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are present at the same time. As regards the situation
occupied by these lesions, I may say that those which I
saw (three cases) were located
on the posterior wall of the
trachea. They vary in size
and to such a degree that in
some cases they may produce
no symptoms at all, while in
others they may g
the symptoms of
stenosis. the
e the lesions may, as in the
i of the gu ata, be mul-
tiple, but usually they are
single and very extensive, as
seen in the accompanying fig-
ure (Fig. 3150). Cicatrization
» apt to be extensive, the
:.lﬂL ted areas as nmmg a great
variety of shs
The symptoms clep(ud upon
the nature and extent of the
lesions present. In some cases
they may be insignificant, but
in others they are alarming,
especially when steno
The ognosis of ’pllllh in
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able than when the dis
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also taken Nar(' into the mec
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When stencsis exists as the
result of cicatrization the out-
Fig. 315 rphilitic Cica- look is very grave.
trices of the Larynx and e freatment resolves itself
Trachea. (Orth Patho- . iz . : = -
1 he Anatomie.” into that of syphilis in general.
LO( ;l] treatment cannot be car-
ried out with any degree of certainty. The surg cal
treatment of stenosis of the trachea is dealt with in the
article on that subject.

CONGENITAL SYPHILIS OF THE LARYNX, TRACHEA, AND
BroxCHI.

Congenital syphilis of these regions has long been rec-
Of"uucd but in an indifferent way, and it remained for
Jnhn N. Mackenzie to draw the attention of the profes-
sion to its more frequent occurrence than was generally
arlmlttcd by a most scholarly alnde w ]11( h appes ared in

jcan Journal of the Mediecal X S And,
as the writer has seen only seven cases within his own
experience, be has largely drawn upon Mac kenzie’s pa-
per for the full and el aborate information there given of
tth interesting subject.

“Laryngeal affections in c‘ougemmi syphilis are the
most common and characteristic of its pathological phe-
nomena, and invasion of the larynx may be looked for
with the same confidence m the con tremtd} as in the ac-
quired form of the disea

The larynx may beinvelved at any age, but the disease

more Cmanhlv shows 1t-L1f within the first six months
after birth. In the writer’s cases the ages were as follows:
Two within the first year, three between the ages of four
and five years, and two between the ages of six and ten
years. As to it is more frequently met with in the
female—in thc proportion of three to two (Mackenzie).
In the write 3 four were females and three males.
In conge mml p of the larynx three distinct forms
are to be met with: In the first. the ons involve the
mucous membrane and the submucosa; in the second,
the lesions involve the deeper structures, and are charac-
terized by extensive uleeration mpnllv involving the
car tll(wmnu‘: framework of the larynx; in the third form,
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there is a deposit of dense, fibrous tissue leading subse-
quently to contraction and steno s

Symptoms.—In the early ms ﬂHIL‘-;I’.II'IUI]‘- of the disease
the subjective symptoms are those of an intense laryy
tis, the voice being quite hoarse, and in two of the writ-
er’'s ¢ seen in infancy, nothing more than a very
marked h\lwl »mia of all the laryngeal structures was
observed, the examination b carried out under -
eral anmsthetic. The coexistence of cutaneous syphilis
is of frequent occurrence. In the secondary stage the
presence of extensive ule on involving the epiglottis
and laryngeal structures leads to the cry of the child
being extremely hoarse and more deeply pitched than in
the early stages. The cough is harsh and paro: :
leading frequently to an attack of vomiting, and
tition is often difficult. In the third variety the voice
almost aphonic, and, in consequence of the lumen of the
larynx and trachea being considerably reduced, there is
marked respiratory difficulty. amounting in some cases to
orthopneea, anosis, and convulsions. The degree to
which stenosis of the irachea may reach in this form is
well shown in the accompanying figure taken from a
specimen in the Museum of the Medical Faculty of Mc-
Gill University (Fig. 3152).

Diagnosis.—In the early forms of the disease it may be
mistaken for simple laryngitis, but often there are other
symptoms of the inherited form to be seen in the skin
and mucous membrane » mouth and throat. In the
more advanced form the evidence of the disease may be
found in the state of the teeth, the condition of the eyes,
and the presence of cicatrices about the angles of the
mouth.

Prognosi. rogno of congenital syphilis of
these regions is always ave, but 1 » in the earlier

if the affection be recognized and treated,

able results may be looked for. In the later forms

of the disease, however, even when its true nature is

recognized, the treatment seems to produce 35 effect
than it does in the dCLlll‘!E‘f‘ form.

