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I. ABSTRACT

LATERAL SINUS THROMBOPHLEBITIS

A, L. Juers
Incidence

Lateral sinus thrombophlebitis is one
of the most freguent of the major compli-
cations of acute and chronic mastoiditis,
Hooper, as early as 1826, correctly
recognized both sinus phlebitis and sinus
thromoosis., Zanfal, in 1880, was the
first to do an internal jugular ligation
and incision of the infected sinus,

Pathology

The terms "lateral sinus phlebitis" or
"thrombosis' occur in the literature pro-
bably inaccurately., It is difficult to
draw an accurate distinction between a
phlebitic process localizecd to the sinus
wall and ore in which, for example, a
miral thrombus has already formed which
may or may not go on to complete tarom-
bosis of the vessel., Therefore, the termm
"thrombopiilebitis" is nsed,

The fundamental factors in the evolu-
tion of ginus thrombophlebitis are
(1) infection of the sinus wall, (2) pro-
bable slowing of the blood stream due to
pressure from the products of this in-
fection, and (3) injury from the infec-
tion in the endothelial lining to favor
the formation of a thrombus.,

The routes by which infection may
reach the sinus wall are divided into:
(1) extravenous and <2) intravenous.

Extravenous: The infection extends
from the original focus in the mastoid
to the sinus wall by contiguity of tis-
sue, When the vessel wall is reached,
the encroaching infection narrows the
lumen of the vein producing a slowing of
the blood stream. The sinus wall scon
becomes involved by the inflammatory oro-
cess and the trauma to the endothelial
lining results in the beginning of throm-
bus formation, With further advencement
of the inflammatory mnss, the vessel
wall soon bocomes necrotic and the ine
fection gains access to the interior
of the vein, The thrombus at first be-
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comes infected in its center wille its
ends remain storile, If it goes on to
disintegration, an intravenous abscess
will be the end-result, However, the
thromous may not breax down and in that
event becomes organized, Coalescent
mastoiditis with perisinous abscess
formation and acute exacerbations of
chronic otitis with mastoid involvement
tend to involve the sinus wall by
extravenous extension,

Intravenous:  There may be an exten—
sion of thrombus formation from the smalk
er veins in the mucosal lining and the
bony septa of the mastold cells into the
cnannel of tne lateral sinus. Intra-
venous extension occurs in hemorrnagic
mastoiditls duc to a virulent form of
romolytic streptococcus. Thneras 1s no
bone destruction in tals type of mastoid-
itig. The funcamertal cnenge nere is
ail osteotnrombotic phlebitis. Some
otologists, notably Hiesner, ceny the
existence of hemorrhagic mastolditis as
a clinical entity,

Primary Jjugular bulb thrombosis may
involve the sigmoid sinus later by retro-
grade extension aftcer the bulb is com—
pletely occluded, The jugular bulv may
be involved by a direct extension of
the infection through the floor of the
tympanic cavity. ZExtension may occur
from a purulent labyrinthitis through
the veins accompanying the aqueductus
cochleall and the aqueductus vestibuli.
These veing empty into the bulb., Another
route 1s through the carotid plexus
along the anterior tympanic wall, Pri-
mary jugular bulb thrombosis is seen more
in young children, under 5 years of age,
tecause the jugular bulb is in more in-
timate contact with the tympanic cavity
and the mastoid cells are noorly de-
veloped and in less intimate contact with
the lateral sinus,

There are a number of anatomical var-
iations which predispose the lateral
sinus to thrombophlebitis. (1) A sinus
lying far forwnrd near the mastoid
antrum and posterior bony canal wall is
usually considered more vulnerable than
one in a more posterior position,

