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Clinical Meeting.-The following papers were
presented at a meeting held on February 26, 1965, at
the Wellcome Foundation, Euston Road, London.

Bone and Joint Changes in Paraplegia. By V. WRIGHT
(Leeds): This paper and the discussion thereon is to be
published in full in the Annals.

The Significance of Transparent Skin in Rheumatoid
Disease. By B. MCCONKEY (Birmingham): This paper
and the discussion thereon appeared in the May issue of
the Annals (p. 219).

Investigation of the Pathogenesis of Transparent Skin.
By K. W. W. H. WALTON (Birmingham): The dermis of
"transparent" skin shows characteristic histological
differences from normal skin in that the dermal collagen
is arranged in thin bundles, widely dispersed, and showing
altered staining characteristics, and that there is an
increase of mucopolysaccharide in the spaces between the
collagen fibres.

These changes have been studied by estimations of the
water content of the skin, by investigation of the uptake
of CI4-labelled proline into the collagen, by histochemical
methods directed at identification of the mucopoly-
saccharide.

Discussion.-DR. A. ST. J. DIXON (London): Have you
tested this technique on the sclera and cornea of the eye?
DR. WALTON: I have not done so personally, but a

colleague at the Eye Hospital in Birmingham has done
so and I have seen some of the sections. One cannot see
any qualitative difference in the normal eye.
DR. V. WRIGHT (Leeds): Have you used the Mallory

trichome stain? Using this we have been most interested
to find that, if one takes an ordinary biopsy, collagen
stains red but if the specimen is stretched it stains green.
DR. WALTON: There are 99 variants of the Mallory

trichrome stain. We have not tried deliberately dis-
torting the skin, and I should think it beyond the bounds
of coincidence that this could happen accidentally in all
our cases.

Monoarthritis: A Study of 45 Cases*. By D. A.
PITKEATHLEY (Manchester): It is recognized that, although
some cases of monarthritis are of a rheumatoid nature
and progress to a typical polyarthritis, the prognosis in
many is not at all clear. In this study we followed up 45
patients with monarticular joint disease of at least 6
months' duration. Arthrotomy and synovial biopsy had

been carried out in every case and the period of follow-up
varied from 2 to 8 years from the time of biopsy. Cases
of proved tuberculosis were excluded from the study as
well as those in which there was obvious mechanical
derangement of the joint. We attempted to make a firm
diagnosis where possible at the time of assessment.
Twelve patients (27 per cent.) were diagnosed as having

definite or probable rheumatoid arthritis, four (9 per
cent.) had psoriatic arthropathy, and six (13 per cent.) had
a persistent monarthritis of undetermined type. A
further four (9 per cent.) had a ployarthritis of undeter-
mined type, ten (22 per cent.) were diagnosed as having
osteo-arthritis, and seven (16 per cent.) were completely
normal (i.e. self-limiting joint disease).

There was a moderately good relationship between
biopsy findings suggestive of rheumatoid arthritis and
eventual clinical outcome.

Other findings of note were the development of signifi-
cant disease, either rheumatoid arthritis or psoriatic
arthropathy, in every patient with monarthritis of the
wrist, and the fact that rheumatoid arthritis can remain
monarticular for many years.

It was concluded from this study that thorough
investigation of cases of monarthritis is of considerable
help in diagnosis and prognosis.

Discussion.-DR. 0. SAVAGE (London): I should like to
ask if there was any time factor in the SCATs' becoming
positive. Were they positive at the beginning or did they
become positive later on and was there any difference in
titre? Was there any difference in the clinical distribution
of polyarthritis between patients who became rheumatoid
and those who remained cases of "polyarthritis" ?
DR. PITKEATHLY: The SCAT was carried out only at

follow-up. It was not done originally, and so we do not
know when it became positive. The titres varied con-
siderably, from 1:32 to 1:512. Of the patients who
developed widespread polyarthritis four out of ten had
the usual rheumatoid joint distribution; the other six had
rather asymmetrical joint involvement but scored enough
points for a diagnosis of rheumatoid arthritis. Cases
with undefined polyarthritis had involvement of two or
three joints only as a rule with a raised ESR. One had
tendon sheath effusions, another plantar fasciitis.
DR. B. M. ANSELL (Taplow): Was the ESR at onset of

any value in distinguishing patients who were going to
become polyarthritic? We have been struck by the
variable appearance of synovial membrane in the same
biopsy, mainly in patients with Still's disease.
DR. PITKEATHLY: The ESR was not very helpful.

