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TRANSACTIONS OF THE TWENTY-FIFTH AN-
NUAL MEETING OF THE AMERICAN
LARYNGOLOGICAL ASSOCIATION.

HELD IN THE CITY OF WASHINGTON, D. C.

May 12, 13, AND 14, 1903.

THE PRESIDENT’S ADDRESS.

BY JOSEPH H. BRYAN, M.D.

Fellows of the American Laryngological Association: My first
duty is to convey to you my sincere thanks for the high honor
which you have conferred upon me in electing me your presiding
officer. To be at any time chosen to fill such a position is a dis-
tinction of no little importance, not only on account of the promi-
nent position this Association holds in the world, but also on
account of the eminence of my predecessors in this office. In the
list of our ex-presidents from Elsberg the first, to Farlow, our late
president, will be found names illustrious not only in this country,
but known the world over in the department of medicine which
this Association represents. With such worthies preceding me,
I feel as though one more deserving of this honor should
have been chosen to fill this position. It is an especial pleasure
for me to occupy the chair on this occasion, for to-day we celebrate
the twenty-fifth anniversary of our existence. While twenty-five
years is not a very old age, still it represents the passage through
the trying period of infancy to that of manhood, a period we reach
to-day, strong and vigorous, ready to start on another twenty-five
years of life. I hope that when the presiding officer of this Asso-
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ciation, at its semi-centennial anniversary, looks backward over
the next twenty-five years of its life, he will find the society as
strong and vigorous a body as I do to-day.

It is not my purpose to occupy much of your valuable time with
an elaborate address, for we have, owing to the energetic efforts
of our able secretary, a programme that is full of interest to you
all from a scientific standpoint. I feel, however, that I should not
let this occasion go by without some retrospection, and, in doing
so, I wish to congratulate the founders of this Association upon
the wonderful good to the profession and to the public that resulted
from the establishment of such a scientific body as the American
Laryngological Association, and I wish also to call the attention
of the younger Fellows to the high honor that has been conferred
upon them by admitting them as associates of men whose ideals
are the highest, whose sole aim is the scientific advancement of the
department of medicine represented by laryngology, and who thus
add a boon to suffering humanity.

The history of this Association should be studied by every
thoughtful student of laryngology. It will be found to be re-
sponsible, either directly or indirectly, for the principal advances
made in the study of diseases of the throat in this country and for
developing this specialty and placing it upon a truly scientific basis.
The history of this Association is not only the history of laryn-
gology in America, but also of the world. We have the discoverer
of the laryngoscope, Manual Garcia, as an Honorary Fellow,
while most of the distinguished specialists of Europe will be found
in our list of Corresponding Fellows.

The study of diseases of the throat in America may be divided
into three periods: the first or prelaryngoscopic period, when
guess work played such an important part in our knowledge of the
diseases of the upper respiratory tract. There was one figure that
stood out so boldly at this time, one whose knowledge of these
affections seems to us to-day to be short of marvelous when we
consider the lack of the many aids for diagnosis and treatment
which we, to-day, consider essential to a correct interpretation of
the pathologic conditions affecting the larynx and its contiguous
parts. This man was Horace Green, the first in this country, and
probably the first in the world, to devote himself specially to a
study of the diseases of the respiratory tract. In 1832 he became
very much discouraged with the treatment then in vogue for
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laryngitis, and he set about to discover some more effective meth-
ods for the relief of this affection; but it was not until 1838
that he entertained the idea of treating diseases of the larynx by
local agents. In 1840 we find him making applications of solu-
tions of nitrate of silver from ten to thirty grains to one ounce of
water, introduced into the glottis by a sponge probang. He con-
tinued to treat successfully diseases of the upper respiratory tract
locally to within a short time of his death, working long enough to
live down the opposition pioneers usually meet with in introducing
measures radically different from those in vogue, and he had the
satisfaction of seeing some of his remarkable predictions come true
after the discovery of the laryngoscope.

In 1854, Manual Garcia, a singing teacher in London, practicing
autolaryngoscopy, in endeavoring to solve the mysteries of the
mechanism of the singing voice, saw, for the first time, the vocal
cords of the living subject. He communicated his discovery to the
Royal Society, and when he suggested to Doctor Mandl and Doc-
tor Segond that they should test its usefulness in the practice of
healing, he says he was far from anticipating the brilliant future
reserved for it in the science of medicine. The idea was taken
up by two eminent Viennese physicians, Tiirck and Czermak, the
latter travelling through the various capitals of Europe demon-
strating its usefulness as an aid to the diagnosis and treatment of
diseases of the larynx. It was undoubtedly the indefatigable zeal
and exertion of the latter that resulted in the creation and rapid
development of the art of laryngoscopy.

Six years afterward, that is, in 1860, the laryngoscope was intro-
duced according to Elsberg into America. We find him one year
later, lecturing on laryngology in the medical department of the
University of the City of New York. In 1863 he established a
clinic in connection with the University for the benefit of the poor
suffering from throat disease with which he combined clinical in-
struction. This was the first public throat clinic in this country,
if not in the world.

Thirteen years after the introduction of the laryngoscope into
America, we note the establishment of the New York Laryngologi-
cal Society, October 13, 1873, for the purpose of promoting the
study of affections of the larynx, pharynx and adjacent parts. It
was through the efforts of Dr. Clinton Wagner that this society
was organized, and it was the first society devoted exclusively to
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laryngology and rhinology, established either in this country or
abroad.

The success which the New York Laryngological Society met

. with was the direct cause of the organization of a National Society,
known as the American Laryngological Association, which oc-
curred in the city of Buffalo in June, 1878, twenty-four years after
the discovery of the laryngoscope, and eighteen years after its
introduction into America.

I will not be able to go as fully into the history of the organiza-
tion of this Association as I would like to do, but I would refer
those interested to the masterly addresses of Dr. Louis Elsberg
and Dr. D. Bryson Delavan. The latter has gone very carefully
into the history of this body, and I find, upon referring to his ad-
dress, that this Association held its first meeting in Buffalo in re-
sponse to an invitation by Dr. Frank H. Davis of Chicago issued
to the following named gentlemen: Dr. J. Solis-Cohen, Dr. Carl
Seiler, Philadelphia; Dr. Clinton Wagner, Dr. George M. Lef-
ferts, Dr. Louis Elsberg, Dr. Beverly Robinson, Dr. Rufus P. Lin-
coln, Dr. Francke H. Bosworth, New York; Dr.Frank Donaldson,
Dr. Samuel Johnston, Dr. J. H. Hartman, Baltimore; Dr. Fred-
erick 1. Knight, Dr. E. Cutler, Boston; Dr. E. L. Shurly, Detroit;
Dr. Wm. C. Glasgow, Dr. Wm. Porter, Dr. Thomas Rumbold, St.
Louis; Dr. Hosmer Johnson, Dr. E. Fletcher Ingals, Dr. Mon-
heimer, Chicago. Of these twenty-one, the founders of the As-
sociation, nine are still alive and Active Fellows.

The first president was Dr. Louis Elsberg, described by J. Solis-
Cohen in the dedication of his text-book, as the most accomplished
laryngoscopist in America. He was selected to fill this office for
two successive terms, and it is the only instance in which a Fellow
has been elected president for a second term. It was probably
fortunate that it was so, for in starting a new society, representing
a specialty so young, especially at a time when specialties were not
as popular as now, it needed a strong and ‘enthusiastic character
like that of Elsberg to give life to the new organization and to
launch it on a successful course. In his inaugural address, he
states that what had been accomplished up to the time of the foun-
dation of the Association was the “result of individual effort,
which must not be relaxed, but continually increase, and can be
healthily stimulated and supplemented by associated endeavor.”
He pointed out the direction in which its energies should be exert-
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ed, and the interests which should be its chief object to promote.
These interests referred to, first, the laryngological personnel;
second, its literature, and third, the relation of laryngology to the
profession and to the public.

Has the Association lived up to the principles laid down by our
first president? I think I can safely say that it has not only done
so, but has been far more successful than the most sanguine of its
founders ever expected. It has brought seventy-five of the most
prominent laryngologists of this country together, bringing about
an intimate personal acquaintanceship between them, furnishing a
meeting ground for discussion and enabling them to freely discuss
differences of opinion in the presence of one another. The ma-
jority of the papers that have been read before this Association
are classical, and mark the development and progress of laryngol-
ogy. The discussion which has followed the reading of the papers
has always been earnest and spirited, the Fellows endeavoring not
only to understand each other, but to clear up, as far as possible,
the many difficult problems that confront us in our daily life as
laryngologists.

The relation of laryngology to the profession and to the public
in this country to-day, is due entirely to the influence of this Asso-
ciation which has, through its high ideals, placed the specialty on
the highest plane. It has created a demand for laryngological
teaching in the medical departments of all our principal universi-
ties, whereas, in 1878, there were only twenty-five recognized
teachers of laryngology in the United States, and they were as
follows: Full professorships, 2; clinical professorships, 4; in-
structorships, 2; lectureships, 11 ; clinical lectureships, 4. In near-
ly all of our best medical schools, the chair of laryngology is held
by a full professor of this branch of medicine, and the course
which formerly was optional with the student is now obligatory;
such is the transformation that has taken place in the teaching of
our specialty in the United States during the past twenty-five years.

As a stimulus to original research and independent observation,
Elsberg recommended the giving of a prize for a meritorious con-
tribution to laryngology. As far as I am aware, this has never
been done. I take this opportunity of repeating this recommenda-
tion, and believe, if done, it will accomplish much good and re-
dound to the credit of this Association. The prize need not be a
large one from a monetary standpoint, and it should not be con-
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fined to the fellows of this Association, but should be thrown open
to all laryngologists of this country. The prize winner, other
things being equal, may find it a stepping stone for membership in
this Association, or, instead of a money prize, a gold medal might
be awarded, to be known as the Medal of the American Laryn-
gological Association.

Let me now pass in review the progress made in our specialty
during the past twenty-five years. In reviewing the work done
by this Association since its organization, I find there have been’
five hundred and forty-eight papers read and published in our
transactions. Many of these papers are classical and show not
only extreme care in their production, but also demonstrate the
practice of the art of laryngology to-day. These productions mark
the progress made in our specialty from the time when the laryn-
goscope was a novelty to the present time, when its use is familiar
to every thoroughly equipped physician.

It is interesting to note that in the beginning the larynx com-
manded the principal attention of investigators, and it was not un-
til after 1881 that the nose, a terra incognita, or, a much neglected
organ up to this time, commenced to attract the attention it de-
served. With the introduction of cocaine in 1884, the examination
of the nose was greatly facilitated, and its importance recognized,
and diseases hitherto not understood became easily amenable to
treatment—for example, catarrhal inflammation of the ear and
larynx, found in many instances to be dependent upon path-
ologic conditions causing occlusion of the nares, which had resisted
all known methods of treatment, yielded readily as soon as the
obstruction was removed and free nasal respiration established.

Certain diseases formerly considered rare are now known to be
very common, as for example hypertrophy of the post-nasal lvm-
phoid tissue or adenoids, recognized as far back as the time of
Hunter, but was not considered of much importance until our dis-
tinguished Corresponding Fellow, the late Dr. Wilhelm Mever,
pointed out, in 1855, the baneful influence of this growth upon the
hearing and the general economy of the growing child. It re-
mained for our late lamented Fellow, Dr. Franklin Hooper, of
Boston, to demonstrate the frequency of the occurrence of these
growths, and it was not until he did his pioneer work in this direc-
tion that the importance of the removal of these growths was
thoroughly appreciated in this country. We are indebted to Asch
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for one of the most ingenious operations for correcting deflections
of the nasal septum, an operation which will be a lasting monu-
ment to the memory of one whose loss we have but recently been
called to mourn.

With the opening up of the nose as a new field for research,
much enthusiasm resulted, and many men, unqualified from every
standpoint, entered the specialty. The nose was attacked unmerci-
fully. Pains in the most distant parts of the body were referred to
a so-called nasal reflex, a nasal neurosis, or, if perchance, there
was a pathologic condition present, it was assigned as the cause
of some obscure condition not located in the nose, and in many in-
stances unnecessary surgical means were resorted to. Fortunately,
a much healthier view now prevails, aud I believe that it has been
largely brought about by the conservative men who make up this
Association. These men, whenever an opportunity has offered in
their papers and discussions before this body, and in their teach-
ingings to their students, have shown their decided disapproval of
all such radical and unnecessary surgical work. One of the most
important advances made in this department within the last few
years is in the study of the diseases of the accessory cavities. While
much has been done in unraveling the mysteries of the diseases
affecting these sinuses, we are only on the threshold of our knowl-
edge of this department of rhinology. It is a field which offers
much to the investigator, but it is one that should only be under-
taken by one thoroughly skilled as a surgeon, for it concerns a dan-
gerous region,one in which much harm can be done if one is rough
and unaccustomed to surgical methods. As showing the importance
of this subject, our programme for this meeting contains no less
than four papers relating to sinus affections by men who have be-
come known in this department of rhinology. We are fortunate
in having with us to-day, Dr. Luc, who has done more probably
than any living man to develop this department of surgery, and
who will give us his latest improvements in the treatment of these
obstinate affections. We have too, a valuable paper by Dr. Myles
on sphenoid disease. We will look forward with keen interest to
the information brought out in this paper and in the discussion
which will follow. This is a most important subject, one that is
comparatively new, and I trust the members will give their ex-
periences freely in regard to these obscure affections.

With the introduction of serum therapy, an antitoxin for the
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dreaded disease, diphtheria, has bcen given us, a remedy which
has saved thousands of lives. The results of the treatment of this
disease by the modern methods are something short of marvelous,
and if some of our prelaryngoscopic friends could look in upon us
to-day, they would stand amazed at the results obtained. Anti-
toxin, together with intubation, has removed many of the terrors
of a disease whose mortality, before their discovery, rendered it
one of the most fatal of maladies. While the discovery of intuba-
tion was due to a Frenchman, still its development and perfection
were the result of the experiments and labors of our late lamented
fellow-countryman, Joseph O’Dwyer, to whom belongs the entire
credit for its introduction in medicine. While to the scientific
world no monument is needed to perpetuate the name and
fame of this modest physician, one who labored unostentatiously,
leaving his family in anything but comfortable circumstances, still
something more is needed to show our appreciation of this man
who did so much for suffering humanity, and through the results
of whose labors so many thousands of lives have been saved. The
laryngologists of the civilized world, aided by the varied contribu-
tions from many of the little ones suffering from adenoid growths,
erected at Copenhagen some years ago a monument to Wilhelm
Meyer; why should not this society, in conjunction with the
American Pediatric Society, start a movement for the erection of
a monument in this country to perpetuate the memory of a man
who has done so much to save human life?

Four vears after the foundation of this Association, Koch gave
to the world his wonderful discovery of the bacillus of tuberculo-
sis. This discovery has enabled us to better understand this
disease, and may eventually lead to some remedy by means of
which it can be relieved. The terrible suffering accompanying the
local manifestation of this disease in the larynx naturally led to
radical measures for its relief. When the milder measures failed,
Krause and Heryng proposed and practised the curetting and ex-
cision of the tuberculous infiltration in the larynx, and it was hoped
that this procedure might be followed by some beneficial results,
but unfortunately it was indiscriminately practised and naturally
the results proved most disappointing. The operation is, however,
justifiable in those cases where the disease is superficial and limited
to the larynx. The study of nasal reflexes, especially the vaso-
motor disturbances, originated in this body, and much valuable in-



The President’s Address. 9

formation regarding these troublesome affections has been con-
tributed from time to time by its members. While much valuable
information regarding malignant disease-of the larynx has been
“contributed from time to time by members of this Association, we
are still in the dark regarding its etiology, and there is a wide di-
versity of opinion as to the best methods of relief. We have to
choose between the radical extirpation, with loss of function, as
advocated by J. N. Mackenzie and the less radical methods of B.
Frankel, and Sir Felix Semon, whose success with laryngo-
fissure has been most remarkable. Many still believe the only jus-
tifiable operation is the palliative tracheotomy, simply staying the
activity of the disease, and prolonging life as far as possible.

With the introduction of the X-ray and the reported success
met with in the treatment of superficial cancers, we are led to hope
that this wonderful discovery may be of some benefit to the suffer-
ers from this dire disease. Delavan, in the report of his investiga-
tions of this subject before this Association last year, states that
he was unable to find a single authentic case of cure of carcinoma
of the larynx by the X-ray. It is very difficult to tell whether some
of the so-called cures were really cases of malignant disease, and
if so, not sufficient time has elapsed to justify one in calling them
cures.

The plastic surgery of the nose has been highly developed by at
least one member of this Association. John O. Roe, with his won-
derful skill in this direction, has transferred many an ill-formed
nose into a symmetrical and beautiful organ, enabling these un-
fortunate subjects to live happy lives, and not be a source of re-
pulsion to their fellow-beings.

