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C.S.F. Rhinorrhoea
The escape of cerebrospinal fluid (C.S.F.) through the nose
has been clearly recognized for centuries. Indeed, Galen
thought that the C.S.F. was formed by the brain, stored in
the ventricles, and normally excreted through the nose. Over
the years, as its mechanism has become understood, treatment
has become possible. It has also been realized that, whereas
C.S.F. rhinorrhoea usually follows known trauma, there are
many cases in which trauma plays no part. This latter group
has been given various names-spontaneous C.S.F. rhinor-
rhoea, primary C.S.F. rhinorrhoea, and idiopathic rhinorrhoea
-and the varied nomenclature has caused a certain amount
of confusion. Recently Ayub Ommaya and his colleagues
have attempted to clarify this problem.' 2 They divide C.S.F.
rhinorrhoea into traumatic (accidental or iatrogenic, acute or
delayed) and non-traumatic. In either type there must of
course be a communication between the subarachnoid space
and the nasal cavity, and this will usually be through the
cribriform plate of the anterior fossa, the ethmoids, or the
sphenoidal sinuses. Though most traumatic cases follow
fracture through the anterior fossa, the C.S.F. may track in
a devious course towards the nose from many other sites, so
that local injury is not invariable. Non-traumatic C.S.F.
rhinorrhoea is divided into one group in which it acts almost
as a safety valve in cases of high C. S.F. pressure due to
tumours or other causes of hydrocephalus, and another with
normal C.S.F. pressure in which some abnormal naso-
subarachnoid communication has developed. These commu-
nications may be due to congenital anomalies in the region
of the cribriform plate, very occasionally to erosion of this
area from osteomyelitis, or to what Ommaya and others call
"focal atrophy." They introduce this concept to explain
those cases which develop in later life and in which no
neoplastic or traumatic process is ever found to be the cause
of the condition. And they suggest that the normal structures
overlying the area of the cribriform plate or the sella turcica
are reduced in bulk, perhaps owing to ischaemic changes, with
the result that arachnoid pouches may take their place which,
by constant pulsation, produce erosion of the fragile bone
there.

Non-traumatic differs from traumatic C.S.F. rhinorrhoea
in several ways. It is much rarer, it is insidious rather than
abrupt in onset, and it may last for years, whereas in 50% of
traumatic cases the rhinorrhoea ceases within a week and in a
very high proportion within six months. The flow is more
profuse in the non-traumatic type, the side affected is
not constant, aeroceles rarely develop intracranially, and
anosmia, present in 78% of traumatic cases, is rare. Head-
ache is a common accompaniment of the non-traumatic form,
and, whereas traumatic rhinorrhoea bears no relationship to
age or sex, the non-traumatic variety affects adults mainly
over 30 and females twice as often as males. Meningitis, the
main danger in traumatic cases, is rare.
The diagnosis is suspected clinically when non-viscous,

watery fluid runs freely from the nose, particularly when the
patient bends forwards, and it is confirmed if this fluid can
be shown to be C.S.F. This is most usually attempted by
chemical analysis, but it is not an entirely reliable method,
and the most certain technique is to introduce dyes or radio-
active tracers into the C.S.F. pathways and show that these
can be recovered from the nasal fluid. There is no doubt that

such fistulae may close spontaneously, but the only certain
way of correcting a distressing and potentially dangerous
situation is to close the communication surgically. The exact
identification and localization of the lesion which is necessary,
for this operation can present difficulties. Tomography of
the area may show the bony defect. Other radiographic
procedures, including the introduction of opaque material into
the subarachnoid space and allowing it to track through the
fistulae, have been of considerable value and have often shown
how indirect and complex these communications may be.
More recently, isotope cisternography has become an
additional method of investigation. A radioactive material
is introduced into the lumbar theca or ventricles and is
followed by scanning of the skull in the lateral projection,
when a tongue of radioactivity may be seen outlining the flow
of C.S.F. through a fistula. Once the defect is identified
accurately it can be exposed and closed by the use of various
materials, such as the patient's own fascia, muscle, or even
strips of Gelfoam. If the intracranial pressure is high the
cause must be established and corrected before this safety
valve is closed. Like headache or double vision, C.S.F.
rhinorrhoea is a symptom, not a disease, and it is one which
demands precise explanation before the correct approach to
its treatment can be decided. Modern methods of investiga-
tion have gone a long way towards making this possible.
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Infection in Hospital
The Northern Ireland Hospitals Authority has issued a series
of instructions on infection in hospital.' It deals first with
the medical examination, immunization, and subsequent
supervision of different grades of hospital staff, and then at
much greater length with the, ".disposal" of individual
infectious diseases, of which 53 are considered, varying from
infectious fevers to such conditions as malaria and actino-
mycosis which are not ordinarily communicable to other
people. Whether the infection demands transference to an
infectious diseases hospital is always considered, and the
necessary precautions by way of disinfection and the sur-
veillance of contacts are defined. The control of hospital
sepsis is discussed in only six pages, and a series of appendices
cover among other things methods of disinfection (a brief
discussion of principles only), policies for the use of anti-
septics and antibiotics, and the avoidance of risks in the
laboratory and post-mortem room.

There are other and fuller sources of information on most
of these matters, but perhaps it is thought that to assemble
concise instructions on all of them in one publication may be
helpful. It may also well be thought that the considered
opinions of local experts will carry more %weight than pro-
nouncements by central authorities or in books, otherwise the
undertaking of such an enterprise on a regional basis would
seem wasteful. The authors invite criticism, and they' do
indeed discuss some matters of general interest on which
different opinions are tenable. The immunization of staff is
one of these, and it is surprising that smallpox vaccination is
not made obligatory, even for the staff of infectious diseases

Gibson, G. L., et al., Infection in Hospftal-A Code of Practice, 1968.
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