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the root of the lung. A direct ending of the nerves in
the immediate neighborhood of the epxthelmm lining the
air sacs was not “found. The mucous membmne and
muscular tissue of the bronchi are innervated from the
nerves following the bronchial artery, and also from the
very considerable plexus of nerve fibres found in fibrous
layers about the bronchi. In the muscle the nerves end
in small, rounded bulbs upon, and not within, the muscle
cells. In the larger bronchi nerves could not be followed
through the fibrous layer immediately under the epithe-
lium, but in the smaller bronchi the nerves could be fol-
lowed to a well-marked interepithelial arborization.
The nerve supply of the pulmonary blood-vessels is not
80 large as that to the bronchial.
William Snow Miller.
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LU NGS DISEASES OF : ABSCESS.—Suppurative
processesin the lungs are more common than is ordinarily
supposed. The experienced clinician always keeps this
fact in mind when dealing with acute inflammatory con-
ditions, espe ) 5 conval -

ETrtoroGy. scess always presupposes the pres-
ence of pus organisms.

1. Abscess occurs secondarily to diseases of the lungs
proper, such as lobar and lobular pneumonia. It is not
a common termination of lobar pneumonia; Os ler found
four cases in one hundred autopsies. On the other hand,
it is extremely common in the aspiration and deglutition
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forms of lobular pneumonia, such as occur following
operations, under general anmsthesia, upon the mouth

nose, throat, and neck; also in wounds of the neck, sap-
purative processes of the nose, larynx, and e
(Volkmann). Infective particles reach the bronchi, lodwe
there, and set up an inflammatory process, with abscess
formation. Cancer of the cesophagus may penetrate a
bronchus, with similar results.

Pulmonary tuberculosis at some time in its course usu-
ally becomes a mixed infection, with the development
of abscess cavities, and symptoms of a septic process.

2. Metastatic abscesses develop in the course of a
pyemia, the infected material being distributed through-
out the lungs by emboli. Similar rtb‘:(,e s are us:ualh
present in the various organs of the body, such as the
brain, kidneys, spleen, etc. E

3. Pulmonary abscess may develop as a result of the
extension of the suppurative process from neighboring
organs, or as an event secondary to the pcrfom[ion of the
lung by abscesses from w ithout. Empyemas occasional-
ly perforate the lung tissue and find a vent through the
bronchi. \uhnlmphm"mdtxc and liver abscesses, associ-
ated with amcebic dysentery or echinococcus disease, may
perforate the diaphragm and lung. The bronchi may
simply furnish drainage for these abscesses. In the
passage of infective material there may or may not be a
infection of the lung with abscess dev eiopnuut.

PaTHOLOGY.—Absce urring in the later stages
of lobar pneumonia are not large, but are likely to fuse,
and thus involve a considerable portion of one lobe.
Tuberculous abscesses are situated most often near the
summit, while other varieties are near the base.

Metastatic abscesses are usually very numerous, and,
thou scattered throughout the lungs, are frequently
situated underneath the pleura; they are small, about
the size of a pea.

The septic emboli may be associated with suppurative
middle-ear d se, diphtheritic endometritis following
clildbirth, abortion, ete., or even with operations upon
hemorrhoids

DiscNosts.—A consideration of the history of previous
diseases throws a great deal of light upon the case. The
symptomatology is also important. One is likely to
secure a history of a septic temperature curve, w ith chills
and fever, occurring several times during the day. The
presence of leucocy ‘tosisand the charact or of the re\pe(ro—
ration may be of great assistance. The sputum is puru-
lent, offensive, and at times contains large quantities of
elastic tissue. The sudden perforation of an empyema
ora qub:hap]n ematic abscess into the bronchi may simu-
late an abscess of the lung.

The phy al signs are very unreliable. The lungs,
though riddled w ith metastatic abs ses, often give no
definite signs of the condition. There may be diminished
expansion, impaired resonance, weak breath sounds, tac-
tile fremitus, and voice sounds. If the abscess is large
and parietal, as in some cases of tuberculosis, one might

get the signs of a cavity.

Procxosis.—Recovery occasionally occurs in the case
of an abscess which has developed after pneumonia.
The metastatic abscesses are of course almost invariably
fatal Single abscesses which discharge and are well
drained may heal, with recovery of the patient.