Treatment.—The best method of treating these forms
of infantile syphilis is by the use of the mercurial oint-
ment. A small quantity of this may be applied on the
walls of the abdomen, and a small flannel binder also
containing a small quantity of the ointment may be ap-
plied about the body. One must be careful in 1
mercurial ointments on the skin of very voung infar
as, owing to its being particularly sensitive, the applic
tion may do harm. ‘Calomel, gr. &, three times a day

FIG. 31-3;_’ ongenital Syphilis of e achea, showi ¥ marked
= )

several weeks: pulv. hydrargyri cum creta, gr. 13
may also be given. General tonic treatment should fol-
low a course of mercury. Herbert Stanley Birkett.
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LARYNX, DISEASES OF : TUBERCULOSIS.—DEFI-
TION. —Tuberculosis of the larynx is a disease charac-
1 by an infiltration, into the mucous membrane of

e larynx, of new ].y formed cells among which are to
be found tubercle bacilli, and frequently by the break-
ing down of the tubercle and the formation of ulcers
The disease may involve the perichondrium and r.‘n‘n-
la; 1u-uiimtr in caries and necrosis of these structures.

*__Ulcerations on the larynx were first defi-
nitely described by Morgagni®' and subsequently re-
searches were made by P Sauvé nd other: The
close relation, however, existing between larynge: L\ud
pulmonary phthisis wasnot clearly establ shed until 1823
when Lou made public his famous contribution.
this treatise Louis laid special emphasis on the point that
“nlcerations of the larynx, and especially those of the
trachea and epiglottis, must be considered as lesions of

? The acceptance of so broad a statement as
ssarily led to many errors of diagnosis and much
confusion, which, however, were cleared up by the pub-
lication, two years later, of the results of the investigations
of Trousseau and Belloc,® who showed the existence of
e kinds of ulcerations in the larynx,
sed by syphilis, tuberculosis, and can s 3

With the settlement of the clinical status of larynge
phthisis as an ulcerative process belonging to the tuber-
culous dyscrasia, and entirely distinct from syphilis and
other diseases, there sprang up a new topic for dispute,
viz., as to the tuberculous or non-tuberculous character
of the disease. Louis4 denied the existence of tubercle
in the affection, taking the ground that the ulcerations
in the larynx were due to the corroding action of the dis-

from the dise d lung passing over its surface.

.an and Belloc,® on the other hand, believed that

re depc of true tubercle in the laryn 1

membrane which gave rise directly te the uleerative proc-

ess, although they acknowledged that their researches
had failed to discover them.

The teaching of Louis as to the non-tuberculous char-
acter of the dis was followed by that of Andral®
Cruveilhier,” Rhule,%and others. The tuberculous
acter of the disease was asserted by Barth ® and Lhéritier,'®
in France, and by Rokitansky,'! Gi‘lusbtrg.“-‘ Tobold, !
and Virchow in Germany. The latter, in giving the
weight of his great name in favor of the tuberculous
theory, recommends the larynx for the study of those
who *wish to know the true tubercle,” and in a later
contribution !* writes: “I am absolutely convinced Ih 1t
laryngeal phthisisis due to tuberculization of thelarynx.

The later and very painstaking investigations of Hein-
za,'® supplemented by those of Epping r.* have been so
thorough and so exhaustive that they have received very
general acceptance as settling this vexed question in fa-
vor of the view which traces the origin of the disease to
a direct d{_]nu-—xt of true tubercle.

We thus reach the conclusion that laryngeal and pul-
monary phthisis are one and the same disease, and yet the
tuberculous process shows marked differencesin its mani-
festations and development in the two regions. This
difficulty, however, has been very ingeniously overcome
by Virchov who explains that a superfic al deposit of
miliary tubercle in a membrane exposed to injury is very
liable to break down early and to change into an ulcer-
ative proc before the miore advanced or caseous
changes have had time to set in.

ETroLocY.—Laryngeal tuberculosis is usually second-
ary to pulmonary tuberculos The disease is more
common in males than in females, the proportion being
about 8 to 1. The following table taken from Lake,'
shows clearly the influence of age as an etiological fac-

histc 1 account is taken unchanged from the article on
of the Larynx ™ in the first edition of this HANDBOOK.

Age. Mackenzie. Lake. Total.

