion, irritation, increased secretion, and all the pheno-
mena of Catarrh, may be brought about by the presence
in the blood of such impurities as proceed from mal-assi-
milation, imperfect digestion, rhenmatie, gouty, syphilitie,
typhoid, rubeoloid, and other poisons; and I pointed out
the analogy in this respect between affections of mucous
membranes and affections of the skin. I need not,
therefore, go over this ground again; but it is in rela-
tion to treatment that these facts assume the greatest
importance. We may as well expect to cure a skin-
disease dependent upon mal-assimilation by external
applications alone, to cure an attack of gout by poulticing
the great foe, or to remove a syphilitic affection of the
eye by the application of simple lotions, as to effectually
treat an affection of the naso-pulmonary mucous mem-
brane, dependent upon similar general causes, by remedies
directed only to the catarrhal condition of the membrane.
We may, indeed, in one case and in the other, produce
temporary local amendment by such local and narrow-
minded treatment ; but we know that the local disease will
recur again and again so long as we neglect the general
condition. When I say, then, that the first thing in






LECTURE VII.

TREATMENT—CORTINUED.

Havine, then, attended to the diathesis, let us proceed to
protect the air passages from causes of irritation acting
from without.

‘What these causes are we have already learnt from the
analysis of the cases which I have reported.

Fresh colds were the only causes which brought on or
aggravated the cough in 72 per cent. of the cases, and
the most frequent and potent causes of these “ fresh colds,”
as stated by the patients themselves, were—

1. Sudden changes of temperature in 21 per cent.

2. Fogs and damp air in 19 per cent.

3. Draughts of cold air in 16 per cent.

4. Cold winds in 10 per cent.

9. Getting wet in 14 per cent.

6. Wet feet in 17 per cent.
And we find this same list of causes of fresh colds as the
potent provokers of short breathing. This important list
is no less striking for the power for evil which it is shown
to possess, than for the remarkable simplicity of the evil
powers themselves.

If then these unfortunate sufferers from Winter Cough
could have been protected from sudden changes of tem-
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to cover the thorax and abdomen, leaving all the extre-
mities unprotected. It should be insisted upon by medical
men that the arms and legs require to be protected from
sudden fransitions of temperature as much as the trunk.
In fashionable life the greatest practical difficulty we have
to encounter is the question of exposing the necks and
shoulders of ladies in evening dress. It is useless to order
body clothing of wool to the throat, and to expect that
ladies will give up a fashion which has been followed
and thought charming in all countries and all ages.
The difficulty is, however, to be got over pretty well.
Every lady in evening dress should carry with her,
as invariably as she does her pocket handkerchief, a
Shetland shawl or a mantilla of wool or fur, of a size
and shape to cover all those parts not protected by woollen
underclothing, and it should only be removed while
actually within warm rooms, and should be kept at hand
to replace on passing through passages, or if the rooms
become cold, or if sitting in draughts.

The main source of protection then against sudden
changes of temperature to the surface of the body, is to
be found in a complete covering of wool next the skjn.
But besides this, a much greater attention than is common
should be paid to putting on and taking off complete and
efficient gver-clothing, on going from hot to cold, and from
cold to hot temperatures.* This is particularly neglected
by the working classes, and by girls and boys at schools.
In fact, schoolmistresses and schoolmasters appear to be
peculiarly neglectful and peculiarly ignorant of the grave

* See A Manual of Diet and Regimen,” 3rd Edition, by Horace
Dobell, M.D. Churehill.
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carry with them complete waterproof mantles made as
light as possible, but extending from the neck to the
ankles, and that can be put on or not as required ; and
boys and men similarly exposed, should carry waterproof
overalls.

These are things easily obtainable in the present day,
and within the reach of all classes; so that it only requires
that their importance should be sufficiently impressed
upon those who need them.

But if wet and cold to the surface of the body is a
fruitful source of catarrh, wet feet—which means wet and
cold feet—is a still more prolific source. There is no
external influence which so surely produces congestion of
the naso-pulmonary mucous membrane as wet and cold
to the soles of the feet. There is nothing so universally
neglected, and yet there is mothing so easy to avoid.
Warm socks, horsehair soles, goloshes, provide efficient
protection against wet and cold feet. It does not seem to
be half enough understood that, although a shoe or boot
may not be wet through, if the sole is damp, 1t will by
evaporation most effectually conduct away the heat from
the sole of the foot, and therefore ought never to be worn
after exercise is over.