TrEATMENT.— Medical treatment is usele If possi-
ble, such cases should be treated surgically with incision
and drainage. es Rae Arnetll.

LUNGS, DISEASES OF: AFFECTIONS OF THE
BRONCHIAL GLANDS. — (Syn. Fr., Adénopathie
Trachéo-bronchique ; Ger., qu.n!J:ufcn der Bronchial-
dariis

HisTory.—It is to M. Noél Guéneau de Mussy that we
are specially indebted for our know ledze of the diseases
of the blonchml glands. M. Baréty has supple mented
his labors in a monograph. “L’ Adénopathie Trachéo-
bronchique,” Tauchon (Paris, 1867), and others have
described some of the changes in these glands which ac-
company phthisis in the adult, while MM, Rillet and Bar-

thez, in their work, “Trailé des Maladies des Enfants”
(Paris, 1861), and Dr. West, in his Lectures on Diseases
of Infancy and Childhood, have given full descriptions of
the same changes in children under the head of bronchial
phthisis.

Tumors and enlargements are more especially con-
sidered in connection with intrathoracic tumors. (See
article on Mediastinum, etc.)

CrassIFICATION.—Upon a pathological basis, diseases
of the bronchial glands are classified under the conditions
affecting ly mph'itll" glands generally. They are subject
to the followi ing Lhan“‘e\

1. Inflammations: (rr) acute; (&) chronic; (¢) specific.

2. Morbid deposits and growths: (a) pigmentation; (5)
cancer; (¢) tubercle; (d) \\'p].nhuc growths (tertiary); (e)
albuminoid disease.

3. Hypertrophy and atrophy.

AxaToMmy.—Since the greater portion of the symptoms
arising from disease in ‘the bronchial glands are due to
1mp]1(fxtmn of adjacent parts, either through inflamma-
tion or from pressure, exact knowledge of the anatomical
relations is of the utmost value in determining the sig-
nificance of any given symptom.

The largest group of glands lies just below the bifurca-
tion of the trachea, between the right and the left bron-
chus. They are in relation, laterally, with the bronchi;
anteriorly, with the pericardium, arch of the aorta, and
pulmonary artery; and posteriorly with the aorta, vena
azygos, esophagus, and pulmonary plexus of nerves.
Smaller ganglia are situated upon the anterior, posterior,
and superior surfaces of the right and left bronchi. Those
upon the right are the larger, and are in relation with the
arch of the aorta, the brachiocephalic and subclavian
arteries, the brachiocephalic and azygos veins, and the
pneumogastric and recurrent annwml nerves. On the
left they are in relation with the extremity of the arch of
the aorta, the origin of the leff -ub(‘1‘11’1‘1n and common
carotid anerl(».,, ‘the subclavian vein, and the pneumo-
gastric nerve with its recurrent branch.

Afferent vessels reach the glands from the lungs,
pleure, neck, etc. The blood supply is through the
bronchial arteries.

PAaTHOLOGY AND MORBID ANaTOMY.—The pmholr'(riml
processes which occur in the bronehial glands are in no
respect different from those which take place in other
lympathic glands. The resulting anatomical changes
assume spec cial importance throuﬂ‘h their mechanical ef-
fects.

In many instances, when the glandular disease is slight,
the anatomical disturbances cause such marked sy mptoms
as to obscure, or divert attention from, the more serious
associated conditions.

1. Aecute inflammation is attended by cellular infiltra-
tion, with increase of lymphoid elements and retention
of lymph, resulting in enlargement of the glands and
softening of their pd'ltl](ll\ ma. When this process is
rapid, or if due to specific poisons, suppurative and
necrotic changes may follow. More commonly resolu-
tion takes pldce and the glands return to their normal
size.

9
more wmdual cellular and h mphold (hann‘es. In con-
nection with these, fibrous ﬂ'lrm th is more Il];dl\\"d the
glands become greatly onhunred in some cases perma-
nently, and their capsules are thickened and formadhe-
sions with bLlrlOHn(hnG tissues. Resolution is seldom
complete, and if it is long delayed the glands become
contracted and indurated.

