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cular type was first mentioned by Symonds4
and later referred to by Rooke et al.5 Six
cases of chronic migrainous neuralgia were
described by Earl and McArdle,6 and recently
Ekbom7 pari passu has mentioned that five of
his 105 patients with "cluster headache" had
chronic symptoms.
The five patients observed by me were all

men aged 24-53 years, average age 34 years.
Following the definition of Ekbom7 three
were classified as primary chronic with a
duration of three-six years and two as
secondary chronic with a duration of three
and four years respectively. Three patients
had a family history of classic migraine. The
character and localization of the pain, the
frequency and duration of the attacks, and
the associated signs were typical of mi-
grainous neuralgia, but the symptoms had a
chronic course without remission for years in
all cases. In three of the patients the pain
could be alleviated by short-lasting physical
exertion, in two by exposure to cold, and two
patients got some relief by knocking their
heads against the wall. Several patients had
been subjected to futile operative procedures
on the nose and teeth or on the spheno-
palatine ganglion. In one patient the observa-
tion was made that the pain disappeared
completely for a year following biopsy of the
superficial temporal artery on the side of the
pain and several years later for six months
after the same procedure. In four patients
some benefit from ergotamine was noted, but
this was often transitory and insufficient.
The diagnosis of the secondary chronic

cases of migrainous neuralgia should usually
not meet with special difficulty as these
patients have previously suffered from typical
periodic migrainous neuralgia. In the primary
chronic cases the diagnostic difficulties may
be overcome by a careful clinical history
revealing the typical short-lasting, frequent,
always unilateral and ipsilateral attacks of
pain and the local autonomic signs: ipsi-
lateral conjunctival injection, epiphora, nasal
congestion with stenosis and/or rhinorrhoea,
and sometimes a partial Horner's syndrome.
Ergotamine should always be tried in such
cases and its effectiveness may be taken as
an additional criterion of the correct diag-
nosis.

In chronic cases where ergotamines have
some effect and are used more or less con-
tinuously for longer periods the danger of
ergotism should always be considered.
Chronic migrainous neuralgia may be more
frequent than is generally recognized.-I am,
etc.,
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Cytomegalovirus Meningo-encephalitis

SIR,-We wish to draw attention to the fact
that acquired cytomegalovirus infection in
an adult may not be as mild as is commonly
thought. Reported cases of aseptic meningo-

encephalitis due to cytomegalovirus are
few.' 2 We wish to report a further case, the
symptoms of the affected patient being pro-
longed and severe.
The patient, a 39-year-old male, an

accountant, presented as an emergency to
Cossham Memorial Hospital, Kingswood,
Bristol, with a three-week history of increas-
ing lethargy, anorexia, and objective vertigo.
For three days prior to acimission he had
severe, continuous frontal and occipital head-
ache, with recurrent nausea and vomiting
and mild photophobia. He had been pyrexial.
There was no relevant past medical history.
When examined he was noted to be very
distressed from his headache; temperature
37 4°C. He had marked cervical and occi-
pital lymphadenopathy, with an injected
pharynx and definite neck stiffness, but
Kernig's sign was negative. The remainder
of the clinical examination was unremarkable
apart from a sinus bradycardia of 56/minute.
A presumptive diagnosis of a virai meningo-
encephalitis was made and confirmed by
lumbar puncture. C.S.F. pressure 140 mm,
protein 60 mg/100 ml, red cells 44/mm',
white cells 96/mm' (85 ., lymphocytes),
sugar 70 mg/100 ml, culture no growth. The
peripheral blood count and film were normal
with a repeatedly negative Paul-Bunnell
screening test for glandular fever.

Virological examination revealed the fol-
lowing.