I should hardly have ventured to occupy so much of
the time of a medical audience with these apparently
simple and commonplace suggestions, were 1t not that
they are so commonplace that their importance is apt to
be overlooked.

We have still one item left on our list—viz, Fogs
and Damp Air, which were the things most inclined to
make the breath short in 24 per cent. of the cases, and
the most potent causes of fresh colds in 19 per cent. I
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But before leaving this subject of sudden changes of
temperature, I must not forget to speak of sleeping-rooms.
It is quite astonishing what follies are committed with
regard to the temperature of sleeping-rooms. On what
possible grounds people justify the sudden transition from
a hot sitting-room to a wretchedly cold bedroom, which
may not have had a fire in it for weeks or months, it is
impossible to say; but it is quite certain that the absurd
neglect of proper warming in bedrooms is a fruitful
source of all forms of catarrh. We cannot too much
impress this upon our patients. It may often be almost
as necessary for a delicate person to put on a respirator
on going up to bed as when going out of doors, unless
proper precauntions are taken to assimilate the temperature
of the sleeping-room with that of the sitting-room.

Such, then, are the principal means *by which I would
attempt to defeat the fickleness of climate, and to prevent
the recurrence of those attacks of catarrh which keep up
and aggravate the disease of the mucous membrane.
And you will probably have observed that they all assume
that the patient suffering from Winter Cough is to lead
an active and an out-of-door life—mnot to be confined
to his bedroom, or his sitting-room, or even to his
house.

This is a point in the treatment which I consider of
very great importance.

Shut up your patient month after month, and perhaps
winter after winter, in warm rooms, with little exercise,
and you need not be surprised if you add fatty degeneration
to his Emphysematous air-cells; fatty degeneration to
his heart, the muscular strength of which is so important
in keeping up his pulmonary circulation; biliary con-
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at home, orders for the exact mode in which their generals
abroad shall conduct their battles. It has always ended
i defeat.

Having, therefore, put you in full possession of the
principles upon which your treatment is to be based, all
that I shall further attempt to do is to call attention to
those medicinal armaments at our command, which I con-
sider most important in carrying out the principles of
treatment indicated in these lectures, The exact disposal
of the forces in any given case must be left to the judg-
ment of the man who takes the responsibility of conducting
the battle.

1. Of medicines given by way of the stomach, T would
particularly call attention to ses-carbonate of ammonia.
When treating the naso-pulmonary mucous membrane,
we must not look upon ammonia simply as a stimulant;
it has a most marked and important action upon the
mucous membrane, as it has upon the skin in Erysipelas ;
probably this is due to its influence on the blood and on
the capillaries. It assists more than any one other drug
in restoring a healthy condition to a mucous membrane
affected with catarrhal congestion, It may be variously
combined with other medicines under varying circum-
stances. Thus, if there is a high state of recently excited
injection, tartarised antimony may be given with the
ses-carb. of ammonia with the best effect. If there be
great irritability of the membrane, morphia in small
doses may be given with the ammonia, as I have already
directed, to stop a fresh cold.

With regard to antimony, it is important to bear in mind
that it ought never to be continued long. The good 1t can
do 1s soon done, if done at all, and directly it is accom-
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ammoniacum, and I am sorry to see it so little used. Tt has
a remarkable effect upon the intestinal mucous membrane,
arresting chronic dysentery and diarrheea, and leaving a
soothed condition of the bowel. I have seen the same
effect produced upon the mucous membrane of the air-
tubes—morbid secretion checked and altered without that
irritation which is caused by ammoniacum. The olibanum
may be used both by the stomach and by inhalation. It
is probable that its topical effect is the more important.

Benzoin is another valuable remedy in restoring a
healthy condition to a thickened naso-pulmonary mucous
membrane. It may also be used by the stomach or by
inhalation.

Spasmodic contraction of the bronchi indicated, as 1
have already pointed out, by the high pitch of the
respiratory sounds, is a very awkward complication ;
and 1if not kept in check, it very much interferes
with the restoration of the mucous membrane to a state
of health. Stramonium, administered by the stomach in
quarter grain doses twice or thrice in twenty-four hours,
becomes a very useful adjunct to other treatment under
these circumstances; or it may be used by inhalation,
or some of the other medicines named under the head
of inhalations may be employed instead.