(2) A mastoid process with a tiick outer
table of bone seldom has a perforation
of the cortex to permit the escape of pus



to the outside and the result frequently
is the erosion of the lateral sinus plate
of bone and perisinuous abscess forma-
tion, (&) The sclerotic types of mastoids
freguently have channels leading to the
inner table and here again pus under pres—
sure frequertly finds its way to the

dura, (4) & merked difference in the
size of the two lateral sinuses may be a
factor. Piersol states that the right
sinus is usually larger than the left

and in closger relation to the mastoild
cells tran the left sinus., The rigut
lateral sinus is a little more often in-
volved tuan the left., The rate of blood
flow tnrough the larger sinus is thought
to be gslower and as a result is probebly
more susceptible to thrombosis,

Brunner has cexpressed the opinion
that exposure of the lateral sinus dur-
ing operation has no influence on the
incidence of sinus thrombosis post-
operatively. However, 1f a mastoid
cavity i1s packed tightly with gpuze after
operation, there is undoubtedly more
danger of thrombosis than if the bony
lateral sinus plate were intact to pro-
tect the gsinus., Therefore, in every
mastoidectomy with sinus exposure, the
cavity is packed very loosely.

Clasgification

Boies has classified his
follows:

cagses as

1, Manifest - present at the time of
the primary mastold operation with
evidence of its existence.

2, Latent =~ in tnis tyve, we assume
that a thrombosis has taken place,
but signs of it are not manifest,
and that a continued tiarombus for-
mation and production of symptoms
occur as a result of the "stirring-
up" due to operation.

3. Postoperative — develoning entirely
in the period after operation.

The manifest and latent groups are
not distinctly separable as to event
but only as to manifestation.

Incidence and mortality
A review of the recent literature on
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the statistics of lateral sinus thrombo-
phlebitis shows considerable veriation
due chiefly to the differeuce in criteria
of diagnosis used by different authers.
The largest single series of cases re-
oorted is that of Boies who reviewed

184 cases seen at the Massacnusettis Eyc
and Bar Infirmary from 1910 to 1930,
Meltzer recently swamerized the results
of 163 cases treated at the same hospl-
tal from 1921-1932. Some cascs are in-~
cluded in both series but their analyses
are from a different standwoint, The
statistics in this abstract are taken
largely from these two series. During
the period from 1915-1930, tnere were
202 coses recorded but 18 of them were
admitted in a condition beyond howne of
surgical 21d, and were not included in
this analysis,

No.of UHNo.of Hortal-
Coses Deaths ity %

Thrombosis manifest
at time of

operation 120 34 28.3
Latent thrombosis 45 9 20.3
Postoperative

thrombosis 19 &5 _15.7

TOTAL 184 48 26,0
Due to acute otitis
1, Memifest at
operation 71 17 23.9
2, Latont a7 8 21.6
3. Postonerative 18 & 16,6
TOTAL 126 =8 22,2
Due to chronic otitis
1. Menifest at
operation 49 7 34,7
<. Latent 8 1 12.5
3. Postonerative 1 Q 0
TOTAL 58 8 31,0

A comparison was made with the sta-
tistics of Brunner who revorted a iigh
mortality of 50% for his postoperative
thromcosis cases, The reason for his
iigh mortality rate could not be deter-
mined,

Heltzer's swamary of results obtained
at the Massachusetts Eye =znd Ear Infirm—
ary includes 163 cases from 1921-1932,
During this time, there were 4,961 mas-



toidectomies done. The incidence of
sinus thrombophlebitis in these cases
was 3.2%, He divided the cases into
two series, 1921~1926 is series I and
1926-1932 is series II. The number of
mastoldectomies was approximately equal
in each,

Inci- lortality Mortal 1ty
dence inciuding excluding
6 hopeless & nopeless
cages  cases .
Series I  2,5%  31.3% 25, 8%
Series 1I .9 2b.8 <0.0

He believes that the increased incil-
dence in series II 1s probably partly the
result of meking the diagnosis in some
cases only on suspicious findings, where-
as in secries I there was too much con-
servatism, There were 14 fatalities in
series I and 18 in serieg II. Allowing
for the usual fallacies of statistics, we
may conclude that conservatism in diagno-
sis or the diagnosis and treatment of
early cases on cuspicious findings only
do not materially influence the mortality
rate.

