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Pointers
Essential Hypertension: Sir George Pickering,
in a St. Cyres lecture to the Institute of Cardio-
logy, discusses quantitatively certain features of
essential hypertension and reviews the clinical
picture of both its early and late stages (p. 959).
Carcinoma of Thyroid: Professor D. W.
Smithers and colleagues analyse 59 patients
treated with radioactive iodine at the Royal
Marsden Hospital (p. 969).
Aorto-iliac Occlusion: Mr. J. H. Johnstone and
colleagues consider that after surgical infrarenal
aortic occlusion anoxic metabolites do not appear
to be the cause of the systemic hypotension
when the clamps are released (p. 974).
Eczema and Keratoconus: Dr. P. W. Monckton
Copeman reports a high incidence of eczema in
patients with keratoconus, and suggests that
excessive eye-rubbing may account for the
conical distortion of the cornea (p. 977).
Defibrination in Pregnancy: Dr. J. Willocks
and Dr. J. MacVicar describe three patients
whose symptoms were successfully reversed by
fibrinogen (p. 979). Leader at p. 955.
Fatal Chicken-pox: Dr. A. W. Blair and
colleagues report deaths from encephalitis and
other complications (p. 981). Leader at p. 954.
T. glabrata Urinary Infection: Dr. L. Edebo
and A. Spetz, of Sweden, discuss the therapeutic
value of making the urine alkaline (p. 983).
Incontinence Clamp: Dr. L E. Edwards
describes one simple to operate (p. 985).
Mothers in a Paediatric Unit: Dr. I. D. Riley
and colleagues on admitting the mothers of ill
children to a paediatric unit (p. 990).
Commonwealth Medical Conference: Final
communique (p. 993). Leader at p. 957.
Surgical Infections: Prevention of infection in
theatres and wards (p. 994).
John Haddy James: Waterloo surgeon (p. 995).
Pertinax: " Without Prejudice " (p. 996).
Negotiations on Family Doctor Service: Reports
of meetings of G.M.S. Committee and B.M.A.
Council (Supplement, pp. 167 and 172).
Indomethacin and Gastric Ulcer: Dr. F.
Dudley Hart draws attention to gastric ulcer as
side-effect of the drug (p. 1000).
The Second Report: Letters on pp. 997-999.
Dr. C. Hart writes, "I am convinced that the
majority of us want the N.H.S. to survive.
Dr. J. W. Maltby writes, "It is essential that
the contract be between the patient and the
State, and not between the doctor and the
State."
New Tavistock Clinic: Foundation stone laid
14 October (p. 1009).
Tribute to Dr. F. Gray: Presentation of cheque
from London general practitioners (p. 1009).

Winter Vomiting Disease
In March 1936 "an epidemic presenting apparently novel features"
occurred in a boarding school for girls in Thanet.' It was characterized
by the sudden onset of nausea or vomiting, sometimes with considerable
giddiness. The duration of symptoms was brief, but most of the children
and adults in the school were affected during the outbreak, which lasted
a fortnight. A similar condition had previously been described in

Denmark and in the United States of America, where J. Zahorsky'
suggested it should be known as winter vomiting disease until more was
discovered about it. Since then dramatic but short-lived episodes of
a similar, apparently infectious, illness-usually in girls' schools-have
become familiar. The dominant symptom has varied, but the epidemio-
logical features of outbreaks variously called epidemic nausea and vomit-
ing, epidemic vertigo, or epidemic collapse strongly suggest that they
have been due to either a related group of air-borne virus infections, or
are clinical variants of the same disease.'-0
Whatever the clinical picture, a sudden onset is highly characteristic.