Recently Gersuny of Vienna, has been using with success sub-
cutaneous injections of paraffine, and it is being widely experi-
mented with, both in this country and abroad.. It is an operation
which requires the greatest care, and is especially applicable to
the depression of the nasal bridge, known as the saddle-back nose.
Unfortunately this operation is not always successful—the violent
reaction setting up a suppuration, which leaves the parts much
more seriously deformed.

I cannot refrain from mentioning the excellent work done in the
study of the pathology of the diseases of the nose and larynx by
Jonathan Wright and J. L. Goodale, hoping the scientific work
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done by these two men will stimulate others to follow in their
footsteps and reap the reward that will surely follow.

Such, gentlemen, is a brief and very incomplete review of the
progress of laryngology since the foundation of this Association.

It becomes my sad duty to announce to you that death has re-
moved from our midst our lamented ex-president, Morris J. Asch,
—S. H. Chapman, E. T. Dickerman, Active Fellows, and Lennox
Browne, Corresponding Fellow. This is a very heavy blow to our
Association. Although of late years, through ill-health, Dr. Asch
had been prevented from attending our meetings, still we can look
back with pleasure at meeting him at our annual gatherings. He
had a most interesting career. Serving his country as an army
surgeon during those trying days of the war of the Rebellion, he
was with Sheridan in New Orleans, where he passed through two
epidemics, one of cholera in 1866, and of yellow fever in the fol-
lowing year. We next find him accompanying this great com-
mander through one of the most arduous Indian campaigns known
to history. He resigned his commission some years after, when
past middle life, and became a civil practitioner. He was, how-
ever, to the last, a service man in thought and feeling. He will be
best known for the work done on the nasal septum, and his fame
will increase with the growing popularity of the operation bear-
ing his name.

Our younger colleague, Dr. E. T. Dickerman, one of our more
recent members, died suddenly of pneumonia during the early
part of this year. He was a man of most attractive personality and
exceptional mental endowments. Had he lived and enjoyed good
health, he would have become one of the strong and prominent
characters of this Association. Stricken practically at the outset
of his professional career, Dickerman left a reputation of which
many an older man might justly be proud.

Dr. S. H. Chapman was one of the older members, and took
a much more active part earlier in our proceedings than he has
been able to do of late vears. The announcement of his death will
be heard with sincere regret.

Lennox Browne, one of our most distinguished Corresponding
Fellows, has passed away and with him the connecting link between
the old and the new laryngology. Following Sir Morrell Macken-
zie, for many years he was one of the most prominent figures in
laryngology in London. He was a remarkably versatile man, be-



1 he President’s Address. 11

ing almost as clever with his brush as with his pen. Lennox
Browne accomplished a great deal that was good, but the two
works, “Voice, Song and Speech,” in connection with Emil
Behnke, and “The Throat and Nose and Their Diseases,” are two
works which will live for many years to come and ever increase
the fame of this interesting character.

And now before closing let us consider ourselves as we are at
present and look somewhat into the future. Do not fold your
hands and say that you have reached such a height of perfection
that it is impossible to advance further, but continue to work, ad-
mitting that there is room for advancement. In order to accom-
plish this, a very radical change must take place in our
Association. I have been a careful observer of the progress we
have been making during the past few years, and I believe I see not
a waning interest in the Association, but a disposition to be less
active. The Secretary has greater difficulty each vear in securing
a programme. Now we are all growing older and, with increasing
vears, we are losing some of that enthusiasm which is so character-
istic of youth. Our membership is limited by our Constitution to
seventy-five; a membership far too small for a National Associa-
tion. Of this number, twenty-four are members of twenty years
standing and over, and are exempt, according to Article IX of the
By-Laws, from the compulsory furnishing of a paper once in
three years. It will thus be seen that the Association must de-
pend upon the remaining fifty-one members for its literary pro-
grammes. Now, when we consider that many of these members
live in distant parts of this great country, and have ever in-
creasing responsibilities at home, the time is rapidly approaching
when the attendance at our meetings will be greatly reduced and
the work of maintaining the Association at its present high stan-
dard will fall upon a very few men. Fortunately, this is not quite
a true picture of the situation, for many of our older fellows are
still some of the most active and enthusiastic members attending
our meetings. This is a most fortunate sign, as it shows the
strength and healthfulness of the Association. It is to be hoped
they will always be able to take an active part in our proceedings.
We need them to encourage us, and at the same time to have a
soothing influence on the impetuosity of the younger members.
We need them for their good fellowship, which has always been
manifest at our annual gatherings. These men should feel, how-
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ever, that they can come to the meetings without being importuned
to bring a paper. '

The Council has for some time viewed with concern the dangers
that await us in the future. It has felt the urgent need of bringing
new life into the Association ; bright young and active minds will
bring new ideas with them and stimulate some of us who are dis-
posed to rest on our laurels to an increased activity. With this end
in view, the Council recommends an amendment to Article III,
Section 2, of the Constitution, so that it shall read: ‘“The Fellows
shall not exceed 100 in number.” You will not be called upon to
vote on this amendment until next year, but I bring the subject up
in order that you may give it your earnest consideration between
now and the time you are called upon to express your desires re-
garding it.

A word or two regarding our financial condition seems to me
to be eminently proper. You are well aware that from time to
time, about once in three years, it has been necessary to call for an
extra assessment to meet the deficiency in our treasury. The ex-
pense of publishing our Transactions is much greater than it
was by our former method, and it has been necessary for the treas-
urer, on several occasions, to make use of his own funds to meet
the pressing demands upon the treasury. This is undignified for
such an Association as ours. The annual dues should be suffi-
ciently large, not only to pay the running expenses of the Associa-
tion, but also to leave a surplus in the treasury which frequently
has demands upon it for other than the current expenses. The
Council has, therefore, recommended an ameridment to Article VII,
Section 1, of the By-Laws, so that it shall read: “Every Fellow
shall pay in advance the sum of ten dollars annually.” This
amendment will be voted on at this meeting, and I trust it will
meet with your approbation.

I have already taken up too much of your time from the scien-
tific programme, and will therefore, on behalf of the profession of
Washington, bid you a hearty welcome to our city, and trust that
your time will be both pleasantly and profitably spent while with
us. -

I cannot more fittingly bring these remarks to an end shan by
quoting the closing remarks of our first president, which are espe-
cially for the benefit of the fellows who have in recent vears be-
come members of this Association : “Let us cherish it warmly, serve
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it willingly in every way and at all times, and make its future as
sure as its present promise is bright.”

And now, gentlemen, I declare the twenty-fifth annual meeting
of this Association open for business.

Paper.

THE MEDICAL TREATMENT OF ADENOIDS AND
ENLARGED TONSILS.

BY WILLIAM CARR GLASGOW, M.D.

SoME three years ago, observing the good results obtained in
reducing enlarged cervical glands through the use of the iodides,
I thought that possibly a similar reduction of enlarged tonsils
could be obtained by the same medication. I then commenced us-
ing the iodides for certain cases and was pleased with the results.
In a late journal I have seen an extract from a French journal in
which the tincture of iodine was recommended to produce ab-
sorption of the glandular tissue. The following case will show the
results of this treatment :

R. W., 7 years old, has been a mouth-breather for several years.
He was anemic and delicate and showed the pinched nose and
facial deformity which we usually associate with adenoids. The
tonsils were enlarged with a projecting upper lobe which inter-
fered with the soft palate. The breathing at night was noisy and
obstructed. In short, it was a typical case for operative measures.
The mother, however, was averse to surgical interference and will-
ingly gave a trial to medical treatment. He was given six drop
doses of a saturated iodide of strontium solution for six weeks.
After an interval of several weeks, this was again repeated during
a period of six months. There was a gradual improvement after
the first month and this continued. I saw him last in March. He
had grown stouter and his nutrition was greatly improved. His
face had lost its pinched look and his mother stated that his breath-
ing was perfectly satisfactory. She considered him well. The
tonsils were greatly reduced—fully two-thirds, and seemed to
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offer no obstruction to breathing; the stumps presented a shriv-
eled appearance. -

Another case, a girl of 9 years, who had suffered the previous
winter with recurrent attacks of middle ear suppuration, was
given the iodide treatment during a period of three months, When,
however, she complained of pain in the ear and the mother dreaded
a recurrence of her former trouble, it was decided to operate. 1
removed the adenoids and was surprised at the small amount of
bleeding during the operation. It was in strong contrast to the
free hemorrhage which we usually expect as a result of this opera-
tion.

In order to see the effect of the iodine treatment on these glan-
dular enlargements, I submitted the excised part of the adenoid to
Dr. Henry Rohlfing, a most competent pathologist and micro-
scopist, who rendered me the following report:

“The specimen of tonsils and adenoid tissue submitted for mi-
croscopical examination shows hyaline degeneration about the
stroma with atrophy of cellular elements ; obliteration of the vas-
cular vessels with narrowing and hyaline degeneration of the
tunica intima of the blood vessels and a general contraction of the
gland proper.—Henry Rohlfing.”

The result of the microscopical examination shows the manner
in which the favorable results are obtained from the iodine treat-
ment. The growth is diminished in size through absorption of
the glandular tissue; the connective tissue is softened and disinte-
grated and the blood vessels are destroyed.

The administration of iodine can then be advised:

In cases where an operation is not deemed advisable or abso-
lutely necessary.

In cases of old adenoids, the post-puberty period, where the
mass of the growth consists largely of connective tissue.

In cases in which a free bleeding is undesirable.
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Candidate’s Thesis.
TERTIARY SYPHILIS OF THE NOSE AND PHARYNX.
BY W. SCOTT RENNER, M.D.,

THE division of syphilis into primary, secondary and tertiary
stages was first adopted by Phillipe Ricord and, although this divi-
sion is convenient for descriptive and therapeutic purposes, it has
no claim to scientific accuracy, and it is not clinically correct for,
as in other infective diseases, the signs and symptoms of the vari-
ous stages are often co-existent and thus blend insensibly one with
another. Therefore we must remember that the expression ter-
tiary syphilis is only used for the sake of convenience to express
the latest manifestations of syphilis which are more refractory to
treatment than the earlier signs.

The signs of the tertiary stage usually appear during the third
and fourth year after infection and after all secondary symptoms
of the disease have disappeared. They may, however, occur much
earlier during the secondary stage of the disease, as early as a few
months after infection, or they may be delayed until some debili-
tating cause weakens the general health of the patient, sometimes
as long as ten, twenty, thirty and even fifty years after infection.
The late manifestations however generally occur between the
eighth and fourteenth year after infection.

In favorable cases and under proper treatment no tertiary mani-
festations may present themselves, the patient having been cured
during the secondary stage of the disease. Halsund! has pointed
out that the tertiary manifestations make their appearance either
on account of want of treatment, insufficient treatment or treat-
ment commenced too late in the progress of the disease. He found
that of 514 cases of tertiary syphilis, 160 cases had had no treat-
ment, 284 had had insufficient treatment, and that only 70 had had
energetic treatment.

Tertiary syphilis is a part of either the acquired or the heredi-
tary form of the disease. The acquired form of course is most
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frequently found in adult life, while the hereditary form is most
frequently found in children.

Tertiary lesions of hereditary syphilis occur at two periods of
child life.

First. In children who soon after birth had secondary syphilis
and who have not been properly or successfully treated. In them
the tertiary stage is apt to show itself during the second year. It,
however, may occur earlier or later in these children, as late for
instance as in the second class of children about to be mentioned.

Second. As the form of the disease known as syphilis heredita-
ria tarda or congenita tarda. This form occurs in children whose
parents had the disease a long time before their marriage, on ac-
count of which the poison had become unusually weakened. This
form occurs at about puberty, or more correctly from the eighth to
the fifteenth year, although it may be delayed until much later.

This form of latent hereditary syphilis must be distinguished
from what Erb? has described as the occult form, which is a late
form in which there has been no primary or secondary evidence
of the disease. This occurs sometimes in women at the climacteric
period whose husbands had syphilis before marriage, so that the
child or children became infected through the semen of the father
and the infection was carried from the child through the placenta
to the mother, in whom no recognized manifestations of the dis-
ease were found until the tertiary lesions made their appearance
at the menopause, probably twenty years after the birth of the
child who infected her.

Tertiary lesions of the nose and throat may occur at any time
at which other tertiary lesions are found in other parts of the body,
but when tertiary manifestations of syphilis make their appearance
twenty, thirty or fifty years after infection, they invariably appear
in the nose or throat, and when a patient has a gumma or gum-
mata in the nose or throat later than ten years after infection, one
can safely promise that tertiary lesions will not show themselves
in other parts of the body later. It is remarkable how frequently
it occurs to any laryngologist to see tertiary lesions of the nose and
throat in patients who have never had any other tertiary lesions.
Many of these patients give no history of a primary or secondary
stage. Some of these, of course, are of the occult form, occurring
in women at the menopause. Two such women have quite recently
come under my observation.
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Gumma followed by disintegration and cicatrization is as char-
acteristic of the tertiary stage as condoloma is of the secondary
stage, or as the hard chancre 1s of the primary stage of syphilis.

Lesions of tertiary syphilis occur in the nasal, naso-pharyngeal
or oro-pharyngeal cavities either as manifestations of the acquired
or of the hereditary disease, and both forms may leave cvidences
of their having occurred in the shape of deformities of the ex-
terior of the nose or of the interior of the nasal and pharyngeal
cavities ; the degree of deformity depending not only upon the
amount of destruction caused by the disease, but more especially
upon the extent of contraction the scar tissue thrown out by the
healing process may have undergone. The tertiary lesions here,
as elsewhere, of both hereditary and acquired disease, are identical
in most respects. There are, however, some distinctive signs not
found in the respiratory tract which distinguish them. Other
slight differences a1e dependent more on the time of life than upon
the form of the disease.

The ulceration in congenital syphilis is, however, usually much
more rapidly destructive than in the acquired form of the disease.

Tertiary syphilis of the upper air passage occurs principally in
the mucous membrane or in the bony and cartilaginous framework
of these parts. In the mucous membrane the sub-mucosa is pri-
marily affected by the development of a gummatous change. This
change occurs in two forms, i.e., either as a diffuse infiltration or
as a circumscribed node known as a gumma. Both of these forms
of infiltration are at first made up of granulation tissue resembling
the granulation tissue of the primary sore. This tissue is mostly
made up of small spheroidal cells, but polyhedral and giant cells
are occasionally found. Very few blood vessels are found in this
new tissue.

The gummata found in the nose, mouth and pharynx may vary
greatly in size from the size of a grain of wheat to that of a hick-
ory nut. In the tongue and some parts of the body where there
is abundance of tissue gummata are found the size of a walnut or
of an apple, but in the mucous membrane of the upper air passages
they naturally cannot attain such a size, especially in the nose
and pharynx where the mucous membrane is often at the same
. time the mucous lining of the nasal and pharyngeal cavities and
the periosteym or perichondrium of the underlying bony or carti-
laginous framework. Here the gummatous process commencing
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in the mucous membrane may extend to the bone and cartilage, or
commencing in the bone may extend to the mucous membrane.

The diffuse gummatous infiltration, like the circumscribed
gumma, commences in the mucous membrane. It is simply a su-
perficial infiltration of the membrane which breaks down to form a
superficial ulcer. This form of gummatous deposit was first de-
scribed in 1877 by Schuster and Sanger.® They described it as a
transition stage between a condyloma and a true gumma.

I shall describe in detail the various manifestations of the cir-
cumscribed gumma, also known as node or syphiloma, and the dif-
fuse gummatous deposit, with their results and variations in the
various parts under consideration commencing in the nose with the
circumscribed node or gumma. (I have included in my descrip-
tion the nose, mouth and pharynx, on account of the intimate rela-
tion of the mouth to both pharynx and nose.)

Nose.—Gummata are much more frequently found here than are
the diffuse forms of infiltration, and occur as a rule much later in
the course of the disease, frequently ten ‘o twenty vears after in-
fection, the patient having in the interim not suffered from any
manifestation of the disease’ whatever. In other cases they occur
a few months after infection and before the secondary symptoms
have disappeared. Gummata are most frequently found upon the
anterior portion of the septum and on the lower turbinated bones,
but may attack the mucous membrane of any part of the interior
of the nose. A gumma here, as on all parts of the mucous mem-
brane, is a flat oval tumor raised considerably above the surround-
ing mucous membrane, deep red in color. It'is covered with an
intact mucous membrane, is soft in the center, from which point it
eventually begins to break down to form a characteristic ulcer.
Before it breaks down it cannot be distinguished from a tubercu-
loma by its appearance. It, however, seldom is seen by the physi-
cian at this stage because it is not accompanied by any pain. It is
easily distinguished from a traumatic hematoma of the anterior
portion of the nasal septum and the abscess which usually follows
such an extravasation of blood. Such abscesses are alwavs causcd
by some injury, such as a blow or fall on the nose, and their forma-
tion is always accompanied by pain and some fever. They arc al-
most always bilateral, while the development of a gumma is insidi-
ous, without pain and is usually unilateral. A gumma is sometimes
difficult to distinguish from an hypertrophy of the nasal mucous
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membrane, especially when occurring in the mucous membrane of
the turbinated bones.* Gummata may also be confounded with
sarcomata and carcinomata, especially if the surface be smooth.
Antisyphilitic treatment will soon clear up the diagnosis in doubt-
ful cases. Usually when the case comes under observation the
gumma has already broken down, when the resulting ulceration is
characteristic. This ulcer is round or oval in form with sharp cut
smooth borders. The ulcer is deep and its base is covered with a
thick adherent yellow or yellowish-white deposit of necrotic tis-
sue. The surrounding tissue is very red and very much thickened.
The discharge from the ulcerated surface is serous and bloody,
and sometimes more or less purulent, and frequently has an offen-
sive odor. The odor is not as characteristic as it becomes when
the bone is involved, which will be described later.