When suppuration results, the pus may find its way,
by an ulcerative process, to the free surface of a bron-
chus, into the cesophagus or pericardium, or info the
substance of the lung or lumen of a blood-vessel; or the
contents of the abscess may undergo caseous, calcareous,
or cystic degeneration. Even in the acute form sup-
puration rarely takes place with sufficient rapidity to
allow rupture directly into the connective tissue, and in
1he chronic forms protective inflammation with adhesions
is always present.
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seeific inflammatory changes present no pecul-
jarities in pathological processes.

4. I’H,'uunz'r'{an.u (see also Lux

—_Carbonaceous and other l](‘l)(
ands seldom cause more than th
f inflammatory changes, owing to the sl
» nature of the foreign matter and the slownes
L it is deposited. The glands become more or less
d and varioysly pigmented. In extreme cases
tirely black, firm, ritty on section,
a lump of coal. “he glandu
partially atrophied and absorbed. When :
changes supervene, the dis
sc is at first black, and, thou
lighter, is not entirely free
ﬂhmnl has been removed by
d. f’m» -er.—Cancerous dev nents > bronchial
s follow similar disease of the pleura, or
mediastinumn, and are of like character. Primary cancer
is infrequent.

6. Tubercle.—Secondary tuberculosis occurs, to a
greater or less degree. in all cases of pulmonary phthisis
in the adult. In children, on the contrary, the glandul

re often the m xtens nd important. The
pro is commonly one of infiltration, evenly
distributed t.iu'()u;_,-'h«iu:: r'm*
several centr ¥ ;
‘cldnm that th wlemh 1 re 111-’-‘ the form of
g n with these changes
softer than norr
a- the proce es and implicates the

gland, they 1m(0mc firm anwl resistant, resemblin
culous 1wlmnn ary consolidation. In the second stage
the usual softening takes place, and tuberculous glahdular
abscesses are formed which follow the course of other

s described above.

7. Syphilis.—Syphilitic deposits are usually tertiary.
(1'11]1{]1\ nlr"mq may lead to extensive enlargement,
with auh-mlnont caseous or ~nppumt\\'l- (io"\uut tion.

8. Albuminoid degeneration is exceedingly rare. When
present. th ands ar usually enlarged, firm, and tense;
oceasionally they are atrophie d. On section they present
the usual waxy, glistening, homogeneous appearance,
and e the characteristic reaction with iodine.

srroLoey.—The lymphatic diathe inherited ten-
dencies, and general malnutrition are here, as elsewhere
in the 1y, predisposing causes of g mululm disease
Some ]]zl\'c : A\ 1
s, and an increasing liability
to such disease after puberty.

West a s consider the disease to be very fre-

Clll!"f'l[ among i nts and young 1 R S
iti s, acute inflammation the pul-
the most frequent. Thus, a
bronchitis, enmonia, a pleurisy, or an em-
, Ay eac llowed by an acute i
n of the 5, resulting i
Or caseous erati
que 111\ have t 8 be found enlars

s to tha

Burh Ltcme and cl
been observed in the bronc l
of the inf isd
s, scarle ! vEen 1ese con-
nges ’mlr of a generally lymphatic in-

flammation, and are seldom of sufficient extent to attract
attention during the life of the patient. : .
Absorption of various forms of dust to which certain
cle of workmen ¢ exposed, with the consequent
filling and clogging of the andular passages, may lead
to either acute nic m;hunnmﬁum ending inatrophy
or suppuration and a c Sucha I".".'lll‘t is exceeding
rare, however, i e C ider 'Lll[ number of cas
pneumonok in w he glands become partially
lled with aneous matter.
indicated 1e sections on classification
uses of cancer, tubercle,
and rloi 1 -neration are exciting causes
> in these
many ce f g ment, induration, or
s will be found in
I 1d the lym-
ammation es
i c more certainly from
septic
SYMPTOMS. —
out the entire cour 1
ded tumors, ti 1pt will
onal i solely to press % d
\\11. n(-r iu the
it is
1n '1-r11‘

quent as well as the earliest
This lue to pressure upon eithera
tube or t recurre aryngeal nerve. In the
; e cough of simple bronchitis.
the nerve it will be more harsh
-, and in some cas
‘When the irrit
it may : stent dry backing, with or without pa
oxvsmal exacerbations. More rarely it is deep, hollow,
and metallie, or re s the cough of an animal.