I must not omit to remind you of the facility with
which one part of the naso-pulmonary mucous membrane
is able to act for the relief of another, as illustrated by
the case I related of the gentleman whose spasmodic
asthma was often carried off by sneezing, and who
suffered from dyspnea when a discharge of mucus
from the nostrils was suddenly stopped. We may often
take advantage of this property of the mucous membrane
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ficially upon some affections of the skin, is often of great
use In treating the respiratory mucous membrane.

There are many other remedies which I might enume-
rate, if we had more time at our disposal. But I am
anxious not to leave the subject of medicines given by the
stomach without mentioning tonics. Nothing can be
more important in the treatment of winter cough than to
improve the tone of the whole system of the patient by
every means In our power. Zine, iron, and quinine are
the most important of such medicines; and I think their
value may be taken to stand in the order in which I have
enumerated them. Strychnine has been highly recom-
mended in winter cough complicated with Emphysema ;
but as it especially acts upon the muscular system,
exciting the muscular fibres to spasmodic contraction,
I see no reason to expect any good from it in the
case of diseases of the air-passages and cells; for, in
the first place, we wish to diminish and keep off
spasmodic muscular contraction of the air-tubes; and,
in the case of the overstretched air-cells, they are not
muscular but elastic fibres which we wish to strengthen ;
and there is no possible reason for supposing that
strychnine acts upon elastic tissues. If it does good,
it can only be through its effect upon digestion. In this
way, like many other medicines that might be mentioned,
it may do good service; for we must ever bear in mind,
that, in order to prevent degeneration of the Emphy-
sematous air-cells, of the walls of the air-tubes, and,
especially of the heart, every available means must be
employed for keeping up the vigour of the nutritive
functions ; so shall we not only keep off degeneration of
tissue, but promote the healthy repair of the diseased parts.
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among the most valuable of our means of acting upon the
naso-pulmonary mucous membrane. Nitrate of potass
is of great service when used in this way. It appears to
act upon the respiratory mucous membrane, when intro-
duced in the form of fumes dispersed through atmospheric
air, much as it does on the pharyngeal mucous membrane
when applied in the popular form of  sal prunella balls.”
It refrigerates and causes resolution of that flushed and
tumid condition which I described when speaking of
Catarrh and Asthma. It is in this way, I think, that it so
signally relieves some cases of spasmodic Asthma. You
will find that the fumes of nitre paper, and those of datura
tatula, stramonium, and chloroform, relieve different
classes of cases, or the same case in different phases.
‘When the prominent mischief is vascular injection and
tumidity, the spasmodic contraction being only excited
by the excess of these conditions, nitre fumes give the
most relief. When, on the other hand, the nervous
element is most prominent, the tendency to spasmodie
contraction being so great that it is set up by a com-
paratively slight amount of flushing of the mucous mem-
brane, datura tatula, stramonium, and chloroform are
the most potent remedies. The influence of the fumes of
nitre upon the bronchial spasm 1s only a secondary effect,
its most important influence being that it removes con-
gestion and tumidity of the naso-pulmonary mucous
membrane.

For the inhalation of vapours I am accustomed to order
Nelson’s inhaler, to be used without the sponge; a pint
of hot water being put into it, the temperature of which
should not exceed 170° when inhalation begins. The
patient should inhale for about fifteen minutes at a
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‘White has named this instrument the vade-mecum inhaler.
But as I see Mr. White and Mr. Norman both in the
room I will leave it to them to demonstrate to you, after
lecture, all the uses to which their apparatus may be
applied. I have no doubt that, in suitable cases, it will
prove of very great service.

There 1s no class of complaints in which counter-irrita-
tion gives such unquestionable and unqualified relief as in
affections of the respiratory tract of mucous membrane.
The relief to the oppressive dyspneca and to the irrita-
bility of tubes long narrowed by thickened lining, which
speedily occurs under the influence of decided counter-
irritation, is delightful to witness. In severe cases I am
in the habit of ordering, at the commencement of treat-
ment, three blisters, one for the front of the chest, and
one for each side, between the scapula and the breast, to be
used in succession ; each blister to be allowed nearly to
heal before the next is applied. The application of the
first I insist upon, the other two I leave to the patients’
judgment to apply or not as they choose, after having
found what relief is obtained by the first. It is very
rare indeed to find that they fail to apply all three—
much more often they are so pleased with the effect
as to volunteer to put on more if necessary. No form of
counter-irritation is at all equal to a well-managed blister.
Gireat caution should be taken not to leave the blisters on
long enough to produce deep sores troublesome to heal.
They should be quickly removed, and a warm linseed
poultice applied before the vesicles are cut. Decidedly
the nicest form of blister, and that which gives the patient
least trouble, is Brown’s cantharidine tissue and the tissue
dressing sold with it.
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ends you will perfectly understand from what we have
already seen respecting the causation of Emphysema, and
the circumstances which aggravate it when it exists and
give poignancy to all the sorrows which it inflicts.