In the classical outbreak of winter vomiting disease the patient often
wakes in the early hours of the morning and vomits quite suddenly before
he can get out of bed. Such an illness in a large number of girls in a
residential school may simulate an outbreak of food-poisoning, though
inquiry will usually show that in the previous week a few similar illnesses
have occurred in the school. Apart from nausea and vomiting, frontal
headache, vertigo, and abdominal discomfort or pain are prominent.
Fever has sometimes been the rule,' 9 but often the exception. Diarrhoea
usually occurs in less than one-quarter of those affected, but in one British
outbreak all patients developed profuse diarrhoea within a few hours of
the initial projectile vomiting."' Diarrhoea has been more prominent
in a number of American outbreaks, and studies in volunteers have
pointed strongly to the presence of an infective agent in filtrates of
the stools of patients with the disease.' Outbreaks in which some
patients have complained of symptoms typical of winter vomiting disease
and others of acute gastro-enteritis often occur in the early summer
months in hotels at seaside towns. The symptoms of winter vomiting
disease may last only a few hours, especially in children-though adults
may be ill for up to a fortnight. Relapses are fairly common in some
outbreaks. In an outbreak at a Sheffield hospital' one patient relapsed
three times with nausea, abdominal pain, and occipital headache recurring
at weekly intervals and lasting a couple of days.

School outbreaks of winter vomiting disease have nearly all taken place
between September and March. Sporadic cases of the disease are often
widely prevalent in the populations concerned at the same time, affecting
both sexes and all age groups. Curiously, it is unusual for more than

one family contact of a given schoolchild to go, down with the disease,
possibly because most people in endemic areas have developed an

immunity through previous exposure. Studies by general practitioners
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in sporadic episodes and pointers from school outbreaks have
suggested that the incubation period of winter vomiting
disease is usually 30 to 60 hours, though it may be as long
as a week.8
Two other forms of a similar or of the identical condition

have been reported in Britain. Firstly, the condition known
as epidemic vertigo-which'some workers think is an acute
labyrinthitis but in which vomiting may be a prominent
symptom-can scarcely be distinguished on clinical grounds
from winter vomiting disease, in which vertigo is commonly
present. In epidemic vertigo the symptoms are usually very
sudden in onset. The patient is seized without warning with
severe vertigo and either falls to the ground or staggers and
sways uncontrollably. In some outbreaks of epidemic vertigo
obvious involvement of the oculomotor nerve has been
reported.` The second form has been described as epidemic
collapse. In a large outbreak of this type in a Coventry
girls' school the onset was sudden, with frontal headache,
nausea, violent shivering, colicky upper abdominal pain,
giddiness, and faintness.10 Reports in the press of the recent
Blackburn outbreak indicate a clinical picture that is very
similar to that seen at Coventry. Whatever the similarity,
it is now admitted "that mass hysteria is the probable
explanation of the Blackburn episode.""4 In this connexion
Sir Francis Walshe's comment in a letter to The Times of 19
October is pertinent: " Epidemics of mass hysteria have
punctuated history and doubtless a few centuries ago were
attributed to witchcraft or to demoniacal possession on
evidence not less than that now evoking the mystic chant of
the word 'virus.'"
With the large explosive outbreak of winter vomiting

-disease food-poisoning is the only likely source of confusion.
This can usually be excluded without difficulty, however, by
the history of the outbreak and the absence of a likely vehicle
for all the children concerned. In the sporadic case, on the
other hand, a diagnosis of winter vomiting disease is clearly
perilous until other, more serious conditions have been ruled
out. In children vomiting may herald the onset of acute
fevers or of a surgical emergency, while in adults surgical
emergencies, intracranial lesions, or myocardial infarction
must be considered.

Apart from outbreaks at schools, most cases of winter
vomiting disease are probably not seen by doctors, and their
rapid recovery makes treatment unnecessary. In a few cases,
however, serious dehydration may require energetic treat-
ment. Deaths in elderly patients with vomiting and diar-
rhoea were reported in a Cornish outbreak," but otherwise
the disease is almost invariably benign.

