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Leucopoiesis was depressed: mature granulocytes were virtually
absent but some myelocytes were present, with -a few in mitosis.
Plasma cells and lymphocytes were slightly increased. There were
ample megakaryocytes. The appearances were consistent with drug-
induced agranulocytosis. Spontaneous recovery appeared likely.
On the above regimen her sore throat improved. Extensive medical

investigations did not elicit any other cause for the agranulocytosis.
Serial blood counts steadily improved, and by 7 April she had a
neutrophil count of 1 287 x 109/l (1287/mm') and was considered to
be fit for discharge. She was subsequently referred to the Hammer-
smith Hospital for marrow culture and dose-response tests with
mianserin. Unfortunately, technical difficulties invalidated the first
results and repeat testing proved impossible because the patient had
resumed her drinking and refused to co-operate further.

Discussion

Mianserin is one of the newer antidepressant drugs, and its
pharmacology and clinical effectiveness have been reviewed by
Bridges and Barnes.1 Double-blind trials have shown it to be as
effective as imipramine2 and amitriptyline3 4 but with fewer
unwanted effects. Crome and Newman-5 reported 19 cases of
self-poisoning with mianserin, in which the more serious
symptoms associated with tricyclic and maprotiline poisoning
did not occur. The combination of therapeutic potency with low
toxicity has probably accounted for the drug's increasing
popularity.
The manufacturers encountered no haematological dis-

turbances in the preliminary studies performed on animals and
man during the drug's development. The present case is the
only one to have been reported to them so far. The Committee on

Safety of Medicines has received four adverse reports of blood
dyscrasias in relation to treatment with mianserin.6 Pancyto-
penia, vitamin B12 deficiency, and fatal agranulocytosis were
associated with nine, five, and 15 other drugs respectively. A
patient with neutropenia recovered spontaneously within 10
days after stopping mianserin. Unfortunately, details of the
blood counts were not supplied, but as the patient was not
receiving any other drugs at the time it would seem reasonable
to conclude that mianserin may have been responsible.

This is the first case of agranulocytosis to be described in a
patient receiving m,ianserin. The only other possible cause was
the thyroxine, but after years of use no such disturbance has
been reported. The marrow biopsy and rapid spontaneous
recovery were typical of a drug reaction, and it was unfortunate
that further testing of cultures of the patient's marrow proved
impossible.
Thus mianserin is probably implicated in this case, and,

while the response may have been idiosyncratic, it highlights the
need to monitor all new drugs, especially during the early phases
of widespread use.
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SHORT REPORTS

Glossopharyngeal neuralgia with
cardiac arrhythmia: a rare but
treatable cause of syncope

Glossopharyngeal neuralgia, like trigemiinal neuralgia, usually occurs
without structural abnormality but is occasionally seen with lesions of
the cerebellopontine angle, base of skull, and carotid artery. It differs
from trigeminal neuralgia in its association with syncopal attacks. We
describe two patients in whom both pain and syncope responded to
carbamazepine.

Case 1

A 50-year-old man had experienced a severe pain on swallowing in the
region of the right fauces, lasting about one second. This increased in
frequency and severity over 10 days. He then developed episodes of un-
consciousness each preceded by the severe pain, sometimes without,the
stimulus of swallowing.
He was a fit man with vesicles on soft palate and fauces; his pulse was 60

beats/min and regular; and blood pressure 115170 mm Hg. An electro-
cardiogram (ECG) recorded during an attack when he. became pulseless
showed sinus bradycardia followed by asystole for five seconds. A similar
effect followed right carotid sinus massage. Between attacks the ECG was
normal. Antibody titres to herpes viruses were negative.
Demand pacing was started and was required;often during episodes of

pain. Carj,amazepine 200 mg twice daily at once abolished his pain and he
could eat normally; he did not again require the pacemaker. A day after
beginning treatment sinus massage failed to produce asystole. Carbamazepine
was continued for one week and he remaiped pain free. The pacemaker was
removed and he was discharged. He remained well two years later.

Case 2

A 66-year-old housewife had a three-year history of paroxysms of lancinat-
ing pain deep in the right ear. The attacks of pain were sometimes provoked

by swallowing. On six other occasions she collapsed while standing without
preceding pain. She lost consciousness for only a few seconds.