Age

With reference to the age incidence,
it was found that the preponderance of
cases were between the ages of 6 and
30 years., There were relatively few in
young children as compared to the number
of mastoidectomies. This is explained
by the fact that in young children the
lateral sinus is not in very close con-
tact with the mastoid cells which do not
reach fu.l dsvelopment until the child
is b or € voars of age. There were
several sinus thromboses in children
with no mastoiditis. These probably
began as primary jugular bulbd thromboses
and extended upward.

Symptoms and Physical Findings

Septic temperature., Spiking every
24 hours, usually preceded by a chill,

Headache on same gide as lesion may
or may not be present. Nausea and
vomiting,

Children may have convulsions or
meningeal symptoms,

The optic discs show hyperemia or
early optic neuritis in 25% or cases,

Metastatic lesions sometimes are
present early.

Inlergement of the spleen and liver
as a result of sepsis 1s present in

LONY .

Ternderness on and posterior to the
mastoid tin,

Aids in Diagnosis

Blood culture - 30 to 50% of cases

have a positive culture.

Blood picture - usual findings of
sepsig with rapid fall in hemoglobin
and red blood cells if hemolytic strepto-—
coccus is infecting organism,

Ayer-Tobey modification of the
Queckenstsit test. This procedure has
been found to be correct in 75 to 80%
of cases. The usual lumbar puncture
is done am the initial pressure re—
corded, Zazch Jjugular vein is then
compressed separately and the rapidity
of increase of pressure and the maximum
presgure ou each side is noted. The
pressure shonld return to near its
original reading before the other side
is tried. UNext, both jugnlars are com-—
pressed simultaneously and the maximum
reading noted. Then, the side waich is
tested separately gave the lesser in-
crease in pressure 1is released and the
fall in pressure noted and then the
other side 1s released and tie final
reading is taken., If one lateral sinus
is occluded by a thrombus, pressure on
the normal side will ooviously cause a
maximum rise and fall in pressure where-
as pressure on the occluded side results
in no change., Poor cooperation of the
patient or marked differernce in the size
of the sinuses of the two sides account
for some of the inaccuracies of results
obtained, A few cases have been reported
in which the lateral sinus was absent on
one side,




Complicatiéng

In the 184 cases cited by Boiles, there
were 79 with complications, an incidence
of 43%. The pulmonary complications in-
cluded pneumonia, septic infarcts,
pleurisy, empyema and embolus. Ortho-
paedic complications were cniefly septic
Jjoints,

No.o0f No.of Mortal-
Cases Deaths ity %
Meningitis 12 12 100.0
Cavernous sinus
thrombosis 3 3 100.0
Pulmonary 27 17 62.9
Brain Abscess 7 3 42.8
Orthopedic 11 2 18,1
Erysipelas 7 1 14.2
Other 12 2 16,6
TOTAL 79 40 50.6

It is Xopetzky's opinion that the
nature of the complication is dependent
on the tyve of organism and not so much
on the type of lesion in the mastoig,
i:e. Pneumococcus and Streptococcus muco-
sus capsulatas tend to invade the endo-
cranium, ©Some streptococcic strains tend
to invade joints and serous membranes,
others the superficial structures as
skin and muscles, while still  others
attack the lung.