There were several cases with a raised ESR which came
to nothing. On the other hand there was one case of
rheumatoid arthritis which had a normal ESR at onset.
The histology was examined by Dr. Catto, who took into
account a large number of histological features, but the
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ANNALS OF THE RHEUMATIC DISEASES
main emphasis rested on chronic inflammatory cell
infiltrate and presence of germinal centres. I do not
think she had much difficulty in grading the specimens.
DR. A. G. S. HILL (Stoke Mandeville): How carefully

did you look for evidence of ankylosing spondylitis or
Reiter's disease? Was the histological evidence which
was used new evidence, or was it from the original
biopsy?
DR. PITKEATHLY: We looked for evidence of spondylitis

and Reiter's disease fairly thoroughly-sacro-iliac joints
were x-rayed where it was considered possible that these
were present, and patients were questioned about
urethritis and so on. Histology was from the original
biopsy-there was no histology at follow-up except in
one or two cases which went on to arthrodesis.
DR. A. G. S. HILL (Stoke Mandeville): Is it legitimate

to build up criteria which include histology and then use
the histology for evidence?
DR. PITKEATHLY: We felt that diagnosis of persistent

monarthritis was so difficult without histology that we
were justified in including it. But I admit this tends to
bias the results.
DR. C. J. M. CLARK (Bournemouth): How valuable was

the symptom of morning stiffness in differential
diagnosis ?
DR. PITKEATHLY: Patients who have persistent mon-

arthritis may not have morning stiffness, but if they
develop polyarthritis the presence of morning stiffness is
very valuable in indicating rheumatoid arthritis.
DR. E. N. GLICK (London): How many cases of

monarticular tuberculosis were found during the same
period ?
DR. PITKEATHLY: I could not give you the number but

certainly several were found.
DR. J. J. R. DUTHIE (Edinburgh): I wonder in how many

cases the diagnosis would have remained obscure if you
had carried out a sheep cell agglutination test and x-rays
of hands and feet?
DR. PITKEATHLY: These investigations would have been

very helpful. This survey was in fact done partly to find
out whether such a thorough investigation in cases of
monarthritis would have been useful in diagnosis and
prognosis.

Assessment of Prognosis in Rheumatoid Arthritis by the
Radiological Changes in the Hands and Feet. By A. K.
THOULD (London): A critical review of 105 patients with
definite or classical rheumatoid arthritis was carried out
with respect to their clinical state and the degree of
radiological involvement of the hands and feet. These
changes were graded as in the Atlas of Standard Radio-
graphs of Arthritis (1963). Positive radiographic
appearances of the disease were found in both hands and
feet in 79 (75 per cent.). In a further seventeen (16 per
cent.) the radiograph of the hands was normal while that
of the feet was positive. Films of both hands and feet
were negative in nine (9 per cent.). In 37 cases (35 per
cent.), further radiographs were available for periods up
to 4 years, and the degree of deterioration was assessed.
A small group had symptom-free feet although the
radiographs of the feet showed rheumatoid erosions.
These various groups were compared and correlated with
the latex-fixation test, ESR, presence of nodules, haemo-
globin values, and other parameters of prognosis in
rheumatoid arthritis. Positive correlations with these

factors were observed. It is concluded that radiography
of the hands and feet forms a useful contribution to the
assessment of prognosis in this disease.

Discussion.-DR. 0. SAVAGE (London): You said that
16 per cent. of cases had radiological involvement of the
feet only and also that in 16 per cent. there were no
symptoms. Were these the same 16 per cent ?
DR. THOULD: No.
DR. F. DUDLEY HART (London): Were the painless ones

males or females?
DR. THOULD: Females for the most part.

Physical Activity, Cystic Erosions, and Osteoporosis in
Rheumatoid Arthritis. By B. A. CASTILLO, R. A. el
SAHIB, and J. T. Scorr (London): This paper and the
discussior thereon is to be published in full in the Annals.