9. FErpectoration attend the bronchial form of cough
is quite constant. Af firs hite and frothy, it gradually
becomes muco-purulent w andular processes are
ac utL an (_1 11'nr' , OF nges to a tenacious,

es. Should
s chial tubes, it will
ence r] lr}' a more
1‘1'1“1«41 it may be,
5 -ucl,
mittent purulent discharge will contin
.Lw.lhauuhl . W hen cot

the expec
lar disease is se

aks in the
red blood,
clots. When
1 vessel in the
profus
itinue for

w0st freq
t"\m

€SS OT COmpre ssion,

ed poste v between the

1!1 nlmld opposite the bodies of

1, and, i1 ses, the sixth dorsal
s commonly it is It in front, near the
under the clavicle, with occa-
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sionally a 1‘uoint of pain and tenderness in the axillary
:mrmn C m.]--lu-' it to simulate intercostal neura]wm

5. Dyspnea is often a prummcul symptom. One fatal
case is reported in which it was the only symptom. Its
intensity depends less upon the absolute size of the tumor
than upon the direction and nature of the enlargement.
A comparatively small tumor or rapid inflammatory ex-
udation may compress a primary bronchus ‘-llﬂ‘iucntl\ to
cause most intense dyspneea.

When due to ¢ ssion of a bronchial tube, or of the
substance, the dyspneea is persistentand unvarying.
small proportion of cases it rl]']"“d‘\ to depend upon

implication of the laryngeal nerveand unilateral paraly

of the larynx. IL may be n:u'w\'\

the charaecteristics \])‘bmmh(

nocturnal par and 3

to force the patient ass he erect p ion. Q..am
ives the proporti in which this spasmodic element is

well marked one in fifteen.

6. Dysphagia is a quite commeon symptom, and
simply to compression. It is present in dumr fif
per cent. of cases. It comes onslowly istent,
varies only with the changes in the size of thu glandular
tumor. It is first noticed and most marked regards
solid food, but in one or two cases it was almost confined
to ]‘\Hluh

7. Clu 2 Of P is nt only when the recurrent
nerves are 1]d)mud "here may be loss in volume and

ce i fion with the l\qnm_;. of bronchial ob-
inct chan acter are probably
yus origin.
the earlier and may be the only change.
5 into complete aphonia. In the
cases ]1 iralysis of one or both vocal cords can be recog
nized by the laryngoscope.
Nausea and wvomiting are rare symptoms, due to
trics. M. de Mussy con-
when the left ner is af

lon.—Compression 01 the ascending
any marked symptoms. Anorexia
isturbances of d stion have only an

indirect relation to venous obstruc
Compression of the veinscoming from the head is more
frequent, c using cyan congestion, and cedema of
'{hc face ;11_1\'1 nec and ra u]v of 111L upper extremities.

AL SieNs —[nw ection i ally nmegative. It
may show Thc cedema, S, e un, just mentioned,
of the fac 2. Slight the upper sternal
and infraclavicular regions. Tlnx i exceedingly infre-
quent; it was 1 none of sixty cases reported by
Quain. 3. Sl rht flattening of the affected side. It is
the more frequent chang nd is probably induced by
bronchial oecclusion and partial pulmonary collapse. 4
Diminished motion of the affected side. It may be pr
ent alone or in connection with either enlargement or
contraction. 5. No change in either size or motion.
Most cases will be of this nature.

Palpation will show decreased vocal fremitus when
bronchial compression has resulted in occlusion of the
tubes.

Pereussion.—Dulness is the most cons

, and will indicate, by the area ov
ent, and by its character, both the size of
rement and its near x usually
marked behind, between the qm,a spine, ex-
quhn'r in extreme cases from the fourth to the
even seventh, dorsal vertebra. Less frequer it may
d in front, over th yanubrium sterni, and
below the sternal end of the clavi

Rarely pulmonary collap
a greater or less are Abse a
with the bronchial tubes are seldom, if ever, of sufficient
size to affect the percussion note. X ;

A compensa tory emphysema may possibly give a vesic-
ulo-tympanitic tone over the healthy lun

Auscultation.—The respiratory sounds w

modified by the size of the tumor and its relations to the
pulmonary tissue and bronehial tubes.
‘Weakness or entire absence of vesicular murmur
more frequent chang It is due prineipally to bronchial
obstruction, but in some ecas is caused by direct com-
pression of the pulmonary tissue. In the former
may be ub-scl'\'cd 0\': ra (ruhiduﬁbh' are

]u an almost ullml nhmb( r of cas
s are loud and harsh, or even distinetly
hanges are found only over the seat of the ¢
end upon compression and closure of the s
and smaller tubes. .

