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HEBERDEN SOCIETY

ANNUAL REPORT, 1962

At the Annual General Meeting held on Decem-
ber 1, 1962, the President, Dr. G. D. Kersley, was
in the Chair. The following decisions regarding
membership of the Society were made:

(1) The number of ordinary members of the Society
shall be increased from 100 to a maximum of 130 by
yearly increments of six additional members as from
1963. Before election to ordinary membership a can-
didate must have read an acceptable paper before the
Society and this, together with his contribution to
rheumatology and to the Society and his status in
medicine, rather than his length of time as an Associate
Member, will be taken into account in considering his
election.

(2) The Society may elect an unlimited number of
Associate Members: full ordinary membership will
normally be obtained only through associate membership
as vacancies occur. Before election, candidates for
associate membership should preferably, but not neces-
sarily, have read a paper to the Society.
The following new members were elected:
Honorary Member: Dr. J. Forestier.
Ordinary Members (from Associate Members):

Dr. J. T. Scott, Dr. N. Cardoe.
Associate Members: Dr. C. F. Hawkins, Dr. N.

Bennett Jones, Dr. T. R. Littler, Dr. M. Wilkinson,
Dr. P. Wood, Dr. B. L. J. Treadwell, Dr. R. E. H.
Partridge, Dr. J. N. McCormick, Dr. D. N.
Golding, Dr. E. Lewis-Faning.

Overseas Members: Dr. R. J. Wedgewood, Dr. J.
Jefferis, Dr. G. Friou, Dr. I. Stojanovic, Dr. J.
Nikolic, Dr. I. Lambic, Dr. J. R. de Andrade.

Continental (European) Member: Dr. H. Colen-
brander.

The President, on behalf of all Members, con-
veyed the Society's congratulations to Professor
Sir Charles Dodds on his election to the Presidency
of the Royal College of Physicians.
He recorded with regret the deaths of two Mem-

bers of the Society: Dr. A. Broman and Dr. E. C.
Cosgrove.
Activities
At the invitation of Dr. H. Wykeham Balme, the first

clinical meeting of the year was held on February 16,
at St. Bartholomew's Hospital (Annals, 21, 216). Papers
were presented by Dr. G. 0. Storey (London), Dr. C. F.
Hawkins (Birmingham), Dr. T. R. Littler (Birkenhead),

Drs. V. Wright and R. J. Johns (Leeds), Drs. D. N.
Golding, H. Baker, and M. Thompson (Newcastle-upon-
Tyne), Dr. B. M. Ansell, Mrs. A Crook, Dr. J. R.
Mallard, and Prof. E. G. L. Bywaters (London).
A clinical meeting was held at The Grand Hotel,

Brighton, on May 12 (Annals, 21, 302). Papers were
presented by Prof. E. G. L. Bywaters (Taplow), Mr.
A. G. O'Malley (Liverpool), Drs. J. T. Scott, A. M.
Denman, and J. Dorling (Taplow), Dr. C. R. Croft
(Plymouth), Drs. 0. Savage and B. L. J. Treadwell
(London), Prof. E. G. L. Bywaters (Taplow), and Drs.
M. G. London, K. D. Muirden, Miss J. V. Hewitt, and
Prof. J. H. Kellgren (Manchester).
The Heberden Round was conducted by Dr. Alan

G. S. Hill at the Rheumatic Diseases Centre, Stoke
Mandeville Hospital, Aylesbury, on September 28
(Annals, 22, 55). Papers were presented by Drs. J. R.
de Andrade, J. N. McCormick, and A. G. S. Hill (Stoke
Mandeville), Drs. C. R. Tribe and L. Nunn (Stoke
Mandeville), Dr. J. N. McCormick (Stoke Mandeville),
and Dr. D. G. Scott (Stoke Mandeville).
The Heberden Oration for 1962 was delivered on

November 30, 1962, at the Wellcome Foundation,
London, by Dr. Jacques Forestier of Aix-les-Bains, who
took as his subject "Three Great French Physicians
Forerunners in Rheumatology-J. M. Charcot, Pierre
Marie, and J. A. Sicard" (Annals, 22, 63).
Dr. Forestier was presented with the Heberden Medal

for 1962 by the President.
The Annual Dinner was held on November 30, 1962,

in the House of Commons. Among the guests were
more than forty doctors and their wives from France;
Sir James and Lady Pitman; Sir George and Lady
Godber; Prof. and Mrs. Bruce Perry; Lord Cohen of
Birkenhead; and Prof. and Mme. Michotte.
The Annual General Meeting, held on November 30

and December 1 at the Wellcome Foundation, London,
was attended by a large number of our French colleagues,
under the leadership of Prof. S. de Seze. The clinical
meeting which followed is reported below (p. 201).

Grant-n-Aid
The Society acknowledged with appreciation the

renewal of a grant from the Empire Rheumatism Council.