Treatment

Thrombectomy. It 1s generally agreed
that incision of the lateral sinus and
removal of the thrombus until freec bleed-
ing is obtained from each end are indi-
cated as soon 28 the diagnosis 1s made,
It 1s alwo advisable to remove as much
of the diseased sinus wall as possible,
The ends of the sinus are then closed
by means of emall rolls of gauze., Almour
advises excision of the diseased portion
of the sinus wall as a preventive measure
agalnst thrombus formation when in a
mastoidectomy a perisinuous abscess with
a local phlebitis or periphlebitis is
apparent even in the absence of any
clinical symptoms of sepsis, It is
questionable, however, if this is a neces-
sary or Justifiable procedure,
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The appearance of the sinus wall
at the time of operation does not always
indicate what will be found within,
This is particularly true in those throm-
boses which result from intravenous
extension,

Internal Jugular Ligation. This
has been accepted by most otologists as.
a necessary procedure in the treatment
of lateral sinus thrombophlebitis. Dur-
ing the past few years, however, numer-
ous objections to routine ligations
have been raised, Dixon and Rott are
among those who now feel that the
internal Jjugular vein should never be
ligated. It is Dixon's opinion that the
sinus early becomes occluded by a throm-
bus and that thrombus extension is in
a retrograde direction. He states that
embolic infection does not tend to
spread from the distal end of tne throm-
bus through the internal Jugular vein,
but enters the general circulation
through the collateral vessels with the
sigmoid sinuses, 1,e. superior and
inferior petrosal sinuses, condyloid and
mastolid emissary veilns and possibly
through the torcular end of the in-
volved sinus to the opposite side,

Rott's Conclusions

1. The only indication to be met in the
treatment of lateral sinus infection is
the prompt removal of the infected area,
whether it be mastoid cells, the sinus
plate, the wall of the sinus or the con-
tents of the sinus.

2. Ligation of the internal jugular
vein does not prevent the absorption of
toxins and bacteria into the general
circulation and hence is a superfluous
procedure,

3. Ligation eof the jugular vein should
be reserved for definite infection in
the vein itself and then should be
accompanied by resection.

Coates reviewed 14 cases from his
service in Philadelphia and concludes
"ligation is advisable —— then everything
possible surgically has been done.M

In Meltzer's series of cases at the



Massachusetts Eye ond Ear Infirmary,
metastasis appeared four times as often
after ligation as before. He studied

€5 cases as to blood culture; 50 of
these gave a negative culture before 1li-
gntion, Of these 50, 13 became positive
after ligation,

The trend of most otologic opinion at
the prescnt time 1s to ligate at the
time of the thrombectomy if free bleeding
is not obtaincd from the lower end of
the sinus after as much thrombus as pos-
sible has veen removad from above., If
2t the tiae of the thrombectomy free
bleeding occurs from each end of the
sims but during the next few days there
is no clinicel improvement, then jugulnr
ligntion is in order. Quite a few still
maintain thot thrombectomy and ligation
should be done as soon as the dirgnosis
is made,

Statistics nvailable comparing treat-
ment by ligotion and non-ligation show
no appreciable difference between the
two methods, However, no large conclu-
sive series of cases has been reported.
At present, there is no uniformity of
indications for lignti on and non-ligation.

The general treatment of the septicemia

consists of transfusion and the usual
supportive measures,

in determining which sinus i1s responsi-
tle for sepsis complicnting bilateral
mastolditls, thb Ay r-~Tobey test is our

test ald, X-ray exemination to deter—
mine which slde presents the most ad-
voanced lesion may be of value, Fundus

Cl@mlhwtlon may <nowy more hyperemia of
the optic disc cvu the iunvolved side,
There are some cases reported in wiich
both laternl sinuses becrme involved.
Hastings reports a case of billateral
Jugular ligation for bilateral sigmoid
sinus thrombosls There wos an interval
of 1& days between the operationms. The
case recovered, An interval between
ligations 1s desirable as it facilitotes
collateral circulation establishment.

Sumrary

1, Tne incildence of tue three types of
sinus thromoophlebitis 1o mastoluitis is
b 7 “cﬂ
about 3.2%.
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2, The preponderance of cnses ocaur
between the ages of 6 and 30 yeurs.

