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has become unpopular because of its many side effects, which
include vomiting, defaecation, abdominal pain, perspiration,
salivation, bradycardia, and hypotension (Goodman and Gilman,
1970). The present case of spontaneous oesophageal rupture
may well have been caused by the emetic action of the drug
increasing the intraoesophageal pressure. In addition to its
emetic property carbachol has a direct cholinergic stimulatory
action on the smooth muscle of the oesophagus (Ingelfinger,
1958), which may also have contributed to the rupture by in-
creasing intraoesophageal pressure. The transient chest and
abdominal pain which may occur after an injection of the drug
may reflect this smooth muscular spasm of the oesophagus and
bowel respectively, and carbachol is contraindicated when
mechanical obstruction of the bowel or urinary bladder is sus-
pected. Nevertheless, I have been unable to find any reports of

rupture of the bladder or bowel after the administration of the
drug. At present carbachol should be considered only for the
treatnent of intestinal and urinary atony.

I wish to thank Mr. J. K. B. Waddington for his advice in the pre-
paration of this report and allowing access to the operation notes.
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Only 19 cases of septicaemia due to Erysipelothrix rhusio-
pathiae have previously been reported in the world literature.
The case reported here, the tenth to survive, is unique in
that there was no evidence of endocarditis.

Case Report

A 52-year-old woman who worked in a fish-and-chip shop was
admitted to hospital with a history of an attack of epigastric
pain, dyspnoea, sweating, and vomiting seven weeks previously
which was succeeded by lassitude, occasional shivering and sweat-
ing attacks, and increasing dyspnoea. One week before admission
she developed right-sided pleural pain and fever which did not
respond to tetracycline and co-trimoxazole. She was a pale, anxious
woman with extensive psoriasis and badly bitten fingernails. Her
heart was normal and the blood pressure 110/75 mm Hg. Basal
rales and crepitations were heard in both lungs, more pronounced
on the right. Blood examination showed Hb 10.7 g/100 ml and
W.B.C. 10,700/mm3. The chest radiograph showed increasing basal
shadowing.

Bronchitis was diagnosed, and treatment was started with tetra-
cycline followed by penicillin 1 megaunit six hourly with strepto-
mycin 075 g daily. There was no lasting improvement and the
drugs were stopped after only four days. A chest radiograph then
showed appearances typical of pulmonary infarction on the right
side and a probable infarct on the left side. Though there was no
evidence of venous thrombosis repeated small pulmonary infarcts
were thought to be the probable cause of the illness. The patient
rapidly improved on anticoagulant treatment with warfarin. The
pyrexia settled after three days and remained normal for three
weeks.

After three weeks, despite satisfactory anticoagulant control, the
pyrexia recurred. The white cell blood count, which had fallen to
7,000/mm3, rose to 15,000/mm3 with a neutrophil leucocytosis.
Further chest radiographs and tomographs showed changes typical
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of infarction, and the spleen became palpable. Three successive
blood cultures grew Erysipelothrix rhusiopathiae, the isolates be-
ing morphologically, culturally, and biochemically indistinguish-
able from this organism as described in standard reference works
(Wilson and Miles, 1964; Cowan and Steel, 1965) and in individual
reports (Klauder et al., 1943; Procter, 1965). Sputum culture was
negative.
Treatment with penicillin 1 megaunit six hourly was started and

the warfarin stopped. The pyrexia settled completely the next day
and did not recur. Still no heart murmur was heard and phonocard-
iograms were normal. Phlebograms of both legs showed normal veins
up to the inferior vena cava, and no dysgammaglobulinaemia was
found by immunoelectrophoresis. Penicillin was stopped after four
weeks and the patient was discharged from hospital. Three months
later she was readmitted with a further episode of cough and fever.
Each of four blood cultures was sterile, and she improved rapidly
without treatment. She has remained well since with only occas-
ional, mild attacks of bronchitis. Chest radiographs have shown
gradual clearing of the basal opacities.

Comment

Skin infections due to erysipelothrix are common among meat
and fish workers, causing erysipeloid. Systemic infections are
rare. In all the 10 fatal cases reported (Layani et at., 1966;
Morris et al., 1965; Mandal and Mallock, 1971) endocarditis
was present and damage to one or more heart valve was found
in those examined postmortem. Endocarditis was also diag-
nosed clinically in all the patients who survived, and heart
murmurs were present in every case. Our case is without
precedent in that no heart murmur was heard at any time
and the septicaemia was accompanied by repeated episodes
of pulmonary infarLtion.
The portal of entry of the infection remains unknown. No

cuts or abrasions were noted, but anyone constantly cutting
up fish must receive scratches, and nail biting may have been
a contributory factor. The focus of infection was probably
somewhere in the venous system or in the right side of the
heart, but not in the heart valves. Infected emboli presumably
broke loose to cause the pulmonary infarcts.
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