Palindromic Rheumatism. By S. MATTINGLY (London):
Since Hench and Rosenberg (1941) first described
palindromic rheumatism, few patients with this condition
have been reported in the literature. These authors
believed that, despite thousands of acute attacks of joint
pain and swelling, none of their 34 patients had sustained
permanent joint damage, nor was any treatment of value
although spontaneous remission could occur. Subse-
quently Boland and Headley (1949) suggested that
chrysotherapy might prove an effective treatment. Many
rheumatologists believe that palindromic rheumatism is
an atypical form of rheumatoid arthritis and that perm-
anent joint changes do occur if patients are followed up
for long enough.
Twenty patients with palindromic rheumatism attend-

ing the Department of Rheumatology and Physical Medi-
cine at the Middlesex Hospital during the last 10 years
have been studied. There is radiological evidence ofjoint
damage in half of them, particularly in the metatarso-
phalangeal joints, although most have remained well and
are not crippled by their joint disease. Several patients
have subcutaneous nodules at the elbow and tendon
lesions. Tests for the serum rheumatoid factor are
positive in eleven patients, including four who have not
yet developed permanent joint changes. Other investiga-
tions, including a search for L.E.-cells in the blood, have
proved negative, although the erythrocyte sedimentation
rate has frequently been raised. Neck pain has been
common, but the lumbar spine has rarely been affected,
and x rays of the sacro-iliac joints have been normal.
The main diagnostic problem is to exclude gout and this
may prove difficult.

Fifteen patients have been treated with one or more
courses of chrysotherapy (Myocrisin), and acute attacks
ceased in twelve patients often after the first few gold
injection. However, relapses commonly occurred with-
in a few years. Five patients developed gold rashes, and
one of these had an exfoliative dermatitis requiring
hospital treatment with British anti-lewisite and steroids.

Palindromic rheumatism thus appears to be not so rare
as the literature would suggest. It is a syndrome which
may continue indefinitely, remit spontaneously, or develop
into a rheumatoid type of polyarthritis. Fortunately
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HEBERDEN SOCIETY
this is often low grade. Chrysotherapy may stop the
acute attacks but should probably be continued in small
doses for very long periods in view of the tendency to
relapse within a year or two of completion of a course of
gold injections.

REFERENCES
Boland, E. W., and Headley, N. E. (1949). J. Amer.

med. Ass., 141, 301.
Hench, P. S., and Rosenberg, E. F. (1941). Proc. Mayo

Clin., 16, 808.

Discussion.-DR. G. D. KERSLEY (Bath): As early as
1948 I showed Dr. Philip Hench one of my own cases of
palindromic rheumatism on which I proposed to advise
a synovectomy of the knee. Hench said that he thought
he had made a mistake and that palindromic rheumatism
was actually an atypical form of rheumatoid arthritis.
He thought that I should probably find rheumatoid
synovial membrane, and in fact the synovial membrane
was very compatible with that seen in rheumatoid arth-
ritis. With regard to therapy, I have used gold in most
of the cases that I have seen over the past 20 years,
and I would say that the majority do obtain benefit from
gold-it works in a higher percentage of cases than in
rheumatoid arthritis.
DR. B. M. ANSELL (Taplow): Some years ago Prof.

Bywaters and I presented to the Society a follow-up of
28 cases, two-thirds of whom had gone on to develop
rheumatoid arthritis. We feel strongly that rheumatoid
arthritis is a common sequel to palindromic rheumatism.
We also had one case of systemic lupus erythematosus.
DR. J. LAWRENCE (Manchester): Some of the x rays

looked very much like psoriatic arthropathy. Have any
of these patients in fact got psoriasis?
DR. MATTINGLY: I agree that the appearances are

similar in some cases but none of these patients has in
fact got psoriasis or a history of psoriasis.
DR. D. N. GOLDING (London): I had such a case

which responded well to Indomethacin. Have you tried
this ?
DR. MATrINGLY: No. I have tried chloroquine in a

few and this may have had some effect on the disease,
but I would not like to commit myself on this subject.

