
BRITISH MEDICAL JOURNAL VOLUME 288 17 MARCH 1984

Unreviewed Reports

Recurrent erythema nodosum and prolonged
Campylobacter jejuni excretion

In previous reports ofrecurrent erythema nodosum and prolonged
Campylobacter jejuni excretion symptoms have begun acutely and
disappeared rapidly. In our case new lesions continued to appear. A
26 year old woman had four days' abdominal pain, vomiting, and
diarrhoea followed by intermittent stool looseness. Ten days later
she developed erythema nodosum with fresh lesions over seven
weeks and minimal clinical disturbance. Investigation results were
normal except that one stool culture grew C jejuni. After erythro-
mycin treatment culture became negative and no new lesions
appeared. Misdiagnosis as inflammatory bowel disease can be
avoided only by fastidious and repeated examination for Cjejuni. -j

ASHWORTH, J S C ENGLISH, et al, Department of Dermatology,
Western Infirmary, Glasgow. (Accepted 13 February 1984)

Autoimmune thrombocytopenia (AT) and valproic
acid treatment
Two children developed AT while receiving valproic acid for

epilepsy: (1) 8 year old boy with seven days' purpura (platelet count
20000/mm3); (2) 12 year old girl with slowly developing thrombo-
cytopenia (platelets 40 000/mm3); valproic acid treatment had lasted
four and six years. Direct immunofluorescence tests were positive in
both (IgG and IgG/IgM types respectively), antibody being found in
the eluate and serum in case 1 and in the eluate only in case 2. All
abnormality normalised after stopping valproic acid. These features
suggest AT due to valproic acid and preliminary results have shown
positive immunofluorescent tests in 6/26 patients on long term
treatment even though their platelet counts were normal.-ANNA
RIBERA, C MARTIN-VEGA, et al, Ciudad Sanitaria Valle Hebr6n,
Barcelona-35, Spain. (Accepted 17 February 1984)

Avascular necrosis as a possible cause of coccydynia
The cause of coccydynia is unknown; trauma, lumbar disc

prolapse, gynaecological disease, and psychological factors have all
been implicated. ' A 44 year old swimming instructor presented with
a 15 month history of coccygeal pain on sitting and dyspareunia.
There was no history of trauma nor of psychoneurotic factors. She
failed to improve with manipulation, physiotherapy, or steroid
injection, and coccygectomy was therefore performed. Histology
showed bone necrosis. At six months' review her dyspareunia was
relieved and sitting tolerance improved. The blood supply of the
coccyx is tenuous, from the median sacral arte;ry; damage to this
vessel might cause avascularity, which might be responsible for
coccygeal pain.-J A LOURIE, S J YOUNG, Nuffield Orthopaedic
Centre, Oxford OX3 7LD. (Accepted 21 February 1984)

Torok G. Coccydynia. Bone Joint Surg (Br) 1974;56B: 386.

Carbamazepine and metoclopramide interaction:
possible neurotoxicity

Carbamazepine may decrease effectiveness of drugs by induction
of hepatic microsomal enzymes. A 32 year old man had received
carbamazepine (600 mg daily) for epilepsy for three years (plasma
concentrations within therapeutic range 34-51 ,umol/l). Within three
days of starting metoclopramide (30 mg daily) for a gastric ulcer, he
developed severe neurotoxicity: unsteady gait, truncal ataxia,
horizontal phasic nystagmus, vertical diplopia, and limb hyper-
reflexia. With metoclopramide discontinued neurotoxicity cleared.
Two weeks later carbamazepine was discontinued and metoclo-
pramide started with no recurrence of symptoms; carbamazepine
(600 mg daily) was added, and within three days identical neuro-

toxicity recurred. Such a combination may produce acute neuro-
toxicity even in the therapeutic range.-R SANDYK, Department
of Clinical and Experimental Pharmacology, University of
the Witwatersrand, Johannesburg, South Africa. (Accepted 24
February 1984)

Fatal poisoning with denture cleaner
A 47 year old woman with presenile dementia was admitted

within one hour of accidental ingestion of seven Steradent tablets.
She was acutely ill with perioral, glossal, laryngeal oedema and
respiratory stridor. She died 10 days later, and necropsy showed
extensive haemorrhagic bronchopneumonia and widespread upper
gastrointestinal ulceration. Poisoning witla dental cleansers has been
reported but no deaths.' Steradent tablets smell nice, and are of
similar size and shape and packaged like many proprietary antacids
and potassium supplements. They are not in a childproof container,
and we write to highlight the toxicity of this common product.-
D MacAULEY, I O'BRIEN, et al, Department of Medicine, Royal
Devon & Exeter Hospital (Wonford), Exeter EX2 5DW. (Accepted
24 February 1984)

Carnier R, Efthymiou ML, Mesureur LP, Riboulet-Delmas G. Poisoning by Stera-
dent tablets. Odontologia: Le Quintessance Clinique Internationale 1981 ;4:041.

Nomifensine and thrombocytopenia
A 44 year old woman had widespread purpura and haemorrhagic

manifestations for three days. She had been taking Nomifensine, 50
mg daily, for seven days. Abnormal haematological results were a
platelet count ofunder 5 0x 109/1. Nomifensine was withdrawn; two
days later the count was 176 Ox 109/1. A month later her platelets
aggregated normally with ADP, collagen, and ristocetin. A
Nomifensine tablet (50 mg) solution in 10 ml saline rapidly
agglutinated her platelets, with no effect on two controls.
Thrombocytopenia with Nomifensine has occurred with over-
dosage, with acute haemolysis and renal failure. ' In our case probably
a drug induced immune mechanism was responsible.-P J GREEN, S
M H NAOROSE-ABIDI, et al, Central Laboratory, St Mary's Hospital,
Portsmouth. (Accepted 27 February 1984)
Prescott LF, Illingworth RN, Critchley JAJH, Frazer I, Stirling ML. Acute

haemolysis and renal failure after nomifensine overdosage. Br Med 1980;281:
1392-3.

Flexor tendon sheath infection and self monitoring
of blood glucose
A 34 year old surgeon had two days' pain and swelling of the left

(non-dominant) index finger. He had no signs of neuropathy or
vascular disease, or any history ofsepsis, but threeweeks before hand
had switched to self monitoring of blood glucose concentrations,
pricking his finger with a small stylet four times daily. Flexor
tendon sheath infection was diagnosed; drainage under regional
anaesthetic produced purulent fluid; this was irrigated with 1%
flucloxacillin and he was discharged taking high dose oral cephadrine
(an unusual regimen followed at his request). By eight days he had
regained full use of the digit. -DN ARMSTRONG, D J ROSS, et al, Royal
Infirmary, Edinburgh. (Accepted 28 February 1984)

"Unreviewed Reports" aims at publishing very brief findings quickly,
without the usual external peer review. Each item should be no more
than 100 words long, with a title of up to 10 words, only one reference,
and no more than two named authors (et al is allowed). Authors of
papers about side effects must have reported them to the Committee on
Safety ofMedicines and the manufacturers. Correspondence asking for
further details about these items should be sent directly to the authors,
who should be willing to supply answers.
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