She was very still during attacks of pain, unable to talk or swallow. During
and between paroxysms her pulse was regular at 76 beats/min, and blood
pressure was 160/110 mm Hg. The fauces were not inflamed and had normal
sensation. A resting ECG was normal; sinus rhythm was 75 beats/min.
Right carotid sinus massage produced,asystole for four seconds (see figure, a).

Carbamazepine 50 mg three times a day and isoprenaline 30 mg four times
a day, were given. One month later both pain and syncope had stopped and
isoprenaline was withdrawn. Sinus massage showed atrioventricular
dissociation for three seconds (see figure, b). The patient remained well one
year later taking carbamazepine 150 mg/day.
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Case 2. (a) Right carotid sinus massage before treatment; (b) right carotid
sinus massage after treatment.

Comment

The concurrence of glossopharyngeal neuralgia and syncope was
clearly established in the first patient; in the second patient a close
connection was suggested by the fact that carbamazepine abolished
both symptoms, although pain and syncope occurred at different
times.

Glossopharyngeal neuralgia may be confused with Stokes-Adams
attacks or carotid sinus syndrome, but in neither of these does pain
occur. In carotid syncope sinus massage will reproduce the symptoms.
This is said to be ineffective in glossopharyngeal neuralgia,1 but it
occurred in both our patients.
Treatment aims at controlling pain and abolishing arrhythmia.
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Intracranial section of the glossopharyngeal and upper roots of the
vagus nerves has been recommended, the cardiac dysrhythmia being
controlled with atropine, isoprenaline, or transvenous pacemaker.
Carbamazepine is known to relieve the pain of uncomplicated
glossopharyngeal neuralgia.2 In our first patient the combination of
carbamazepine and demand pacemaker abolished both pain and
syncope within hours. The pacemaker was later withdrawn. In the
second patient both neuralgia and syncope were suppressed by
carbamazepine for one year.
By its inhibitory effect or. brain stem reflex activity carbamazepine

appears not only to be an effective treatment for the pain of glosso-
pharyngeal neuralgia but also to control the more dangerous brady-
cardia and asystole.

We thank Dr R Bradley for permission to report case 1.
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Gonoccocal ophthalmia neonatorum
caused by beta-lactamase-producing
Neisseria gonorrhoeae
Certain strains of Neisseria gonorrhoeae produce the enzyme beta-
lactamase that destroys the penicillin nucleus, rendering the drug
ineffective. In the West these mutant strains probably originated from
conjugation between N gonorrhoeae and strains of Escherichia coli
which produce beta-lactamase. There is some evidence that resistant
strains in the Far East arose from conjugation between the gonococci
and Haemophilus influenzae.' Genital gonococcal infection by these
penicillin resistant strains were first reported in England and the USA2
in 1976. Reports followed from Belgium, Sweden, Norway, Ghana,
Singapore, Thailand, Philippines, and Korea.3 In Singapore in 1977
22 resistant strains were reported out of a total of 7668 infections
(0 290o). In the first six months of 1978 188 were reported out of 4195
infections (4-48"). The number ofgonococcal ophthalmia neonatorum
cases reported in 1977 and the first six months of 1978 was 20 and 15
respectively. We report a case caused by a beta-lactamase-producing
strain of gonococci. It is the first reported in Singapore and, we think,
in the world.

Case report

An 8-day-old boy attended outpatients for a bilateral purulent eye dis-
charge for five days. Three days before he had been treated by a general
practitioner with parenteral and oral penicillin and sulphacetamide eye drops
with no apparent improvement. The infant's mother had had a yellowish
vaginal discharge for one week before parturition, otherwise she was
asymptomatic. Her last sexual intercourse with her husband had been about
one month before delivery. She denied other sexual contacts. Her husband
admitted having a urethral discharge at about the same time but he had been
treated by a general practitioner with full recovery. The patient was unaware
of this and thus remained untreated.