A venous lmm, heard best at the root of the neck;
more common in children, is usually present when there
is decided compr 1 of the descending veno runk

Bilateral examination of the chest with the ay w
often reveal a thoracic tumor and locate it on or abou
the bronechial tube

_ Drsexosis.—It

that, the earlier a a po itive
i E In no two ¢ W ul the symptoms
or their orde development be a :

They indicate only some form of intrathoracic growth,
and may all >nt with mediastinal tumors: or
thoracic aneurism.

Mediastinal tumors are more frequently primary, those
of the bronchial glands -u_u_1d ry.

common in the med i
.lud tuh(l ulous de-
1s

£ of llu
turbances of circ uiuri( n usually pre
ontrary being the rule i

A\_lfhg_hl“h huth show a tendency to extend inws
mediastinal tumors are much more [lL‘qll(‘Dl]\’ attenc
by L'l] rgement and bulgi of t st wall.

1 ; ; : obtained earl
andular !

In TI‘.U]'A.LEC g n, also, the early symptoms are
those connecte \\Jth the cireulation, while r ratory

t , both subjective and physieal, are developed
late. The arterial murmaur, ;‘-.nc—un mal bruit, with a
thrill and heaving impulse on palpation, is a valuable
pOinL of nifﬁ:u_ ion. In aneurism the area of lh'll-

the course of the

ronchial-gland enlar
fixe d iner laterally, and is more common be lund
than aL.tnI]m ¥eoioa b wation and delay of e radial
pulse upon one side and cardiac hypertrophy are occa-
sional symptoms of thoracic aneurism.

Erosion of the so frequent with aortic aneu-
rism, duc snot result from disease of the bronchial |

Proexosis.—The mc important element in progn
will al\\ ays be the nature of the pathological proce

Malignant disease he"v. as c‘:f—wherc terminates fatally

and tuberculosis will ha imilar ending. Syphilitic

growths, simple enlargements of scrofulous origin, and

subacute inflammat DC s may often be arrested

a praetical cure effected when the nature of the di

se can be recognized early. In such cases the extent
of the growth, the rapidi ith which it is

and its relations to an 1 s

form the basis of any progn 'I‘l ore us ¢com-

nL all-)n-drt U i 1e laryn-

5. Glandular

ubes may fol-

either

puration and ex-

TREATMEN "he cases in which treatment has prov
distinctly e ive r ble chronic enl
ments. The iodide iron ¢ cod-liver oil i
nally, and coun ;
bee
and iodine may be
For syphilitic cases
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required, the former method is to be preferred, but in
scerofulous disease the syrup of the iodide of iron may be
given with equally good results.

Cod-liver oil is alw ays a valuable remedy, and espe-
cially so with children and in the lvmphdllc diathe
Even cases of tuberculosis may be delayed and greatly
benefited for a time by its use, and, whatever the nature
of the disease, the oil may be employed with success for
its general nutritive effect.

The persistent use of small (gr. ¢ to ;%) doses of the
bichloride of mercury has occs IOHA“T *penefited some
cases even when no syphilitic element was present, and
this plan may be tried when the iodides are unavailing.

Counter-irritation over the seat of the disease is always
of decided value. It may be obtained by the use of any
of the more persistent counter-irritants, as the tincture
of iodine, iodine liniment, blisters, or the actual cautery.

The special symptoms require palliative treatment.

The cough is seldom relieved by expectorants, and is
best controlled by sedatives and antispasmodies. Co-
deine, heroine, morphine, and chloroform inhalations, in
the :pa%modlc form, are the most certain in their effects,
but the bromides, belladonna, Hoffman’s anodyne, or
chloredyne are of value, and may suffice in some in-
stances.

Pain is best relieved by anodyne lotions, and when
severe by hypodermics of morphine. For local applica-
tions, laudanum, belladonna, chloroform, or camphorated
h:ume nts may be employed.

ncea is more safely relieved by chloroform inhala-
tions and the ethereal preparations than by opium or
other narcotics

The cufurcemﬂnt of general hygienic and tonic meas-
ures will greatly increase the efficacy of any form of
treatment. Charles E. Quimby.

