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HEBERDEN SOCIETY
Clinical Meeting.-At a meeting held on April 24,

1964, at the Wolfson Institute, Postgraduate Medical
School, London, the following papers were given:
Nodal and Non-nodal Forms of Generalized Osteo-

arthrosis in a Population Sample. By J. S. LAWRENCE
and J. M. BREMNER (Manchester).

In the Leigh and Wensleydale population samples
radiological osteo-arthrosis in three or more groups of
joints was found in 19 per cent. of males and 29 per cent.
of females, the excess among females only occurring in
those over the age of 54 years.

These patients were considered in two groups:
(1) With and without clinical Heberden's nodes.
(2) With and without radiological osteo-arthritis of

the distal interphalangeal joints. A little over half had
clinical Heberden's nodes, but 80 per cent. had osteo-
arthritis of the distal interphalangeal joints. There was
a significant association of generalized osteo-arthritis
with both Heberden's nodes and osteo-arthritis of the
distal interphalangeal joints.
The pattern of joint involvement in cases with and

without osteo-arthrosis of the distal interphalangeal
joints was similar to that found in a previous study, but
there was little difference in joint pattern between those
with and without clinical Heberden's nodes.

Clinical rheumatoid arthritis and a positive sheep cell
agglutination test were found more frequently in both
groups of non-nodal males, but this was not statistically
significant. No difference in prevalence of radiological
rheumatoid arthritis was found in any group. No
difference was found in the prevalence of hyperuricaemia
or hypercholesterolaemia. Generalized osteo-arthritis
was most common in outdoor workers among males and
in domestic workers among females.

Discussion.-PROF. J. H. KELLGREN (Manchester): We
started by thinking of generalized osteo-arthritis as a
special form-in fact it looks as if it is a basic degenera-
tive process which affects nearly all of us, in England at
any rate. The other forms-hip involvement, osteo-
arthritis clinically associated with gout and inflammatory
polyarthritis, monarticular arthritis following trauma
and deformity-these are the special forms. Numerically
they are rather few, although they are important clinically.
From the population point of view we should look at
this problem the other way round and study the special
cases, and that may throw more light on the aetiology of
special forms of osteo-arthrosis.

PROF. E. G. L. BYWATERS (Taplow): Does this mean
that you are subscribing to the original classification of
primary and secondary osteo-arthritis ?

PROF. J. H. KELLGREN (Manchester): That is correct.
PROF. E. G. L. BYWATERS (Taplow): Is there any

information from the occupational aspect? Why do
women tend to get osteo-arthritis more frequently?

DR. BREMNER: In this particular study we examined
mostly housewives. They tend to knock their hands
about.
DR. W. A. BOURNE (Hove): I doubt if this is so. I

have seen a number of wicket keepers and they never get
osteo-arthritis.

PROF. J. H. KELLGREN (Manchester): Negro females in
the U.S.A. do not get Heberden's nodes. This is very
striking, but we have not been able to study it. I wonder
if this is a racial peculiarity ?

Articulation between Coracoid Process and Clavicle,
and the Occurrence of Arthrosis in this Joint*. By
W. H. D. DE HAAs, M. J. KINGMA, and F. DRUCKER
(Amsterdam).

Polymyalgia and Polymyositist. By T. M. CHALMERS,
W. R. M. ALEXANDER, and J. J. R. DUTHIE (Edinburgh).

Discussion.-DR. J. T. ScoTr (Hammersmith): I did
not quite follow how you distinguished clinically between
your first two groups.
DR. CHALMERS: It is in the first two groups that the

greatest difficulty arises. Our impression was that, in
the patients with polymyalgia, pain and tenderness were
more prominent, whereas in the patients with poly-
myositis, stiffness was more marked.

PROF. E. G. L. BYWATERS (Taplow): Did you carry out
any special investigations to guide you in placing patients
in these two groups?
DR. CHALMERS: Yes. We found that the electro-

myograph was the most useful single test.
DR. J. T. ScoTr (Hammersmith): And yet, in the last

slide you showed, although all the patients with poly-
myalgia had a normal electromyograph, so did two of
the cases ofpolymyositis.
DR. CHALMERS: That is true, but they also had

abnormalities in one of the other tests. When you are
doing a range of investigations they may not all give
positive results.
DR. V. WRIGHT (Leeds): I was surprised that you did

not find muscle biopsy very helpful. In how many cases
did you do a motor point biopsy?
DR. CHALMERS: We did four in the polymyalgia group,

taking specimens from muscle apparently involved clini-
cally, but found nothing specific. Of four biopsies in
the polymyositis group, two were normal and two non-
specific.