When the mucous membrane of the nose is attacked the gumma-
tous process, especially in its circumscribed form, unless promptly
arrested by antisyphilitic treatment, extends to the underlying
portion of the bony framework as a periostitis or a perichondritis.
In this way but a small portion of the septum or of a turbinated
bone may be affected. But if the whole interior of the nose is de-
stroyed, we cannot consider that the destruction has been un-
usually extensive or severe. When the periostitis is established
there is considerable pain which persists until the pus breaks
through, when the pain disappears. The fistula through which
pus discharges from such a periostitis, especially of the nasal sep-
tum, looks like an ulceration. At the bottom of such an ulceration
or fistula denuded bone can be made out with a probe. Such a peri-
ostitis may, like the circumscribed gumma of the mucous mem-
brane over the anterior portion of the nasal septum, be mistaken
for a traumatic abscess, except that there is not a history of trauma,
etc.

Syphilitic periostitis in the nose is always accompanied by a char-
acteristic odor, which is very offensive. If the case does not come
under observation until some time after the formation of a fistula,
one will find necrotic pieces of the bony framework robbed of their
membranous covering. Some of these pieces of bone may be found
lying loose in the nasal cavity, others are probably still adherent.
Sometimes individual bones, such as the lower turbinated bones or
the vomer, are necrosed entire, which causes difficulty in removing
them through the anterior nares. Sometimes the necrosed bones
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separate themselves and fall into the pharynx and even into the
larynx. Death has resulted from such an accident. Or we may
not have an opportunity of seeing the case until the septum and
the turbinated bones have all necrosed and fallen out, when we
find the interior of the nose filled with hard dried crusts of mucus
and pus more or less offensive in odor, but not having the extreme-
ly foul odor which is encountered while there are still portions of
necrosed bone in the nose. This destruction of the framework
often unites the nasal fossa with the maxillary sinuses and may ex-
tend to the outer wall of the antrum and into the frontal sinuses
and their outer walls.

Destruction of the nasal septum is almost always of syphilitic
origin, especially when the bony as well as the cartilaginous por-
tion is attacked. The cartilaginous portion may be perforated by
a simple catarrhal erosion of the part, or lupus or tuberculosis may
destroy it. Tuberculosis but rarely attacks the bony septum, the
hard palate or the cervical vertebrze.

Circumscribed and diffuse gummatous formations may attack
the external nose. Circumscribed gummata may attack the nasal
bones or the nasal processes of the superior maxillary bones.

The ossa nasi are sometimes attacked so that the periostal syph-
ilitic process surrounds them completely and they become com-
pletely necrosed. This results in the most severe grade of saddle
nose. As a rule, however, the saddle nose is caused by the con-
traction of the scar tissue on the inside of the nose, and where
there has been no implication of the nasal bones the force exerted
by the contraction of the syphilitic scar tissue is then sufficiently
strong to overcome the resistance of the outer bony framework of
the nose and cause many unsightly deformities, of which the ‘‘nez
en lorgnon” described by Fournier is the most characteristic. Ir
this particular deformity the upper bony part of the nose is intact,
while the lower movable part seems to be shoved into it,as the small
tube of an opera glass is shoved into the larger one. There results
from this at the union of these two parts of the nose a fold of the
skin on each side which gives its characteristic appearance to the
nose. By pulling down the tip of the nose in these cases the de-
formity and the folds disappear and the nose becomes straight.

The ale nasi are not infrequently attacked by the gummatous
process. Here it is known as lupus syphiliticus. It is found as
a tumor-like enlargement of one or both ale of the nose. This may
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be nodular or the whole surface may be uniformly indurated. The
surface of such a tumor is bluish-red or copper-red in color. The
breaking down of this lupoid form is followed by perforation of
the ala of the nose or by an irregular defect of it, or its complete
destruction.

The case which I am about to narrate illustrates this condition.
It is one of a very few cases of lupus syphiliticus which have come
under my observation. It is as follows:

Case I.—Mr. E. S. came to consult me on the 10th of June, 1902.
He stated that he came to consult me for an ulceration of the right
ala of the nose, which had been treated for some time for lupus
of the nose by four different physicians, one of whom was an
oculist; the other three were men thoroughly familiar with the
lesions of syphilis.

On examination I found a flat glistening scar of the upper lip
on the right side which extended in the nose to a perforation of the
cartilaginous portion of the nasal septum whose borders were still
ulcerated. The whole of the tip of the nose was much in-
durated and a small portion of the right ala of the nose was de-
stroyed. The parts about the destroyed part were much indurated.
He could remember nothing of having been infected with syphilis,
could give no history of primary or secondary lesions. I told him
his trouble was of syphilitic origin, although it resembled lupus
very much, but that it could be arrested if he followed out in-
structions. Inunctions of blue ointment and the ingestion of
iodide of potash soon benefited him and convinced his physicians,
who were personal friends of his, of the nature of his lupoid
trouble. His nose was cured in a short time with but little external
deformity, and that may be easily corrected by a small plastic op-
eration which we hope to do as soon as he has been under treatment
for a little while longer.

Besides the saddle nose mentioned above, other unsightly de-
formities of the external nose may follow in the more destructive
cases. The nostril may be narrowed or completely occluded by
membranous and fibrous adhesions, or the cutaneous portion of the
nose, or the tip of the nose, may be pressed down even with the
face by becoming adherent to the upper lip; or the nose may be-
come very small on account of the destruction of the tip and ala
by the gummatous process.

The diffuse gummatous infiltration in the nose is much rarer
than the circumscribed gumma. It was first described as it occurs
in the nose by Chiari of Vienna® and by J. N. Mackenzie of Balti-
more® in 1887. Chiari described it as usually occurring on one
side of the nose. It occurs here as a considerable thickening of the
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mucous membrane of the turbinated bones and of the septumn. It
is usually accompanied by a moderate amount of bad smelling dis-
charge. The diagnosis of this diffuse infiltration in the nose is
usually very difficult for the primary infection of the patient has
probably taken place years before the patient came under observa-
tion, and no association is found in the mind of the patient or phy-
sician between the old trouble and the present nasal obstruction.
Indeed, in many of these cases the patient has no knowledge of
ever having had any syphilitic trouble. Therefore the present
condition of the nasal mucous membrane is quite likely to be mis-
taken for an ordinary chronic hypertrophic rhinitis or for the
thickening surrounding a foreign body impacted in one of the
fossa, or for the thickening of the nasal mucous membrane which
so often accompanies a purulent discharge from one of the acces-
sory sinuses of the nose. This form of gummatous deposit here,
as elsewhere in the respiratory mucous membrane, breaks down to
form what Bosworth has described as superficial syphilitic wicer
in the second edition of his book on “Diseases of the Nose and
Throat.”®. He describes this form of ulcer in the following words:
“This form of ulcer is usually met with on the septum, although
it is to be found on the floor of the nose or on the surface of the
turbinated bodies. Its borders are moderately well defined and
the mucous membrane surrounding it is perfectly natural in ap-
pearance, there being no areola of redness. Its surface is. however,
somewhat depressed in the center, although it is usually flush with
the surrounding membrane. Its surface is covered with a coating
of thick, stringy and grayish-yvellow muco-pus, usually discolored
by the deposit of impurities from the inspired current of air. If
the deposit be removed, the exposed surface is found to be of a
grayvish-pink color.”

The difficulties which may arise in recognizing the superficial
infiltration in the nose are illustrated in the cases which I am
about to report.

Case II.—Mr. K. came to me on the 4th of January, 1890,
complaining of nasal obstruction, for which he had been treated
for a long time by a physician who suspected him of having no
constitutional trouble but lithemia. His nose had had several op-
erations performed upon the turbinated tissue and the septum just
previous to his coming under my observation. I found upon ex-

amination that these cuts had not healed. that there were super-
ficial raw surfaces upon both lower turbinated bones and upon



Tertiary Syphilis of the Nose and Pharynz. 23

both sides of the septum. These surfaces appeared to be ulcerated,
at least they had not the healthy granulating appearance that such
surfaces should have after operations of the sort they had been
subjected to. This made me suspect syphilis ar tuberculosis. I
questioned him closely concerning syphilis. He persistently, and
I believe honestly, denied any knowledge of having had such a
trouble. He had nothing about him except loss of flesh which
might indicate tuberculosis, and a thorough search for physical
evidence of such a disease in his lungs and elsewhere proved nega-
tive, although he was in ill health, was losing flesh and was unable
to do his work. No gummata or scars were to be found anywhere.
I refrained from any radical treatment of the nasal obstruction of
which he still complained, put him upon tonic treatment, but did
not give him any antisyphilitic treatment, with the idea of wait-
ing a few days until I"had a chance to cure the sores by local treat-
ment if possible, for he was so positive that he had not had syphilis
and I was not certain that the ulcerations might not be simply the
operation wounds, although I very much doubted it, but felt that
if they healed under antisyphilitic treatment that I would not
know whether they were cured by the local or constitutional treat-
ment. After waiting but a week he presented himself one morn-
ing with a small gumma of the hard palate about an inch from the
alveolus in front, and at one side also near the alveolus there was a
broken down gumma, the last of which had commenced to form
about the time he came to me and which neither of us had noticed,
for it was not as large as a pea when it commenced to break down.
The one in the median line was not larger than an ordinary bean
and of about that shape. Both of these gummata had practically
developed and the one broken down since I had last seen him, for
I had not seen him from the 6th to the 10oth of the month. I dis-
covered them on the 10th.

The diagnosis was now easily made and under proper anti-
syphilitic and local treatment the gumma disappeared. The ulcer-
ations in the nose and mouth healed. The nasal obstruction be-
came absorbed and his general health improved with marked in-
crease in weight in a very short time. After undergoing a proper
course of treatment he has remained free from all syphilitic mani-
festations up to the present time. Neither he nor I have been able
to find out when he had the initial lesion.

Case III.—Mr. C. came to me for treatment of nasal ob-
struction on the 12th of October, 1896. He had a deflected septum
and both nasal passages were very much obstructed by what ap-
peared to be ordinary hypertrophic tissue. On the convex side of
the deflection there was some superficial ulceration. I questioned
him very closely concerming whether he had had syphilis. This
he denied, and as both his wife and children were healthy and he
was too voung to have had syphilis a great many years before mar-
riage, I dismissed the suspicion and thought that the erosion was
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probably due to the formation of crusts over the convex portion
of the septum. I operated several times on his nose. The relief to
the obstruction was not satisfactory ; the wounds did not heal read-
ily. I questioned him repeatedly in regard to a history of syphilis
with the same answer. I finally saw him but occasionally and,
although he could breathe through the nose, the result was not sat-
isfactory to me, until one day he presented himself for examination
and incidentally informed me that his family physician had opened
a boil on his mouth just back of the front teeth. This I recog-
nized on examination to be a small gumma. [ again questioned
him in regard to syphilis. He finally admitted that he had had a
sore that his old family physician who had recently died had
thought might be specific. An experienced dermatologist had
said, however, that it was not. This had taken place some time be-
fore marriage. He had had no recognized secondary lesions and
had had no antisyphilitic treatment. He improved very rapidly
under inunctions of blue ointment, the ingestion of iodide of pot-
ash and cleansing washes, and all nasal trouble disappeared.
There was also improvement of his general health, which had been
more or less impaired. No destruction of any part of the bony
framework occurred in either of these cases, although they were
both operated upon during the active disease of the parts. He had
from time to time small gummata upon the posterior wall of the
pharynx and in the nose, but these have not made their appearance
since 1899. i

Case IV.—Mr. T. came to me for sore throat and nasal ob-
struction on the 7th of July, 1897. The throat trouble soon dis-
appeared. He had a spur on the nasal septum and what appeared
to be hypertrophic rhinitis. I operated for the relief of both these
conditions with some relief which was, however, only temporary.
The wounds healed in this case so slowly that I feared that there
might be some constitutional trouble. There were no evidences
of tuberculosis. I questioned him in regard to syphilis, which he
emphatically denied having had. = The nasal obstruction was com-
plete and, although I again attempted to operate, each sitting was
followed by some loss of flesh and want of appetite, but no fever.
Finally he was referred to his family physician for general treat-
ment. This physician, an able and distinguished general practi-
tioner, found evidences of intestinal indigestion, for which he
treated him for two or three weeks until one day he discovered an
ulcer on the posterior pharynx wall, just back of the palate. He
sent him back to me, when I immediately recognized the ulcer on
the posterior pharynx wall to be syphilitic in character. He also
had a characteristic syphilitic ulcer on both the left side of the sep-
tum and the lower left turbinated bone. The ulceration of the sep-
tum evidently was due to a syphilitic periostitis, but it was fortun-
ately well back on the septum and at a point on which I had not
operated. I curetted the ulcer on the septum and turbinated bone
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at once, and touched both the septum and the turbinated bone with
a strong solution of nitrate of silver. I also touched the ulcer in
the naso-pharynx with the same solution and gave him cleansing
washes to use with an insufflation of aristol.

Although he had been treated for months and was almost dis-
couraged, I could now reassure him. In three or four weeks the
ulcers had healed, with only a small perforation well back on the
bony part of the septum, where it can do no harm. He gained in
health, strength and weight, and was for a time quite well, but
ultimately became insane and is now in the Buffalo State Hos-
pital, where he has been for a couple of years.

CAse V.—Mr. P. came to me in January, 1898. He had
been extensively opcrated upon for an hypertrophied condition of
the nasal mucous membrane, which was replaced by superficial
ulcerations over the places that had been operated upon. I had no
hesitation in telling him that he had syphilis. He said that he knew
nothing of having been infected and for the time being I lost my
patient. He returned to me, however, later and said that after
leaving me he had consulted both his family physician and the spe-
cialist who had operated upon him. The first advised him not to
take any of my medicine. The specialist admitted that I probably
was correct. He did not return to me for several months. When
he returned I put him on inunctions of blue ointment and iodide of
potash internally. He improved quickly under this treatment, so
much so that I turned him over to his family physician in a very
short time, who continued the antisyphilitic treatment for some
time after to my knowledge.

Case VI.—Mrs. S., a young woman 26 years of age, came
on the recommendation of her physician to see me on the 10th of
September, 1902. She said that she had suffered from an ulcerated
condition of the interior of her nose for a long time. Examination
of ler nose revealed the fact that both sides of the interior of her
nose were extensively ulcerated, over the anterior surface of the
cartilaginous part of the septum, and the anterior ends of both
turbinated bones. These ulcerations seemed to me from their ap-
pearance to be breaking down diffuse gummatous infiltrations. 1
sent her back to her physician for a history of her case. From
his letter I gleaned these facts: ‘“That nine months before he sent
her to me she went to him to consult him regarding a vaginal dis-
charge which he diagnosed as gonorrhea, which diagnosis was con-
firmed by the microscope. Three weeks later she developed a pel-
vic peritonitis of gonorrheal origin. This disease was contracted
from her husband and she tried to get a divorce on that ground
but was denied it.” The physician further stated in his note that
he considered her virtuous, and that he did not believe that she
ever had syphilis. He also stated that the ulcers in the nose were.
much like those she had in her pharynx. In an earlier part of his
letter describing her personal history he described a pharyngeal
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ulceration which he had treated in the following words: “About
two yvears ago she had a bad chronic ulcerative pharyngitis which
responded well to local and tonic treatment. 1 was suspicious at
the time of tuberculosis.”