LUNGS, DISEASES OF: BRONCHIAL PNEUMONIA.
See Pneumonia, Bronchial.

LUNGS, DISEASES OF: CHRONIC PNEUMONIA.

See Pneumonia, Chronie.

LUNGS, DISEASES OF: EMPHYSEMA. BSee Hm-
physemna of the Lungs.

LUNGS, DISEASES OF : GANGRENE.—Gangrene of
the lung takes place whenever the nutrient circulation in
a given area is interrupted. It does not follow directly
upon obstruction of the funetional vessels, although
obliteration of a considerable branch of the pulmonary
artery may afford a nidus for putrefactive germs, and
thus entail gangrene as a secondary result. In a con-
siderable proportion of cases it occurs as a complication
of pneumonia, the intensity of the infection at a particu-
lar point being such as to compromise the vessels 111.1t
feed the tissues of the lung. If pneumonia were an “in-
flammation 7 of the lung substance, inducing such a dis-
turbance of nufrition as the amount of exudation implies,
gangrene would be the issue in every case.

ETroLoGy.—Gangrene appears as the initial local con-
dition in many forms of infectious disease. It may occur
in the course of any debilitating disease or during con-
valescence from protracted- fever. It is an occasional
event in nearly all of the exanthemata, and also in dia-
betes mellitus. It is observed frequently in aspiration
pneumonia, putrefactive material having been implanted
in the air passages (Osler*

The putrid contents of bronchiectatic cavities may in-
duce gangrene in neighboring parts of the lung. The
breaking down of cancerous growths communicating
with the air passages may produce a like effect. Some-
times there is no assignable cause. Embolism of a bron-
chial artery, which would be easily overlooked, might
explain some of the cases

ParroLocy.—Two tnrm- of pulmmm} Yy gangrene are
described, the diffuse and the circumscribed. The former
may take in a large area of lung. It is more common
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in the lower lobe, and in the outer portions of the lung
rather than in the centre. It tends to form an irregular
cavity with ragged and sloughy contour. The putrid
tissue is dark green in color, ap yproaching black, and it
drips with a U‘l'[’(’l]hh and exceedingly ill-smelling fluid.
Surrounding “this gangrenous area is one of intense con-
gestion, and the }unu beyond this is cedematous. The
l)mmlnal membrane throughout the entire lobe is infected
by the ichorous fluid passing over its surface and is in-
tensely congested and covere »d with muco-purulent ma-
terial.

The destruction of tissue is likely to lay open vessels
of considerable size, and sudden and profuse hemorrhage
may occur. The pleura may be perforated, and, its cavity
being infected with germs of the most virulent character,
the ple_un».\' which follows is rapidly fatal.

From the gangr enous focus extensive embolic processes
may occur, resulting in secondary abscesses in different
localities.

In the circumscribed form the destruction of tissues is
not so widespread, and the resulting cavities are more
sharply defined. Thisform is most likely to occur in the
course of lobar pneumonia, when the bacteria of putre-
faction will usually be found associated with the pneu-
mococcus., It is this association probably which gives
increased virulence to the infection and induces stoppage
of a branch of the bronchial artery.

CourstE oF THE DiseasE.—The accession of gangrene
is usually announced by the fetid character of the breath.
The odor is pungent and peculiarly sickening, and per-
vades the room and sometimes the whole house, making
it almost intolerable for the attendants. This is soon
followed by a greenish-black puftrid expectoration con-
taining shreds of lung tissue and particles of a more solid
material. The lighter portions rise to the surface, form-
ing a greasy layer in which the microscope shows abun-
dant cry stals of fatty acids. The heavier detritus, includ-
ing elastic fibres from the broken-down tissues sinks to
the bottom, and between these two layers a watery
stratum of a greenish color. The guantity of expectora-
tion is large, muounrmn to ten or even twenty ounces in
twenty “four hour There may be, however, small foci
of gangrene discovered post mortem which have not
communicated with a bronchial tube, and consequently
have not been accompanied by fetid breath (Osler).

The physical signs are those of infiltrated lung tissue
combined with those of a cav ity. Cavernous respiration
may be modified by the shreddy character of the walls,
and usually lacks the distinet quality m(t with in tuber-
culous excavations with rigid boundaries. Small circum-
scribed areas may present no definite ph\ sical signs other
than those of bronchial infection.