Smears from the infant's eyes and the mother's endocervix and urethra
showed Gram-negative intracellular diplococci. Specimens were sent to the
laboratory for culture for N gonorrhoeae. Gonorrhoea was provisionally
diagnosed and both mother and child were admitted. The mother was
treated with intramuscular procaine penicillin 4-5 mega units and probenecid
1 g by mouth. The child was given intramuscular crystalline penicillin
100 000 units six-hourly for four doses and crystalline penicillin drops
(10 000 units/ml) were instilled into both eyes, after swabbing with normal
saline, every 10 minutes in the first hour, every 30 minutes in the second,
third, and fourth hours, and thereafter hourly for 60 hours. Despite this,
smears from the child's eyes and mother's endocervix still showed Gram-
negative intracellular diplococci after three days' treatment. By then the
results of culture of the initial specimens had confirmed the presence of
penicillin-resistant strains of gonococci. The mother was then treated with
intramuscular kanamycin 2 g and the child intramuscular kanamycin 1 g

with intensive eye toilet, as described above, using 1",, kanamycin eye drops.
Follow-up smear cultures on days 3, 7, and 14 of kanamycin treatment
were negative for Ngonorrhoeae. Both mother and child have since been well.

Comment

Crede's method of instilling silver nitrate eye drops to newborns
has not been practised in Singapore for many years. The low incidence
of gonococcal ophthalmia neonatorum, about 0 07), of total live births
a year, reflects satisfactory control and antenatal screening. But with
the increase in cases of genital infections caused by penicillin-resistant
gonococci in the East we expect this incidence to rise. We have
treated 356 cases of beta-lactamase-producing gonorrhoea with single
intramuscular doses of 2 g kanamycin, with an overall cure rate of
98-2Y.. We therefore think that kanamycin is very effective.

In a recent study we found that treatment of gonococcal ophthalmia
neonatorum with intensive eye toilet alone is unsatisfactory. The failure
rate was 18 75",. But combined local and parenteral therapy with
penicillin cleared infections in 100"O of cases.t We therefore emphasise
the importance of combined treatment.
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Reactive arthritis associated with
Campylobacter jejuni enteritis
Reactive arthritis, defined as an acute arthritis associated with an
infection elsewhere in the body and without the infecting micro-
organism being present in the joints, may follow infections of the
intestinal and urinary tract. The intestinal pathogens Shigella,
Salmonella, and Yersinia enterocolitica have been associated with
reactive arthritis. We describe a patient who developed an arthritis
after enteritis caused by Campylobacter jejuni, a bacterium which has
not been described as an aetiological agent in reactive arthritis.

Case report

A 20-year-old man was seen with arthritis of both ankle joints. Five weeks
before he had become suddenly ill with fever (39 5"C), watery diarrhoea
contaminated with blood, anorexia, and weight loss of 6 kg. These symptoms
lasted for five days. C jejuni was isolated from the faeces. Two weeks after
the onset of the enteritis an acute arthritis of both ankle joints developed.
He had no dysuria, conjunctivitis, skin abnormalities, or lesions of the
mucous membranes and no history of bowel or joint complaints. When seen
three weeks after the onset of the arthritis the ankle joints were warm, tender,
red, and swollen. The other peripheral joints and the spine, skin, nails,
mucous membranes, penis, and eyes were normal. Laboratory examination
initially showed an erythrocyte sedimentation rate of 40 mm in 1 hour,
which later became normal. Haemoglobin, leucocyte and platelet counts,
serum creatinine, urate, cholesterol, liver function tests, and complement
factors C3, factor B, and C4 were within normal limits. A PPD skin test
was negative. Aspiration of the right ankle joint produced clear yellow
synovial fluid. No micro-organisms or polymorphonuclear leucocytes were
seen in the Gram smear. Culture of the aspirate failed to grow C jejuni.
Bacteriological examination of the stool at this time was also negative for
C jejuni as well as for salmonella, Yersinia enterocolitica, and shigella.
Serological tests were negative for rheumatoid factors, antinuclear and
antiperinuclear antibodies, complement fixing antibodies against Neisseria
gonorrhoeae, and agglutinating antibodies against Y enterocolitica types 3 and
9 and Y pseudotuberculosis. When C jejuni were isolated from the stools no
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