DISEASES OF THE RESPIRATORY SYSTEM.

IV. TuBERCULOUS PLEURISY,

This has already been considered. Here. it is sufficient to sy th.at it
oceurs as: (a) An acute affection, accompanied b_y abundant sero-fibringus
fluid. In this category come certainly a proportion of t-%me cases Tegarded
as acute pleurisy from cold. (&) As a subacute aﬁfactlon, latent in its
origin and insidious in its course, frequently preceding th(? development
of or coming on concurrently with puhgonary tuberculosis. (c) As an
acute pleurisy, the result of direct extension from thfa lung in cases of
well-marked phthisis, and in which the fluid may be ellther se}"o-hbrmous
or purulent. (d) Chronic adhesive tuberculous pleurisy, which may be
unilateral or bilateral, unaccompanied by exudation _and characterized by
great thickening of the pleural membranes, in which are tubercles and
caseous masses of varying sizes. ‘gl

The symptoms and physical signs of tuberculous pleurisy fmth faxudaf
tion do not require any description other than that already given in con-
nection with the sero-fibrinous and purulent forms.

V. OTHER VARIETIES OF PLEURISY.

Heemorrhagic Pleurisy.—A bloody effusion islmet with under the fol-
lowing conditions: () In the pleurisy of asth.emc states, such as cancer,
Bright’s disease, and occasionally in the malignant _fevers. _lt is mte:;
esting to note the frequency with which haemorrhz}glc ?]eurlsy is foun
in cirrhosis of the liver. It occurred in the very patlelznt in whom Laf.annec
first accurately described this disease. While tlus.may be'a Simpl‘i
heemorrhagic pleurisy, in a majority of the cases “Vhlcll .I have seen di
has been tuberculous. (#) Tuberculous pleurisy, in which t.he hloe‘J f}t
effusion may result from the rupture of newly formed vessells in the so!
exudate accvompa.nying the eruption of miliary tubercles, or 1t majy co%n:
from more slowly formed tubercles in a pleurisy seconicla.ry to extensn{;
pulmonary disease. (¢) Cancerous pleurisfv, whether primary OPYEEC;?OI;
ary, is frequently heemorrhagic. (d) Occasmua.lly hzemon'hagacle. e
is met with in perfectly healthy individuals, in whom there 18 i
slightest suspicion of tuberculosis or cancer. In one guch casezl .stmné
able-bodied man, the patient was to my knowledge healthy Tlt o
eight years afterward. And, lastly, it must be rememblereg :“it S
aspirat:i{m the lung may be wounded and blood in this way § o
with the sero-fibrinous exudate. The condition of ha—:em01'1’11«‘1%'151‘3&11;11mﬂjL
is to be distinguished from hemothorax, d.ue.to the rupture oi &
or the pressure of a tumor on the thoracic veins.

Diaphragmatic Pleurisy.—The inﬂamm‘a.tl'on may
chiefly to the diaphragmatic surface. This is often a
there may be effusion, either sero-fibrinous or purulent, in is low D
scribed on the diaphragmatic surface. In these cases the p

be limited partly or

which is eireant

dry plem’iﬂj' , but-
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the zove of the diaphragm and, as Guéneau de Mussy pointed out, may
e infensified by pressure at the point of insertion of the diaphragm at
the tenth rib. The diaphragm is fixed and the respiration is thoracic
and short. Andral noted in certain cases severe dyspneea and attacks
smulating angina. As mentioned, the effusion is usually plastie, not
serous,  Serous or purulent effusions of any size limited to the diaphrag-
matic surface are extremely rare.

Eneysted Pleurisy.—The effusion may be circumseribed by adhesions
or separated into two or more pockets or loculi, which communicate with
gach other. This is most common in empyema. In these cases there
have usually been, at different parts of the pleura, multiple adhesions by
which the fluid is limited. In other instances the recent false membranes
may encapsulate the exudation on the diaphragmatic surface, for example,
or the part of the pleura posterior to the mid-axillary line. The con-
dition may be very puzzling during life, and present special difficulties in
diagnosis. In some cases the tactile fremitus is retained along certain
lines of adhesion. The exploratory needle should be freely used when
there is any doubt.

Interlobar Pleurisy forms an interesting and not uncommon variety.
In nearly every instance of acute pleurisy the interlobular serous surfaces
are also involved and closely agglutinated together, and sometimes the
fluid 15 encysted between them. In a recent case of this kind following
puenmonia, there was between the lower and upper and middle lobes of
the right side an enormous purulent collection, which looked at first like
o large abscess of the lung. These collections may perforate the bronehi,
aud the cases present special difficulties in diagnosis.

_Diagnosis of Pleurisy.—Acute plastic pleurisy is readily recog-
mized. In the diagnosis of pleuritic effusion the first question is, Does a
ﬂmdl exudate exist? the second, What is its nature® In large effusions
the lncrease in the size of the affected side, the immobility, the absence of
Fac%lle ‘fl‘emitus, together with the displacement of organs, give infallible
idications of the presence of fluid. The chief difficulty arises in effusions
of moderate extont, when the dulness, the presence of bronchophony,
and, perhaps, fubular breathing may simulate prewmonia. The chief
Pt to be borne in mind are - (@) Differences in the onset and in the
general characters of the fwo affections, more particularly the initial chill,

the higher fever, more urgent dyspnoea, and the rusty expectoration, which

tharacterize pheumonia,
{:lharaeter of the dulness, t
tlon or the absence of

(6) Certain- physical signs—the more wooden
he greater resistance, and the marked diminu-
i s g ! t.-uetile fren}itus in pleurisy: The auscultatory signs
R t‘feel’tlve. It 18 usually, indeed, the persistence of tubular breath-
iO?!;e]iz riicularly t].lc high-pitched, even amphoric expiration, heard in
c moises of pleurisy, which has raised the doubt. _ The intercostal spaces
: (i comm(l)n]y obliterated in pleuritic effusion than in pneumonia.
ready mentioned, the displacement of organs is a very valuable sign.