Annals ofthe Rheumatic Diseases
Full reports of the Society's activities had appeared

regularly in the Annals. The Society was indebted to
the Editors for their continued co-operation in thus
furthering the work of the Society.
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HEBERDEN SOCIETY
Library
The Honorary Librarian, Dr. W. S. C. Copeman,

reported that the library had acquired the volumes listed
below, mostly through the generosity of the Trustees of
the Wellcome Foundation, and mentioned with apprecia-
tion the generous amount of time and trouble which
Dr. F. N. L. Poynter had devoted to the care of this
growing collection of historical books.

It was hoped that members who could present or
influence the presentation of volumes or relics of rheu-
matological interest dating from 1914 or earlier would
communicate with the Librarian.
The following books were added to the Heberden

Library, now housed at the Apothecaries' Hall.
BAYNE, DAVID (fl. 1727-39) alias KINNEIR. A new essay

on the nerves ... with two dissertations on the gout,
and on digestion. 2 ed., with additions; giving an
account of some alternative medicines not commonly
in use. Pp. vi, 200. 8vo. London: W. Innys and
R. Manby. 1739.

BELL, CHARLES (1744-1842). The hand: its mechanism
and vital endowments as evincing design. Pp. xvi,
314. 8vo. London: William Pickering. 1833.
(Presented by Dr. F. N. L. Poynter.)

GRANT, WILLIAM (d. 1786). Some observations on the
origin, process, and method of treating the atribilious
temperament and gout. 211, pp. 105, 11. 8vo.
London: T. Cadell. 1779.

HUGMAN, WILLIAM C. A practical treatise on morbus
coxarius, or hip-joint disease; showing the advan-
tages to be derived from a system of mechanical
management, for the prevention and cure of the
contraction of the limb, with cases and illustrations.
6 plates. Pp. 81. 8vo. London: Samuel Highley.
1849.

MARSHALL, EDMUND. A candid and impartial state of
the farther progress of the gout-medicine of Doctor
Lefevre. ... Pp. vi, 109. 8vo. London. 1771.

(Bd. with CADOGAN, WILLIAM. A dissertation on the
gout and all chronic diseases . . . 3 ed. Pp. 99.
8vo. London. 1771.)

ROUSSETTE, MATHIAS. Des tumeurs blanches rheu-
matismales et scrophuleuses. 2 11. Pp. 39. 4to.
Strasbourg: L. F. Le Roux. 1802. M.D. Thesis
No. 29.

RUSSELL, JAMES (1754-1836). A treatise on the morbid
affections of the knee joint. 51 11. Pp. 242.
8vo. Edinburgh. 1802.

SPILSBURY, FRANCIS. A treatise on the method of
curing the gout, scurvy, leprosy, elephantiasis,
evil, and other cutaneous eruptions. . . . 3 ed.
Pp. xvi, 258. 8vo. London. (n.d.)

OFFICERS, 1963

President:
Dr. G. D. Kersley, O.B.E., T.D., D.L., F.R.C.P.,

Royal National Hospital for Rheumatic Diseases, Bath.

President-Elect:
Prof. E. G. L. Bywaters, F.R.C.P.,

Postgraduate Medical School of London, Hammersmith
Hospital, Ducane Road, London, W.12.

Hon. Treasurer:
Dr. F. Dudley Hart, F.R.C.P.,

Westminster Hospital, London, S.W.l.

Senior Hon. Secretary:
Dr. R. I. Meanock, M.R.C.P.,

Royal Berkshire Hospital, Reading, Berks.

Junior Hon. Secretary:
Dr. G. Loewi,

Canadian Red Cross Memorial Hospital, Taplow,
Maidenhead, Berks.

Hon. Librarian:
Dr. W. S. C. Copeman, O.B.E., F.R.C.P.,

129 Harley Street, London, W.I.

Hon. Auditor:
Wilfred G. Wilks, Esq., F.C.C.S., F.R.Econ.S.

General Secretary:
M. C. G. Andrews

(Tel. No.: COVent Garden 0871.)

PROGRAMME FOR 1963
Clinical Meeting at St. Stephen's Hospital,

London, S.W. 10, by invitation of Dr. A. St. J. Dixon,
on February 8.
Symposium on Surgery in Rheumatoid Disease at

the Middlesex Hospital, London, W.1, on April 10.
Clinical Meeting in collaboration with the Neder-

landse Vereniging van Rheumatologen at Groningen,
Netherlands, on May 17 and 18.
The Heberden Round at the Sheffield Centre for

the Investigation and Treatment of Rheumatic
Diseases, by invitation of Dr. H. F. West, on
October 4 and 5.
The Heberden Oration, Annual General Meeting,

and Dinner on December 6 and 7.

Titles and short programme notes of original com-
munications which members wish to make to the Society
during 1963 should be sent to the Senior Hon. Secretary.
Dr. R. I. Meanock (Royal Berkshire Hospital, Reading,
Berks) at least one month before the date of the meeting,
Abstracts for publication in the Annals of the Rheumatic
Diseases (approximately 300 words) should be sent in
advance or handed to the secretary at the meeting.
Additional meetings will be arranged if necessary.