Now, you will perhaps be inclined to charge me
with having altogether shirked the main question with
which we are concerned, viz., the Winter Cough—with
having discussed anything rather than the cough, and
directed treatment to everything but the cough; and my
answer to the charge is, that if everything is attended to
which we have discussed, and everything satisfactorily
treated that we have spoken of, there will be no cough
left for us to treat.

Nevertheless, a word must be said about the cough per
se. We have seen that frequent cough, and especially
convulsive cough, 1s one of the causes—and a very potent
cause—of Emphysema. It will be very important, there-
tfore, to allay the severity of the cough by some direct
means while the more soundly curative treatment is
being pursued.

This may be most effectually done by the sedatives and
anti-spasmodics of which I have already spoken, and they
are especially useful when applied in the form of inhala-
tions. But I have not yet mentioned three very valuable
remedies—Indian hemp, lobelia, and bromide of ammonium.
They have all the great advantage of acting speedily and
decidedly. If they do not have a decided and speedy
effect—if they do not, as it is popularly expressed, “ act
like a charm ’—they do no good, and it is better to
throw them aside; at least that is my experience.

Indian hemp is rather a troublesome remedy, from the
difficulty of getting it of a reliable and equal strength;
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cough are very numerous; but I must not detain you by
enumerating them, as they are most of them familiar to
us all.

In concluding these details of treatment, I wish to
draw your attention to a very important practical point,
about which there is apt to be great misapprehension,
viz., the season of the year in which it is most necessary
to pursue treatment for the radical cure of a Winter
Cough.—Ir 158 NoT 1IN THE WINTER, BUT IN THE SUMMER.—
It is not in seasons of rebellion that the institutions of
permanent peace can be best established. If is as much
as can be reasonably expected in such times, if human life
is protected, serious catastrophes averted, urgent neces-
sities provided for, and the various elements of rebellion
scattered and repressed. It is in the more quiet after-
time that wounds must be healed, differences adjusted, the
under current of disaffection eradicated, and securities
obtained against the recurrence of disasters. In a severe
case of Winter Cough, the first winter in which we are
consulted must often be occupied by a succession of skir-
mishes with fresh attacks of Catarrh, and with a more or
less successful battle with a ehronic pulmonary rebellion,
If we succeed in dispelling the cough before the warm
weather comes to our assistance, we must often consider
ourselves fortunate. However this may be, we have
seen by the cases I have reported, and we know by daily
experience, that, in a large number of instances, when the
long-looked for warm weather comes at last, the cough
does go, and the patient thinks himself well. Both
we and .our patients are then apt to be so pleased
at the change, that we at once withdraw our forces, glad
to believe that peace is firmly re-established. DBut if we
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of Treatment, what I said when analysing the causes of
colds and coughs—that our great attention must be directed
to the importance of leaving no means untried which can
give a chance of radically and permanently removing every
lurking trace of Catarrh, or Bronchitis, or of their effects
upon the mucous membrane, before we let our patient
consider himself safely cured. We must only be satisfied
when, by all our methods of examining and festing the
respiratory organs, we cannot detect a lingering trace of
disease, and when, after this, we have imstructed our
patient by what means he can best maintain this restored
condition till it has become habitual.

It is in the summer that this part of the treatment
can be best commenced, and, if possible, it must be carried
out through the succeeding winter. We cannot consider
our case complete till a winter has been passed through
without cough or short breath.

This 1s the time when we should fall back upon
that “ great gun ”—change of climate. I have reserved
it till the end of the lecture, as in practice I reserve it
till the end of the treatment, because I am convinced that
this is the time when, as good generals, we should bring
it into action. When we have conducted our patient safely
through the first winter in which we are consulted, and
guided him through the succeeding summer; when we
have done all that is possible to restore a healthy con-
dition of his respiratory organs, and brought him to the
middle of autumn with no cough and no short breath ;
when he begins to look at the approaching winter with
dread, lest his enemy should return and call for a renewal
of his last winter’s regime ; when he is tired of restrictions,
and turns sick at the thought of goloshes, water- proofs,






APPENDIX.