PROF. E. G. L. BYWATERS (Taplow): Is it not usual in
such a series to base the classification on biopsies ?
DR. CHALMERS: Some authors have laid stress on the

usefulness of muscle biopsy, but it is usually agreed that
one may or may not obtain specimens of involved muscle.
DR. J. BALL (Manchester): In our very small experience
* To be published in full in a future issue.
t Published in full inAnn. rheum. Dis., (1964),23, 123.

505
6A

copyright.
 on M

ay 16, 2023 by guest. P
rotected by

http://ard.bm
j.com

/
A

nn R
heum

 D
is: first published as 10.1136/ard.23.6.505 on 1 N

ovem
ber 1964. D

ow
nloaded from

 

http://ard.bmj.com/


ANNALS OF THE RHEUMATIC DISEASES
some appeared to be straightforward cases of untreated
dermatomyositis, but the muscle showed no signs of
inflammation. Did you find any cases of dermatomyo-
sitis without inflammation in the muscle?
DR. CHALMERS: Three of the four cases were biopsied,

The appearances were diagnostic in two and non-specific
in the third.
DR. J. WANKA (Chelsea and Kensington): In the

Rheumatism Units of St. Stephen's and St. Mary Abbot's
Hospitals, out of about 900 new patients seen during the
last 12 months, seven had the clinical and pathological
features of polymyalgia rheumatica. Four of these
patients developed evidence of temporal arteritis, three
rapidly, and one after a 12-month delay. All had
granulomatous arteritis on biopsy. A fifth patient also
has "probable temporal arteritis". She developed the
symptoms of unilateral temporal arteritis when she
accidentally halved her dose of ACTH and these were
relieved when she realized her mistake. She has not yet
had a biopsy of the temporal artery. In the remaining
two patients, despite extensive investigations, nothing
else was found. One of them, put on steroids by her
general practitioner because of overwhelming muscle
stiffness, later died in hospital from a silent peritonitis,
secondary to a pelvic abscess from colonic diverticulosis,
previously present.

PROF. J. H. KELLGREN (Manchester): The difficulty
about biopsy is sampling. With an electromyograph
one can take in a wide area, but with biopsy you have to
be lucky in obtaining an affected specimen unless you
are dealing with a disease process which affects muscle
uniformly.
DR. D. A. YATES (St. Thomas's Hospital): I should

like to ask what is meant by the expression "joint
symptoms"?

I agree that we are seeing this syndrome with increasing
frequency. Some cases are misdiagnosed as bilateral
frozen shoulder. How many cases of those in Group 1

had objective signs of what you might term a "central
arthritis" ? It is my impression that some patients
labelled "myalgia" may in fact have arthritis.

I should also like to ask what is your impression of
large artery biopsy? Workers in Sweden have done this
and suggest that a biopsy of the temporal artery may
indicate the presence of polyarteritis.
DR. CHALMERS: In answer to your first question, there

were four true cases of polymyalgia, and, of these, two
had evidence ofjoint swelling and transient effusion.
With regard to your second question, we have not

carried out biopsy of temporal or other arteries, but one
of our patients did develop an aortic arch syndrome
during her illness, and this association was noted by
Alestig and Barr in one of their ten cases of polymyalgia
rheumatica.

PROF. E. G. L. BYWATERS (Taplow): Would Dr.
Chalmers like to comment on other enzymes? What
about creatine kinase ?

DR. CHALMERS: We are hoping to do this; the only
other enzyme we estimated was the serum hydroxy-
butyric dehydrogenase, and we found it raised in a
number of patients.
DR. F. DUDLEY HART (Westminster): Was there any

significant difference between the ages in each group?
DR. CHALMERS: No, except that the average age in Group

3 was lower. The average ages were: Group 1, 60 years;
Group 2, 63 years; Group 3, 35 years; Group 4, 45 years.