Annual General Meeting, 1962. The following
communications were presented:

Fertility in Women with Rheumatoid Arthritis, by
DR, A. G. L. KAY (Chelsea): A study was undertaken
to see if there was any evidence to support the impression
that women with rheumatoid arthritis were subfertile.
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ANNALS OF THE RHEUMATIC DISEASES
206 subjects were collected; 97 had developed rheu-

matoid arthritis before the menopause and 109 after
the menopause.

Control subjects were taken at random from general
practitioners' lists, and were stratified for age in 10-year
groups and for economic status by the J-Index.
There was no significant difference in the age at which

menstruation started or in age at marriage between
patients and controls in either group.
The mean size of family of the married women in the

group with pre-menopausal onset was 1 47 and of the
married controls 2- 52.
There were 54 matched pairs in which both the patient

and the control were married before the onset of the
disease. The findings in this group were analysed for
fertility before the onset of rheumatoid arthritis; the
mean size of family at onset of disease was 1-46 for
subjects destined to develop rheumatoid arthritis and
2-15 for controls, while twice as many married pre-
rheumatoid women were childless compared with their
matched controls.
The mean size of family of married women who

developed rheumatoid arthritis after the menopause was
1-78 and for their matched controls 2-18. This finding
is not significant, but supports the previous trend. In
this group the mean age at the menopause of those who
later developed rheumatoid arthritis was 46- 6 years and
of the matched controls 49 4 years-a mean difference
of 2-8 years, which is significant.
These findings point to two main conclusions:
(1) Women with rheumatoid arthritis have fewer

children than controls, even before the onset of the
disease.

(2) Women who are destined to develop rheumatoid
arthritis reach the menopause at an earlier age than
controls and this is associated with a reduction of fer-
tility in the latter part of the childbearing period.

Documents concernant la spondylarthrite ankylosante,
by PROF. F. COSTE, DR. J. DELBARRE, DR. J. CAYLA,
DR. P. MASSIAS, and DR. E. BEASLEY (Paris): The
authors studied a series of seventy cases of ankylosing
spondylitis admitted over the past 5 years to the Rheu-
matological Clinic of the H6pital Cochin. They report
that, in about fifteen of these cases, they noted x-ray
plates illustrating destruction of the vertebrae or inter-
vertebral disks.
The pictures showing these lesions are sometimes of

a pseudo-Potts type-though certain definite charac-
teristics permit their differentiation from the radiographic
and tomographic aspects of Potts' disease-but at other
times assume various aspects more or less resembling
anterior spondylitis".
The authors, though indicating that these abnormal

pictures of ankylosing spondylitis are not constant,
emphasize their value from the symptomatic point of
view. They recall the factors contributing to the radio-
logical diagnosis of this disease and particularly discuss
the possibility-recognized by some authors-of the
existence of ankylosing spondylitis without involvement
of the sacro-iliac joints.

Abnormalities in the Osseous Structure and Destructive
Lesions in Ankylosing Spondylitis, by DR. F. JACQUELINE
(Aix-les-Bains) (read by DR. J. FORESTIER): Radiological
changes of a destructive type are generally considered
to be rare in ankylosing spondylitis, but are very frequent
in rheumatoid arthritis. Radiological records compiled
at various stages of ankylosing spondylitis enable two
classes of destructive lesion to be described:

(a) Spine
(i) In the inflammatory phase, that is, at the begin-

ning of the illness, localized areas of destruction are
quickly compensated for by a reparative process (of
ossification). The outlines of the vertebral bodies
become obliterated, and then often reappear very
rapidly with a new contour, and the vertebral body then
acquires a square shape. Fine bony spines sometimes
arise at the margins of the disk; but in these cases we
have not observed thick osseous bridges. These passing
phases of destruction, found at all levels of the spine,
are observed in cases of severe osteoporosis.

(ii) Areas of considerable destruction, not usually
followed by reparative processes, in cases of long
duration in which signs of inflammation have become
slight. The horizontal surfaces of one or two pairs of
vertebrae become irregular, with zones of increased
density. The fusion of the interapophyseal joints
maintains, for some years, the space between the vertebral
bodies; later, the damaged vertebral bodies become
approximated, leading to increased kyphosis. This
second type of destruction is due, not to an infective
process, but to increased pressure (the destructive lesions
being nearly always localized in the lower thoracic
region) on vertebrae which have previously been involved
in the inflammatory phase of spondylitis.

(b) Hips
(i) Inflammatory areas of destruction, usually

discrete, are followed by bony ankylosis. The size of
the head of the femur is rarely diminished.

(ii) Post-inflammatory areas of destruction, appear
much later and may be quite extensive.

Discussion.-PROF. E. G. L. BYWATERS (Taplow):
I agree with Dr. Jacqueline that there are two types of
lesion. I should like to know what are the effects on
movement. The anterior lesion tends to occur par-
ticularly in an area of sclerosis, where there is movement
at one joint and ankylosis above and below, as
though it were a mechanical lesion due to increased
pressure. The second type, the collapse seen in much
older patients, is much more dramatic and long-lasting.
We have observed one group of cases showing a non-
inflammatory type of collapse, and the same kind of
thing may occur in the same area in cases of hyper-
parathyroidism, also apparently mechanical in origin.