Fever of a moderate degree and variable in its course
is usually present, but in encapsulated cases there may
be notise of temperature. The absorption of infective
material may give rise to typhoidal symptoms.

Irritation of the stomach and intestines is apt to arise
from swallowing putrid matter coughed up from the
lung. “)L{OIIdII\ abscesses may occur, especially in the
brain.

The praexosis is principally from fetid “bronchiti
In the latter the fetor is not so extreme, and the expec-
toration does not contain shreds of lung tissue. The
affection is also not so acute and produces less constitu-
tional disturbance. The secondary infections at dis
points are absent.

In some cases of small encapsulated foci the diagnos
extremely difficult and may be possible only at autoj

ProaNosis.—Gangrene of the lung when L\lun»nu is
generally fatal. Death may be the result of sepsis from
absorption of gangrenous material; of a rupture into
the pleura, pericardium, or toneum ; of hemorrhage;
or of an exhausting infective diarrhcecea. Occasionally
even a large cavity Tieals completely, and the patie
covers. A((_onhng to Striimpell, * in encapsulated

**“Text-book of Medicine,” 3d American edition. D. Appleton &
Co., New York, 1901.

REFERENCE HANDBOOK OF THE MEDICAL SCIENCES. ol e

Lungs,

the question of recovery or death may not be determined
for months or even years. Small foci may be discovered
at autopsy which have not been suspect ed during life.

TREATMENT.— to treatment, much may be “done in
the way of prophylaxis in cases in which there is special
danger of ,1\}111.111()11 pneumonia, as, for example, in the
insane and in the subjects of bulbar paralysis, and in re-
covering from anwsthesia. Care in the selection, prepa-
ration, and admin ation of the food in such cases will
greatly lessen the liability of foreign matter being drawn
into the air passag

When the di is actually present every effort should
be made to keep up the strength of the patient, as in this
lies our principal hope. Concentrated liquid food and
alcoholic stimulants will be required. Quinine, strych-
nine, and carbonate of ammonia w be useful. Anti-
septic remedies that are eliminated through the lungs
promise more than any other form of medication. .-\m()nw
these are creosote, Li(‘()xutdl turpentine, carbolic acid.

Inhalations of various antiseptics are usually employed,
but it is difficult to make them penetrate into the affected
portion of the lung.

Creosote, eucalyptol, menthol, iodine, bromine, formal-
dehyde have been recommended, but they exert their
effect much more upon the healthy than upon the dis-
eased areas, and unless greatly diluted will cause irritation
which may be hurtful out of proportion to the good the
inhalations accomplish. Inhalaticns of pure oxygen are
indicated aiinl(- fmm any cﬂ:’r—cr in 1‘eli( Vin" rl\ spncea, as
ul in im-
‘:l(]llgllln_‘j’ ':Ul‘fdl?l *

(Luu])en('d with solutions of deodorizing sub-

1ch as the chlorides, and hung about the room,
will relieve in a measure the sickening fetor of the atmos-
phere, and contribute to the comfort of the attendants
as well as of the patient.

There may be room for possible benefit from surgical
interference, particularly in protracted cases.t

Andrew H. Smith.

LUNGS, DISEASES OF: HYPERAMIA.—There are
two kinds of congestion, actwe and P{l-r-l\(

1. Active Conge 7 s a condition cou-
cerning which there is not a unanimity of opinion. Osler
and other American and English authors believe that it
is simply part and parcel of some other inflammatory dis-
ease of the lungs, such as pneumonia, bronchitis, tuber-
culosis, pleurisy, ete.

Acute congestion of the lungs and congestive chills
were once familiar diagnoses. We now know that they
are usually the initial symptoms of some acute infectious
process, such as pneumonia. A case in point hasrecently
come under my observation. An extremely severe chill
followed by high fever was called a congestive chill. In
a few hours distinct signs of pneumonia were present,
with diplococei in the sputum. The disease, however,
aborted in from twenty-four to thirty-six hours. Sucha
case would be termed acute congestion by the French
writers, who give this condition the dignity of a disease
per se (umhr]lo de Woillez). They describe a definite
-,\'mptomatul()(*x such as initial chill, pain in the side,
cough, psncea, and slight elevation of temperature,
101°-103> F. The physical signs are indefinite, such as
impaired resonance, weak vesicular or blowing breathing,
with crackling riles. These signs, however, can all be
associated with just such anomalous ¢ of pneumonia
as above mentioned. In many epidemics these larval

are common.