On further questioning my patient as to her past history I
learned the following facts: That she had been treated seven or
eight years before for a disease of her eyes by Dr. Elmer Stair, an
ophthalmologist, whom I called upon, and from whom I learned
that he had treated her for an iritis which he had suspected was
specific, although he had not been able to discover any history of
infection. I further learned from her that a short time before she
was treated by Dr. Stair she had an attack of what was called
typhoid fever. While she had the typhoid ( ?) she had a swelling
of her cervical glands on the right side, which persisted for a long
time, and she had in her throat a large ulcer which also lasted for
a long time, and which was covered with a white coating. When
the coating came away it left a hole which she thinks was in her
tonsil. Could a better description of a primary sore of the tonsil
be given than she gave me, several years after its occurrence?
Her typhoid may have been only the general manifestation of her
infection. The moral part of this case is not really important in
this paper, but it is interesting from the fact that she was then
“keeping company” with the man who subsequently married her
and who eventually gave her gonorrhea. I easily made a diagnosis
of tertiary syphilis of the nasal cavity in this case. The nasal
ulceration healed readily under cleansing Jocal treatment. She was
at once put on inunctions of mercury and iodide of potash intet-
nally. She has greatly improved and is now earning her living
working in a dry goods store and is keeping up the constitutional
treatment.

Ordinary and characteristic lesions of the nasal fossz and the
exterior of the nose are easily recognized, and they require no
histories of cases to illustrate their recognition, but the cases which
as you see have given the most trouble are those in which there
was either an infiltration of the nasal mucous membrane, resem-
bling hvpertrophic rhinitis, or where the infiltration was partly
broken down into superficial ulceration, a condition which, al-
though only suspicious, would be easily recognized as syphilis
if the patients had given a history of having had the primary or
secondary disease. Therefore it became necessary to wait until
some characteristic sign showed itself before a positive diagnosis
could be made. It is true I might have given iodide of potash or
mercury in those cases, but then, although the cases should have
improved, I should never have felt as certain of the diagnosis as
I was after I saw the small gummata; and I believe. we should
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have a positive diagnosis before the treatment of the case. It
may seem peculiar that so many people should have had the dis-
ease and not know it. Some, of course, know it and deny it, but
a great many patients have the first and second stages in so light
a form that they do not know that they have had anything the
matter with them. Then, again, many physicians do not recognize
the signs of syphilis on the skin and mucous membrane, although
they arc well marked. Many ladies have acquired it and it is not
thought best by the physician in attendance that they should know.
the nature of their trouble; or they may have it in the occult form
as we said before at the menopause.

FIBROID DEGENERATION OF THE NASAL MICOUS MEMBRANE,

John N. Mackenzie, of Baltimore, was the first to call attention
to this condition of the nasal mucous membrane as a tertiary lesion
of syphilis in an article published in the Journal of Laryngology
and Rhinology in the April number of 1889. He found the con-
dition in both the congenital and acquired disease. This fibroid
change generally attacks the turbinated bodies, although it occa-
sionally affects the septum and other parts of the interior of the
nose. The turbinated bodies are, according to Mackenzie, very
much enlarged and appear as dense, hard, whitish-yellow or red
sessile masses, or are converted into distinctly pedunculated
growths, which not only resemble but actually are fibroids of this
region. These fibroid masses, he says, obstruct the passage of
air and often alter in a marked degree the anatomigal relations of
the parts. They are sometimes attacked by ulceration, or they
may be bound as the result of ulceration to neighboring parts by
firm bands of cicatricial tissue. Under the microscope the tur-
binated tissue is found to have changed into dense fibrous tissue.
This occurs less frequently in the pharynx than in the nose. These
tumors do not respond to anti-syphilitic treatment. Thev were
recognized as a syphilitic lesion in the larynx before Mackenzie
pointed them out as occurring in the nose and pharynx.

SYPHILOMA.

I shall next speak of a rare form of tumor occurring in the nose
and naso-pharynx to which the name syphiloma has been given by
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the late Professor Kuhn'® of Strassburg and his assistants, Man-
nasse and Frank. Syphiloma is a name which was first applied
to a gumma by Wagner™ in an article which appeared in the
Archiv fiir Heilkunde in 1863. Virchow in two publications!'? **
which appeared at about that time objected to the use of this name
and substituted for it syphilitic granuloma. Both of these names
are now used to describe this rare syphilitic tumor. These names,
however, are also used to describe a gumma, especially in Ger-
many, which will of course cause much confusion.

These tumors are found most frequently upon the cartilaginous
portion of the nasal septum, but they may occur upon the lower
turbinated, upon the floor of the nasal fosse, or in the naso-
pharynx. These tumors may, according to Kuhn, occur in either
the acquired or hereditary form of the disease. Of his three cases,
two were in the acquired disease, the third was a case of hereditary
syphilis. According to Mannasse'* their surfaces are smooth, but
Kuttner'® of Berlin in an article written in 1898 states that they
are also uneven. The color of their surface varies from a grayish-
white to a grayish-red, according to Frank.'®* Mannasse describes
them as varying from gray to red in color. Krieke’s case!’ was
grayish-yellow and Kuttner describes them as varying in color
from a reddish-gray to a bright red. These authors describe these
tumors as being of soft consistency, except one case of Krieke’s
which was accidentally very hard and disappeared very slowly un-
der antisyphilitic treatment. In two of Kuttner’s cases the sur-
face of the tumor was covered with an adherent purulent and
fibrinous exudation. These tumors have but little tendency to
bleed. but they are accompanied by an abundant secretion which
i1s without odor., The septum narium is perforated in many
cases. The tumors are usually single but may be multiple. They
are pedunculated or sessile. While gummata are imbedded in in-
filtrated mucous membrane, syphilomata are not surrounded by
any swelling whatever, but stand out sharply from the surround-
ing tissue, according to Mannasse. According to Kuhn, Man-
nasse and Kuttner, while the gumma is an inflammatory deposit
in the mucous membrane and does not reach far above its surface
and soon breaks down in the center to be followed by ulceration,
the syphiloma simply has its origin from a small circumscribed
part of the mucous membrane and develops into a tumor of con-
siderable size, which shows no tendency whatever to break down.

~
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Kuttner says that a syphiloma undergoes degeneration but that
disintegration commencing in the center of the tumor never occurs.
Kuhn, Mannasse, Frank, Krieke and Kuttner, who have been al-
ready mentioned, along with Ripault'® of Dijon, France, and C. F.
Theisen'® of Albany, have described cases of this sort. Theisen
has recently published three such cases. Prof. M. Schmidt*® of
Frankfort-am-Main has been mentioned as publishing such a case.
He, however, calls his case a gumma and describes it in these
words in the second edition of his valuable work: ‘“Gummata
may also occur quite isolated in the nose, and sometimes attain
there, a very large size. Kuhn has described three cases which,
on account of their size, were nustaken for sarcomata.
Krieke saw in two patients similar tumors in the naso-pharynx. |
had under observation an ulcerating gumma in a lady of rather
high social position who consulted me for hoarseness. She had
some redness of the left vocal cord. I consider this suspicious
when the lungs are healthy. An inquiry into the previous history
was in her case impossible. 1 found, however, on the median line
of the lower turbinated a sharply defined tumor the size of a bean,
which was ulcerated on the tip. She had been unsuccessfully
treated for her hoarseness for a long time. When on iodide of
potash for three weeks she was relieved of all her troubles. She
told me later of her own accord that her first husband was syphili-
tie:

Anton Lieven?!, bath physician in Aachen, a man who is in a
position to see many unusually serious cases of this disease (for
Aachen is celebrated for its baths for syphilis), and who has writ-
ten extensively upon syphilis of the nose, mouth and throat, says:
“Extremely large gummatous neoplasms have received the name
syphilitic tumors ( Schmidt, Frank, Kuhn). The last author will
establishes direct histological differences between these and gum-
mata of the mucous membrane which extend themselves out upon
the surface and reach but a little above the surrounding tissues.
I think it better to call the latter gummatous infiltration, the tu-
mors, gummata, here, as they are called on all other parts of the
body.” Dr. Ph. Schech?® of Munich in Heymann’s Handbuch,
says: “There is already a rather abundant literature dealing with
syphilitic tumors or granulation growths, vet there is no unity
concerning the meaning of the expression. Some assign the name
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to extremely large gummata, while others use it to describe neo-
plasms on a syphilitic base.”

I quote these passages simply as the opinions of others regard-
ing these cases. 1 have no intention of offering any opinion re-
garding them, for I have never recognized cases of this sort. One
naturally doubts their being very frequent, for none have been
reported that I know of from the larger climes of either Europe
or this country.

The form of tumor, according to these authors, with which
these are most likely to be confounded are tuberculomata of the
nasal cavity. Both occur most frequently upon the cartilaginous
part of the septum. Tuberculomata were found by Chiari*® to
occur 18 out of 21 times in this location in an analysis made by
him. They likewise occur in the other positions in the nose in
which syphilomata were found.

The syphilitic tumor has been found to have a tendency to return
after extirpation, which is also found to be the case with the tuber-
culous tumor, but not as universally so.

Tuberculous and syphilitic tumors are found, according to the
authors who describe these cases of syphilomata, to be almost iden-
tical in their histological structure and in these very cases examina-
tion of the lungs will not be of any assistance, for in the cases of
tuberculoma analyzed by Chiari he only found general or pul-
monary tuberculosis in four cases, and in three of these it had
already developed before the tumors were discovered.

The tuberculomata have a greater tendency to break down and
usually have superficial ulcerations upon their surfaces. His-
tologically the diagnosis is generally easily reached. Goerke**
claims that the finding of tubercle bacilli in these tumors is a posi-
tive diagnostic sign. The syphiloma is made up microscopically
of round cells with spindle cells in small quantities between them.
There is also a formation of connective tissue. The walls of the
blood vessels are thickened. There are never real tubercles with
cheesy centers, and very rarely tubercle bacilli are found as in the
tuberculoma. \When these tumors are suspected of being syphili-
tic, the diagnosis is confirmed by antisyvphilitic treatment, under
which they disappear. They are also distinguished from malig-
nant tumors by their structure and by a course of antisyphilitic
treatment. ;
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ATROPHIC RHINITIS.

Another result besides the formation of gummata, granulomata
and fibromata of the nasal mucous membrane is said to be a syph-
ilitic atrophy of it. According to Philip Schech of Munich?® there
remains in all severe cases of tertiary syphilis after it heals up a
more or less marked atrophy of the mucous membrane. This is
often, according to Michelson, a very rapidly accomplished process.
The picture in cases where there has been no gummatous destruc-
tion of the septum and turbinated bodies is the same as that seen
in ordinary atrophic rhinitis or ozena. Such atrophy generally at-
tacks first the lower turbinated bone and next in order the middle
turbinated. Some German authors, such as Schech, Gerber and
Lang, regard this form the direct product of syphilis; while Jarasz
and Moldenhauer consider that it is simply a complication not a
part of the syphilitic process. Just here a very important question
arises, and that is whether the genuine atrophy or ozena which
so often begins before or at puberty has not some etiological rela-
tion to hereditary syphilis. E. Frankel, Schaffer, Schroeder, Ru-
ault and Golding-Bird are mentioned by Gerber?® as believing that
it is probably so, and he states further that Stoerk was the first to
state that it is a late manifestation of syphilis. Gerber also be-
lieves that it is among others, and he claims to have found that in
43.3 per cent. of the cases of genuine atrophy the outer nose has a
characteristic syphilitic deformity; the most of these cases have a
characteristic snub nose. Between this form and the saddle nose
all grades of variation are to be found in the atrophic rhinitis of
puberty, and these deformities occur without any destruction of
the interior of the nose. Another deformity of the nose met with
in ozena is that in which it looks as if pressed in from the sides,
the “Kniefer Nase.” Gerber claims that this form of nose is also
met with in acquired syphilis.

We will now turn to a consideration of the third stage of the dis-
ease as it occurs in the pharvnx and mouth. Were it not a well-
known fact that tertiary lesions occur much less frequently in the
mouth and pharynx than the secondary lesions in this region, we,
as larvngologists, would be tempted to say that the contrary is
true, for the lesions of syphilis concerning which we are consulted
are most always tertiary.
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PHARYNX.

Tertiary lesions of the pharynx are identical in character with
those found in the nose, i.e., they occur as superficial gummatous
infiltrations, and gummata. Syphilitic granulomata in the naso-
pharynx have been described. A favorite situation of gummata
is in the plica salpingo pharyngea at the mouth of the Eustachian
tube. They are seen on the posterior rhinoscopic mirror as
smooth, round, yellowish-red tumors varying in size from a pea
to a cherry. It is rare, however, to see them at this stage. They
are usually first seen as characteristic crater-like ulcers with deep
undermined walls which are rather difficult to make out, on ac-
count of the fore-shortening of the image on the mirror. When
these ulcers heal over they are likely to obliterate the cartilaginous
part of the Eustachian tube, or membranous closure of the pos-
terior nares may take place. Gumma followed by ulceration may
also attack the roof of the naso-pharynx either in the pharyngeal
tonsil or the roof just behind the posterior nares. Tertiary lesions
may be confined to the naso-pharynx, which is rare, or other parts
of the nose and pharynx may be affected at the same time, or the
disease may be found at the same time in other parts of the body.

When a syphilitic infiltration, diffuse or circumscribed, attacks
the posterior pharynx wall, it is less characteristic than in any
other part of the respiratory tract. Sometimes such a gumma or
ulcer is found in the median line. Sometimes a long ridge of
gummatous infiltration is found in the angle between the posterior
pharyngeal wall and the posterior palatine fold. This ridge re-
sembles the thickening of the posterior pharyngeal wall known as
pharyngitis lateralis or small spots scattered about the posterior
wall may present themselves upon viewing the pharynx not unlike
the larger patches found in granular pharyngitis. The true char-
acter of these ridges and patches is not known until they ulcerate,
which of course never occurs in pharyngitis lateralis of catarrhal
origin.

Rarely a gumma of the posterior wall may become so completely
softened internally as to resemble a fluctuating tumor or retro-
pharyngeal abscess. In severe neglected cases ulceration here has
been known to extend from the mucous membrane to the bone be-
neath, resulting in caries and necrosis of the cervical vertebre,
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even to laying bare the spinal cord. L. Fischer and Mackenzie
saw cases in which pieces of the axis and atlas came away.

Gummata of the soft palate and uvula cannot be easily mistaken
for any other conditions. The first stage of their development is
generally overlooked, for the infiltration usually commences in the
mucous membrane of the posterior or pharyngeal surface of the
velum. The gumma then enlarges and involves usually the whole
thickness of the velum, reaching in this manner its anterior sur-
face, or it commences on the anterior surface of the velum at the
junction of the hard and soft palate. It may attack likewise the
palatine folds. The neighborhood of a gumma of the soft palate
is very hyperemic. The whole velum and uvula are usually edem-
atous. If the infiltration is very diffuse, the velum, uvula and
palatine folds are thickened and dark red in color. The infiltra-
tion soon breaks down in these gummata. It commences as a
small yellow point or streak which rapidly spreads until all the
infiltration is changed into an ulcer, which perforates the two sur-
faces of the palate or uvula. Such a perforation may be much
larger than was anticipated, on account of a want of knowledge
regarding the extent of the gumma projecting into the naso-
pharynx from the posterior surface of the soft palate. Sometimes
there are several gummata in the soft palate, which break down
one after another and perforate the palate with great loss of sub-
stance. The velum may be completely destroyed, generally only
a part of it disappears. When the gumma is at the base of the
uvula it may be separated by the ulcerative process or it may
remain attached by one or more strands of tissue. Adhesions may
take place between the palate and the posterior wall, and so occlu-
sion or partial occlusion of the posterior nares may be caused.

The healing of deep ulceration is followed by the formation of
a white glistening star-formed cicatrix, which is characteristic and
which from its contraction draws on the neighboring tissue and
results in various deformities. Owing to the formation of scar
tissue and interstitial myositis in what remains of the soft palate,
its movements and contractibility are lessened and sometimes com-
pletely destroyed. Where no adhesion has taken place between
the velum and posterior wall it is impossible to shut off the naso-
pharynx from the oro-pharyngeal cavity. During the healing -
process small perforations become smaller and may become com-
pletely closed by the cicatricial tissue. Larger perforations be-
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come smaller, but still remain large enough to affect the speech.
When gummata occur in the tonsils they may become so en-
larged as to extend across the isthmus of the fauces to the opposite
side. If the infiltration is upon the surface of the tonsil that organ
appears to be uneven or nodular. Each nodule is represented later
on by a crater-formed ulceration. These ulcerations ultimately
unite to form one, which gives the tonsil a torn, worm-eaten ap-
pearance.

Besides the superficial nodular form of gummatous tonsillitis
just described, there occurs at times a deep-seated circumscribed
gumma of the tonsil which from its nature and rapid breaking
down might be described as acute gummatous tonsillitis. The
patient with this condition has usually fever with a bad odor from
the mouth, and when an examination is made a very prominent
dark red tonsil is found, the follicles of which are filled with plugs
and the surface may be covered with a membranous exudation.
All of the surrounding parts, such as the soft palate, may be edem-
atous; this edema may extend to the glottis. The breaking down
of such a gumma results in a deep cavity in the tonsil. Natier?
collected the histories of fifteen such cases, two of which were
operated upon for cancer. One of these was operated upon
through an external incision in the cervical region. The operation
was followed by complete recovery and healing of the wound.
After six months, however, the tumor reappeared with the same
characteristics and in the same place, but spread rapidly over the
whole pharynx. It was considered an incurable case, but in
despair was given iodide of potash, which cured the condition in
three months.