Osteomalacies par diabete phosphore. Interet diagnostique
du test au calciferol, by PROF. S. DE StZE, DR. A. LICHT-
WITZ, DR. D. HIOCO, DR. P. BORDIER, DR. L. MIRAVET,
and DR. C. LANHAM (Paris): The authors studied the

202

 on M
ay 16, 2023 by guest. P

rotected by copyright.
http://ard.bm

j.com
/

A
nn R

heum
 D

is: first published as 10.1136/ard.22.3.200 on 1 M
ay 1963. D

ow
nloaded from

 

http://ard.bmj.com/


HEBERDEN SOCIETY
effects of progressively higher doses of calciferol in five
cases of adult osteomalacia with "phosphorus diabetes"
(two cases of "pure phosphorus diabetes", and two with
glycosuria and aminoaciduria).
They especially observed the variations in calciuria

and phosphataemia and in intestinal absorption, using
the technique of phosphorus-calcium balance tests.

Unlike the malabsorption-type osteomalacias, in which
calciferol suddenly provokes a hyperphosphataemia
without modification of the calciuria, the phosphataemia
was not affected by very high doses of calciferol in the
five cases studied. On the other hand, a severe hyper-
calciuria ensued, rapidly in one of them but more slowly
in the others.

Calciferol is thus of diagnostic value in the differen-
tiation of this type of osteomalacia, which is similar
both clinically and radiologically to the others, and also
in the identification of the various forms of "phosphorus
diabetes".

Discussion.-DR. J. BALL (Manchester): Prof. de S&e
has made a distinction in metabolic bone disease which
I do not think has been written about or discussed before;
he says that, in cases of malabsorption osteomalacia, the
edge of the mineralized bone is scalloped, whereas in
Fanconi's syndrome it is not. It so happens, however,
that, in my one case of Fanconi's syndrome, the bone
was like that described by Prof. de Seze in cases of
malabsorption, so that I would accept your distinction
only with qualification.
From my own experience of 100 cases of osteomalacia,

the interesting difference you mention has been found
among non-Fanconi cases. The scalloped edge pre-
sumably means that osteomalacia has been preceded by
a condition of osteoporosis, and indeed it is difficult to
explain it unless it arises in that way. So my view is that,
where you find bone scalloping, this is really a mani-
festation of the pre-malacic history. I think that a
pre-osteomalacic stage of osteoporosis may not be
uncommon.

Pathogenesis of anaemia in patients with rheumatoid
arthritis, by DR. J. J. BODE, DR. H. 0. NIEWEG, DR.
J. J. M. VEGTER, and DR. M. G. WOLDRING (Groningen):
Anaemia is very common in cases of active rheumatoid
arthritis and haemolysis has often been reported, but in
normal circumstances the bone marrow can easily com-
pensate for a slightly increased destruction. It was
therefore decided to investigate the regulation of red
cell production in cases of rheumatoid arthritis and in
rats with experimental arthritis.

First we performed a biological assay of the erythro-
poietin level in the plasma of patients with anaemia due
to rheumatoid arthritis, in normal plasma, and in plasma
from subjects with anaemia due to other causes.
We used the Fe59 red cell incorporation method in

starving rats. In most of the anaemic subjects without
rheumatoid arthritis the erythropoietin level was found
to be increased, but in anaemia due to rheumatoid
arthritis there was no increase in comparison with the
normal subjects.
The difference between the response to plasma of

subjects with anaemia not due to rheumatoid arthritis
and that of those with anaemia due to rheumatoid
arthritis might be influenced by the difference in severity
of the anaemia which was more pronounced in the first
group.

Subsequently, we studied the influence of arthritis
produced by intra-articular injection of formaldehyde on
the erythropoietin level in rats with a standardized
degree of anaemia produced by bleeding.
The plasma samples obtained from normal rats,

anaemic rats, rats with arthritis, and anaemic rats with
arthritis were assayed in rats with transfusion poly-
cythaemia. This experiment conclusively showed that,
in the presence of arthritis, there is no rise in the plasma
erythropoietin level.

In another experiment we tried to detect an agent
inhibiting erythropoiesis in normal rats. We injected
plasma from rats with arthritis and normal rats into
normal rats; when the Fe59 red cell incorporation was
measured in these two groups no significant difference
was found.

Discussion.-PROF. E. G. L. BYWATERS (Taplow):
Is there enough erythropoietin in a litre of human
anaemic plasma to produce a reticulocyte rise in patients
with rheumatoid arthritis?
DR. BODE: That I do not know.
PROF. N. F. MACLAGAN (London): Were the rats

with formaldehyde-induced arthritis anaemic?
DR. BODE: In two cases they were dead. ... so that

the anaemia was thought to be due to the solution of
formaldehyde.