It is stated by some authors that a rapidly fatal con-
tion may follow extreme exertion, or exposure to ex-
sive heat or cold. Leuf reports cases in which, in
ociation with drunkenness, exposure, and cold, death

occurred suddenly, or within twenty-four hours; post
mortem an extreme congestion was the only pathological
condition found.

B Demarqu.w ** Pneumatologie Méd =
4+ Am. Journ. of the Medical Sciences, March, 1902, p. 3

2. Passive Hyperemia or Congestion.—There are two
forms: (@) Mechanical; (§) hypostatic.

Mechanieal. —Etiology. TIn the passive form there is
an excess of venous blood in the lungs due to obstruc-
tion to the flow of blood into the heart. Mechanically,
this results from the presence of chronic valvular lesions
of the heart in which incompensation has taken place.
Lesions on both sides may produce this result. It will
also occur in myocardial degeneration with incompen-
sation and the development of relative insufficiencies.
Emphysema may also be responsible for this condition.
Brown induration of the lungs is a sequel. Osler de-
seribes such a lung as voluminous, russet-brown in color,
cutting and tearing with great resistance. On section, it
shows at first a brownish-red tinge, and then the cut sur-
face, exposed to the air, becomes rapidly of a vivid red
color from oxidation of the abundant hemoglobin. His-
tologically, it is characterized by (a) great distention of
the alveolar capillaries;: (&) increase of the connective-
tissue elements of the lungs; (¢) the presence, in the-
alveolar walls, of many cells containing altered blood
pigment; and (d) the presence, in the alveoli, of numer-
ous epithelial cells containing blood pigment in all stages.
of alteration, which are also found in great numbers in
the sputum.

The presence of tumors may cause a local congestion.

The symptoms of this passive form develop with in—
compensation and are dyspncea, cough, expectoration,
etc.

() Hypostatic Congestion.—In conditions of great weak-
ness of the heart, such as follow the various acute fevers,

ansgmias, cachexias, Bright's disease, prolonged coma,
ete., there is a transudation of serum from the blood-
vessels into the dependent tissues of the body. This is
of course favored by gravity, but is not essentially de-
pendent upon it, since a healthy man may be in bed for
weeks without its development. If the thorax of such a
patient be examined there will be found, posteriorly and
in the axillee, impaired resonance, feeble breath sound
and numerous crackling riles. The tactile fremitus
perhaps somewhat diminished. When the transudation
is extensive and of long duration the dulness may be-
come marked, with weak blowing breathing; it is now
termed hypostatic pneumonia. This condition is usually
a part of a more general transudation of serum. It must
be distinguished from atelecta ince in all inactive:
individuals fine crackling riles are frequently heard at
the lower borders of the lunga, Hydrothorax and pneu-
monia must also be excluded. There are no special
symptoms of this condition and it is often discovered
only by careful examination.

Osler refers to the forms of passive congestion which
occur in injury to and diseases of the brain. In pro-
longed coma there may be an association of patches of
consolidation along with the congestion, due to the aspira-
tion of particles-of food.

Pathology. The posterior portion of the lung is dark
in color and engorged with blood and serum; part of it
may. even sink in water, when it is termed splenization,
or hypostatic pneumonia.

Treatment. This ists in the treatment of the
primary disease; with its improvement tbe signs and
symptoms of the congestion disappear. If the symp-
toms are severe and are secondary to incompensated val-
vular affections, venesection, with the removal of from
twenty to thirty ounces of blood, may reduce the conges-
tion and relieve the right heart. James Rae Arneill.

LUNGS DISEASES OF: INFARCTION.—Infarction

n, and fareire, to stuff) of the lung consists in a “hemor-

gic engorgement’ ? of a circumscribed area of pulmo-

Although first classically described by

Laég nnec in 1819, it appears that the condition was char-

acterized by him as that of an apoplectic area, being

compared to cerebral apoplexy. La¢nnec dwelt upon

the venous thrombx in such cases, apparently disre-

garding (0111})1&.{(_1\' the arterial occlusion upon which
now so much stres aid.




