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The patient on examination has a temperature of about
1020 F. (390 C.) and a raised pulse rate. The oropharynx
usually shows a diffuse inflammation, the uvula is oedematous,
and secretions are viscid and tenacious. Indirect laryngo-
scopy with a mirror shows hyperaemia and swelling of the
epiglottis, which becomes curled posteriorly and inferiorly in
the shape of a horseshoe.' The swelling may extend to the
aryepiglottic folds and lateral pharyngeal wall. There may
be a high-pitched inspiratory stridor and supraclavicular soft-
tissue retraction, indicating encroachment on the laryngeal
airway. Inspection and palpation of the neck may disclose a
diffuse swelling of the soft tissues.3

In the cases which have been reported a leucocytosis was
usually found, and organisms recovered from the throat and
epiglottis were mostly Haemophilus influenzae type B. Other
species of organisms have also been identified, either singly
or in various combinations. Blood cultures are important
because they are usually positive in patients suffering from
H. influenzae type B infections. This finding is in keeping
with the fulminating character of the illness, the high mor-
tality, and the discovery in some cases at necropsy of an
undetected meningitis. Lateral soft-tissue radiographs of the
neck are helpful only in so far as they confirm the presence
of a swollen, distorted epiglottis.
The histological findings post mortem generally show

massive oedema of the epiglottis with infiltration by poly-
morphonuclear leucocytes and formation of micro-abscesses.
The interior of the larynx is much less affected, and the
changes at the glottic level are minimal. Gram-negative
organisms similar in morphology to H. influenzae have been
identified in the histological sections.

Ampicillin is regarded as the mainstay of treatment, but
as it is likely to be ineffective against a penicillinase-producing
staphylococcus it may be wise to supplement it with cloxa-
cillin. In patients who are allergic to the penicillins the
combination of chloramphenicol and lincomycin has been
suggested as an alternative.1
The problem of when to do a tracheostomy is a difficult

one. In view of the high mortality of this illness it would
seem advisable to operate in the early stages of laryngeal
obstruction.

Arterial Clots and the Pill
Is there an association between arterial as distinct from
venous thrombosis and oral contraceptives ?I 2 The general
sale of oral contraceptives in the United States began in
1960. By 1961 the Food and Drug Administration in Wash-
ington began to receive reports of thromboembolic conditions
in women taking oestrogen-progestogen combinations, and in
1963 an ad hoc committee appointed by this body presented a
report.' Their findings were rather indefinite and the matter
was not resolved until 1967, when a subcommittee of the
Medical Research Council published an investigation which
showed that oral contraceptives are a cause of thrombo-
embolism.' A year later M. P. Vessey and R. Doll' extended
and confirmed these preliminary findings. The thrombosis
was on the venous side; there was no association between
steroid administration and coronary thrombosis. The evidence
in respect of cerebral thrombosis was equivocal and remains
so. Oestrogens affect both fibrinolytic and coagulation
processes, notably causing an increase in clotting factors VII
and X." This may point to the mechanism of venous

thrombosis due to contraceptive pills.
It is unlikely that alterations in blood coagulation factors

alone could cause arterial thrombosis, and investigators have
searched for evidence of change in arterial walls following the
administration of oral contraceptives. Young adults dying of
arterial thrombosis may not show any sign of atherosclerosis,
and even when they do it is impossible to say that it was
caused by oestrogens or progestogens. In 60 young adults
who died in Duke University Hospital in North Carolina of
non-embolic cerebral thrombosis without evidence of pre-
disposing cause there was no difference in the arteriographic
findings between those who were on oral contraceptives and
those who were not.'

So far the case for an association between arterial
thrombosis and oral contraceptives rests mainly on reports
of isolated cases. There is some evidence that deaths from
arterial thrombosis in young adults are increasing but none
that the increase is confined to those taking oral contracep-
tives. If any women are dying of arterial thrombosis caused
by oral contraceptives the number must be very small.
Agencies such as the Dunlop Committee on the Safety of
Drugs have been on the look-out for evidence of this but have
put forward no certain conclusion either way. In view of
the importance of coronary thrombosis this aspect has been
examined particularly closely. If oral contraceptives play
any part in the pathogenesis of coronary thrombosis, their
contribution is so modest as to be undetectable by elaborate
epidemiological techniques.
An examination of the published cases of arterial

thrombosis thought to be due to oestrogen-progestogen com-
binations shows that the authors are sometimes more definite
than their data, though the relationship between venous
thrombosis and oral contraceptives has been clearly estab-
lished. This is of more importance than the hazard of arterial
thrombosis. But so long as any healthy woman dies from
medication there is no room for complacency. Whether or
not they can cause arterial thrombosis, a less dangerous alter-
native to oestrogen-progestogen combinations must be found.
The evidence which has accumulated against the oestrogenic
component cannot be ignored. It is probably the causative
agent in venous thrombosis and might be involved in arterial
thrombosis. The use of oestrogens in high dosage for
relatively trivial indications such as the suppression of lacta-
tion hardly seems justified any longer. It is noteworthy that
in some of the cases of arterial thrombosis considered as being
possibly due to oral contraceptives these drugs had been given
for only a short time, but in high dosage.2

It has been suggested that the dangers of oral contraceptives
can be circumvented by the administration of a low dose of
progestogen only, but a trial reported earlier this year in the
B.M.J. is not encouraging.7 As a contraceptive technique it
has a higher failure rate than is acceptable to most Western
women, and any increase in progestogen is apt also to increase
the incidence of menstrual irregularity. Modest improve-
ments may be brought about by manipulations of the
progestogen molecule or by changes in the mode of admini-
stration, but it would seem that we are at an impasse where
only a radically new idea will do.
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