"Polymyalgia rheumatica" or Inflammatory Rhizomelic
Rheumatism of the Aged (Rhumatisme inflammatoire
rhizomelique des gens ages), by PROF. H. SERRE and
DR. L. SIMON (Montpellier): The authors studied forty
cases of a clinical entity which has been given various
names, but is known in England as "polymyalgia
rheumatica". This affection is found in subjects who
have passed the age of 50 years and who suffer from a
painful limitation of movement of the shoulders and to
a lesser degree of the hips accompanied by cervical and
lumbar pain. The pain is often diffuse and accom-
panied by anorexia, loss of weight, asthenia, anaemia,
and a slight fever, as well as a psychiatric state of
depression.
During the course of the illness transitory peripheral

articular involvement may be seen, the knee joints being
the most often affected.
The blood sedimentation rate is greatly accelerated,

but the Waaler-Rose reaction, muscle histology, electro-
myogram, and Hargraves's cell count, as well as the
antistreptolysin titre are negative. X-ray studies reveal
only a vertebral arthrosis, the sacro-iliac articulations
being unaffected. Thus this affection is differentiated
from rheumatoid arthritis, rheumatoid spondylitis,
disseminated lupus erythematosus, dermatomyositis, and
polyarteritis nodosa.
Two cases were noted in which temporal arteritis

followed the articular manifestations. Biopsies of the
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ANNALS OF THE RHEUMATIC DISEASES
temporal artery in cases where there were no clinical
vascular manifestations were negative in four cases. The
authors note, however, the clinical similarity between
giant cell arteritis and "polymyalgia rheumatica", as

regards the articular clinical signs, evolutionary cycle,
and age of patients.
The name "polymyalgia rheumatica" should be

discarded, because the muscular pains arise in the joints,
as is shown by their abatement after corticoid infiltrations
of the shoulder and hip joints as well as by the transitory
nature of the pain in the peripheral articulations. The
authors suggest that this inflammatory disease of the
articular girdles in persons over 50 years of age should be
termed "Inflammatory Rhizomelic Rheumatism of the
Aged".

Discussion.-DR. G. D. KERSLEY (Bath): I should like
to thank Prof. Serre and congratulate him for such a

clear exposition. In a large proportion of the patients
I have seen there has been a high stress factor which
seems to be important in deciding upon the correct
treatment. We do not know the exact nature of the
condition, but we must look upon it as a pathological
process of the connective tissues. There is a similarity
in some cases to cranial arteritis, which may have a

prolonged course, lasting in some patients as a
"grumbling" condition for the rest of their lives. The
localization of the acute pain in the shoulder girdle,
thighs, lumbar region is similar to that in adult rheu-
matic fever. In treatment, the important thing is to
reduce the stress, and I normally give ACTH, because
this is so much more easily withdrawn than steroids.

DR. A. G. S. HILL (Stoke Mandeville): I should like to
add my congratulations on this valuable contribution.
One symptom which I think is important is morning
stiffness, which in my experience exceeds that found
in rheumatoid arthritis. In the mornings these patients
cannot sit up in bed, and the stiffness is sometimes so
severe that, for example, elderly patients living alone
may get in a state of panic because they feel so helpless
for a short time. In such cases I sometimes use steroids
in doses up to 7-5 mg., and I have found it possible to
withdraw steroids without too much difficulty.

PROF. J. H. KELLGREN (Manchester): I entirely agree
with Prof. Serre's proposition. However, there is one
point which has not been discussed and that is the total
absence in these patients of signs of painful conditions
of the muscles. When one finds myositis or post-
traumatic muscle pains, the muscle has certain charac-
teristics: it is not so extensible as it should be, and the
pain is undoubtedly aggravated by active contraction of
the muscle without movement. Local tenderness does
not really help because any area of muscle where the
pain is felt is tender. Most writers on the subject have
neglected this point, and I think that ifwe paid attention to
it we should find that all pains from the limb girdle and in
the spine are described by patients as being "in the
muscles". There is not much information either way, but
I think it is important to distinguish between patients with
benign central polyarthritis and patients whose muscles
are actually painful. In patients with giant cell arteritis,
polyarteritis nodosa, and other forms of polymyositis,
the prognosis is quite different from that in patients with

lesions of central joints and a high erythrocyte sedimen-
tation rate.