Chancre of the tonsil resembles a gumma of this region very
much in many cases, except that there is marked cnlargement of
the cervical glands on the corresponding side accompanying the
chancre. The chancre of course is liable to be mistaken for sev-
eral days for an ordinary peritonsillar abscess. I remember vivid-
Iy to-day the first case of chancre of the tonsil I ever saw. At
first I thought that it was a quinsy. When it broke down I felt
that T had surely a gumma. until a beautiful secondary rash made
its appearance and that impressed upon my mind the importance
of suspecting all tonsils which are inflamed and accompanied by
cervical enlargement, where the trouble has persisted for more than
a couple of wecks. The breaking down of the primary infiltration
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is as characteristic of the primary sore in the tonsil as it is of the
gumma. Of course all tonsillar chancres do not resemble a gumma
as much as this one, but their description is foreign to this paper.

A rare form of specific lesion in the pharynx, or rather in the
naso-pharvnx, is the syphiloma or syphilitic granuloma which has
already been described at length as occurring in the nose.
Krieke'” described two cases in the naso-pharynx. These tumors,
according to Krieke, may attain the size of a pigeon's egg. They
are grayish-white in color in the naso-pharynx; have a smooth sur-
face; and are unusually hard. 1 should suppose that they might
be mistaken in this region for fibromata and other hard tumors of
the naso-pharynx. They are recognized by their disappearing un-
der anti-syphilitic treatment.

The chief symptom of syphilitic infiltration and ulcerations in
the pharynx are various degrees of disturbance in swallowing. At
first there is little or no difficulty, but as the tumor develops there
is a sensation of a foreign body in the throat. This may be accom-
panied by dryness of the throat or increased secretion. As soon
as ulceration makes its appearance in the lower pharynx, swallow-
ing becomes very painful, and the act of deglutition is greatly inter-
fered with. The timbre of the voice becomes nasal or anginose.
If the velum is indurated or perforated, food, especxallv fluid.
passes into and through the nose.

Syphilis of the naso-pharynx may not interfere with deglutition.
The principal symptoms of trouble here, however, are the enor-
mously increased secretion with headache, loss of flesh and
cachexia.

THE MOUTH.

Circumscribed and diffuse gummatous infiltration are found in
all parts of the mouth. They are seldom found in the mucous
membrane of the cheeks and when thev do occur it is near the
corners of the mouth; they may also be found on the lips. In
these locations the infiltration is usually in the form of diffuse
hard indurated patches covered with a deposit of gray epithelium.
Rarely are the gums and floor of the mouth attacked.

The tongue is the part of the mouth which suffers most fre-
quently from tertiarv syphilis, and then usually in men in whom
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the irritation of alcohol and tobacco contribute considerably to the
production or increase of the trouble.

Fournier,?® who wrote an article on tertiary glossitis as long ago
as 1877, has divided tertiary syphilis of the tongue into a gumma-
tous and a sclerotic form, and both of these he divides again into
superficial mucous and deep parenchymatous forms.

The sclerotic forms of glossitis do not break down and ulcerate
like a gummata here and elsewhere, but the inflammatory processes
are at once transformed by shrinking into sclerotic cicatrices.
Gummata of the tongue form either in the mucous membrane of
the tongue or in the muscles or interstitial tissue of that organ, and
vary in size when circumscribed from a pea to an apple. They
occur most frequently in the anterior portion of the tongue, but
may be found on the edges, in the middle or on the tonsil of the
tongue. Dr. G. H. Makuen® of Philadelphia read a paper in
19o1 before the American Medical Association describing an ul-
cerated gumma confined to the lingual tonsil. This was the only
evidence in the case that the patient was suffering from tertiary
syphilis. Escat® has described in his own practice two cases of
gumma of the lingual tonsils with no other manifestations of the
disease. Several authors® have described gummata of the lingual
tonsils, which, however, were accompanied by gummata elsewhere,
either in the faucial tonsils or on the edges of the tongue. Escat
sayvs that gummata in the lingual tonsil develop slowly and appear
after a few months as smooth, claret-colored tumors. As they
break down, they are said by Seifert® to be difficult to diagnose
from carcinomata. Sometimes several small and large gummata
are found near each other upon the surface of the tongue, or the
whole of one side or the whole of the anterior portion of the
tongue is a hard gununatous mass. Gummata of the tongue de-
velop as hard elastic circumscribed nodes, which involve either the
mucous membrane or are situated just beneath it or are deep
seated. They consist of large or small flat or uneven tumors,
When the superficial gummata break down they form characteris-
tic ulcers with undermined borders. But when the ulceration
commences deep in the substance of the tongue there may
be seen only a tear in the mucous membrane of the tongue.
When the borders of this fissure are separated, a deep ulcerated
cavity is brought to light. Many gummata have no tendency to
break down and remain for years as hard tumors of the tongue.
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Recently a case of tertiary syphilis of the tongue came under my
observation where a fissure of the tongue led to a deep ulcer on
the side of the tongue near the base, where the only symptom be-
sides difficulty in swallowing was severe otalgia. Otalgia has
been pointed out as a constant symptom of syphilitic ulceration in
this location. This patient was referred to me for treatment of
her ear, as she was suffering likewise from chronic deafness.

In the sclerotic form of syphilitic glossitis extremely hard in-
filtration of the tissue takes place, either on the surface in the
mucous membrane or in the deep parenchyma. This takes place
usually on the dorsum of the tongue. The patches of induration
upon the surface are raised somewhat above the surrounding tissue
of the tongue, are oval in form, and are sharply defined, and their
surface is smooth as if shaven. due to the destruction of the
papille upon their surface. These spots are closely packed to-
gether or are spread out in flat indurated areas.

The first stage of the deep parenchymatous form of sclerotic
glossitis is less striking. Here the infiltrations are still covered by
a smooth unaltered portion of the tongue. They show the same
smooth and deep red mucous membrane as the other form but are
not at all, or but slightly, raised. This form is also multiple, as
is the other form. :

A frequent complication of both forms of sclerotic glossitis
are the fissures and erosions which occur, especially on the borders
of the tongue, which are usually occasioned by some mechanical
influence, such as the rough stump of a tooth or the tartar on the
teeth, which comes in contact with the diseased tongue which has
lost its natural softness and elasticity. These crevices and fissures
may attain great depth and often get into a very painful condi-
tion, any movement of the tongue during chewing or speaking
being very painful. The tubercular ulcer of the tongue is not
usually on the dorsum but on the under surface of that organ.
The use of alcohol and tobacco greatly increases the severity of
the painful condition. Although these conditions are greatly ag-
gravated by alcohol and tobacco, yet these fissures may attain great
size in cases where neither are used. In both forms the deposit of
inflammatory tissue is changed into a form of scar tissue. The
character of this of course varies with the position of the infiltra-
tion. The superficial infiltrations change to more or less broad
dense patches on the surface of the tongue over which the mucous
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membrane extends. The surface, as said before, is deprived of its
papille and looks pale and atrophic. The deep inflammation on
account of the contraction of the sclerotic tissue is followed by
deep-cut furrows. These usually leave a furrow in the median
line which, together with those on each side. form a meshwork
resembling the veins in the leaves of a tree. The ultimate result
of this is a picture resembling somewhat the congenital furrowed
tongue, the so-called lingua-plicata.

The surface of the folds in the congenital lingua-plicata has
papille, while the furrows are devoid of papille. In the sclerotic
glossitis of syphilis the papille are destroyed and the surface is as
smooth as if shaven. The most characteristic condition of the
congenital lingua-plicata is the regularity and equality of the folds
and intervening furrows. This condition extends all over the
superior surface of the tongue, even to its tip, which is not the
case with the sclerotic syphilitic form.

The hard palate is a favorite location for the formation of gum-
mata. They occur usually in the median line, sometimes more
anteriorly, sometimes more posteriorly, but especially on the bor-
der line between the hard and soft palate. Theyv are found as
one or sometimes more circumscribed livid red spots which press
out the mucous membrane in the form of knob-like elevations. In
more or less time vellowish-white streaks or points show them-
selves upon the most prominent parts of these swellings, a sure
sign that they are beginning to break down. It is not unusual
in a case of syphilitic caries of the floor of the nose to find the
raphé of the hard palate discolored and thickened with a ridge-
like elevation along the raphé or suture. Through the breaking
down of such a gumma, or on account of syphilitic ostitis or
periostitis, round or long perforations through the whole mucous
membrane and bone take place and cause a communication between
the mouth and nose, leading to nasal speech and regurgitation of
food. The destructive process may end with the perforation of
the soft and hard palate, or may extend to the exterior of the
nose,

(GGummata in the mouth produce but few symptoms before they
break down. If they are situated on the tongue, the patient will
complain of stiffness of the tongue or difficulty in moving it during
speaking and eating. If the tumors are large or numerous, the
speech is not understood. If the gumma is in the angle of the
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mouth, there will be a feeling of stretching and tearing when the
mouth is opened. Ulceration is accompanied by pain. This may
be but slight, but it becomes severe if the ulcers are on the borders
of the tongue, where they are subjected to mechanical irritation
from the teeth.

DIAGNOSIS OF SYPHILIS OF THE NOSE AND THROAT.

Although there are in many cases great difficulties to be en-
countered in making a diagnosis of a tertiary lesion of syphilis,
which has been illustrated by the histories of some of the cases
which I have reported, yet the majority of the cases should be
diagnosed by the appearance of the lesion and that without fear
of making a mistake, and independently of obtaining any history
of infection. And yet there are many physicians devoting their
lives entirely to the treatment of diseases of the upper air passages
who talk learnedly of correcting deformities of nasal septa, who
discuss the best methods of treating the diseases of the nasal ac-
cessory sinuses and of the mastoid process and who have received
special training in diseases of the nose, throat and ear, when they
cannot and do not recognize the usual and characteristic lesions of
syphilis, or even suspect them; because they have not gotten a
history of primary infection, or because they think it could not
occur in the patient, possibly a respectable married woman with
grown up children, or because a child with a characteristic faucial
lesion has no Hutchinson’s teeth. Where there is-any doubt, there
are however apt to be found some of the accompanying conditions
about to be mentioned, which will confirm the diagnosis. There
may be osteoscopic pains in the head at night; there may be nodes
on the shin or frontal bones ; there may be skin eruptions, such as
psoriasis of the flexor surfaces of the extremities; horny forma-
tions upon the palms of the hands or soles of the feet; rupia and
horse-shoe formed skin ulcerations may be found. Besides these,
there may be oculo-motor paralysis, cerebral symptoms, apoplexy
in people under fifty years, or a tendency to abortion in women
and the birth of dead children. Other less certain conditions
might be mentioned. The above, however, are syphilitic lesions
and can be depended upon. This is necessary only when the throat
lesion itself is not characteristic, and when the lesion first dis-
covered is not characteristic, it is not unusual to find some lesion
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in other parts of the respiratory tract which is characteristic. The
loss of the nasal septum or of the epiglottis will naturally greatly
aid us in deciding the character of a suspected swelling in other
regions.

Gummata of the hard palate are easily diagnosed. They could
only be mistaken for phosphorus poisoning, scleroma, which is sel-
dom seen in this country, malignant tumors and lupus.

The greatest difficulty in the mouth arises in the case of an
isolated suspected gumma of the tongue, where it may be difficult
to say whether it be a primary syphilitic sore, a gumma, or a
carcinoma. Here we are aided by remembering that cancer is
usually accompanied by pain from the outset, and that a gumma is
not accompanied by much swelling of the lymphatic glands, while
both a chancre and cancer are; but in the case of a chancre by the
time that the glands are much infiltrated, the skin eruption can
be found if looked for. The infiltration of a gumma is usually
more circumscribed than that of a cancer. If we feel that the
case is probably one of cancer a microscopic examination of an
extirpated piece of the tumor will confirm our diagnosis. When
the lesion is syphilitic it will disappear quickly under the proper
treatment. Cancer and tuberculosis do not respond to such treat-
ment. The diagnosis of lesions of the nose and pharynx has been
already indicated. The destruction of any part of the bony sep-
tum is almost pathognomonic of tertiary syphilis.

There are many traditions which linger in medicine, and they
are often very intimately associated with medical progress.
Scrofula used to include much that is now known to be tubercu-
lous, but there are certain cases which were called scrofulous, and
which are now called tuberculous by many practitioners, which
are in no way connected with tuberculosis. Such are certain
cases of Syphilis Hereditaria Tarda. 1 have seen children with
a characteristic perforation of the soft palate or some other
marked lesion of the upper respiratory tract treated for tubercu-
losis by men who are expert diagnosticians of tuberculous condi-
tions of the lungs, when the only sign which could point to such a
condition was the emaciation of the patient. Such cases are fed
cod liver oil. The consequence is that many children have died
of scrofula or tuberculosis who, had they been treated for heredi-

tary syphilis, would have recovered good health in a very short
time.

o



Tertiary Syphilis of the Nose and Pharynx, 41

These mistakes seem to arise from the fact that it is considered
necessary to have interstitial keratitis, Hutchinson’s teeth and evi-
dences of ulceration at the corners of the mouth order to establish
a diagnosis of hereditary syphilis; yet the diagnosis should be
just as easily made if a perforating ulcer of the soft palate or any
other evidence as easily recognized as gummata of the upper
air passages is found. Such traditions linger, not because the
truth has not been pointed out by the best teachers and writers,
but because the majority of the profession have not been in-
structed and have failed to inform themselves in regard to the
characteristic appearance of an ordinary tertiary lesion of syphilis
wherever found, for such mistakes were pointed out long ago
by Fournier, when he said that the history of Syphilis Hereditaria
Tarda was chiefly the history of the mistakes regarding scrofula.

It must not be forgotten when we are considering syphilis in
children that young children frequently acquire the disease acci-
dentally. Frequently whole families of children are accidentally
infected or it is carried from one to another by dishes, play-
things, etc.

THE I'ROGNOSIS.

The prognosis for the healing of perforations and ulcerations
is always good in these cases, except in a certain number of
cachectic individuals in whom the anti-syphilitic treatment has no
influence in arresting the destructive progress of the disease.
Usually tertiary lesions of the nose and throat heal promptly un-
der specific treatment, especially when it is accompanied by proper
local treatment.

The prognosis for the life of the patient is always favorable,
except when the ulceration is in the neighborhood of vital parts
which, if the disease is very virulent, may be attacked. If the
disease attacks the cribriform plate of the ethmoid bone or the
body of the sphenoid, i.e., the roof of the nose, the meninges of
the brain may be involved and death result therefrom. Similar-
ly, when the pharyngeal disease causes necrosis of the cervical
vertebrae, the spinal cord may become affected, or ulceration of
the lateral pharyngeal wall, especially of a deep gumma of the
tonsil, may perforate the carotid artery, resulting in a fatal hemor-
rhage. _

The first question usually asked by patients with nasal syphilis
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is: “Must I expect disfigurement of my nose?" The answer to
this question must be very carefully given, for it is often impossi-
ble to say what changes may be going on in the bony framework
near an ulceration, which of itself does not secem dangerous to
the external form of the nose, and which may greatly disfgure
the nose by the contraction of the cicatricial tissue which forms
during the healing of the ulcerations. Fortunately much can be
done to overcome such deformities by plastic operations, sub-
cutaneous injection of paraffin, etc. The technique of such opera-
tions cannot be described here without making this paper, already
too long, very tedious. Such operations should not be under-
taken until the specific treatment has been carried out a sufficiently
long time to be sure that no return of the disease will take place.

The loss of the sense of smell may be due to ulceration in the
upper part of the nose, as on the middle turbinated bones, when
the prognosis for the recovery of the olfactory sense is bad; but
when the condition is due to obstruction of respiration by dis-
ease of the tissues in the lower part of the nose, olfaction will
be restored when the healing of the parts takes place and respira--
tion through the nose is restored. Nasal speech is certain to
follow perforation of the hard palate when such a perforation
is much larger than the head of a pin. This can be overcome
only by wearing an obturator or by doing a plastic operation,
which is usually not successful. Adhesions between the palate
and the posterior pharyngeal wall, which are most prone to occur
in hereditary syphilis, are very difficult to remedy, failure often
occurring after repeated operations,

Lieven of Aachen found from his personal experience that
tertiary syphilis of the nose occurring during the third and fourth
vear post infection was but a link in the chain of several severe
tertiary manifestations. The other links of the chain occur si-
multaneously or later such as rupia of the skin, nodes
on the cranial and shin bones; but he admits that his expericence
may be due to the severe character of the cases which come to
Aachen for treatment. He also states, as has been already pointed
out, that it has heen his experience that the occurrence of svphilis
in the nose later than ten vears post infection is the last svplnlmc
manifestation that the patient will expericnce.
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Paper.

