
BRITISH MEDICAL JOURNAL VOLUME 284 6 MARCH 1982 705

erythrocyte sedimentation rate of 58 mm in first hour with acute-phase
proteins. A computed tomogram and a myelogram were normal. Cerebro-
spinal fluid protein concentration was raised and showed a polyclonal
globulin band with no cells.
An increased dose of prednisolone and azathioprine improved both her

ocular and neurological disease, the neurological signs and Lhermitte's sign
disappearing after about three months.

Comment

Lhermitte's sign is probably due to movement stimulating de-
myelinated ascending tracts of the cervical cord,4 and these cases show
its occurrence in neurological Behqet's disease, which, as far as we are
aware, has not been previously reported.

Occasionally it is difficult to differentiate between multiple sclerosis
and Behget's disease.5 Disease of the optic nerve may occur in Behqet's
disease, and remitting brain-stem syndromes and cerebellar ataxia are
features of both. The presence of an internuclear ophthalmoplegia,
painful tonic seizures, and Lhermitte's sign have been thought to be
characteristic of multiple sclerosis.5 We think that the presence of
Lhermitte's sign should not distract from the possibility of Behget's
disease in patients with neurological illness, particularly when asso-
ciated with uveitis or other systemic abnormalities.

We thank Mrs P A Wright for secretarial help, and Dr D G James and Mr
M D Sanders for permission to report on patients under their care.
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Reversible oesophageal
dysphagia and long-term ingestion
of chlormethiazole
Chlormethiazole is widely used in psychiatric practice, particularly in
the treatment of alcoholism. We report a case of longstanding dys-
phagia due to an oesophageal motility disorder that responded to the
withdrawal of chlormethiazole.

Case report

A 50-year-old woman with severe personality disorder and symptoms of
anxiety and hysteria had been followed up in the psychiatric department
of this hospital for 14 years. Numerous adverse social circumstances included
relationships with three men and excessive consumption of alcohol. Her
regular medication since 1972 had been diazepam and chlormethiazole (dose
between 2 and 4 g daily).
One year after starting chlormethiazole she complained of dysphagia, with

solid food sticking in the throat often associated with choking. Laryngeal
examination showed no abnormality, but she failed to attend for barium
swallow. It was decided that her symptoms were probably hysterical in
origin. Over the next three years she lost about 13 kg in weight but subse-
quently maintained her weight. In 1979 she was referred to the general
medical clinic with the same complaints. Barium swallow examination showed
incoordination in swallowing, with delay and movement of the barium
backwards and forwards in the mouth before passage into the oesophagus.
Oesophageal manometry showed a gross motility disorder in the whole of the
oesophagus, with numerous spontaneous, non-propagated contractions (fig

(a)). Lower oesophageal pH recording showed some evidence of gastro-
oesophageal reflux during the manometry, but there was no reflux during
overnight recording after removal ofthe manometry catheter. The endoscopic
appearance of the oesophagus was normal. Chlormethiazole was withdrawn
over four weeks; during part of this time nasogastric feeding was required.
She initially noticed an exacerbation of her anxiety but within four weeks of
stopping the drug began to feel generally better. Her dysphagia gradually
improved and she began to gain weight. Oesophageal motility studies six
weeks after the drug was stopped showed a return to almost normal motility
(fig (b)). During the succeeding months she remained free from dysphagia
and gained 10 kg in weight, although she retained her demanding personality.

.,...i~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~.

a

b

Oesophageal manometry recordings (a) while patient was taking
chlormethiazole and (b) six weeks after the drug was stopped.

Comment

Studies on the pharmacological properties of chlormethiazole have
reported that it is an anticonvulsant with sedative and hypnotic
properties but that it is without appreciable influence on the autonomic
nervous system.' It has inhibitory effects on various central nervous
centres: the cerebral cortex, respiratory centre, thermoregulatory
centre, vomiting centre, and spinal cord.2 It also has a non-specific
action on reducing smooth-muscle tone but is not a neuromuscular
blocking drug.2
The control of oesophageal motility is complex and may be affected

