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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.

QOmmaya, A. K., Neurology (Minneap.), 1964, 14, 106.
2 Ommaya, A. K., di Chiro, G., Baldwin, M., and Pennybacker, J. B.,

7. Neurol. Neurosurg. Psychiat., 1968, 31, 214.

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.
Northern Ireland Hospitals Authority.
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hospitals. It is only " strongly advocated," and anyone
declining it has only to sign a " refusal certificate." Surely
enough unvaccinated nurses and doctors have died of smallpox
in Britain even in recent years to give everyone the courage
to insist on this precaution. For nurses generally immuniza-
tion against tetanus is strongly advocated, but against
diphtheria it is only " offered." So far as her calling as a
nurse is concerned, which involves no risk of tetanus, the
grading of these two methods might well be exchanged.
The instructions for dealing with cases of various infectious

diseases are clear, helpful, and orthodox, but a terminal list
of infections for which " no action is required" contains a
surprising item on glandular fever, and in connexion with
brucellosis and particularly leptospirosis, also in this list, it
should be recognized that the urine may contain the causative
organism. The instructions for the use of " antiseptics "
that is, chemical disinfectants-go far towards a very neces-
sary simplification of practice, though maqy of the varied
uses to which these solutions are put go unmentioned. The
brief general account of antibiotics and their uses is up to date
but rather elementary and exaggerates the difficulty of giving
large doses of methicillin. In any further edition more
attention might with advantage be devoted to the prevention
of hospital-acquired non-specific infection. Much has been
learned in recent years about dangers from contaminated
solutions of various kinds and from complicated apparatus
which is difficult to sterilize. The often serious infections so
caused are entirely preventable, and this kind of publication
seems the place to say how this can be done.

Nodular Sclerosing Hodgkin's
Disease

Cases of Hodgkin's disease vary widely in their period of
survival. It depends to some extent on the stage of the
disease at which treatment is started and also on the efficacy
of the treatment. Localized disease when treated energetic-
ally may undergo a remission for so great a period that cure
has been postulated.`

Furthermore, the histology has important implications for
prognosis. One relatively benign type is called para-
granuloma, in which the affected lymph nodes are diffusely
infiltrated by mature lymphocytes with a variable number of
Sternberg-Reed giant cells and few reticulum cells. The
prognosis is good, as many as 85% of patients surviving for
10 years.4

In 1963 R. J. Lukes described another variant associated
with a long period of survival.5 He called it nodular
sclerosing Hodgkin's disease, because the affected tissue is
divided into a series of oval or round cellular nodules by
thick intersecting collagen bands. In these nodules there is
a variable population of well-differentiated lymphocytes and
Sternberg-Reed giant cells. Many of these differ from the
classical Sternberg-Reed cell with its double, mirror-image
nucleus in being larger and having a pale bulky cytoplasm
and an irregular nucleus. The nuclear membrane is infolded
and the nucleus appears to be multilobed. Smaller irregular
reticulum cells are also numerous, and there is the variable
infiltration of eosinophils, neutrophils, and plasma cells often

seen in Hodgkin's disease. Lukes found the nodular
sclerosing type in 37% of his cases of Hodgkin's disease, but
a more usual figure is about 15%.6 7 A slightly younger age-
group is affected and there is a greater incidence in females
than in the classical disease. The survival period is com-
parable to that of paragranuloma.

R. M. Cross has recently reviewed the clinicopathological
features of 29 cases of nodular sclerosing Hodgkin's disease.'
These constituted 12% of a total of 242 patients with
Hodgkin's disease treated between 1940 and 1966 and sub-
sequently reviewed at the Royal Air Force Institute of
Pathology and Tropical Medicine, Halton. Cross has graded
his material histologically into a well-differentiated and a
poorly differentiated group. In the former there is a
preponderance of normal lymphocytes, while atypical
Sternberg-Reed cells and reticulum cells are present in
moderate numbers only. In the poorly differentiated group
the nodules are severely depleted in lymphocytes, and most
of the cells present are abnormal reticulum cells, including
typical and atypical Sternberg-Reed cells. Many of these
reticulum cells show pleomorphism. Focal necrosis is also
more common in the poorly differentiated group than in the
well-differentiated one. In four patients in whom multiple
biopsies were carried out there was a progression from a
well-differentiated to a poorly differentiated pattern.
Of Cross's series 21 were well-differentiated, and their

median survival time was about eight years. This compared
with a median survival time of 11 years in 20 cases of para-
granuloma. The median survival time in the eight poorly
differentiated cases of nodular sclerosing Hodgkin's disease
was about two years. Five patients with well-differentiated
disease are still alive, one having survived for 21 years. On
the other hand, no patient with poorly differentiated lesions
survived longer than three years. A notable feature of the
well-differentiated type of disease was the frequency of severe
relapse, which was, however, brought under control with
radiotherapy or cytotoxic drugs. The patient who has
survived for 21 years has had 11 relapses. By comparison,
the cases of paragranuloma that Cross has studied usually
showed few relapses, and those of mild degree, until the final
progressive stage of the disease. In his well-differentiated
cases he found that the topography of the affected lymph
nodes bore no relationship to the prognosis; those with
disease of many lymphatic fields fared as well as those with
the lesion confined to only one group of lymph nodes. It
was previously believed that nodular sclerosing Hodgkin's
disease was confined to the mediastinal and cervical lymph
nodes, but in Cross's series 17% had lesions in the inguinal
nodes.

This new series of cases confirms the existence of a special
nodular sclerosing variety of Hodgkin's disease, and shows
how the prognosis is related to the histological picture. The
generally good prognosis noted by previous workers is con-
firmed, but a subgroup in which abnormal reticulum cells
predominate is defined. In this group the prognosis is no
better than in the classical disease.
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