CONGENITAL LARYNGEAL STRIDOR.
BY JAMES E. NEWCOMB, M.D.

DuriNG the last few vears the writer has seen three cases
diagnosticated as the so-called Congenital Laryngeal Stridor, and
though the circumstances in each case have been such that it
could not be followed and its later history obtained, he has been
deeply interested in the study of the subject and has deemed it
one not unworthy of the attention of this Association. The
literature is not voluminous and pretty much all that has been
written has come under examination.

By the clinical terms describing the condition is meant a stridor
coming on within a few days of birth, continuing for a certain
period, measured usually in months but possibly in years, appar-
ently not doing the child much if any injury and finally subsiding
of its own accord without sequele. It seems to have been first
described by Rilliet and Barthez in 1853. It has been variously
termed “Inspiratory Stridor of Nurslings” (Avellis), “Stridulous
Respiration of the Newly-born” (Comby), “Clonic Glottis Spasm
of Nurslings” (Lori), “Respiratory Croaking of Babies” (Gee),
“Posticus Paralysis of Infants” (Robertson), and “Congenital
Laryngeal Stridor” (Rocaz, Suckling, Stamm). No therapeutic
measures have seemed to shorten or essentially modify its course.
Consequently the literature has mainly concerned itself with theo-
ries of etiology and criteria of differential diagnosis.

As frequently happens in case of rare diseases, some of the
writers have endeavored to establish from a verv limited experi-
ence a too rigid symptomatology and in the light of our present
knowledge have too sharply drawn the lines of their clinical pic-
ture. This fact is illustrated in the statements collated on the
topic in the recent book of P. Watson Williams. Thus, he re-
marks that “the usual physical signs of obstruction are present
during the exacerbations such as cvanosis, retraction of the epi-
gostrium, and lower ribs and depression of the supra-clavicular
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fossa and episternal notch.” On the other hand, the majority
of those who have described the condition deny the presence of
these clinical features. No such evidence was presented in the
cases secn by the writer.

The malady seems to predominate in male babies, though no
reason is assigned therefor. In so far as laryngeal examination
has been applicable, it has revealed a malformation of the laryn-
geal vestibule, epiglottis and ary-epiglottic folds. The epiglot-
tis has lacked its normal curvature. being folded on itself so that
its shape has been that of an arched or curved roof; or, the ary-
epiglottic folds have been devoid of their usual firmness and their
free ends being thin and flabby, have nearly touched. In some
instances the upper part of the larynx has seemed contracted by
protuberances capable of vibrating and of plaving the role of
supplementary cords. In a second and less marked variety, the
changes have been rigidly confined to the epiglottis and ary-
epiglottic folds, the former being rolled on itself like the end of
a flute, the folds themselves approximating only anteriorly and
the ensemble vibrating under the effect of the air.

The causes of this condition are not always easy to find. In
view of its suggestion to the familiar laryngismus stridulus and
the fact that many cases of the latter occur in rhachitic subjects,
some have supposed that rachitis is at the bottom also of congeni-
tal stridor. In a general way the most common causes of laryn-
geal spasm in children are rachitis and digestive disturbances;
to these may be added reflex disturbances from lesions of the naso-
pharynx, brain and respiratory organs. In the experience of cer-
tain observers the stridor cases have been badly nourished, but
this is contrary to common observation. Some have regarded the
stridor as merely a modification of the nervous mechanism of the
larynx which is within the limits of health and is analogous to
the cardiac arrhythmia observed during the first years of life
(Politzer). As a rule there has been no tendency to cyanosis
or convulsions such as would indicate air-hunger. The over-
whelming testimony has been to the effect that the health has
generally been good. In fact, the disorder has been looked on as
“more an annovance to others than to the child itself.”

The time of onset may be any period from the first day of life.
In the 18 cases reported by Sutherland and Lack, the onset
occurred on the first day in 11. These authors believe it rare to

~
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have the onset delayed after the second week. The character of
the sound made varies considerably within type-limits. It may
be a stridor, a croak, a cluck, etc. The inspiratory sound may be
the louder. With superficial breathing it may completely inter-
mit, to be reproduced and become continuous when the breathing
becomes deep or irregular. It is increased by changes of tempera-
ture, excitement, sudden waking, coughing, sitting up in bed, too
rapid feeding and flatulency. It sometimes stops when the posi-
tion of the child is changed from the back to one side or when
the head is placed at a lower level than the body (Gihnen). It
continues during sleep though never aggravated thereby and per-
sists during chloroform anesthesia.

Mendez has reported one case, that of a child of seventeen
months in whom the stridor accompanied and was synchronous
with inspiration; then ensued a period of quiet expiration for
about -one-third of the expiratory period when the stridor re-
appeared and accompanied expiration to its close. At other times,
the breathing appeared to assume the Chevne-Stokes tvpe. Men-
dez was inclined to refer the inspiratory stridor to the pharynx
and not to the larynx.

Goodhart states that respiration is accompanied under certain.
circumstances by a curious clucking or croaking sound instead of
by a true stridor and that the latter is practically constant in ex-
piration as well as in inspiration.

In view of the scattered reports of the cases and the fact that
no one writer has seen very many of them, it is not surprising to
find a wide diversity of theories as to the underlying cause of
the condition. Let us consider seriatim the various hyvpotheses
submitted :

1. Thymus Enlargement Causing Pressure.—In referring to a
case of Herzfeld's, Avellis states his belief in this theory and be-
lieves that the lesion may prove fatal. A woman of thirty vears
came under his observation, having a narrowed trachea referred
to thymus pressure. She had suffered from stridor in infancy
and it recurred on violent exertion after she had grown up. He
reports another case in which removal of a part of the thymus
relieved the stridor or at least the stenotic symptoms. Stanun de-
nies that true laryngeal stridor is ever due to this cause. It is
.an undeniable fact that thymus enlargement has not been present
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except in a small proportion of cases; when present, there has
been expiratory as well as inspiratory stridor.

2. Cicatricial Band Across the Larynx.—This theory can hardly
be regarded as tenable. If it were, we should expect to have
children born with stridor, but of such instances we have no such
record. Laryngeal bands in infancy are uncommon and are gen-
erally referable to some pathological process as syphilis or diph-
theria. A few cases of congenital laryngeal bands or webs are
on Tecord, but these cases have not presented the stridor of which
we speak. The diagnosis of the condition in the earliest period
of life is most difficult, often only conjectural. Such cases are
apt to suffer in the later period of life from dyspnea on the slight-
est exertion.

3. Acquired Brain Lesion Causing Anatomical Deformity.—
Stamm reports a case of stridor, the child dying in convulsions
soon after birth. The respiration was very rapid, running from
150 to 200 per minute. There was a deep inspiration and then a
relatively long pause. The child had fallen on the head during
the completion of the parturient act and there was probably some
central disturbance but the respiratory abnormality did not come
on till the fourth day of life. The seat of the trouble was con-
sidered to be in the region of the calamus scriptorius in which
locality according to the researches of Semon and Horsley, lies
the coordinating center for involuntary laryngeal movements.

4. Lack of Development of the Cortical Centers of Respira-
tion, especially of the Laryngeal Centers.—Evidence on this the-
ory is manifestly only conjectural. Autopsy alone could verify
the truth of any such hypothesis and such testimony is lacking.

5. Posticus Paralysis.—This theory has received the advocacy
of W. Robertson, who reminds us that bilateral paralysis of the
abductors with secondary contracture of the adductors is a com-
mon phenamenon in nervous pathology. He finds the starting-
point of the process in irritation arising from the region of the
pharynx and post-nasal space. It is probably transmitted to the
region of the medulla, there exciting and exhausting the accessory
vagus and this leads to the depraved innervation of the muscles in
question. The latter structures are also acted on unfavorably by
the collateral catarrh of their enveloping mucosa.

The position of Robertson has been vigorously attacked by
Semon, who regards the cases ascribed to paralysis as being due

e
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to spasm. In such cases he notes (Heymann's Handbook) that
the cords come together in such a way that the rima glottidis
remains closed for an instant while with the beginning of expira-
tion the cords separate. He would regard the condition of Rob-
ertson’s cases as analogous to that described in adults as “perverse
action of the vocal cords.”” He admits that in children it is often
difficult to distinguish between clonic inspiratory spasm and bi-
lateral paralysis of the abductors. In both there is a constant
stridulous breathing with a free voice. Laryngeal examination in
young children offers the most severe difficulties and in both
conditions the laryngeal image is very similar at the height of
inspiration. Points of difference are (1) that in spasm the stridor
usually disappears during sleep though this is not always the case
and (2) bilateral paralysis of the abductors in nurslings has never
been positively determined. At any rate it is a very rare affec-
tion and in cases such as those reported by Robertson, Semon
maintains that the a priori conclusion is that we have to do with
clonic spasm rather than with paralysis.

6. Muscular Spasm, either glottic or sub-glottic and possibly
phrenic—McBride would regard the laryngeal stridor cases as
due to spasm and not to paralysis. He would consider them as
similar in etiology to laryngismus stridulus, adding that this view
is probably correct in so far that both are due to cortical irritation,
yet admitting that there are marked clinical differences.

7. Adenoids.—FEustace Smith advanced the theory that the con-
dition is due to adenoids in the naso-pharynx, placing himself on
record as never having failed to find the latter or a thickened
granular state of the mucosa. One of his cases was cured by
curetting of the vault. In this case the laryrix was of normal
size and development. Jackson has reported the case of a boy of
seven months with stridor and adenoids, but removal of the latter
did not cure the tormer, which persisted eight months longer and
then gradually disappeared. In reply to Eustace Smith, Lack
contends, 1st, that the stridor in Smith’s cases was increased dur-
ing sleep; second, that it ceased under chloroform anesthesia;
third, that it was increased by closure of the mouth in feeding;
and fourth, that the patient was subject to suffocative attacks such
as are very common in adenoids but very rare in the affection
called congenital laryngeal stridor. In reply to Smith’s conten-
tion that stridor is caused by the spasm of the ary-epiglottic
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folds and that this spasm is due to the irritation set up by the
adenoids, Lack replies that the spasm is probably due to the ex-
aminer’s finger and the presence of the mirror in the infant’s
throat—a not uncommon reflex.

Finally we come to the theory advanced by Lack himself and
the one that has met with the most general acceptance.

8. Congenital Deformity of the Superior Laryngeal Aperture
aided by the Flaccidity of the parts in Infancy but not entirely
dependent thercon.—The upper laryngeal aperture acts as a valve.
Its lateral walls fall in during inspiration. As the patients grow
and the parts become firmer this lateral prolapse gradually ceases.
In this theory Thomson and Logan Turner agree and they have
reproduced the stridor in ja"ﬁf\fi’c\larynx of children by imi-
tating forcible inspi tgt(s(th‘roug the plottis. Thompson be-
lieves that in life t yngeal deformity-arises from disturbance
of respiratory codidinatigl Fegilting in a‘copistant sucking in of
the upper margins df #he infantile larynx, ‘i‘,a rocess strictly analo-
gous to the formati ot igeon-breaggs.”

Naturally but few c» o) an opportunity for the
examination of the larynx. Numerous variations occur in the
few statements on record. Rocaz reports one case in which the
epiglottis was bent from without inwards. In another case by the
same author it is said that the ary-epiglottic folds were hyper-
trophied so that the true cords could not be seen. The mother
of the last-named patient was tuberculous. Rocaz suggests that
nervous heredity may be a factor in the problem. In his first case -
the father was bitten by a mad dog about the time conception
occurred in the mother and he considers that this fact suggests a
possible toxic infection.

In one of Gee’s cases the larynx was easily seen and appeared
normal. Lees found the epiglottis excessively curved in its verti-
cal axis as if it had been bent in half down the middle, and then
the ary-epiglottic folds brought almost into apposition, leaving
only a narrow chink between them. Sutherland and Lack ex-
amined the larynx by passing the index finger of the left hand
over the tongue and hooking its terminal phalanx around the hyoid
bone, which was then pressed well forward. The epiglottis was
found folded on itself, the ary-epiglottic folds were approximated
and the laryngeal entrance was reduced to a narrow slit, their

™.
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flapping folds seeming to bound the aperture. lxamination of
the naso-pharynx was negative.

In a few instances post-mortem examination has been made.
Lees reports one case dying of diphtheria at the twelfth month.
Examination of the larynx one month previously had revealed its
upper aperture as a narrow median slit extending from above
downward, the epiglottis being folded on itself so that the pos-
terior surfaces of its lateral halves were almost in contact. It
the case of Refslund, the parts had the shape of a jewsharp. In
another instance autopsy showed ina boy of two and a half years
the epiglottis furrowed in the middle. The furrowed part separ-
ating the cartilaginous leaves was fastened throughout by a con-
nective tissue band to the base,of the tongue. Into this furrow
the epiglottis was bent so that the inner surfaces of the lateral
halves touched.

This latter condition Refslund considers one alwayvs to be
thought of in explaining mysterious cases of laryngeal dyspnea
in children. This latter statement, however, ¢asts doubt on the
correctness of the diagnosis in this special case for in true con-
genital stridor, dyspnea is wanting; in fact its absence is one of
the most striking features of the disease.

Variot reports two cases. His first case was that of a boy
brought to the hospital with laryngeal hoarseness. No diphtheria
could be made out. The voice was clear in cry and speech. He
was intubated, but dislodged by coughing the tube from the glot-
tis and it started down the esophagus but was recovered by the
thread. The mother stated that normally the stridor was present
during sleep and nursing. A second tube was inserted, but was
in a few minutes rejected. As far as could be ascertained the
epiglottis seemed folded over the tube. The patient died of scar-
latina and broncho-pneumonia. Autopsy showed the epiglottis
elongated so as to form a trough from approximation of ‘its latera!
borders. The aryv-epiglottic folds instead of diverging in the
usual V-shape formed a slit 1 ecm. high and were in contact.
Variot had another case with adenoids but curetting did not re-
lieve the stridor.

Prognosis—In weakly children the condition may lead to tho-
racic distortion and may prove fatal. As a rule, it passes off by
the end of the second vear. It may return during periods of
excitement or of ill health. It generally increases in severity for
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some weeks after its appearance, then becomes stationary until
about the eighth or ninth month and then gradually diminishes
until a period from the eighteenth to the twenty-fourth month,
when it disappears.

Differential Diagnosis.—This is called for from (1) papilloma,
(2) catarrhal laryngitis, (3) essential spasm of infants, (4) phre-
no-glottic spasm, (5) congenital retraction of larynx, (6) paraly-
sis of dilators, (7) hereditary syphilis, (8) retro-pharyngeal abs-
cess, (9) adenoids, and (10) laryngismus stridulus. The latter
alone need concern us here and now. Laryngismus stridulus is
favored by the onset of the first dentition. The patients are rachi-
tic and may have tetany, convulsions or other nerve disturbance.
The spasms are of long duration and the patients become cyanotic.
Crying may set the spasm up or aggravate it and attacks are more
frequent during night hours.

Stridor comes on soon after birth. It is slight and there is no
cyvanosis. Crying stops it. Deglutition has no effect upon it.
Sleep never aggravates it and may stop it. In other words we
have to do with a condition in which there is a temporary ana-
tomical deformity and an alteration of the relations between the
muscles of the throat and those of the larynx. There may be
the added factor of a central nerve disturbance. Some cause may
act on the adductors more strongly than on the abductors. Semon
and Horsley have shown that there are cortical fibers for adduc-
tion but none for abduction. It is furthered by backward develop-
ment and irritable weakness of the central mechanism controlling
respiration, just as the tendency to laryngismus in a rachitic child
has been referred to a deficiency in the higher controlling centers.
In other words there enters into the question the factor of a de-
velopment neurosis. It is analogous to occupation spasm, urethral
spasm and stammering.

Treatment.—Robertson orders ammonium bromide, alkaline
sprays and resorcin in mineral oil. He also advises the clearing
out of the pharynx and naso-pharynx before secondary contracture
sets in. Such a therapy is based of course on his theory of etiolo-
gyv. Variot has suggested partial resection of the ary-epiglottic
folds if dyspnea should ensue and threaten life. Merklen and
Devaux summarize treatment as bromides, strychnine, warm
baths, eucalyptus inhalations and antisepsis of the upper air tract.
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On thebasis of the theory which we have accepted in this paper,
a general tonic régime is all that is called for.

Dr. Delavan has kindly sent me the notes of two cases that have
come under his personal observation.

Cask L. is that of a boy now thirteen years old who has suf-
fered from birth from laryngeal stridor. At first it was so severe
as to threaten life. Exertion now of any kind brings on an attack.
Removal some time ago of a pharyngeal adenoid was followed
by a distinct improvement in the severity of the condition. At
present there is a slight laryngitis but the boy is in fair health, is
moderately well developed and ignores his laryngeal handicap
though almost any kind of exercise, as running, riding the wheel,
etc., brings on an attack. All these he does in spite of the tem-
porary discomfort.