1 to 10 years. - 1
11to20 * i 34
21to 30 ** : . m;
31 to 40 **

41 to 50 5
51 and upward

It will be seen that while a few cases occur under ten

f age, and a somewhat greater number between

ihe eleventh and twentieth years, most oecur between

the ages of twenty-one and thirty; that in the period

from thirty-one to Torty the disease is very frequent and

gradually “diminishes in the next decade; while a few
-ases are seen beyond fifty.

Occupation has a marked influence upon the produc-
tion of laryngeal tuberculosis. Those whose daily work
brings them in contact with a considerable amount of
dust which has to be inhaled—such as bakers, stone-cut-
ters, and the like—are very prone to both pulmonary
and laryngeal tul The sedentary occupations
also seem to prec to involvement of the larynx.
As a predisposing factor may be mentioned the fact that
any chronic inflammation of the larynx, such as that
which frequently accompanies chronic hypertrophic rhi-
nitis or pharyngitis, is far more apt to result in the larynx
becoming affected with tuberculosis in those individuals
who already have the pulmonary form of this disease
than in those whose lungs are healthy. It is probable
that the cause of theinvolvement in these cases is a direct
infection of the laryngeal mucous membrane by the spu-
tum laden with tubercle bacilli which is brought up dur-
ing the course of pulmonary tuberculosi The thick
] s in the mucous membrane often seen in chronic lar V-

i between the arytenoids and on the posterior w all of
rho larynx below the arytenoids, are favorable spots for
the retention of tuberculous sputum. Maceration and
softening of the epithelium and superficial ulcers result-
ing from such maceration are highly probable sources of
infection. Any acute inflammation of the larynx occur-
ring in a person having pulmonary tuberculosis is liable
to result in superficial erosion of the epithelium, therebj;

affording a point of ingress for the tubercle bacilli. The
ulcerations occurring in the course of philis of the
larynx in a person afflicted with pulmonary tuberculosis
are peculiarly liable to infection with the tubercle bacilli;

in which case the so-called mixed infection will oceur in
the larynx.

Statistics vary considerably as to the frequency with
which pn]mmmﬂ' tuberculosi complicated with laryn-
geal tuberculosis. Most statisticsare the result of obser-
vations made in dead-houses and come from the general
hospitals in the larger cities of Germany where autopsies
are made upon 11e‘u]_\ all persons dying in these institu-
tions. Thus Schroetter, in Vienna, found the larynx in-
volved in only six per cent. of the cases, while Heinze, of
Leipsic, found laryngeal involvement in fifty-one per
cent. of the cases of pulmonary tuberculosis. Lake™
claims that fifty per cent. of all ca of pulmonary tu-
berculosis have tuberculous involvement of the larynx.
This percentage is somewhat higher than laryngologi
zenerally are willing to admit, the greater number be-
Lieving that the larynx is involved in only about cne-
third of the cases of pulmonary tuberculosis.

Much dis on lms been going on as to whether the
larynx is or is not the seatof a primary tuberculous lesion.
1t has not mrmr;urnrl\ happened to me that the fir i
dence of the existence of tuberculosis in a patient ]m\
been discover by my examination of the laryrx and the