DR. J. FORESTIER (Aix-les-Bains): It seems to me that
Prof. Serre and Dr. Simon have been working in the
same way as I did when I was first interested by this
syndrome. Our provisional name was not intended to
suggest any particular aetiology. That is why we used
such a bad word, because these are no "pseudo"
diseases-they are either diseases or they are not. At
our meeting at Aix-les-Bains in 1956, when peri-articular
rheumatism was studied by my friend Coste and myself,
it was suggested (I think by Robecchi) that this could be
a "peri-arthritis", and I was going to change the name to
"poly-peri-arthritis", because it seemed logical, but I am
glad to say that I did not do so. There is no proof that
this is "peri-arthritis" or "myositis". The interesting
thing is that there is such a wide difference in the evolution
of these two diseases, which at the beginning look very
similar to one another. In rheumatoid cases which
start with a subacute period the onset is very similar to
to that of this syndrome. The diagnostic signs are very
few. Should one really include rheumatoid arthritis-
whether the Waaler-Rose test is negative at the start or
not? I disagree with those who say it is associated with
joint swelling, especially in the ankles and wrists, because
I think that when there is an inflammatory process in
a joint it is not due to this syndrome. But it is very
easy to mistake the diagnosis. I had a patient, whom for
18 months I considered as a case of this condition, which
I very plainly like to call "rhumatisme rhiz6melique", and
who became a true rheumatoid. The diagnosis is very
important because it leads to quite different methods of
treatment and a different prognosis.

DR. A. RUBENs-DUVAL (Lyon): My observations of
ten cases allow me to confirm the clinical and biological
study which has just been presented. However, the
localization of pain (in the cervico-scapular region, the
low lumbar region with thigh or sciatic rather than truly
hip radiation, and the knee) suggests the localization of
generalized polyarthrosis, or better still (in view of the
wide variation of radiological signs) of pre-arthritic
states. Osteoporosis, confirmed by urinary calcium
readings, was found in eight out of ten patients. Simi-
larly, allergic manifestations are very frequent, and there
were various drug reactions in nine out of ten (asthma,
eczema, or urticaria). The biological signs of a non-
specific inflammatory reaction are always found. One
may formulate the hypothesis that, in sensitized subjects,
the degenerative tissue-changes properly belonging to the
arthritic process may provoke the local and general
inflammatory reaction characteristic of "polymyalgia
rheumatica".

PROF. L. MICHOTTE (Bruxelles): May I ask if this is
a synovitis and whether you carried out a biopsy of a
sterno-clavicular joint? We have done this and have
found an aspecific inflammatory reaction.

PROF. E. G. L. BYWATERS (Taplow): The important
thing at the moment is to characterize this syndrome
pathologically. I have seen a section from a case
described as one of polymyalgia rheumatica which was
indistinguishable from a section from a case of ordinary
rheumatoid arthritis. There may well be a mixture of
cases in this series and that may be the explanation.
I certainly think we need more biopsy proof. I am not
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quite convinced that in this series there was no selection
and that some cases, excluded because they had a positive
Waaler-Rose test, might not have met other criteria.
We have seen cases corresponding to this description in
which there was a positive Waaler-Rose reaction which
later cleared up.

Muscle Involvement in Rheumatoid Arthritis, by
DR. D. A. H. YATES (Hammersmith): The presence of
nodular infiltration of muscles in patients with rheuma-
toid arthritis has long been recognized, but these changes
are not specific for the disease. Electromyographic
studies have been reported to show evidence of poly-
myositis, but the incidence has varied from 85 per cent.
(Steinberg and Wynn Parry, 1961) to nil (Amick, 1960).
The present study aimed to clarify the situation by
concurrent electromyography (E.M.G.) and biopsy of
the same muscle: this had not previously been attempted.

34 cases with classical rheumatoid arthritis were
studied. The deltoid muscle was selected for detailed
study, being a proximal muscle spanning only one joint
and suitable for drill biopsy. A standard E.M.G.
technique was followed, including the estimation of the
Mean Potential Duration (M.P.D.) as described by
Buchthal (1954). Immediately after the E.M.G., before
trauma artefacts could occur, a core muscle biopsy was
taken using a highspeed drill: this new technique,
designed for use on out-patients, is described.
Of twenty cases not on steroid therapy, eighteen showed

a M.P.D. within the normal range; only two showed
significant shortening of the M.P.D. and these both had
coincident thyrotoxicosis.

In contrast, nine of seventeen cases on steroid therapy
showed significant shortening of the M.P.D. in the deltoid,
indicating myopathic changes. Of three cases studied
before starting steroids, two showed a significant change
in M.P.D. during therapy.
The biopsy findings contributed nothing; approxi-

mately 60 per cent. showed the non-specific nodular
myositis previously described, but these changes showed
no correlation with the E.M.G. findings.

It is concluded that, although rheumatoid poly-
myositis may occur, it is uncommon. The frequent
finding of myopathic changes in patients on low doses of
various steroids was unexpected and its implications are
discussed.

Discussion.-PROF. H. SERRE (Montpellier): A clinical,
electrical, and histological study of muscles was systemi-
cally carried out in 26 cases of rheumatoid arthritis
subjected to long-term corticoid therapy (mean 27
months), fifteen of which had been given triamcinolone
(mean 9J months). The same tests were carried out by
way of control on twelve patients with rheumatoid
arthritis who had never been treated with corticoid
derivatives.

Muscular involvement was frequent in subjects who
had received cortisone treatment (73 per cent.), and
constant (100 per cent.) in those who had had triamcino-
lone. On the other hand, only 33 per cent. of cases of
rheumatoid arthritis not treated with corticoid derivatives
showed any muscular involvement.