Laboratory study of this condition has not been rewarding.
In three children concerned in the Sheffield hospital out-
break" examination of the cerebrospinal fluid showed a
pleocytosis, underlining the commonly held view that winter
vomiting disease is essentially a disease of the central nervous
system. Attempts to isolate a virus from patients have not
yet succeeded.
' Miller, R., and Raven, M., Brit. med. j., 1936, 1, 1242.
2Zahorsky, J., Arch. Pediat., 1929, 46, 391.
3 Gray, J. D., Brit. med. 7., 1939, 1, 209.
4Bradley, W. H., ibid., 1943, 1, 309.
6Webster, R. C., Med. Offr, 1953, 90, 39.
6Dummer, F. H. M., ibid., 1953, 89, 65.
7Simpson, A. S., ibid., 1954, 91, 175.
'College of General Practitioners Research Newsletter No. 8, 1955, 80..
9Haworth, J. C., Tyrrell, D. A. J., and Whitehead, J. E. M., Lancet, 1956,

2, 1152.
"PEollock, G. T., and Clayton, T. M., Brit. med. J., 1964, 2, 1625.
U Hargreaves, E. R., ibid., 1947, 1, 720.
a"Gordon, I., and Whitney, E., Ann. N.Y. Acadl. Sci..^ 1956. 66. 220.
laLeishman, A. W. D., Lanceit, 1955, I, 228.
14 The Times! 19 October, 1965.

Fatal Chicken-pox
In one small village during a Christmas holiday two children
died from complications of chicken-pox. One had encephalitis
and the other developed the haemorrhagic form of the disease.
Drs. A. W. Blair, W. M. Jamieson, and G. H. Smith report
the cases at page 981 of the B.M.7. this week. Fortunately
complications of chicken-pox are rare.- In one isolation
hospital, serving a population of a million persons, 12 cases
of varicella with complications were admitted in 10 years,
half being in patients over the age of 20. In England
and Wales as a whole about 20 deaths a year are
recorded.

Pneumonia may develop when the virus invades the lung;
usually the cutaneous rash is widespread and many vesicles
are seen in the mouth and pharynx. The patient experiences
a painful cough, and sputum may be blood-streaked. X-ray
changes consist of nodular shadows, which, like the skin rash,
change quickly, new ones appearing while earlier ones
resolve.3 Antibiotics naturally will not overcome the
primary infection but may prevent secondary bacterial
invasion.

Haemorrhagic signs are perhaps the least common of the
serious complications but carry a fairly high mortality. The
typical features usually develop within four days of the
appearance of the rash. The vesicles take on a haemorrhagic
form and there may be extensive purpura. Haemarthroses
and sanguineous effusions may be found. The platelet count
is usually diminished and the bleeding and clotting times may
be altered. Prompt treatment may be needed with blood
transfusions and possibly the administration of fibrinogen and
platelets.

Neurological complications are associated with many viral
infections. They may be caused by direct invasion of the
primary virus, activation of another virus latent in the patient,
or an allergic response in the nervous system. The exact cause
of varicella encephalitis is not yet known. The incidence is
probably less than 1 in 10,000 cases and the case mortality
about 1 in 10, but some survivors may suffer permanent
sequelae. Symptoms of cerebral damage may precede the
rash by three or four days. Most commonly they appear
early in the second week, but occasionally are delayed until
the end of the third week. As with other forms of encephalitis,
the clinical manifestations are variable, and it is possible that
electroencephalographic records would show changes in
patients with minimal symptoms that pass almost unnoticed.
The onset may be gradual or rapid, and almost invariably
headache, drowsiness, and a little vomiting are the first warn-
ings of trouble. Coma will develop in about one-fifth of the
patients, and in about the same proportion muscular twitching
or convulsions will be seen.4 Sometimes there is rapid
deterioration with the appearance of signs indicating serious
and possibly irreversible damage to the brain. In a few cases
the symptoms are almost entirely confined to cerebellar dys-
function, an interesting account of which was recently given

I Rotem, C. E., Brit. med. Y., 1961, 1, 944.
2 The Registrar-General's Statistical Review -of England and Wales for

the Year 1963, Part 1, Tables, Medical. H.M.S.O. 1965.
3 Tan, D. Y. M., Kaufman, S. A., and Levene, G., Amer. 7. Roentgenol.,

1956, 76, 527.
4 Miller, H. G., Stanton, J. B., and Gibbons, J. L., Quart. 7. Med., 1956,

25, 427.
6Gatley, M. S., Practitioner, 1965, 195, 357.
Hunter, W. B., Lancet, 1875, 1, 45.
'Jenkins, R. B., Amer. 7. Dis. Child., 1965, 110, 137.
B rit. med. 7., 1957, 1, 511.
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