POST-NASAL CATARRH.

Tue following observations extracted from a Paper read by
me in 1854, to the Abernethian Society of St. Bartholomew's
Hospital, have been confirmed by my subsequent experience :

Among the diseases which come before the physician,
rather as sources of discomfort than as causes of death, the
one I am about to describe under the name of Post-nasal
Catarrh is particularly worthy of attention :—I1st, from its
frequency; 2nd, from the great inconvenience it occasions;
3rd, from the serious effects of which it is occasionally the
indirect cause; 4th, from its being accompanied by the
symptoms of other diseases (and thus misleading the patient,
if not the medical man); 5th, from the obstinacy with which
it often resists treatment,

Notwithstanding the obvious existence of Post-nasal Ca-
tarrh as a common complaint, it has not, so far as I can
learn, ever been described as a distinet affection. I have,
therefore, ventured to fill this gap by a brief description of
the disease.

Post-nasal Catarrh may be acute or chromie, but it is
much the more frequent in the chronic form, and is rather
to be classed among the ¢vestiges’ of disease than among
primary affections.

The acute form is caused by recent catarrh super-added
to the chromic disease, the latter being the characteristic
affection. I have, thereforse, selected the chronic form for
description. The symptoms are as follows : —

1. A sense of fulness deeply seated in the back of the
nose, with a constant stinging and tingling sensation about
the uvula, soft palate, and posterior part of the hard palate.
This sensation is much aggravated after sleep, so that the

atient wakes every morning with a sore throat; but on exami-
nation of the throat, no inflammation, ulceration, or swelling
is detected,

2. Short tickling cough, coming on at intervals, especially
night and morning, or if long without food or drink; but on
examination of the chest no morbid sounds are present.






=

me—

-

174 APPENDIX,

1. The deep seat of the sensation of fulness.

2. The absence of nasal voice, and interference with nasal
respiration, except when the secretion has been voluntarily
forced into the nose, or when ordinary Catarrh is superadded.

3. The great difficulty in dislodging the secretion, and of
bringing it within the range of a sneeze.

4. The slight interference with the sense of smell, and the
tendency of the secretion to accumulate and inspissate during
the time the patient is in the recumbent posture.

5. The tendency of the secretion to flow down by the pos-
terior nares, rather than by the anterior; which corresponds
with the direction of the superior meatus, into which the
spllmnc:—idﬂ,l and posterior ethmoidal cells discharge them-
selves.

6. The stinging and tickling of the uvula, and hard and
soft palates, unaccompanied by any constant morbid appear-
ances in them ; which corresponds in position with the distri-
bution of the spheno-palatine branches of the superior
maxillary nerve, and may thus be accounted for as the trans-
ferred impression of irritation in the sphenoidal cells. .

The duration of the complaint, when once established,

- appears to be quite indefinite, unless removed by treatment.

It seldom oceurs before the period of puberty, which cor-
responds with the development of the sphenoidal cells.

The relief to the cough by taking food or drink is simply
due to the removal, by these means, of the mucus clinging
to the back of the fauces.

Among the serious effects of which this affection is some-
times the indirect cause, may be mentioned the production of
hernia, the rupture of blood-vessels, strains to the lungs,
and injuries to the internal ear from violent nose-blowing.

True Post-nasal Catarrh must be distinguished from the
post-nasal discharges so common with children, which are of
quite a different nature. They appear to be simply due to
the difficulty which children have in effectually blowing their
noses. Hence the nasal seeretions, when augmented by cold,
escape by the posterior as well as by the anterior nares, and
during sleep almost entirely by the former. This discharge
into the fauces, as in true Post-nasal Catarrh, gives rise to
troublesome cough, which, through neglect of auscultation, I
have often seen mistaken for Bronchitis, and much time and
treatment wasted under this impression.
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In other words, the diet of disease should be as nearly that
of health as the altered condition of the nutritive functions,
and the altered conditions of the patient’s life will allow ;
the grand object being to keep up healthy nutrition of the
whole organism.

