
124 MDICAL SCIENCE

Th1rc of tiiose cases wvere operated on to relieve
the clyspticta and distrcss, where the malignancy and
sepsis wvcre so mianifcst as to forbîd hope ; thre
died of sepsis, two dicd of hecart failure, nine died of
extension of the exuidative discase into the bronlchi
0f tlicse nline, ive gave good promises of recovcry
for two days after the tube wvas insertcd. 'lic other
flour wcre of such mnaiignancy that hope wvas not
entertai ned.

'lie doctor dwvelt on the imipossibility of di.agnos-
ing the condition of the lungs n these cases tf
extrcin dyspnocea, the quantity of air enterii-g
the lungs is so simall, that chiest sounds are
inappreciable, andc therefore it is impossible to
know the condition. of the lungs before operation,
a tact wvhich stand' against tracheotoiy ; for if the
lungs %vere knoîvîi to bc already involved, 50 seri-
ot:s an operation as tracheotomny wvould îuot bc per-
fornied, %vhercas tht' simple bloodiess operation of
intubation wvould still be advisablc in view of the
relief it %vould afford.

After the tube is introduced the bronchi are
fourid in those cases where extremne dyspnoea hiac
continuied for scilme considerable tUnie, to be more
or less obstructed wvitu mucus, due, doubtless, to
venous engorgement of lungs and bronchii, froin
continued stenosis. Tlhise mutcous raies soon dis-
appmar afier air is freely admitted and respiration
exluibits the truc normal vesicular murmiur or such
graclation-- fromn this as fturrni-h fair evidence for
prognosis.

In certain cases after the tube %vas introduced the
patient ivas bright, respiration frece, and noriu
vesicular, wvith this exception, that àt seemned
metallic or slightly bard, or hand lost somie of its soft
breezy quality. No raies; no dullness.

I al] these cases a fatal result followed in from
two to five days. H-e belicved this quality of
respiratory miuriii-.r, due to the incipient stage of
the exudative process in the bronchi. They haid
not yetthrown out the exudate, but the mnucous mnem-
brane n'as swvollen, thus lessening the lumen of the
tubes and changing the quality of the sounds. With
this symiptoin lresent, the prognosis is bad, even
thoughi the patient is brighit and otherwise hopeful.

In another class of cases 'vhere the dyspnoea wvas
extremie, the chest wvalls were four.d .siationary, no
rccessionz, no0 movemient of the là,rynx.- to and fro, as
is cb-tracteristic of pure laryngeal stenosis. Here
the stethoscope reveals, after the tube is intro-

duced, coarse and fine broncitial raies, and a
generally ellphysemiatous condition of the lungs.

Ini thlese cases where the disease extends to the
bronchii the large plugs of mucus formcd, and por-
tionv,' of exudation that beconie more easily
detachied in the bronchi, prove factors in develop-
ing rapidiy an acutc emphysema. This combina-
tion of conditions niake the lungs too large for the
space they liave to occupy, and thus prevent the
recessioli of the chest %valis.

This condition being also, a cause of part of the
dyspnoea, the extensive miovements of the larynx,
s0 mnanifest when the dyspnoea is due to stenosis
of the larynx alone, are consequently very much
reduced.

When extremne dyspnoea is due to stenosis of the
larynx alone, wc find movement and récession of
chiest %vialis and extensive m-overnents of the larynx
up and down. If, therefore, in extreme dyspnoea,
the chest w'alls are more or less inotion/ess, with no
reccssiou and the larynx quiet, wve may be sure of
extensive exudation inro, and engorgement of the
lungs, with possibly acute enuplyseraLa. This
syn-ptoin is of value, as the stethoscope, in this
extremne dyspnoea reveals nothing. Tracheotoiny
here would be 'vorse than useless. Intubation
wvould give iierely temnporary relief.

The sources of danger ascribed to intubation are-
i. Apnoea and laceration of tissue by prolonged

efforts at introduction.
2. Forcing down the tube ini efforts at removal

and injury to the parts. (None of whichi should
ever happen iii the bands of an expert.)

3Interference with deglutition and nourishi-
ment. (This iay' be overconie with jcllied foods,,
soft egg custards, etc.)

4. Occlusion of the tube and trachea by push-
in- down the trachea before it. (This is over-

coeby inimedliately withdrawing the tube uvhen
the false membrane wvill follow it.)

5. Ulceration of trachea by pressure of the tuber
and consequent sepsis and necrosis. (This must
be very rare indeed, as the tubes do flot press upon
the trachea.)

6. Traumatic pneumonia frorn passage of food
into rcspiratory tract. (Avoided by using food in.
some solid formi.)

7. Coughing up the tube and swallouving it. (No,
objection to this but the teinporary loss of the-
tube.>
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