Investigation into the Presence of Rheumatoid Factor in
the Synovial Fluids of Patients with Still's Disease, Rheu-
matoid Arthritis, and Psoriatic Arthritis. By D. CAUGHEY,
B. M. ANSELL, E. G. L. BYWATERS, and A. READING
(Taplow).
Waaler-Rose (D.A.T.) and latex tests were performed

on synovial fluid obtained from the knee joint and on the
serum. In 25 cases of Still's disease both tests were
negative in the serum and none showed a positive Waaler-
Rose or latex test in the synovial fluid. Five patients
with Still's disease showed both tests positive in the
serum, and of these, four were positive by both tests in
the synovial fluid and one negative. Among thirty
patients with rheumatoid arthritis of whom approxi-
mately half were sero-positive by both tests and ten
sero-negative by both tests, the Waaler-Rose was nearly
always positive in the synovial fluid if it was positive in
the serum; the latex test was not positive in the synovial
fluid as frequently as in the serum. To date, no case
has been seen in which the synovial fluid was positive
when the serum was negative. In the patients with
psoriatic arthritis the Waaler-Rose and latex tests were
negative in blood and synovial fluid.

Histology, usually from needle biopsies, was available
in a number of patients and these biopsies were reviewed
without knowledge of the state of serology; the findings
will be correlated.

Discussion.-DR. W. R. M. ALEXANDER (Edinburgh):
On the whole, I agree with Dr. Ansell that there is this
agreement between serum and synovial fluid, but I do
not think it is always so. I can think of three or four
situations in which the synovial fluid has been positive
and the blood negative, and over a period of a year the
blood has become positive also. We had some experi-
ence with a patient who had a synovectomy; it was 1 :128
in the synovectomized knee and 1:1024 in the other.

DR. ANSELL: Have you perhaps seen sero-negative cases
in which the synovial fluid was positive, but previous
evidence showed it had been sero-positive?
DR. W. R. M. ALEXANDER (Edinburgh): We have not

enough evidence.

PROF. BYWATERS: The joint fluid is a sort of back-water.
If you put glucose into the blood there is a rise in the
blood and a corresponding rise occurs in the synovial
fluid, but much later. At some time, therefore, the
synovial fluid has a higher glucose content than the blood,
but this is a lag phenomenon.
DR. W. R. M. ALEXANDER (Edinburgh): This would

not account for the situation in which a knee was aspir-
ated on several occasions and the D.A.T. became positive
in the joint before the blood.

DR. J. BALL. (Manchester): One possible explanation
that may account for the small number of sero-negative
cases which present with a positive test in the synovial
fluid, is that parts of the synovium occasionally undergo
some kind of necrosis, so that plasma cells may be
released into the synovial fluid.
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HEBERDEN SOCIETY
DR. M. WILKINSON (Bridge of Earn): We did a number

oflatex tests and certainly had two positive in the synovial
fluid in sero-negative cases, but we did not do serial tests.
We also compared the latex titre with the syncvial fluid
gamma globulin and there was no correlation at all.

DR. J. A. COSH (Bath): I agree with Alexander. One
may find positive results in the synovial fluid and negative
in the blood. At Bath our pathologist has for some
time been doing routine tests. In 42 such reports, there
were thirteen in which the titre in the fluid was three
tubes or more higher than in the serum. Of these, six
had a negative Waaler-Rose test, but were positive up
to 1 :1024 in the synovial fluid. Four of these were quite
early cases, and in two of them the serum became
positive later.

DR. A. G. S. HILL (Stoke Mandeville): I am not happy
about the addition of hyaluronidase.
DR. ANSELL: We tested quite a number of specimens-

without hyaluronidase the same specimen gave several
different answers and many of the fluids tended to be too
viscous to be measured accurately. We feel that the
hyaluronidase did not interfere with the reaction, but we
obtained consistent results on the same specimen after
treatment with hyaluronidase.
DR. A. G. S. HILL (Stoke Mandeville): You have not

tried hyaluronidase with serum?
DR. ANSELL: We tried it in some cases and it made no

difference.

DR. M. THOMPSON (Newcastle): We have used a
modified Waaler-Rose test and have had the same
experience as Dr. Cosh. We had several cases where
the Waaler-Rose test has been positive in the synovial
fluid and negative in the blood. We have also found an
occasional positive Waaler-Rose test in a patient with
confirmed psoriatic arthropathy.