by environmental factors including stress and drugs. This patient was
taking only benzodiazepine tranquillisers in addition to chlormethia-
zole; only the chlormethiazole, however, was withdrawn. Her personal
circumstances remained apparently unchanged during this time.
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We suggest that chlormethiazole may have caused dysphagia by a
direct action on the central mechanisms concerned in swallowing.
Most reports of the adverse effects of this drug concentrate on the
problems of drug abuse and addiction,3 and dysphagia has not been
reported as a side effect. There have been some reports of dyspepsia,
nausea, and vomiting related to the acidity of the tablets.4 This is
unlikely to have been important in the present case, however, since no
reflux was detected during overnight recording. Further studies are
needed to investigate the prevalence and mechanism of oesophageal
dysfunction in patients taking this drug.
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Non-smoking: a feature of
ulcerative colitis
The prevalence of cigarette smoking in the United Kingdom has
decreased in the past 30 years,1 but the general household survey of
1980 showed that 42%' of adult males and 37% of adult females still
smoked.2 Patients with Crohn's disease do not differ appreciably from
the normal population in smoking habits,3 but we noticed that patients
with ulcerative colitis tended to be non-smokers and therefore designed
a questionnaire to assess this impression in more detail.

Patients, methods, and results

Questionnaires were sent by post to patients with ulcerative colitis and
Crohn's disease, the diagnosis having been obtained from clinical records and
depending on clinical assessment combined with radiology and histology. A
total of 230 patients with ulcerative colitis and 192 with Crohn's disease filled
in and returned the questionnaire, the response rates for the two groups being
86 %, and 73 °' respectively. A further 230 healthy patients in a fracture clinic,
each from a different household, also completed the questionnaire, and this
control group was matched for age and sex with the patients with ulcerative
colitis. Both of these groups comprised 98 male (43 %) and 132 female (57 %)
patients, with a mean age of 46 years. The group with Crohn's disease did not
differ statistically from these two groups, with 74 male (39 00) and 118
female (61 0%) patients and a mean age of 42 years. Subjects were divided into
current smokers, ex-smokers, and those who had never or only occasionally
smoked, and all were asked about smoking habits of other members of the
household. Smokers were asked to specify their type of tobacco and the
quantity consumed each day, and patients with inflammatory bowel disease
were asked whether they had started smoking before the onset of their bowel
trouble. Ex-smokers were asked when they had stopped, the time relation to
their bowel trouble, and reasons for stopping.

Eight per cent of patients with ulcerative colitis were current cigarette
smokers compared with 42 % of the group with Crohn's disease and 44 % of
the controls (p<0001); this low proportion in the group with ulcerative
colitis was apparent at all ages (figure). Forty-eight per cent of patients with
ulcerative colitis had never smoked compared with 30 % of the group with
Crohn's disease and 36 % of the controls (p < 0 01). Forty per cent of patients
with ulcerative colitis were ex-smokers and had stopped smoking on average
13 years earlier; the figures for the group with Crohn's disease and the
controls were respectively 27% and 20% (p<0 01). In patients with
ulcerative colitis 88 % of current smokers and 97 % of ex-smokers had started
smoking before the onset of bowel trouble. Seventy-two per cent of the
ex-smokers had given up before bowel symptoms began, and most had
stopped for reasons of health or simply because they wished to do so.
There was a significant difference in the proportions of non-smoking

households in the three groups: 76 % of patients with ulcerative colitis came
from non-smoking households compared with 60 % of patients with Crohn's
disease and 51 % of controls (p <0-001). This difference may partly account

for the difference in current smoking between the groups, since among the
patients with ulcerative colitis 82 0%O of non-smokers came from non-smoking
households whereas 78 % of the smokers came from smoking households.
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Comment

Cigarette smoking was uncommon in patients with ulcerative col-
itis, partly because a higher proportion of subjects had never smoked and
also because a similar proportion had given up smoking usually before
the onset ofbowel symptoms. We think these findings are valid because
the groups were large, the response rate was good, especially among the
patients with ulcerative colitis, and patients were not specially selected.
Although our control group was not matched for social class with the
group with colitis, they were matched for age and sex and the preva-
lence of cigarette smokers (44%) approached that in Britain in 1980
(390%)*2
The reason for differences between patients with ulcerative colitis,

patients with Crohn's disease, and controls is not apparent. Smoking
appears to be unrelated to the onset of the bowel disorder, and smoking
habits of individuals tend to reflect those in their household. Patients
with ulcerative colitis have been thought to have a particular kind of
personality,4 and, although more recent studies have challenged these
views,5 it would be reasonable to postulate that they are more influ-
enced by health education. Whatever the reasons may be behind these
differences, the observations are relevant to studies on both morbidity
and mortality in inflammatory bowel disease.
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