The true appreciation of this first principle, in its various
bearings, will save us from running into either of those
extremes which at different times have disfigured medical
practice. 'We shall not be led to starve our patients
upon water-gruel, when they are craving for natural food;
or to stuff them with beef-steaks and porter, when every
instinct of their nature rebels against it. In fact, you may
take it as a very safe rule, that it is better cautiously to
supply a patient with the kind and quantity of food that his
stomach calls for, than to deny it to him without an unques-
tionably good reason for so doing.

This may seem to you very much like letting a patient eat
and drink what he pleases. But that is not at all what I
intend to recommend. All I mean is this, and I wish par-
ticularly to impress it, that if we mean to interfere in the
subject of diet, we must take care that we thoroughly under-
stand what we are about; and in order to do this it is
necessary to keep well up in the following subjects : —

1. The physiology of healthy nutrition.

2. The composition of food, and the essentials of a
normal diet.

3. The physiology of disease.

Tf we keep these matters well before the mind, and at the
same time keep our wits about us in watching the case
under treatment, it is surprising what an immense deal of
good may be done by interfering with the diet; but not
otherwise.

We start, then, with this as our first principle, never to be
lost sight of—that healthy nutrition is to be maintained, if
possible, under all circumstances. And we assume that to
do this in a healthy adult man of average stature, taking
moderate exercise, the essentials of a normal diet, as given in
my Manual,” must be supplied.

Tt must be borne in mind that the proportions and quan-
tities of the different elements of this normal diet are
arranged to meet the requirments of the different functions
of the organism when in a healthy state of activity ; and it
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disease which should place him in the position, as regards
his functions, of an animal during hybernation, it is clear
that, while his whole diet must be reduced to a very low
scale, the respiratory elements must be supplied in quantities
out of the normal proportions as compared with the rest;
because no supply of carbon has been stored up in prepara-
tion for his illness, as it is in the hybernating animal in
preparation for its sleep.

We see conditions, in many respects similar to these in
some stages of fevers, in which absorption, nufrition, and
every vital function is at its lowest point consistent with life,
respiration being the only one sufficiently active to call for
any considerable supply of food. But here, of course, we
must not lose sight of an element in the case not present in
hybernation—yviz., the existence of a poison, which by some
means, natural or artificial, has to be eliminated or destroyed,
and which may be keeping some functions in activity, the
requirements of which must be met. The precision with
which we are able to do this in any given case, will depend
upon the correctness of our knowledge of the nature of the
poison, and of the organs concerned in the restorative process.
Here, no doubt, we are often obliged to act in the dark, and
to supply many ingredients which may not be needed, in the
hope of furnishing among them that which is required, but
which our ignorance prevents us from identifying. And we had
far better, whenever our knowledge is at fault, act in this
safe manner and supply much that may be useless rather
than run the risk of withholding that which may be essential
to life,  But, in the majority of cases, our knowledge will be
sufficient for the emergency, if we keep in mind the general
principles of aection.

The fourth principle is this:—To obtain rest for every
organ while it is suffering under active disease, by removing
from the diet such elements as increase its functions. These

-are conditions which it is not always easy to fulfil without

deviating from our first principle. For example, in the case
of diseased kidney, the healthy nutrition of this organ
requires a supply of albuminoid materials, while its function
is increased by any surplus of these materials in the or-
ganism ; and when the function is interrupted by disease,
a proportion of albumimoids in the diet, necessary to the
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the normal nutrition of a tissue or organ, we must not only
supply it freely with the special materials requisite for its
development, growth, and repair, but at the same time call
upon it for the performance of its normal functions—over-fed
idleness insures morbid nutrition, not healthy life.

In the next place I will give you a few rules which may
assist you in carrying out these general principles—

Rule 1.—When the power of appropriating any essential
mgredient of a normal diet is lost to the organism, the lost
function must be substituted by some artificial process, or the
ingredient in question must be withdrawn from the diet till
the normal function is restored. In obedience to this rule
you see me at this hospital administer pancreatic emulsions
of fat to patients, who have lost the power of assimilating fat
without this artificial assistance, while T adopt all practicable
means of restoring the normal function.