Seven Days Three Weeks
after after

Admission Admission

C.M.V. Complement
Fixation 1l itre
(C.F.T.) on Serum <1 8 1!128

Throat Swab Culture for
C.M.V. . No growth No growth

Urine Culture for
C.M.V. . No growth No growth

The complement fixation antibody conver-
sion to a significant titre must indicate a
reccnt infection with cytomegalovirus, even
though the virus was never isolated on the
specimens taken. On further questioning we
elicited the fact that the patient's 10-year-old
daughter had had a mild upper respiratory
tract infection approximately 10 days before
the onset of the patient's symptoms. This
would correspond with the known incubation
period of cytomegalovirus infection. The re-
mainder of his family, except his wife,
subseq.uently developed a "cold-like" illness,
but virological screening of his family for
cytomegalovirus infection produced no pos-
itivW results except a cytomegalovirus comple-
ment fixation titre of 1/128 in the 10-year-old
daughter.
The patient required powerful analgesics

to relieve his headache which lasted for a
further three days after his admission. After
that he was mobilized and discharged home,
12 days after admission, with no abnormal
neurolo,gical signs being present. However,
it was .ome three months before he fclt fit
enough to resume his work, on a part-time
basis only. He was still getting throbbing
oecipital headache and had difficulty in con-
c-nLration, but he had no other symptoms
or signs.
We wish to make a plea that cytomegalo-

virus infection should be considered as a
cause of aseptic meningitis, and that othe-r
complications of cytomegalovirus infection
may occur-for example, myocarditis, hepa-
titis, and infective polyneuritis. These com-
plications are rare but they may be respon-
sible for similar conditions occurring in per-
sons liable to cytomegalovrus-for example,

those receiving fresh blood transfusions or
immunosuppressive therapy, etc.-We are,
etc.,
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Gynaecology in General Practice
SIR,-In the interesting articles on gynaecology
in general practice little has been said about the
tec,hniq-e of clinical pelvic examination in the
female. Miay I therefore briefly restate some
of the elementary points which are not infre-
quently overlooked, perhaps with unfortunate
consequences.

Vaginal examination should not start at
the cervix nor exclude neighbouring organs.
It should include inspection of the vulva,
anus, and vaginal orifice, palpation of the
vaginal wall and of the subjacent rectum and
bladder, and palpation of the cervix (supple-
mented by speculum examination, with
cytological and bacteriological examination
when appropriate). Bimanual vagino-abdom-
inal palpation of the uterus, tubes, ovaries,
and adjacent organs (for example, sigmoid
colon) should follow, the patient being in
the dorsal position throughout.

Digital rectal examination in the female
should be carried out with the patient in
the dorsal position with the legs flexed and
should include routine bimanual recto-
abdominal examination of the uterus and
ovaries-impracticable in the left lateral
position with the uterus gravitating from
the pelvis into the flank-whether or not the
patient has gynaecological symptoms.-I am,
etc.
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Clinical Trials of Prostaglandins
SIR,-I am directed by the Committee on
Safety of Drugs to draw attention to the
situation regarding the clinical trials of
prostaglanins in the United Kingdom.

At the present time prostaglandin prepara-
tions of E., and F2 fractions manufactured
by the Upjohn Company have received
clinical trial clearance from the Committee.
However, the Committee is concerned that
there is growing clinical use of other prepara-
t.ons of these fractions as well as other
prostaglandin fractions which have not been
submitted to them for assessment.

Ind'ividual clinicians, of course, have the
righ,t to exercise their own responsibility and
to use whatever materials they feel are most
appropriate to the treatment of each patient.
While the Committee is anxious that there
S.oiDlod not be any interruption of poten-
tiaily imnportant clinical research programmes
they wish to emphasize that they can offer
no advice on the safety or quality of a pro-
duct unless a full submission relating to the
detailed scientific work conducted with that
proJuct has been presented to them by
rnianutacturers for assessment.-I am, etc.,

D. MANSEL-JONES,
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Committee on Satcty of Drugs

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J: first published as 10.1136/bm

j.2.5752.50 on 3 A
pril 1971. D

ow
nloaded from

 

http://www.bmj.com/