finding ¢f typical tuberculous laryngitis. 3
*t n«uall\ happens that the contemporaneous examination
of the chest reveals pulmonary tuberculc In a few
cases, however, it has not been possible to detect evi-
dence of pulmonary d se for a period of several weeks
following the diagnosis of laryngeal tuberculosis. This
must not be taken a furnishing positive evidence that the
larynx was the primary site of the infection, for we well
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know that it is often impossible for any physical exam-
ination of the chest to reveal the very earliest changes
that oceur in- pulmonary tuberculo Then, again, the
changes in breathing and the breath sounds due to the
laryngeal inveolvement often mask the early physical
S s of the pulmonary condition, which probably would
have been noted had they not been changed as a result of
the laryngeal involvement. However, a few ¢
undoubted primary tuberculosis of the larynx have been
reported. Thus, Fraenkel '® reports a cas )
tuberculosis with ulceration and tubercle bacilli in
sputumin which the autopsy revealed tuberculousulcera-
tions on the arytenoids and vocal cords of the la
did not show any evidence of
i0,*® Avelus,?! Germain B2
Schmidt, Rualt,
undoubted primar; 3
I think, however, that
i 1 making a diagnosis of primary laryngeal tuber-
—and remains for some little time
1 an entire absence of evidence
other portion of the bedy.
gain entrance to, or infeect, tke
ane in- one: of three ways.
Through the lymphaties, and this probably the mo
common way and accounts for the greater fr
upon: the side of the larynx c
involved. 2. By deposit of the tubercle:b:
in the submucosa of the larynx a result of th
ence in the blood ream, originating: probably i
e _of the bloeod thro the lungs. 3. Inf
through slight ab ons:of the mucous membrane, more
frequently, of ¢ , from the tubercle-laden sputum,
in the ulcerative sts of pulmonary tuberculosis, and
ionally from, inhalation of dust contaminated with
tubercle bacilli and, the deposit of these on the laryn-
geal mucous membrane.
~ Partnoroey.—The pathological changes oceurring i
IF: < may conveniently be divided into four he
: 2 Hypersemia; 3. Infiltration; 4. Ulceratic
any c 3. the first chang
be notic i 1€ M ane of the larynx
intense ventricular bar
rlott s, epi and as mucl
:ous memb 3. may be- vis
be extremely j , almost bloodle ot unco
mon to find. over one or the other vocal cord, espec
near the v 1 process of the cord, a few dila
ries, the area adjoining them standing out guite
contrast to the rest of the mucous membrane. S
lateral, localized engorgement of the blood-v
pale muc membrane in-a person who has
tuberculosis is almost pathognoemonic of a:l
berculous laryngi "The p )
ondary ansemia; for a quite similar pallor frequently
found. in the mucous membrane of the soft palate and
posterior pharyngeal walls.
2. Hyperemia.—In a few ca an: intense hypersemia
of the entire laryngeal mmucous membrane has been ob-
asantedating the appearance of tubercle. Insuch
ases which have come under my own observation the
hyperszemia has resisted all methods of treatment which
have been employved, and, when round-cell infiltration has
later taken place ition: has followed very quickly,
and the courseof the disease, both pulmonary and laryn
geal, has been one of extreme rapidity.
3. Infiltration.—The tound-cell infiltration, with the
formation of giant cells in the infiltrated area, is the com-
monest form of pathological change met with.. The por-
tions of the larynx involved are the posterior commissure
of the larynx between thearytenoids, the voeal cords, the
aryepiglottic folds, the ventricular banc and the epi-
glott In the pesterior commissure the infiliration pro-
duce corrugated. appearance of the membrane, and
oftentimes. the t 1s-so heaped up as to present the
appearance of a tumor which may b ufticiently large
to hide entirely any view of the sterior. portion of the
vocal cords. The tumor may be of such size as to en-

after the diz
of tubercul
Tubercle
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418

croach: markedly upon the lumen of the larynx and be a
prominent factor in the dyspncea. from which the patient
suffers. The mass is usually pale and:somewhat irregu-
lar in outline.

Infiltration of the vocal cords may take place any where
throughout their extent and may be unilateral or bilat-
eral. The: affected cord is us 1ally deformed, the even
contour of the inner berder being replaced by a wavy
outline. The infiltrated area in the acute form pears
quite red, wlereas in the more chronie forms it is pale
color.

The infiltration in the aryepiglottic folds is quite char-
acteristic, and from it alone in many cases a diagnosis of
laryngeal tuberc sis can be made: Both aryepiglot-
tic folds are more frequently involved, although one may
be involved to a greater extent than the other. The
swelling: has the wracteristic pear shape, tlie base
the swellings being situated over the arytenoids and the

rlottis.
in the st
a peculi:
ity of ca
one finds this swelling of a bright-red
met with in acute inflammation orin syphilitic involve-
ment of the larynx. Inafew cases small yellowish nod-
ules  can be seen studding the infiltrated arve These
are either the result of an accumulation of retained s
tion' in the mucot 1ds- found in-this r n; or els
tliey are due to the pr 1ce of small'miliary tubercles.