Rule 2.—Is inseparable from the first, and it is this :—No
essential of a’ normal diet must be withdrawn without an
aE:]empt being made either to supply to the organism in some
other way the ingredients of which it is deprived, or to
suspend those functions which call for a supply of this
ingredient. Thus, to take a simple illustration :—Suppose
the power of digesting meat to be lost through a deficient
secretion of gastric juice, meat must be withdrawn from
the diet till the lost function is restored, or else an artificial
digestive fluid must be introduced; or if it is impossible by
these means to maintain the digestion of meat, the physiolo-
gical ingredients of meat must be supplied in the form of
some albuminoid solution ; or, finally, if this cannot be done,
then those functions which principally waste the aibuminoid
tissues of the body must be placed as far as possible in a
state of rest, muscular action must be suspended until the
function is restored.

Rule 8.—If an undue waste of any elements of normal
nutrition is found to be going on in the organism, and the
means remain of appropriating those elements from the food,
they must be supplied in the food, in quantities as much in
excess of those proper to a normal diet of health as will be
sufficient to supply the waste until it is stopped. This also
may be illustrated by a very simple example. In Bright's
disease of the kidney there is no loss of the power to appro-






. —

182 APPENDIX.

us to act under what I have called the fifth principle of diet,
viz., to avoid any unnecessary reduction in the number and
variety of the forms in which food can be taken. In former
days the poor parched diabetic was forbidden to drink water
lest he should increase his flow of urine; now we are able to
let him quench his thirst as much as he pleases, so that he
takes nothing which contains starch or sugar; and again, by
preparing his articles of food in such a manner as to exclude
the injurious ingredients, and by selecting those which are
known to contain them in the smallest quantities, or not to
contain them at all, we are able to present the diabetic with
a fairly tempting and varied diet, so that he is able to keep
to it for months and years with comparatively little difficulty.

In conclusion I shall venture to give you a sixth rule,
which T call the “golden rule,” as it relates to the carrying
out of the first of our principles throughout all the difficulties
involved in the rest. The ¢ golden rule” is this :—Never let
a patient become weak through a defective diet if you can
prevent it by any possible contrivance; and if a patient has
unavoidably become weak, never let him remain so, through
any defect of diet, one hour longer than it is absolutely im-
possible to prevent.

Other principles and rules I must reserve for future occa-
sions, when treating of special cases as they come before us.
But I hope that you will find, when you come to put them to
the test of practice, that the few which I have given you to-
day will serve both your patients and yourselves many a good
turn, if you will only bear in mind what I have endeavoured
to impress ; that in order to carry them out satisfactorily you
must keep up your knowledge of your profession generally,
and especially of the various subjects which I have enume-
rated, as essential to a proper understanding of the alterations
of diet required in disease.






OcooPATION.

Fasiny History.
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|’r Mormrer.—If living, what age and what health 7

If dead what age at rlea.th _am.'! the cause of death ?
Wha{: health had she durmg life 1

Faraer.—If living, what age and what health ?
If dead, what age at death, and the cause of death ?

DieT Hmﬂs, &e.

What health had he during life ?
BrOTHERS.—How many living !
W]mt are t t!ml_r ages, and what health have they 7
How many dead ? ) 5
What were their ages, and the causes of death ?
What health had they in life?
SisTERS.—How many living ?
What are their ages. and what health have they ?
How many dead ?
What were their ages, and the causes of death?
\ What health had they in life ?
(What is your present occupation, and hew long have you fol-
lowed it ?
What other occupation have you followed, and at what periods
What are your hours for business and for meals ?
In what sort of place do you live by day !
IIlIn what sort of place do you live by night?

Do you take meat, and vegetables, and bread ?

Have you always done so 1

What fermented liguors do you drink, and what quantity per day?
Have you always taken the same!

Do you live regularly, and are your spirits usuallj good or bad 1

Do you smoke !

How long have you done so

Has it any effect on your complaint k

Has anything you do any effect on your complaint, and if so,
| what?
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WORKS BY THE S8AME AUTHOR.

DEMONSTRATIONS OF DISEASES IN THE CHEST.