3. The mortality varies from 20 to
25% if cases that are hopeless when
first secen are cxcluded, Including these
cases, the mortality ranges from 25 to

506,

4, The dingnosis is dependent on the
picture of sepsis compliceting mastolditis
and evidence of lateral sinus obstruction
if an occluding tharombus is present,

5, The surgical treataent consists of
reacving the source oi tue infcction,

i.e. all nmasztoia cells, the diseanscd sinus
wall, and the tnrombus if one is present.
The necessity of lignting the interanl
jugular vein is guestiona=d by
otologists.
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II. CASE REPO]TS

1. POSTOPIRATIVE LAT=rAL SINUS
TrHROMBOPHIESITIS.
. , & years of aze,
admitted 1-18-35,
Present History
Left otitis media, 2 weaxs; Gils-

charge, «+ days. Post-auricular swelling,
2 days., Examination shows profuse puru-
lent discharge from left canal, central
perforation., OSwelling, redness and
tencerness behind left ear, X-ray - left
exudative mastoiditis witn destruction of
cells.,

Operation

1-19-35 - Laft mastoidectomy. Lateral
sinus was found exposed and covered with
granulations. Mastold cells broxen down.
A sub-periosteal abscess was also
present. Culture of mastoid pus -

sterile,

Measles
2-5-35 - German measles, Increased
drainage from ear and mastoid,

2-13-35 - Temperature rose to 105,
No complaints. No tenderness.

Operation

2=-14-35 - Temperature septic, Tender
venind mastoid tip, Blood culture posi-
tive for hemolytic streptococci. Optic

discs show engorgement. Operation: Mural
thrombus in sinus., Jugular ligatioun.

2-15-35 ~ 250 cc. Dvlood trausfusion.
2—-17-35 - Temperature still septic,
Trensfusion ot 2850 cc,

Improved

2-19~35 ~ Temperature normal, Optic



discs sunow mild papilicedema,

G=14=25 —~ Discherged.

5-1-25 - Liladle ear dry. Optic discs
almost normnl,
2. LATERAL SINUS
HLEBITLS.

40) yenrs of age, admitted

nic suppurative otitis

ars. nfignt post—-auriculer
20 yen 2g0,  Haa a
nraevious bto admission

ccomnrni d by exacervation of right
Otlth Cne woek before admission noted

slight swelling in right side of neck,

accompanlod by chills and fever. Mo
vertigo or diplopia., Some hpu dache on
right side, Vomited n few times
Prhysical Zxnmination

Ldmicsion temperature 99.4., Felt
chilly., Right ear - canal filled witn

purulent dischor central poriforation.
Scme tenderness over posterior border

of tip and below tip. Left ear - drum-
head retracted with numerous calcareous
deposits Spleen palpable. Neurclogical-
negative, Urine — negative, Blood -

e
23 H

Homoglobin 7%, white blood cells 5,950,
pan's 62, X-rry of mastoids - bll& cr’l
sclerotic mnstolaitis,

Terperature rise 97 to 102,

1-24-35 ~ Terperature rise to 101,

F.

nloca culture — sterile,
Jp-rati

1-28-55 — Right mastoicdectomy. Dis-
integrat.d lateral ginus thrombosis
found rne dralucd. Lo ligatiown oI Jugu-
lar. Culture fro.s pus scowea ailxed
coccl =nd rots including B. Proteus.

1-26-35 —~
trensrusion,
ceveral days,
repeated,

bjd cc. citratmd blood

99 to lOO. Transifusion

2-9-35 — Some swelling in right side

2—-16-25 - Neck abscess iancisec.

—28-: = Incisions healod., Still hss
some Giscnirge froa canal,

lmproved

G=28-35 - Discrorged.