The earliest and commonest signs were usually electro-
myographic: it seemed to be characteristic of cases of
rheumatoid arthritis treated with corticoids (especially
with the fluoride derivatives (triamcinolone)), there was
diminution of the value of maximal voluntary contraction
and polyphasic motor units were observed of jagged
appearance, as seen in inflammatory lesions of muscle.
A fatigue reaction, at times of the myasthenic type and
responding to prostigmine, was fairly frequently found.
All these signs are very rarely seen in patients not on
cortisone therapy.
As for histological signs, they were not specific:

atrophy of muscular fibres and insignificant degenerative
lesions without inflammatory signs.

Les lesions anatomiques du coeur dans la polyarthrite
chronique evolutive, by DR. G. VIGNON, DR. A. PERRIN,
and DR. J. DURANT (Lyon) (read by DR. A. RUBENS-
DUVAL): The authors, in the course of twelve post
mortem examinations carried out on cases of chronic
rheumatoid arthritis, found anatomical lesions of the
heart on six occasions. In three cases the lesions were
fibrous and discrete, characterized by valvular thickening
and very limited commissural adhesions; in the other
three cases the lesions were highly inflammatory, on one
occasion taking the form of severe mitral and aortic
endocarditis.

These anatomical lesions had been manifested clinically
in only one female patient who had previously had a
healthy heart, but had shown a pericardial rub and aortic
incompetence at the age of 62.
These findings represent a frequency (approximately

40 per cent.) of anatomical lesions of the heart in chronic
rheumatoid arthritis, and a rarity of severe audible
valvular lesions (about 5 per cent.).

These anatomical lesions are very often of an inflam-
matory nature and resemble those of infective endo-
carditis, but the authors think they may have been
induced by chronic rheumatoid arthritis rather than by
a previous episode of acute rheumatism.

Discussion. PROF. E. G. L. BYWATERS (Taplow):
The last slide in particular was very convincing. This
is just the way the nodules occur. They seem to be
rheumatoid nodules but are rather peculiar when they
occur in the heart. I am sure these lesions have often
been missed.

DR. J. BALL (Manchester): I started by examining
"Gross" block to survey heart pathology. However,
it is easy to see from these diagrams how mitral blocks
can easily miss localized granuloma of this type. As
far as my own series is concerned, in all the cases I have
come across there were only two that I would accept
as examples of rheumatoid granuloma.

DR. RUBENs-DUvAL: The frequency of necrotic
granulomata of the "rheumatoid heart" (Baggenstoss
and Rosenberg, 1943) is perhaps underestimated. In the
course of research carried out over nearly 20 years. These
lesions have been found only thirteen times in a total
of 285 autopsies on rheumatoid arthritics (4 5 per cent.),
but generally the specimens for these examinations were
taken at random, and the orifices of the heart were
examined in detail only when these showed macroscopic
involvement.
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ANNALS OF THE RHEUMATIC DISEASES
Goehrs, Baggenstoss, and Slocumb have recently

published a new series of 36 autopsies of rheumatoid
arthritics, in which, by multiplying radial sections
of the mitral and aortic orifices, they found active
necrotic granulomata five times (i.e. in 14 per cent.).
The proportion of "rheumatoid heart" lesions increases
if one adds two cases of inactive granuloma and three
questionable cases of cicatrized granuloma.
We stress the point that necrotic granulomata, because

of their very small size, held in a narrow segment of the
fibrous ring of the heart orifices, must be investigated in
transverse sections. Thus, we have recently observed
such lesions at the autopsy of a case of rheumatoid
arthritis in which no macroscopic impairment of the
valves and no histological change of other parts of the
heart or other organs existed.

Arthritic Manifestations in Regional Enteritis, by
DR. B. M. ANSELL and DR. R. A. D. WIGLEY (Taplow):
To be published in full with the relevant discussion in
a future issue of the Annals.

Oedema of the Feet and Ankles in Rheumatoid Arthritis,
by DR. K. SWINBURNE (Leeds): Oedema of the feet and
ankles is common in rheumatoid arthritis, and clinical
and pathological studies of forty patients have been
undertaken to establish the cause of this.
Serum and, when possible, oedema fluid were collected

from each patient. Fluid was not always obtainable
because of vascular congestion, and the slow rate of flow
limited specimens to 1 ml. or less. Specimens were
found to be colourless or pale yellow. They were
examined microscopically to exclude contamination with
blood.
The natural history of the oedema suggests a passive

phenomenon related to vascular function, for it is made
worse by inactivity, hot weather, or local heat, and is
relieved by exercise and cool weather.