PROF. J. H. KELLGREN (Manchester): We may be
dealing with a timing and sampling problem. It may
be that in early involvement of the joint the fluid shows
a high titre, whereas in joints that have been involved
for some time the titre falls. It would be worth doing
a detailed study of the time of joint involvement and
relationship to other joints.

PROF. BYWATERS: We are hoping to look at this in
more detail, using for instance immunofluorescence to
detect rheumatoid factor in synovial membranes.

DR. W. R. M. ALEXANDER (Edinburgh): In our experi-
ence, as a general rule, the titre of heterophil agglutinins
was usually one tube lower in the fluid than in the serum.
As far as the rheumatoid factor was concerned, the titre
was the same in about 80 per cent., but in about 20 per
cent. it was very much lower or higher.

A Prospective Study of Reiter's Syndrome: An Interim
Report on the First 82 Cases*. By A. J. POPERT, J.
SHARP, A. J. GILL, and S. M. LAIRD (Manchester).
A prospective study has been in progress since 1957 to

collect data on the natural history of the disease and to
evaluate the effects of treatment with tetracycline and
prostatic massage. Of the 82 patients, 51 were 15 to 34

years old, 35 were married, two were females, and four
were Negroes. Twenty proved to have gonorrhoea and
the rest non-gonococcal urethritis. A previous history
of urethritis was given by 56 patients and of dysentery by
six; 23 had had previous attacks of Reiter's disease.

In 58 patients the onset of urethritis preceded other
symptoms by less than 16 days, and in eleven conjunc-
tivitis, arthritis, or diarrhoea came first. The arthritis
usually presented in a knee or in the foot, and infrequently
in the hand or wrist; this disproportion was maintained
during the course of the disease. Backache was a
common early symptom, and more than a third of the
patients had conjunctivitis, circinate balanitis, or kerato-
dermia blennorrhagica on entry into the study. Twenty
patients had ulcers in the mouth and thirteen had typical
tongue lesions at this time. The erythrocyte sedimenta-
tion rate was sometimes very high, with mild anaemia
and leucocytosis. Minimal radiological changes, in the
form of localized osteoporosis, cortical erosion, or new
bone formation were seen within weeks of the onset in
twelve patients suffering their first attack. The evolution
of the disease and the average duration of the attack
(6 months) was the same in the treated and control groups.

Discussion.-DR. G. R. FEARNLEY (Gloucester): Did
not Dr. D. K. Ford, in his extensive follow-up of patients
at the London Hospital, come to the same conclusion-
that treatment with tetracycline made no difference to
the urethritis or arthritis ?
DR. POPERT: Was prostatic massage, which was an

integral part of our treatment, used in the London
Hospital study ?
DR. G. R. FEARNLEY (Gloucester): I do not think so.
DR. POPERT: The indications for prostatic massage

are disputed, but it is used by our venereological
colleagues as an adjunct to antibiotics in the treatment
of non-gonococcal urethritis and we therefore incorpor-
ated it in the treatment. Our study cannot be compared
with others in which it was not used.
DR. F. DUDLEY HART (Westminster): Is there any

evidence of alteration in the pus in the smears as a result
of therapy?
DR. POPERT: We have not yet analysed the data on this.
DR. V. WRIGHT (Leeds): I was interested to learn that

the incidence of arthritis in Negroes was less, because
when we looked at the Johns Hopkins figures for gono-
coccal arthritis, the Negroes were more affected than the
white males and it was the reverse for Reiter's. Dr.
Ford believes that the manifestation is different south of
the Mason-Dixon Line.
Did you find that the development of keratodermia

blennorrhagica was of prognostic significance in Reiter's
syndrome?
DR. POPERT: I am interested in your remarks on

gonococcal arthritis. From our figures the incidence of
Reiter's disease in Negroes appears to be relatively low
in Manchester.
We attach prognostic significance to keratodermia.

Once an obstinate keratodermia clears up, the attack
tends to settle fairly quickly; it is usually a turning point
in the disease, and this also applies to balanitis. A
patient will seldom show general improvement while
circinate balanitis persists.

* This paper has been published in full in Brit. J. vener. Dis.
(1964), 40, 160.
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DR. B. M. ANSELL (Taplow): Did you find any evidence
oftendon lesions?
DR. POPERT: They were very unusual-we noted them

in only four out of the 82 cases.
A SPEAKER: How many of your cases seemed to be

homosexual?
DR. POPERT: Off-hand, I would say three or four.