G-0-35 - Seen in Dispensory. Stotes
tnnt o osaadl Saquautram wns erorvaed from
rignt esr canal in April., No disconarge
slince, EXuLLLﬂthD revealed thht a
"modified rodical mastoidectony" had veen
done oy nature. IHearing with the watch

right, 14/20; left, 5/20,

TN
U

fF—~15~050,

Present History

Right chronic suppurative oiitis media
for 10 yerrs., EBxacervation followi
cold oune week before rdmission. Some
rauses anc vomiting, Questionnnle cnill
vefore =dmission, moderate pain
right ear.

Conscious but drowsy. Tenperature
99.8., rulse 105, Pupils equni, react
slowly to light, optic discs Iyperemic,
Right ear - seropurulent discurrge;

posterior perforation; slight cdeaia over
nastoid; tender over antrum. Heurologi-
cal - negative except bilateral nositive

Opperiiein reflexes, OSpinal cuncture -
pressure 120 mm, of water, ncrznl Ayer—
Tooey test, cell count 20, s.n's 1%,
mononuclears 1w, Rlood - nemoglobin 90%,
winite plood cells 13,700, wan's 6%,
X~ ray — left normnl; right cunronic
clerotic mastoiditis.
Cperation
f~16-35 Right mastoidectemy., Small

amount of subperiosteal opus ia region of

antrwn, Mastoid c¢f sclerotic tyne,
Perisinuous abscess over knec of loteral
sinus., Sinus covered with granulations,



6~17-35 ~ Temperature 105,
culture tcoken,

Blood

Operation
6-18-35 ~ 12 hour culture positive for
hemolyti streptococci. Internzl jugular
ligation, Incision of sinus auna thrombus
emoved, Transiusion given, 500 cc.

622355 -
Transfusion,

Temperature still

500 ce.

septic,

Mastoid covity reopened,
explored and pus svoncuated.
500 ce.,

Arthritis

~5-35 ~ ”\mperature normal. Paln
over sternoclavicular joints., X-ray
shiows pyogenlc arthritis with osteo-

myelitis of medial ends of claviecles.

7=18-35
sroulder.

- Pain in muscles of right

A

Abscegss

7-21-35 — Cutaneous abscess over
rignt sacro-ilisc Jjoint.

85~9-35 — Dischnarged. Post-auriculsry

incision heoling,

10-1=~. 5 ~ Brtirely healed. Middle ear

. - g o .
cevity ary. Audiogran. shiows 15 hearing
1cgs in rignt eor,

4, IaTr-Ail S5I0US PHioITIS WITh

8oURCCUCCIC :
., 19 years of age, n~daitted

8-30-35b,
Present History

Had right otitis media when a child,

During post year hod had earachie at
intervals but no discharge. Swizming
always aggraveted the earache, Present

attace of earache begrn o woek before
admission, followed in o few days by

pain beniand car ana discharge from ear
canal, Two days before ndmission, he

had consideraole fever nnd was sligntly

delirious. Questionable chill,

U2

Bxamination

Edena and tenderness over anc telow
tip of right mastoid. Ssronurulent dis-
chnrge irom anterior perforation of

crunhead. Appeared acutely 1ll., Slight-
ly confused. Temperature 103. Neuvro-

logical - nsgative., Blood - hcmoglobin

9%, white blood cells 11,700, pan's 87%.
X-ray - ckronic sclerotic mastolditis,

rignt, with probable nbscess in tiw,

8~5i~u5 - Temperature 105.4, nlood
culture trken., Right mastoicectony.

Yip cells broken down. Some pus ovelow
tiv., Iateral sinus for forward, Avpear—
ance suggests pnlebitis Culture of pus
showed pnewlococci,

Exitus

9~1-35 — Teuperature 105,6 t;is T,
Breathing irregulsr. Neurologicsl -
right Tecial paresis; tendon reflexes
avbsent; Kernig negative; slignt neck
rigidity; pupils small, no recaction; uo
nystngrus, Spinal puncture - oiessure
380 mm., cell count 158, pma's 705,
moronuclears 24%, Ayer-Tobey %est normal.
Elood culture - negative 24 hours Cper-
atlon —~ right jugular ligation, incision
right sinus, palebitis ovut no tLrombuc
found. Temperature rose to 110 ana pa-
tloct exnired.