Total fluid proteins normally ranged from 160 to
1,100 mg. per cent., which means that it is a low-protein
oedema. Electrophoretic patterns compared with those
of serum from the same patient showed a relative increase
in the small albumin molecules and a relative decrease
in the globulins, especially the large alpha-2 molecules.
These findings indicate that the capillary endothelium
has a normal selective permeability to protein and that
the oedema is not inflammatory in origin. The fact
that this is a low-protein oedema, showing no relation-
ship between protein concentration and duration of the
disease, suggests that it is not a lymphoedema.
On clinical grounds it appears that this may be a

venous oedema, for cutaneous vessels are often abnor-
mally prominent, with leashes of small veins in a con-
gested skin. In addition, the oedema fluid protein levels
are similar in range to those of the venous oedemas in
a series reported by Crockett (1956), which are due to
imbalance of the capillary filtration-reabsorption pro-
cesses. It is, therefore, possible that increased venous
pressure, transmitted back to the capillaries, raises the
capillary filtration pressure and causes increased loss of
protein and fluid into the tissues.

REFERENCE
Crockett, D. J. (1956). Lancet, 2, 1179.

Discussion.-DR. JOHN GLYN (London): Surely we have
all seen patients with rheumatoid arthritis who have gross
ankle oedema which disappears within 24 hours when
steroids are administered. I should have thought that
this was strong evidence that in certain cases the oedema
associated with this disease is inflammatory in origin.

DR. SWINBURNE: These patients seem to show a
spectrum of change in the skin during the course of their
disease. We are all familiar with the pallid boggy skin
and slight cyanosis around the joints in early and acute
phase, and as time goes on we see atrophic changes, even
in young patients. During this process the vessels of the
skin seem to be unduly prominent. I agree that one
cannot rule out the inflammatory process, but the fluid
seems to be of venous origin.

PROF. E. G. L. BYWATERS (Taplow): Certainly we have
seen some patients with oedema in whom the protein con-
tent has often been higher than 1 per cent., which we have
taken as being the difference between the inflammatory
and non-inflammatory condition.

I think that probably the generalization that most of
these cases are inflammatory is wrong, and that some of
the oedemas that we see in rheumatoid arthritis are non-
inflammatory as far as the fluid itself is concerned. I
should like to ask whether there was any change in the
fluid as it came out between the first and last specimens
and whether it took a long time to emerge.

DR. SWINBURNE: As far as I could tell there was no
change. The fluid was observed very carefully; it was
pale yellow with no clotting.
Some people consider that putting specimens into the

deep freeze may dramatically alter the protein, so that
it is better to examine it straight away, but we found it
quite safe to leave the fluid in the refrigerator for a few
days.

DR. W. A. BOURNE (Hove): There are probably at
least two or three factors in this type of oedema. I
remember a recent case of long-standing rheumatoid
arthritis in which there was oedema with blister formation;
these blisters became infiltrated by fibrous tissue and
although they still looked like blisters they were in fact
quite solid.

I think that immobility is a factor in some cases of
rheumatoid arthritis. The oedema produced is like
the "shelter oedema" seen during the war. Anybody
who sits for a long time may get oedema of the ankles
and feet. Some years ago I had to write a paper to
meet a certain dead-line and for that purpose sat up
working for two or three consecutive nights; after I had
finished and got to my feet, my legs and shins felt heavy
and stiff and I found I had oedema right up to the knees.
After a few hours walking about the oedema had dis-
appeared. I think loss of muscular power in the calf
can abolish the action of the peripheral venous flow and
produce oedema in that way.

PROF. E. G. L. BYWATERS: In pre-jet days this used
to be called "transatlantic legs".

DR. A. ST. J. DIXON (Chelsea): I wonder if you made
any observations of oedema of the upper limb, because
this is perhaps less difficult to interpret; one sometimes
sees oedema over the elbow and dorsum of the wrist,
which becomes very much worse if the patient continues
to use the limb.
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HEBERDEN SOCIETY
DR. SWINBURNE: I was hoping that no one would ask

me this question! Our clinical impression is that the
oedema seen in the upper limbs in rheumatoid arthritis
is different from that in the lower limbs; there is no
evidence that it is a peripheral vascular phenomenon as
in the legs. It is rather associated with inflammatory
changes in the subcutaneous tissues and in the joints of

the hands and wrists. I suspect that a specimen of fluid
would probably have quite a high protein value.

PROF. E. G. L. BYWATERS: This fluid is often difficult
to extract because of clots in the needle. We take it
into a 0-5-ml. pipette, but if it is inflammatory it clots
if not taken out very quickly.

BOOK REVIEW
Lehrbuch der Rheumatologie. By H. TICHY,

K. SEIDEL, and G. HEIDELMANN. 2nd edition,
1962. Pp. 492, 141 figs. VEB Verlag Volk und
Gesundheit, Berlin.
The first edition of this comprehensive textbook

appeared in 1959 and such was its popularity that
within 6 months of publication the authors were
requested to begin preparing a second edition.
In the intervening 3 years much experience has
accumulated on the use of serological techniques

in rheumatology and this is reflected in the present
edition. The section on orthopaedic procedures
has been enlarged at the expense of references to
heart surgery. Other minor changes have been
made without altering the size and format of this
successful textbook. This worthy aim could still
be attained in the third edition, which is bound to
come, by incorporating any fresh advances into the
pages now reserved for various proprietary prepara-
tions. DAvm PREISKEL.
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