Infiltration into the ventricular bands may be accom-
panied by the same rt of pallor which is found in the
2 iglottic folds, or if ulceration issoon to make its ap-

; the mucous membrane may be quite red. The
ventri ar bands are offen so swollen as to hide any
view of one, or, if bilateral, of both voeal cords. When
the mucous membrane of the ventricular
larynx is involved, the swelling accompanying

ion may be so marked as to se the appe
apse of the tricle with the appearance of two ven-
pearance of the epiglottis in the stage of infil-
on is also quite characteristic. The sv ng that
urs upon the free ms n of the e i v it,
when viewed in the mirror, that peculiar 1 aspect
known as the turban-shaped epiglottis. When the infil-
tration i at, it is'often impossible, on acco
inability to draw the epiglottis forward, to
] except perhaps n of
in the case of infiltration of
grayish-white nodules may
be seen studding the infiltrated area, and these
are either ol gland ducts or miliary tubercles.
Uleceration.—Ulceration is usually sooner or later
i arly all cases of laryngeal tuberculosis. It is
nally that one finds, in the tumor-like infiltra-
ceurs: in: the interarytenoid commissure in
s of pulmonary and laryng tubei
t ulceration does not oecur. The ulcers may, there
re, be found in any the above regions in whic
described infiltration. The u ative proc
apt to-occur at more-than one-part of the infi
may nt the appearance of several
1all superfic ulcers which' rapidly break down and
alesce, thus producing one larg T, the i [
which is very apt to be irregular; 1 e the *
bled” appearance that is frequently descr
teristic of these ulcers. Tley are usually superficial a
covered with g ish-white exudate > scrapi from
whieh tubercle 's be found. Very
rarely these ulcers undergo healing with loss of more or
tissue from the part they involved. Thus we have
n the greater portion of one vocal cord destroyed by
pro ; the erico-arytenoid articulation
stroyed; and' the arytenoids are often lost,
ind consequent fixation of the voeal cords.
eater part of the epiglottis may be destroyed by
ative process, which may later be arrested, leav-
astump of the epiglottis remaining. When the

REFERENCE HANDBOOK OF THE MEDICAL SCIENCES.

Larynx,
Larynx,

ulcerative processes—as they occasionally do—involve
the perichondrium of the ericoid and thyroid cartilages.
necrosis of these cartilages results and abscessin the neck
may occur, with the formation of fistulse leadine to the
larynx. =
Symproms.—The first symptom that is usually present
in connection with laryngeal tuberculosis is hoarseness.
Although the hoarseness may be the result of an acute
laryngitis that is not tuberculous, yet in every patient
with pulmonary tuberculosis, as soon as hoarseness mani
fests itself, a careful examination of the larynx should be
made to determine its cause. The individual may speak
<learly for a little while and suddenly become hoarse. and
then, after he has uttered two or three words, and has
perhaps cleared his throat, the voice may again become
perfectly clear. When there is considerable infiltration
of the tissue the voice may become aphonic or whispering.
The changes in the voice may be due to one or more of
the following conditions: 1. Mechanical interference with
the action of the vocal cords,. as when there is marked
infiltration of the interarytenoid commissure and also
when there is cedema of the aryepiglottic folds. 2. In-
filtration of the vocal cords, causing unevenness in their
contour and thereby interfering with their proper approx
imation during vocalization. 3. Thick, tenacious muco-
pus brought up from the lungs or derived from the laryn-
geal ulcers may be temporarily deposited upon the cords,
thus interfering with their action; but when the throat
is cleared, the removal of these permits of proper vocal-
ization. The sudden alteration in the pitch of the veice
that is so frequently noted in patients with tuberculous

the blast of expired air is insufficient to cause the vocal
cords to vibrate properly, and the voice, as a result, is
weak and aphonie.

If the epiglottis or the aryepiglottic folds are involved,
a feeling as if there were a lump in the throat, accom-
panied with difficulty in swallowing, is frequently com-
plained of by the patients. When the disease process is
limited to the interior of the larynx dysphagia is seldom
complained of. When ulcerations appear—especially
when the epiglottis or aryepiglottic folds are involved—
dysphagia and odynophagia are very marked, so much
so that it is only with difficulty that the patients can be
coaxed to take any nourishment. Reflex pain radi: ting
to the ear, root of the tongue, and sides of the pharynx
offen distresses the patient very markedly.

Other symptoms of which the patients are apt to com-
plain, such as cough, fever, emaciation, night sweats,
and profuse expectoration, are th which are found in
all cases of puimonary tuberculosis: they may sometimes
be intensified by the laryngeal condition, but are not
peculiar to it.

DriacNosis.—The diagnosis of laryngeal tuberculosis is
usually readily made. Examination of the larynx and
the finding of such conditions as have been described un-
der the heading of pathology, usually suffice to make one
positive of the existence of this condition. The four dis-
eases of the larynx which are accompanied by infiltration
and ulceration are tuberculosis, syphilis, carcinoma, and
lupus. The following table, modified from that arranged
by Dr. J. 8. Gibb, shows the main differential points be-
tween these:

Tuberculosis. Syphilis.