Clinical Meeting.-The following papers were

given at a meeting held at the Canadian Red Cross
Memorial Hospital, Taplow, on April 3, 1965.

Auto Immunity in NZB/BL Mice. By E. J. HOLBOROW,
R. D. J. BARNES, and M. TUFFREY (Taplow): Mice of the
NZB/BI strain regularly develop autoimmune haemolytic
anaemia with red-cell autoantibodies detected by anti-
globulin test. Dr. Holborow described another red-cell
autoantibody in this strain which reacts with antigens
present in both mouse and human red cells, and is thus
distinct from the mouse-specific antibody already recog-
nized. This second autoantibody is not found in mice
younger than 24 weeks, and does not readily sensitize
normal mouse cells to give a direct antiglobulin reaction;
it is more readily absorbed from positive sera by human
or mouse red cells stroma than by intact erythrocytes.
It is demonstrated by indirect immunofluorescent staining
of mouse or human tissue sections, or of mouse or human
blood smears, and is about three times commoner in male
than in female mice; it is found in about 50 per cent. of

male mice over 24 weeks old. Complement-fixing
activity has been demonstrated for this antibody. Its
association with males may account for the severer
haemolytic anaemia which male NZB/B1 mice show.
Antinuclear factor was found in the sera of about 20 per
cent of mice of this strain over the age of 20 weeks, but
showed no relation to sex or progress of their auto-
immune disease.

Discussion.-DR. L. S. NAKHLA (Cairo): When looking
for antinuclear factor in patients with rheumatoid arth-
ritis, using calf thyroid, I have often noticed staining like
that shown in the first slide. Many of the patients had
vasculitis or anaemia. I wondered at first if there was
something wrong with the conjugate. Could this be a
similar antibody?
DR. HOLBOROW: Yes, I think it could. It would be

worth while staining smears of ox blood as well. This
does incidentally show the value of immunofluorescent
techniques-you may find positive results which are not
being specifically looked for, because the whole tissue is
being tested.
DR. K. RHODES (London): I too have seen the same

pattern of fluorescence when staining sections for anti-
nuclear factor, not only in rheumatoid arthritis but in a
wide variety of atypical disorders, and not only in patients
in whom antinuclear factor is present. Fluorescence is
often seen inside the blood vessels, but also in liver
sinusoids and glomeruli-very bright and very positive.
I think there must be some component of endothelial
lining involved. I am much impressed by your red cell
fluorescence, and should like to ask at what point in
staining you fix the preparations, because we have had
difficulty with blood smears.
DR. HOLBOROW: The blood smears are not fixed.

They are very thin, well dried, and washed with saline.
DR. E. H. BEUTNER (Buffalo, N. Y., U.S.A.): I am

greatly impressed by this beautiful work. We have had
some experience with immunofluorescent staining of
capillaries; in some cases at least I have been able to
demonstrate that the staining is removed by absorption
of serum with A and B blood substances. I should also
like to ask if you were able to reveal an antinuclear
reaction on mouse tissue by absorption?
DR. HOLBOROW: We knew that capillary endothelium

may contain blood group antigens, and took care that
the blood group of thyroid tissue was 0. Absorption
with red cells or stroma did not remove antinuclear
staining, so these reactions were independent.
DR. J. N. MCCORMICK (Stoke Mandeville): I have seen

these autoantibodies in many rheumatoid sera applied to
rat tissue sections. These sera react not only with
capillary endothelium but also with sarcolemma, endo-
cardium, and pericardium. The brightest reaction occurs
in a mesangial pattern in renal glomeruli and cannot be
absorbed out with A or B blood cells or with Group A
streptococci. This reaction with glomeruli can be seen
in about 70 per cent. of rheumatoid sera, 10 per cent. of
paraplegics' sera, and 3 per cent. of sera from healthy
subjects.