Case II. is that of a boy now nine years old. The difficulty
began a day or two after birth. As far as is known, parturition
was normal, delivery being rapid. Stridor came on every time
he was put to the breast, but it did not seem to interfere with
nursing. It lasted for a short time after nursing until he went
to sleep, and the total duration of the trouble was between three
and four weeks, when it stopped of itself. No treatment seemed
called for and none was attempted.

The bibliography of the subject is given in full by Mendez, and
need not be reproduced here. (Pimentel-Mendez, “El Estridor
Congénito de los Niifios de Teta” Tesis para el Doctorado en
Medicina, Santiago, 1go2.) I am able to add the following more
recent references:

Wright. “Three Cases of Congenital Stridor in Infants.”
Homeopathic Eye, Ear, Nose and Throat Journal, August, 1goz.

Martin. “Du Stridor larynge congenital des Nourrissons.”
These de Bordeaux, 19o2.

Devaux. Gaz. des Hopitaux, June 7, 19o2.

Bruder. Trans. Madrid Med. Congress, 1903.

Variot. Medicine Moderne, January 7, 1903.

Greene. Bost. Med. and Surg. Jour., June 11, 1903.

Herrman. Trans. Sec. Pediat., N. Y. Acad. Med.; N. Y. Med.
Rec.. October 18, 1902,

Northrop. Idem.
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Candidate’s Thesis.

OPERATIONS FOR THE RELIEF OF MALIGNANT
GROWTHS OF THE LARYNX, WITH REPORT
OF SEVEN CASES.

BY WILLIAM LINCOLN, M.D.

IN an examination of the literature relative to operations for
the relief of laryngeal cancer for the last ten years, one is strongly
impressed that from a condition of almost hopeless discourage-
ment in the early vears of the decade, writers upon this subject
have come gradually to assume a view much less gloomy and to
advocate, in many instances, measures, which only a few years
back their published opinion condemned as useless if not altogether
unjustifiable. The subject is certainly a most important one, and
has engaged the close attention and study of many of the minds
foremost in both general and special surgery.

In America, Cohen, Delavan, Mackenzie, Knight, Keen, Hart-
ley, Crile, Halstead.

In England, Butlin, Semon, Thompson, Harvey.

On the Continent, Sendziak, Gottstein, Forder]l, von Bergman.

This is but a partial list of general surgeons and laryngologists
who have aided materially in the last ten years by careful study
and reports and by improvement of method to bring about a more
satisfactory sentiment in regard to laryngeal cancer and its relief.

In the present paper no use whatever has been made of the
tables of cases reported in former studies of this interesting sub-
ject for the reason that, in 1900, it was clearly shown by Delavan,
that the statistics usually studied in this connection were, in a
great measure, unreliable as to the things which they attempt to
demonstrate as well as extremely misleading to any proper study
of the matter which has as its end in view the determination for
laryngologists of the questions: (1) What operation is advisable
in larvngeal cancer? (2) If operations involving a small area are
inadequate, whether extensive removals, viz.: laryngectomies.
should be early or indeed should ever be resorted to, and the

n
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same author strongly urged that the appropriate method by which
the subject should be studied was to collect a new set of statistics,
but that these should be gathered and recorded more carefully,
from surgery more carefully planned and executed. This sug-
gestion has seemed to the writer most important and timely and
he feels sure that it is only by following it out that we can expect’
to make progress in this difficult matter. Instead of trying then
to come to a conclusion as to these grave vital questions by a
comparison of percentages derived from these more or less
‘incomplete compilations of cases, which have been shown by Dela-
van’s paper to be in many instances, not only mere reduplications,
but which, it is firmly believed, contain, at best, only a proportion
of the cases operated upon, I have thought it would be more
certainly helpful to adopt this valuable suggestion and take a
much more limited number of cases occurring in the practice of
one operator, who, by particular study, by processes both of ac-
cretion and elimination, has done much to perfect in time and
technique one of the most difficult of surgical procedures. The
general tone of discouragement which is encountered in the dis-
cussion among laryngologists concerning operations for the relief
of laryngeal cancer, arises, I feel certain, in a large measure, from
the too steady contemplation of the published cases alluded to,
and it is the purpose here to show results of more carefully
planned and executed surgery, in which the results are, I think,
such as to afford a basis for a more encouraging outlook.

If such results can be obtained, we, as laryngologists, may be,
at least in many cases, somewhat relieved from the harrowing
experience unfortunately so familiar, of watching cases of laryn-
geal carcinoma from the first occasion, when the fatal diagnosis
has been made through the months and years of suffering till the
end has been brought about by a mercifully fatal pneumonia or
metastasis and with no resource but to attempt to palliate pain
or to weakly acquiesce in the delusion of the patient and his friends
with the many vaunted but alas perfectly worthless measures,
such as endolaryngeal operations, sub-mucous injections, X-ray
applications, electric cataphoresis and the like.

If the circumstances of the case admit, by which T mean early
clear diagnosis. circumscribed and favorably located growth, con-
finement to voice box, and non-involvement of lymphatics, in other
words if the growth is truly intrinsic, then the operation by laryn-
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go-fissure or thyrotomy should receive attention. While I have
no personal experience of this operation and its results, I feel
sure, from the work of others, notably that of Butlin and Semon,
that it is a procedure which has been proven to be most useful.

It appears to me that many of the unfavorable reports concern-
ing it have occurred from its having been undertaken in unsuit-
able cases in which the growth was wholly or in part extrinsic, or
when the patient had so little vitality left at the time of operation
that the outlook for'any surgical interference was very gloomy.
If thyrotomy is performed in suitable cases and conducted in the
manner elaborated by Butlin it will prove to be, I think, the
means of saving many cases of laryngeal cancer.

Butlin, in 1901, reported that in the many cases he had operated
by thyrotomy since 1896, there had been no deaths, and he states
it as his belief, based on the improvements in the technique of
the operation, and upon the fact that the operations are now, as
a rule, performed at a more favorable stage of the disease, that
“one hundred thyrotomies ought to be performed at the present
time for intrinsic laryngeal carcinoma with a mortality of three
or four, perhaps even less than this.”

When however we come to consider the graver question of in-
terference in cases where growths, by reason of their size or loca-
tion, or because of cervical glandular involvement, are not to be
removed by thyrotomy, and have therefore to choose between
partial or complete laryngectomy and entire inactivity, or worse
still to content ourselves with meddlesome local measures, there
has been, as I said above, brought to our notice an ill assorted
lot of statistics which are used as a means to quiet our own better
impulse to help, as well as to satisfy the patient’s mind as to the
necessary fatality and inevitable mutilation, with resulting help-
lessness, of any radical attempt to relieve him; and thus a fair
chance is in many cases allowed to pass by. I say a fair chance,
because I firmly believe that the operation of complete or partial
extirpation of the larynx if done at the proper time, and by the
proper surgeon, will yield much better results than have been
reported, or than we have heretofore experienced, and that the
mutilation and helplessness resulting from it have been greatly
exaggerated. I also believe the statements so emphatically made
by the patients I have observed, that they were much more com-
fortable, mentally and physically, after, than before laryngectomy
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was performed. « In saying this I do not wish to be understood
to in any way minimize the danger of the operation itself, nor to
blink the fact, that, in the great majority of such cases we have a
return of malignancy, either locally or metastatically, but I do
wish to say that in my opinion, even with these truths before
us, the operation and its results are greatly to be preferred
to what, in my own experience of unoperated cases, has inevitably
been a more or less prolonged period of the most frightful mental
and bodily anguish.

Of the seven cases I report here, four died from a return of the
trouble and one from septic pneumonia, but all of them firmly
stated that after laryngectomy they were much more comfortable
than before, even those who realized the certainty of the return
of the disease. All of them were advanced cases, in fact anly
one of them (Case VII) came for operation at a time favorable
to the chances for cure, so that I feel this fatality can hardly
be considered a reproach to the operation itself, but rather to a
so-called conservatism which delayed surgical interference until
it was a last resort and in fact was undertaken more to insure com-
fort, than in the hope of a cure.

When laryngeal carcinoma is compared in its clinical history
and in its pathological significance with malignant neoplasms
elsewhere in the body, one is forced to conclude that here we have
a field for surgery which should be of great promise, where the
strong cartilaginous barriers to the spread of the disease are aided
by the meagre distribution of lymph channels and nodes in not
only encapsulating, as it were, the growth for months and vears,
absolutely within the walls of the larynx, but also in preventing
the debility and cachexia so carly noted in cancers in other
parts. The problem and the danger then which confront the op-
erator is not so much that he has a really malignant growth to
contend with as it is to overcome the risks incident to the total
removal of an extremely sensitive organ from its setting in an
intricate network of tissues which have the most powerful
and complex associations with the vital parts of heart and brain.

This problem must be solved by the development of a greater
skill and rapidity in operating, in more exacting and perfected
technique on the part of the general surgeon while the laryngolo-
gist must see to it that the cases are put in the hands of the sur-
geon at the earliest possible moment. With this in mind and



58 The American Laryngological Association.

considering what comparatively good results are here shown I
would join in the suggestion which has already been made, that
in each community these unfortunate cases be transferred by
laryngologists to a general surgeon who has specially qualified
himself to operate upon them, and that this should be done early
enough to admit of more fortunate results than have been achieved
heretofore. The value of this is evidenced by the results ob-
tained by Hartley in a series of five cases reported a few months
ago.

1 do not doubt that in every considerable city, if we encourage
it, some one or two surgeons will be found to so study the subject,
to so perfect the technique of the operation, and to so train their
assistants that before long many of us will be able to report
brighter results in our cases of laryngeal cancers and will no
longer delay these results by either intralaryngeal meddling or
extralaryngeal methods of futility. The question of whether with
the larynx all the anterior cervical lymphatics should be removed
could best be determined by such qualified surgeons, working in
the manner above indicated. Certainly we know that lymphatic
transference of the growth does not take place through the body
of the laryngeal cartilages for they contain no lymph channels and
it is probable therefore that, in fortunate and early cases, in which
the clearly demonstrated malignancy is confined to parts with car-
tilaginous base, removal of lymphatic glands may with safety be
omitted. We can all appreciate the importance of shortening and
simplifying cases of laryngectomy when we realize that nearly
all the deaths shortly after operation occur from shock received
through the unavoidable trauma sustained by the larynx and by
the pneumogastrics in searching for proliferations of the growth
in the cervical lymph nodes.

As to certainty of early diagnosis in these cases, equally brilliant
laryngologists consider it both possible and impossible to diagnose
malignant from benign growths at an extremely early stage by
laryngoscopic inspection, and this lack of concurrence, I take it,
leaves the situation in a mixed state.

I can only say that those who are confident of this knowledge
of early and certain diagnosis without histological examination are
most fortunately situated for the relief of their patients inasmuch
as they can strongly urge them at a very early date to avail them-
selves of the less dangerous and more hopeful operation of thy-
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rotomy. To those who cannot feel so sure by examination with
the laryngoscope alone, the assistance afforded by the careful re-
moval of a section of growth including some of the sound tissue
and its thorough examination by a competent pathologist must
always be of the most vital importance, and, in cases where
for this purpose intralaryngeal operations are impossible, explora-
tory thyrotomy is in my opinion, not only justifiable, but is de-
manded.

Upon the question of the advisability of performing trache-
otomy preliminary to excision of the larynx, opinions of operators
differ. Keen, who has carefully elaborated a method of operat-
ing, rather discourages it, but otkers, including the operator in
the following cases, consider that in cases in which dyspnea is at all
marked a preliminary tracheotomy, after the method of Cohen,
results in a decided lessening in the danger of shock during the
laryngectomy, by shortening the time of operation, and what is
equally important much decreases the chances of subsequent pneu-
monia and has also an additional advantage in fixing the trachea,
and thereby preventing later retraction. In general the method
of operation as described in the cases here reported calls for
no special remark, and yet I feel that it is important to call
attention to a few of the points which are of particular value in
securing good results.

The most important point, i.c., of earliness and thoroughness of
operation I have already mentioned and now emphasize.

In what other surgical procedure of whatsoever hopelessness is
such delay allowed as is observed in these cases, even if the out-
come promises only a small chance for success or indeed merely
a short period of increased comfort?

Next in importance is, I think, the prevention of shock during
operation. Butlin considers as a frequent cause of death after
laryngectomy collapse and paralysis of the heart, and that we have
no means of guarding against it. In the cases I detail however
this complication was met very successfully by two methods,
namely, anesthesia of the nerves carrying inhibitory cardiac im-
pulses by preliminary applications of cocaine and hypodermic in-
jection of atropia and also by the maintenance of an equable and
full blood pressure by mechanical appliance. Rapidity and con-
venience of operation, a third and not less important requisite, has
been secured by perfection of operative technique.
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The question has often been debated whether laryngectomy
should be performed by laryngologists or by general surgeons.
For reasons which this paper, I hope, makes clear, my opinion is
decidedly that it should be undertaken by general surgeons,
but only by such general surgeons as have made special prepara-
tion. I feel however that the laryngologist’s influence and en-
couragement is much needed to form such talent.

To summarire the results of these cases but not to deduct per-
centages from them I will add, all were relieved from pain which
had been in nearly all of an extreme degree. Cough disappeared
in all of them.

Dyvsphagia was relieved in all except Case IV, in which it re-
turned in the last month of life, and in Case VI, in which it was
not relieved at all.

Dyspnea disappeared in all cases.

In most cases there was a gain in weight, and in all, by their
own statement, and to all appearances, greatly increased com-
fort and interest in living.

Two of the seven cases are still living, one six vears and one
four and a half months after operation.

In conclusion, I wish to state that I am much indebted to Dr.
Geo. W. Crile, who operated these cases, for permission to use
his notes.

Case I.—DMale, @t. 60. Has had occasional hoarseness for a
long period. Difficult breathing experienced for sometime finally
necessitated tracheotomy. A few weeks afterwards laryngectomy
performed. It was discovered that the disease had progressed
bevond the larynx. Operation—

After adjusting a breathing anesthetizing apparatus to the tra-
cheal opening, a horseshoe-shaped flap was made, the skin de-
flected, and caught upon this tube with the forceps. A straight in-
cision was then carried up to a point above the level of the hyoid
bone in the median line. The soft parts were separated from the
box of the larynx, and by adjusting the larynx from side to side, it
was freed from its muscular attachments. After the cricoid was
separated from its attachments, a special-shaped curved perioste-
otome was employed in separating the cricoid. After this was com-
pleted the trachea was cut across, and the free end carried forward
to prevent blood entering. The larvnx was then raised up and in
the further dissection, respirations suddenly ceased, the patient
becoming very cynotic. The pulse was slow and intermittent
and it seemed quite certain that death would quickly ensue.
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Respirations were finally resumed and the operation was com-
pleted. In the light of later experimental work, this was clearly
a case of reflex inhibition through the superior laryngeal nerves.

After History: The patient lived for 214 years in a condition of
greatly increased comfort and died of pneumonia, glandular
metastasis having appeared.

Case II.—Male, 32. Large tumor nearly filling the larynx.
Diagnosed carcinoma by inspection and by microscopic examina-
tion. Tracheotomy performed.

Two weeks later laryngectomy after method described in Case I.

Rapid recovery. Sat up on fourth day. Left hospital at end
of two weeks. The patient was relieved entirely from the ex-
treme pain radiating to his ears from which he had suffered for
over a vear before operation; wound healed rapidly. Patient lost
cough and fever, and in two months gained 38 pounds and re-
sumed work as blacksmith which was continued for several
months.

He was able to care for the tracheal tube himself and could
make himself easily understood by buccal speech.

After six months a large gland was removed from neck. Six
months later patient returned with an inoperable growth involving
anterior and lateral part of neck. Died sixteen months after op-
eration.

Case III.—Negative family history. Hoarseness began two
years ago. At that time had what appeared to be a papilloma of
left vocal cord; later growth appeared suspicious and piece was
excised and examined. Pathologist reported it to be carcinoma.
Laryngectomy performed. Beside the growth, which was found
to involve the base of the tongue and to extend below the cords,
there was saculation of pus about the upper rings of the trachea.
Recovery rapid. Sat up in bed afternoon of day of operation.
Out of bed in one week, very comfortable. Returned to his work
as a barber. Gained rapidly in weight and strength and has had
no recurrence in six years. He has, by training and use of his
buccal and pharyngeal muscles a very serviceable voice. No
tracheal tube is worn.

Case IV.—\lale, 63. Growth in larynx; section excised for mi-
croscopic examination. Report, carcinoma.

Preliminary tracheotomy. Laryngectomy bv same method as
other cases. Complete arrest of respiration occurred in spite of
precautions taken, due of course to mechanical irritation of the
superior laryngeal nerves. The anesthetist maintained artificial
breathing by blowing in the rubber tracheal tube a few minutes
while the removal of the larynx was completed. Application of
ice and heat alternately on the chest and abdomen also proved an
efficient respiratory stimulant. Recovered from operation very
well. Discharged from hospital in three weeks. Relieved entirely
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of pain and from the recurrent attacks of broncho-pneumonia.
Returned to work.