Carcinoma. | Lupus.

Pain severe on deglutition . ... | Pain usually slight .

Favorite site in the interarytenoid| Attacks any portion of the larynx..

space, and base of arytenoid car-
tilages.

Ulcerates slowly Ulcerates rapidly

Usually first appears as small spe Is rarely seen in stage of indura-
tion, the frst evidence being a

or nodules which are rapidly fo)
lowed by great cedema. clear-cut, deep ulcer.
Great cedema of arytenoids

usually very little cedema.

Ulcers extend laterally but not| Ulcers extend deeply, often involv-

deeply. ing cartilage.

Surface of ulcer covered with thick| Surface of uleer covered with muco-
muco-purulent secretion and ag-| purulent secretion and necrosed

glutinated mucus. | _tissue.
Mucous membrane usually pale....|

Laryngeal stenosis rarely occurs . ..| Laryngeal stenosis uncommon un-
| til cicatrization oceurs.
Health impaired previous to laryn-| General health unimpaired....
geal involvinent.

Previous or coincident pulmonary| Frequently evidence of syphilitic

trouble eommon. | disease in other tissues.

Iodides have no influence ........ | Readily improves under iodides . .
|

Some induration around uleer, but

|
Pain constant, lancinating

| No pain.

Attacks any portion of the larynx..| Attacks epiglottis.

membrane hypersemic, |

Ulcerates more slowly than syphilis.| Ulcerates very slowly.
First appearance is that of a new| Nodular mass.
growth occupying laryngeal cav-
ity ; no clear-cut ulecer.
The growth fills or encroaches upon| Little or no cedema.
the Jaryngeal cavity.
Growth extendsin all directions, in-| Very slow in progress.
volving all tissue in its course. rarely observed.
Surface of growth covered with Little or no discharge.
discharge.

Mucous membrane hypersemic Mucous membrane injected.

Laryngeal stenosis common .. Slight stenosis.

Early in disease no impairment of| Very little impairment of general
general health. Later, marked| health.
cachexia.

In primary laryngeal carcinoma no| Frequently nasal, pharyngeal,
other evidences until later in the| and cutaneous manifestations.
disease.

Iodides may at first have slight in-| Iodides have no infiuence.

e, later none, on the course
of the disease.

laryngitis, is most probably caused by the presence of
mucus on the vocal cords. 4. The muscles of the larynx
may be involved so that they are interfered with in con-
tracting, and thus the proper approximation of the cords
is prevented. 5. The recurrent laryngeal nerve on one
or the other side may become implicated in the tubercu-
lous process in the thorax and thus produce loss of inner-
vation of the laryngeal muscles; paresis and then paral-
ysis occur, interfering with the proper approximation
of the vocal cords. When the right vocal cord is para-
lyzed it becomes so, most commonly, as the result of a
pleurisy at the apex of the right lung, in which the right
recurrent laryngeal nerve becomes embedded in the pleu-
ritic exudate. Paralysis of the left vocal cord is more
commonly due to intrathoracic pressure of the enlar

bronchial glands which are found at the root of the lung,
upon this nerve as it winds around the aorta. 6. In ad-
vanced lesions of the lungs the volume of air contained
in the thorax may be so much less than normal that, with
the weakened condition of the muscular system generally,
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Injection of a small amount of tuberculin, 1 to 5 mgm.,
hypodermically, is advocated by Dr. Trudeau as a means
of differentiating laryngeal tuberculosis from other laryn-
geal infiltrations in cases in which a positive diagnosis
cannot be made, especially when pulmonary tuberculosis
cannot be certainly demonstrated. The patient’s tem-
perature should be taken every four hours for three days
previous to the administration of the tuberculin, and
again taken at the same intervals after the injection. A
rise of temperature of two or three degrees indicates
tuberculosis, and it will be noticed that the infiltrated
area in the larynx will become hypersemic and somewhat
increased in extent if it is tuberculous.

Proexosis.—The progno in laryngeal tuberculosis
depends on three things: (1) The character of the tuber-
culous process existing in the lungs; (2) the form in
which the tuberculous involvement of the larynx mani-
fests itself; and (2) whether the patient can put himself
in the best hygienic surroundings and under the best
and most skilful treatment. '
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