Auto sy
SWAnsry.

Rigiht lateral sinus phlebitis

Locnlized meningitis.

Multinle
xidneys

Brain extremely firm 2s a result
of the nigh temperatur:.

abscesses of lungs snd
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IV. 1457

Date:

Place: Recreation Room,
Nurses' iall

Time: 12:156 - 1:22

Program: ovie — Contacts
Tuberculous Meningitis

Present: 11

L. G. Rigler
I. McQuarrie
C. A. Stewart
J. . McHinley
Alex Blumstein
H., 5. Diehl
Dorothy Brovn
C. IkicDaniel

T. Love

Discussion:

Gertrude Gunn,
Record Zibrarian.

Corvection: Pnge &4,
snounla uave

"Dr. Slater,!

last week was of

unusual intercst Judging by the discus-—
sicns, L1t is noped that we will devote
mere btime ¢nd attention to this —roblem
during oming year. Tuverculin

tne ¢
testing vill
of pulmoiszxy

B

pick up slow cnronic forms
tuberculosis and the pre-

symptomnuic staze of other foras of

tuberculous infections........ y the way,

some 03 the sanctorium superintendent

are alrecdy retiring, With full meain-
erance for the superintendent and his

amlly rnd on oXecellent salary vwith

little expenditure has resulted in several
gaving cunougl in a snort time to retire
to a ccafortsble existence long before
tne expected time......Dr. Robert Wright,
dental rosident from Australia, will

leave for Guys Hospital, ILoncdon, to con-
tinve 1nis graduste work in oral surgery.

Austrnllians, according to Dr. Yrigit, are

much more American than Britisan, In a
ecent interview, he marvelied ot
liie of speed and pleasure seceking.
Apparently, it did not teke nim very
long to bocome accustomed to our

he will be sadly missed by wan,

foir sex, Dr. Wright mnde many Iri
here and acvanced tae cause of Ausiraliaen
dentistry. Last year, we nnd sit

from Australinn social workers
also intrigued by AmvrchA C

oif tuem after witnessing a

zome vng nost interested in wntice
of the "airth meiker" KCHee: to
you).....In smell towns, scheol cirildren
sell Christmas Seale to door.

from do

Le toey eventually become a nulsarce, the
lady of the house is told to
Christmas Seal on her door knob 4o
furthier sales sttemnts. A

avoid

oo 1A

small tovn (nuthudlluJ not suoted) re-
centbly qualified ror the worla's tigntest
poreon by vuying one senl nrna cuviing it
on her door knob....

..+In a clags
was found that 685 were
acute head cold yester-
day. The peair of incidence is =sald to be
in Octover and Noveaber. “hen you nro-
nounce Benzedrine your vay yor may offend
Smitn, Kline & ¥rench Loboratories
Puhilndelphia, if you do not aronounce it
B«nZﬂdrine. The odor is not tiz potent
»ert, waici makes it possiole to use

Teo: tro¢°” in investigating its offi-

students it
suffering with an

cicncy. In compiling attiiudes foward

the varicus treatments of tiue cowmnon

cold, it is interesting to note the posi-
tive opinlons many people nold as to tneir

metnod of treatment.....lue
studies or

vice 1s etill continuing the
trentment of the common cola, A recent
requost for volunteers almost swamned the
Service, There vos o time vwien no one

thougixt of consulting a piysician sbout
the treatment of a cold. One of scur re-
cent graduates said that nis reccrde for
tiie most part were the story of respira-
tory infection. Wiaen peonle bacome more
healtin conscious, they will exoect great-
er luterest in so—-callcd minor .ealth
problems., Wonder when the Iniluenza
epildemic will bz along.

naeX

% ok ok ok ok ok k% k%
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