In ten months inoperable glandular cancer had developed. In
this case from return of the growth in situ, and consequent irri-
tation swallowing became so painful that the latter month of the
patient’s life was almost as wretched as before laryngectomy.

Case V.—Male, 56. Has had for some time past attacks of
dyspnea difficulty in swallowing, cough and hoarseness. Laryngo-
scopic examination shows intralaryngeal growth of malignant ap-
pearance occupying entire right side of larynx.

Potass iodid pushed to tolerance made no effect upon the
growth. Meanwhile microscopic examination pronounced growth
carcinoma. Dyspnea was now very marked and growth was
spreading rapidly. Tracheotomy performed.

Patient declined laryngectomy and returned home.

In two months, his suffering having become insupportable, he
returned for radical operation.

He had now a high constant fever harassing and almost in-
cessant cough. Bronchial rales on both sides and there was per-
foration into esophagus. Operation delayed one week, when total
laryngectomy was performed.

The result of this operation was only to relieve cough and at-
tacks of broncho-pneumonia. His dysphagia was not relieved.

Had a deeper dissection and more thorough operation been
made it is thought the patient would have been more benefitted.

Died 214 months after operation from recurrence in situ.

Case VI.—Mlale, 63. Family and personal history negative as
to present trouble, which began three vears ago in attacks of
hoarseness. These gradually increased in frequency and severity
and were accompanied by dyspnea and finally required trache-
otomy.

Laryngeal condition diagnosed carcinoma by laryngoscope and
microscopic examination. He wore at first a silver tracheal tube,
and later a flexible rubber tube until six months later when laryn-
gectomy was performed. An an inerval of three vears had
elapsed since the last case the operation in the present case and the
next merit a short description.

Horseshoe incision above opening of tracheal wound. Skin dis-
sected back, the muscles separated. On the right side a group
of enlarged glands were found beneath the sterno-mastoid muscle.
These were dissccted out, together with the internal jugular vein
which was ligated and severed. The superior nerve was exposed
cocainized and severed. The greater portion of the thyroid gland
was also dissected out and removed in the block dissection. The
whole mass was next cut below the hvoid bone and deflected down-
wards thereby exposing the pharynx and esophagus. These were
found infiltrated with the carcinomatous growth and consequently
were also dissected from the vertebral column and removed in the
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block dissection which extended to the fifth tracheal ring at which
point the trachea was severed. The esophagus to which a por-
tion of the pharyngeal wall was attached was sutured to the
integument to the left of the median line. The integument was
next loosened around the old tracheotomy wound and the stump
of the trachea having pulled through this opening was sutured
to the integument.

Recovered well from the operation and was discharged from
the hospital.

About one month ago the patient returned for a recurrence of
the carcinomatous growth in the operative wound, but was other-
wise in good condition. Removal of the recurrent growth. Dis-
charged from the hospital. He expressed himself as being very
greatly relieved. Can make his wants known and converse by
buccal speech. It is now 4} months after operation.

Patient has gained much in weight and is able to feed himself
through the open end of esophagus. Is quite vigorous and happy.
No tracheal tube worn. 8

Before operation this patient was in a most pitiable condition
of emaciation and suffering great pain.

Case VII.—Male, =t. 51. No family history of malignancy.
Eightcen months ago noticed slight hoarseness. Examined by two
laryngologists who recognized a small swelling or growth on
vocal cords but did not suspect malignancy. Local applications
and internal medication, including potass iodid, tried fruitlessly
for one year. Six weeks ago diagnosis of carcinoma was made
by inspection and by microscopic examination. Patient in very
good physical condition consents very willingly to laryngectomy.

No preliminary tracheotomy performed.

Operation: A median incision was made over the larynx and
the skin dissected back a short distance. A small gland which
felt hard was found lyving on the larynx. After a more thorough
examination a laryngectomy was deemed necessary. A lateral
incision was made at the top of the median incision which ex-
tended beneath the jaws for about 2% inches on each side. In-
feriorly a semi-circular incision extending from the middle of each
clavicle and with its convexity upwards also joined the median
incision. The skin flaps were dissected well back exposing the
whole anterior surface of the neck. The structures in the carotid
sheath were separated. All gland-bearing tissue was left attached
to the larynx. The superior laryngeal nerve was exposed, co-
cainized and cut, the trachca was isolated below and cut off at
the second rmg It was immediately deflected forwards, the mu-
cosa cocainized for a short distance and a rubber tube with a fun-
nel. attached inserted for the purpose of anesthetizing. The dis-
section was continued upwards and the entire larynx with the
attached tissues removed. A part of each lobe of the thyroid
gland was removed in the block dissection. The pharynx was
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closed with interrupted silk sutures. An incision was then made
in the inferior semi-circular flap and the end of the trachea inserted
therein and sutured to the integument with interrupted sutures.

Made good recovery from the immediate effects of the op-
eration and was sitting up. At the end of two weeks when his
recovery seemed  assured, he died in about 24 hours after first
symptom of inflammation of the vagi characterized by marked in-
hibition alternating with acceleration of the heart.

Paper.

NASAE" POLYPI:" A 'STUDY "OF “ONE HUNDRED
AND FORTY-SEVEN CASES.

BY J. PAYSON CLARK, M.D.

ALTHOUGH the existence of nasal polypi was recognized early
in the history of medicine, and although more has probably been
written about them than about any other affection of the nasal
chambers, our knowledge of them is still, in many respects, far
from satisfactory. What are the immediate causes of the growth
of nasal polypi?® What are the predisposing causes? Can
all cases be permanently cured, or only certain varieties?
Such are some of the questions which continue to puzzle many of
us, and to no one of which would any single answer be universally
acceptable or satisfactory. It was with the hope of eventually
being able to throw a little light on one or more of these unsettled
questions that I began, about seven years ago, to get as complete
a history and keep as perfect a record as possible of all the cases
of nasal polypi which came under my observation. This I kept up
with occasional interruptions but with more or less regularity
for several years, during which time I collected the records which
form the basis for this paper. In order to have the histories
as uniform as possible and not to omit any point that might be
of importance, I had cards printed, giving brief headings, indi-
cating the various questions to be asked and the symptoms and
appearances to be observed, leaving space for a description of the
treatment and subsequent history. Although I had taken, as I
thought, a good deal of pains in the preparation of these cards
I found, as time went on, that they might have been improved
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upon in a number of ways in their general arrangement and that I
had omitted some questions which might have been of value, such
as the question of previous injury to the nose and the condition of
the lower turbinates. As to the two items mentioned, records were
obtained in many of the cases but not as a routine. In presenting
the result of this clinical experience, I shall not advance any
new theories but simply add the support of such evidence as I
have been able to collect to statements already made by others or
show where this evidence does not support them.

The greatest hindrance which I experienced in making a study
of these cases and noting the result of treatment was the difficulty
of sufficiently impressing upon patients the importance of fol-
lowing up treatment and reporting as often as desired for observa-
tion. In spite of strict injunctions to the contrary, the majority
of patients in my experience, cease coming as soon as their nasal
respiration is free, and only appear when their noses are again oc-
cluded. Strange to say this statement seems to apply in a great
many cases to those who also have a purulent discharge from
some sinus as well as to those who have only vaso-motor symp-
toms. The nasal discharge is disregarded if the nose is clear.

Pathology.—This portion of the subject has been so thoroughly
presented by such able observers as Jonathan Wright, Hopmann,
Chiari, Hajek, Swain, John Mackenzie and others that I shall
pass it over with only a brief statement, which I believe nobody
will now dispute, namely, that true myxomatous tissue never oc-
curs in nasal polypi, which must, as a rule, be considered histo-’
logically as stretched and edematous mucous membrane. To quote
from Wright: “while the amount of fibrous tissue varies between
nsl and a condition which might well be given the name of fibroma,
the vast majority of polyps consist simply of the normal amount
of loose areolar tissue infiltrated and stretched with serous exu-
date.””* As to the site of these growths, Zuckerkandl's researches
have shown that the usual situation is in the region of the middle
turbinated bone, from some portion of the outer wall of the nose
concealed by the middle turbinate, but more commonly from the
turbinate itself, either from the lower border or from the outer
or (more rarely) the inner surface. In all of my cases, the
site of the polyps is recorded as being “on the middle turbinate,”
“under the middle turbinate,” “in the region of the middle turbin-
ate,” and in a few cases, “above the middle turbinate,” In several
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cases I have a note of polyps visible only in the posterior nares,
and having their origin distinctly above the middle turbinate. Of
146 cases 107 had polypi in both nostrils, nineteen in the left and
twenty in the right only. Seventeen cases in which the polypi
were in one nostril only, were seen last by me over five
years after they had been conscious of unilateral obstruction, and
in not one of them was there the slightest evidence of polypoid de-
generation of the mucous membrane in the other nostril. This
experience leads me to believe that it is not as rare an exception
as Bosworth states for these growths to remain unilateral.
Etiology.—As far as my records go, I can find no evidence of
any constitutional diatheses or impairment of the general health
standing in any causative relation to this affection; indeed the
large majority of my cases were in excellent health. Heredity ap-
pears to play no part in causation. In 102 cases only ten knew
of any relative who had polypi, one a mother (doubtful). three a
sister, three a brother, one a father and two a grandfather. These
cases are so few that one seems to be justified in considering them
simply coincidences. Of 146 cases seventy-six were males and
seventy females. These figures lend only a very slight support to
the statement, generally found in text-books, that these growths
are more common in males. More than half of the cases (78)
were between thirty and fifty years of age. There were twenty-
nine between twenty and thirty und the same number between
fifty and sixty. The extremes were one at thirteen and one at sev-
enty-eight. In thirty-seven cases there existed a deformity of
the septum, causing obstruction, more or less marked, of one
nostril. Twenty-one of these are recorded as deviation, eleven as
a ridge and five as ridge and deviation. Small spurs and ridges
and slight deviations were not considered. Bearing in mind the fre-
quency of the occurrence of septal deformity without nasal poly-
pi and vice versa, it seems very doubtful if the former ever stands
in any causative relation to the latter. I should rather be inclined
to the opinion (which, it seems to me, has some foundation in fact)
that any injury to the nose which might result in a deformed sep-
tum might also bring about a condition favorable to the growth
of polyps. This leads me to speak of the theory, expressed by
MacDonald, that polypi begin with a localized inflammation of
a mucous surface followed by the formation of edematous granu-
"lations, which later become covered with epithelium and form
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what we recognize as polypi. He states further that they may
also begin by the accumulation of small round cells in the muco-
periosteum which gradually project from the surface until covered
only by epithelium . It certainly seems most plausible to suppose
that some cases of nasal polypi have their origin in granulation
tissue. Such a theory would explain the fact just men-
tioned, which it seems to me has not been given the importance
it deserves, that some of these cases trace their origin very directly
to an injury to the nose. A neglected injury to the nose with
its attendant nasal obstruction, impairment of the circulation by
pressure, and irritating muco-purulent or purulent discharge from
the injured portion, might quite conceivably result in the forma-
tion of edematous granulations which would eventually develop
into full-fledged polyps. Bosworth says that a case has been re-
ported by Gerdy in which they occurred as a result of a fracture of
the vomer. Downie reports a case of large polyp in the left nostril
of a woman aged seventy-four v-hich she considered the result of a
blow on the head received in early life. Unfortunately, as I have
said, the question of injury as a routine one was omitted from my
records, nevertheless I find that five of my cases traced the begin-
ning of nasal obstruction to a blow on the nose. It seems to me
that injury to the nose may be a factor in causation oftener than
we have been accustomed to think and that it might be profitable
to question patients regularly on this point. This idea of the
causative influence of previous injury is especially interesting in
the light of the statements of Jonathan Wright regarding the
blood supply of the mucosa. Any injury to the canals in which
the arteries and veins lie would affect the veins more than the
arteries and cause that edematous condition of the mucosa which
may develop into polypi. .

Another predisposing cause of the growth of nasal polypi is
suppuration of one of the accessory sinuses. Again in this con-
dition we undoubtedly have a similar disturbance of the “bony
canals” of the blood supply. MacDonald says: “Generally speak-
ing when we have suppuration we find more or less development
of granulation tissue, which tissue may be ultimately indistinguish-
able, histologically, from ordinary large polypi.” While it is gen-
erallv accepted that nasal polyps by obstructing the nose may
lead to suppuration of one or more of the accessory sinuses, it is
also true that a discharge of pus from a sinus may cause a
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growth of polypi or “edematous granulations histologically in-
distinguishable,” which are not cured until suppuration ceases.
Of forty-nine of my cases in which the purulent discharge was
due to a sinus affection, in one the pus came apparently from the
antrum only, in eleven from the ethmoid only, in eleven from the
ethmoid and antrum and in twenty-six probably from the ethmoid.
In this last group the patients were not seen sufficiently often to
make an absolutely positive diagnosis. In those cases in which
the discharge was the principal symptom and in which obstruc-
tion to breathing was little if at all noticeable, it is probable that
the sinus trouble caused the polyps. I have records of several
cases which support this view. In these cases polvpoid tissue rap-
idly disappeared after getting rid of a purulent discharge, leaving
a healthy mucous membrane. But in those cases in which the
nasal obstruction was the principal symptom it was generally im-
possible to determine with any surety which was the underlying
condition. In some it was no doubt the ethmoiditis, in others it
was equally fair to assume that the ethmoid cells had become in-
fected as a result of the presence of the polypi. In seven of my
cases the polyps were bilateral while there was only a unilateral
purulent discharge. In these cases the most logical conclusion is
that the sinus disease resulted from infection of a nostril already
occluded by polypi.

As to the theory of some writers that all nasal polypi owe their
origin to ethmoid diseases, I will only say one word. As long as
many skilled and careful observers see cases in which, after the
most painstaking scrutiny, they can find no evidence of ethmoid
disease and as long as there are other conditions which can just as
reasonably be considered causes, it seems to me that the burden of
proof lies with those who hold this view to show that ethmoiditis
exists in these cases and to show us a satisfactory method of de-
termining its existence.

All but about a fifth of the cases gave a history of frequent head
colds. Some of these so-called colds were no doubt. only symp-
toms of existing polypi. That frequent colds are a factor in other
cases is quite probable. They indicate, among other things, an
abnormal sensitiveness of the Schneiderian membrane. This
membrane thus kept in a more or less congested condition with in-
creased serous transudation, one can readily see how the “water-~
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soaked” condition, spoken of by Bosworth, might be acquired.’
It is undoubtedly a fact that a profound local vaso-motor disturb-
ance is present in a great many cases and it is hard to conceive
that such a disturbance does not stand in a causative relation to
the polypi. Its existence is shown by the presence of sneezing and
a watery dscharge. Frequent sneezing and a watery discharge
were noted in about one-third of my cases, and asthma, which
also shows the constitutional tendency to vaso-motor instability
was present in one-sixth of the cases. In the few cases, fifteen in
number, in which the polyp is put down as single, the pedicle was
small and only a small area of the mucous membrane was affected.

Symptoms.—In a very large proportion of cases obstruction to
respiration is the first symptom which calls the patient’s attention
to his nose. Sneezing, as I have already said, was marked in
about a third of my cases. While often an early symptom it was
by no means always such, not appearing in some cases until con-
siderable obstruction existed. Of ninety-three cases questioned
as to the sense of smell, in thirty-nine it was lost, in four much
impaired and in twenty-seven impaired, leaving twenty-seven in
whom the sense of smell was presumably about normal. Un-
doubtedly if all these patients had been subjected to a practical
test it would have been found that the olfactory sense was lost
or impaired in a still larger proportion of cases. Two or three
of the patients in whom the polyps were unilateral stated that
the sense of smell was wanting on the affected side. In many cases
the smell does not return after the removal of the growths, due,
as Bosworth puts it, to “a certain disorganization which occurs in
the mucous membrane lining the olfactory region.” The character
of the discharge varies from watery to mucous, muco-purulent and
purulent. Of 134 cases in which the character of the discharge
was noted, in thirty-nine it was watery, in eighteen mucous, in
thirty-seven muco-purulent and in thirty-two purulent. In eight
cases the discharge, first noted as watery, became putulent later
owing to the starting up of an ethmoiditis.

Sequele.—Bronchitis was noted as present in twenty-one cases,
in all probability as a direct result of the obstruction to nasal
respiration. Asthma was associated with ten, asthma and bron-
chitis with fourteen and hay-fever with four cases, while there
were two cases of hay-fever with asthma and two doubtful cases
of hay-fever. T am inclined to think that it is extremely rare for
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a nasal polyp to take on a malignant character. No such case
has ever come under my observation.

Treatment.—The aim of any treatment must be the complete
removal of the polypi and the restoration of the mucous membrane
to a healthy condition so that there will be no <ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>