Protein Content of Oedema Fluid in Patients with
Rheumatoid Arthritis*. By R. GANDY, B. M. ANSELL,
E. G. L. BYWATERS, R. CONSDEN, and M. SMITH (Taplow).

Hydroxypyrazolopyrimidine in the Treatment of Gout:
Preliminary Observationst. By A. P. HALL, V. P. HOLLO-
WAY, and J. T. ScoTr (Hammersmith).

The following demonstrations were also shown:
1. In vitro studies of the mechanism of antigen stimu-

lation using rabbit spleen cells.
G. HARRIS (Postgraduate Medical School).

2. Morbid anatomy of the cervical spine in Still's
disease compared with adult rheumatoid arthritis.

G. LOEWI, B. M. ANSELL, AND E. G. L.
BYWATERS (Taplow).

* This paper and the discussion thereon will appear in the Annals
in January, 1964.

t This paper and the discussion thereon appear in this issue of the
Annals (1964), 23,439.

3. Differential staining of acid mucopolysaccharides of
tissues by alcian blue.

J. E. ScoTr AND J. DORLING (Taplow).
4. Electron microscope studies ofnodules.

E. G. L. BYWATERS AND D. V. DAVIES (Taplow
and St. Thomas's Hospital).

5. S.C.A.T. by a blood smear method.
E. J. HOLBOROW AND G. D. JOHNSON (Taplow).

6. Experimental arthritis with fibrin and inflammatory
exudate.

L. E. GLYNN AND J. M. PHILLIPS (Taplow).
7. Vertical gel electrophoresis of serum and other

fluids in connective tissue diseases.
A. HOWARD (Taplow).

8. Antibody effects in tissue culture.
G. LOEWI AND J. DORLING (Taplow).

9. Starvation ketosis and hyperuricaemia.
V. P. HOLLOWAY, F. M. MCCALLUM, AND J. T.
Scorr (Postgraduate Medical School).

10. Baker's cysts.
A. HALL AND J. T. SCOTT (Postgraduate Medical
School).

11. Autonomic nervous system in rheumatoid arthritis.
P. BENNETT AND J. T. Scorr (Postgraduate
Medical School).

12. Detection of antinuclear factor.
G. D. JOHNSON (Taplow).

13. Quantitative antinuclear factor.
D. J. WARD (Taplow).

SOUTH-EAST ASIA AND PACIFIC AREA LEAGUE
AGAINST RHEUMATISM

INAUGURAL MEETING, 1963

The inaugural meeting of the South-East Asia and
Pacific Area League against Rheumatism was held
on September 6, 1963, at the Chevron Hilton Hotel,
Potts Point, Sydney, N.S.W., Australia.

Dr. M. Naomi Wing, as President of the Austral-
ian Rheumatism Association, took the Chair and
opened the meeting, which was attended by delegates
from India, Japan, New Zealand, and Australia.
The President of the International League against
Rheumatism, Dr. J. Robles Gil, and the Secretary-
General of the Pan-American League against Rheu-
matism, Dr. E. P. Engleman, were also present by
invitation.

Sir Charles MacDonald welcomed the delegates
and Dr. Robles Gil and Dr. Engleman described
the various enterprises which were being carried on

in the world campaign against rheumatism and
hoped that the new South-East Asia and Pacific

Area League would have similar success in bringing
together workers in this field and assisting sufferers
from these diseases.

Copies of the draft statutes which had been
circulated were discussed clause by clause, and the
acceptance of these statutes was moved by Dr. S. G.
Nelson (Australia) and seconded by Prof. K. K.
Datey (India).
The inauguration of the League was moved by

Dr. B. S. Rose (New Zealand) and seconded by Dr.
T. Highton (New Zealand).
The following office bearers were then elected:

President: Dr. Selwyn G. Nelson (Australia)
Vice-Presidents: Prof. K. K. Datey (India)

Prof. T. Kodama (Japan)
Dr. B. S. Rose (New Zealand)
Dr. B. N. Sinha (India)

Secretary-General: Dr. R. G. Robinson (Australia)
Treasurer: Dr. R. F. A. Strang (Australia)
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