OPINIONS OF THE PRESS,

“ We donot hesitate to say, that the student who, after the examina-
tion of a patient, refers to this book, will have a much greater facility
in understanding the rafionale of the phenomena, and of interpreting
them correctly, than one who is satisfied with comparing what he hears
to the deseription of sounds given in handbooks, or to some typical sound
pointed out to him by his teacher . . What the anthor gives is well

done, and in the right direction.” — Brifish and Foreign Med.-Chir,
Rev., 18359,

* Notwithstanding the great number of treatises which have appeared
upon the diagnosis of diseases in the chest, the present work will form a
valuable addition to the existing literature on the subject . . .
The plates are taken from fresh specimens of disease, and are very
well executed, the colouring of the engravings heightening their effect,

and giving them all the appearance of reality."—Medical Times and
Gazelte, 1859,

“We advise the student to examine well these plates, and read care-
fully the corollaries which accompany them, They will probably refresh
his memory of what he has seen in necropsies, in the same way as
anatomical plates call to his mind what he has seen in the dissecting
room. The practitioner, too, may, by their means, from time to time
refresh his knowledge of the pathological appearances of the lungs.
And both will be materially aided in their appreciation of the connexion
between physical signs and structural changes.” — British Medical
Journal, 1859,

“ By comparing diseased conditions, and presenting them to the eye,
with a description of the physical signs, the author has done much
to make that evident, which no amount of mere verbal deseription
could have done. . . . This work cannot fail to be of use to the
student and young practitioner.”—Ad{fheneum, April 2drd, 1859,

“Dr. Dobell gives us ten coloured plates of eonsiderable artistic
excellence, exhibiting thirty-five distinct specimens of lung and pleural
disease, and, facing each plate, so that the eye can at once turn from the
one to the other, the concise statement of the physical signs connected
with each specimen. What is done, is well done. There is every
facility for learning the lesson given."—Half-yearly Abstruct of the
Medical Sciences, 1860, :

JOHN CHURCHILL AND SONS, NEW BURLINGTON STREET.
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WORKS BY THE SAME AUTHOT.

LEGTURES ON THE GERMS AND

VESTIGES OF DISEASE, AND ON THE PREVENTION OF THE

INVASION AND FATALITY OF DISEASE BY PERIODICAL EXAMINA-

;19:{. Delivered at the Royal Infirmary for Diseases of the Chest,
rice 65.

OPINIONS OF THE PRESS.

A book that the thoughtful student of pathology and therapeuties
will ponder over with much satisfaction and profit. Dr. DoBerL is
one of those practitioners who have not only had a scientific education,
but are endowed with a philosophical insight. He wanted not only to
know the causes of diseases, but why they varied, and why they came at
all? How it is that one man in ffty is smitten with a gvﬁr, and
of those smitten, that only one in five dies? These are the questions
that agitate the profounder student of pathology, andto which the
superficial practitioner never gives a thought. We think Dr. Dobell’s
practical suggestion of a periodical examination of the state of health of
individuals a good one.”—Atheneum, January 4th, 1862,

*The author who takes for his subject the nature or canse of disease,
ascends to the highest point to which induction is able to hear him. In
order to arrive at this position, the various forms of disease must have
been carefully studied and their relations considered . . . . There
is a novelty in the style of Dr. DopeELn's work which immediately
excites interest and commands attention. EFarnest in his endeavours
to elucidate the truth, he has evidently spared neither time’'nor trouble
in the consideration of his most intricate subject . . . His object seems
to be to show the relation which subsists between morbid conditions
and the inherent vital force, as well as the influence which inherited, or
previously acquired, disease exerts in determining the result, when the
body is exposed to morbific canses . . . . A train of argument is carried
on steadily from page topage . . . The work abounds with evidences
of deep thought.” — Londun Medical Review, February, 1862,

“ The author of this work is one of the few physicians in practical
England who occupy themselves with medieal philosophy . . . He
points out that the life of an animal depends upon a eontinual accumu-
lation of fresh matter and of fresh forece. A certain part of the force
which manifests itself in the processes of life is transmitted to the germs
of & new generation and secures the multiplication of the species . .
The principal causes of change in the foree are, the ‘conditions of
life,” *coetaneous diseases,” and the *vestizes of disease’ . . . Such
vestiges of disease become® causes of fatality * in other diseases; . .
the falality, in most cases, is not to be ascribed to the malady itself,
but to the vestizes of some pre-existent disease . . . Abnormal physio-
logical conditions manifest themselves by disturbances in the general
condition of the health . . . As it is easiest to recover the health in
this obscure stage of the germination of disease . . . the author re-
commends periodical examinations of the state of health by competent
medical men . . . Undoubtedly, such examinations, and advice based
upon them, would be of great advantage."—dAllgemeine Medicinische
Central Zeitung, Berlin, Sepfember, 1862,

JOHN CHURCHILL AND SONS, NEW BURLINGTON STREET.
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