Paravertebral Ossification in Psoriatic Arthritis. By
E. G. L. BYWATERS (Canadian Red Cross Memorial
Hospital) and A. ST. J. DIXON (St. Mary Abbots Hospital):
Published in full with the discussion thereon in this issue
of the Annals (p. 313).
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In Vitro Studies of the Secondary Response. By

GILMOUR HARRIS (Postgraduate Medical School, London):
Rabbit spleen and lymph node cell suspensions respond
in vitro to heterologous protein to which the donor
animals have been immunized by enhanced synthesis of
deoxyribonucleic acid (DNA). This is interpreted as an
increased rate of cell division and is an in vitro manifesta-
tion of the in vivo response to re-injection of antigen which
is characterized by increased plasma cell proliferation.

Evidence is presented that macrophages take up antigen
and transfer its stimulating effect to sensitized cells.
This is apparently dependent on direct cell contact, and
surface antigen also plays an important role. The
transfer process does not apparently take place between
macrophages and the dividing cells, and it is postulated
that small, non-dividing lymphocytes may play an
intermediary role.

Discussion.-DR. W. R. M. ALEXANDER (Edinburgh):
Are you quite convinced that C14-labelled thymidine is an
indication of antibody production by these cells?
DR. HARRIS: No. It is an indication that cells are

dividing. They will then make antibody.
DR. ALEXANDER: Did you check that your cells had in

fact divided?
DR. HARRIS: Yes. It is a complicated situation. You

add antigen after one hour and the number of labelled
cells increases. You can see mitosis in labelled cells, but
this is not to say that other cells are not also stimulated
to divide.

Cataract as a Complication of Corticosteroid Therapy.
By C. FURST, K. SMILEY, and B. M. ANSELL (Canadian
Red Cross Memorial Hospital): Black and others (1960)
drew attention to cataract as a complication of long-term
corticosteroid therapy in patients with rheumatoid arth-
ritis, and several series have since been published showing
great variation in incidence. We therefore undertook to
review our patients receiving maintenance corticosteroid
therapy and this has included some sixty juveniles. The
overall incidence is almost 10 per cent. but appears to
depend on the average daily dosage rather than the actual
duration of therapy.

REFERENCE
Black, R. L., Oglesby, R. B., von Sallmann, L., and

Bunim, J. J. (1960). J. Amer. med. Ass., 174, 166.
Discussion.-DR. J. HAYTHORNE (London): We have

surveyed 129 cases at the West London Hospital, 29 of
them non-rheumatoid; of these only four had posterior
subcapsular cataracts, and one of them was on less than
5 mg. prednisolone daily.

DR. H. F. WEST (Sheffield): Have you any figures for
the incidence of subcapsular cataract in severe cases of
rheumatoid arthritis of long duration not on steroids?

DR. ANSELL: There are no figures available.
PROF. E. G. L. BYWATERS (Taplow): The trouble is that

most severe cases of rheumatoid arthritis have had
considerable steroid treatment.
MR. SMILEY: This is only a clinical impression, but I

do see a tremendous number of patients and have no
doubt in my own mind that these cataracts are due
entirely to steroids and to nothing else.

DR. F. DUDLEY HART (London): We started looking for

cataracts after Bunim first reported them in 1959. We
have not seen them in ordinary rheumatoid patients, but
we have seen six clear-cut cases of posterior subcapsular
cataract, all in women all of whom were on large doses of
steroids for a long time. Two were on long term cortico-
trophin; all six were over 56 years of age.

DR. K. W. W. H. WALTON (Birmingham): Crews (1963)
has reported his experience in rheumatoid arthritis, but
it is worth mentioning that he has also looked at some
cases of nephrotic syndrome on long-term corticosteroid
therapy and has found the same sort of incidence.
DR. C. F. HAWKINS (Birmingham): I feel no doubt

about this from the result of Crews' survey. He also
feels that local cortisone may cause cataract.
MR. SMILEY: This is a definite risk, though I have not

seen a case. One sees the same sort of cataract in
patients with asthma on long-term steroid therapy.
DR. E. B. D. HAMILTON (London): Did any of these

cases have surgical treatment?
MR. SMILEY: No, they are all too early. But I have

operated on two other patients with advanced cataract,
and it was very much like operating on any other type of
cataract.
DR. 0. SAVAGE (London): This emphasizes again that

steroid dosage must be kept as low as possible. Have
you seen any signs of reversal on reducing the dose?
MR. SMILEY: I think so, though it is too early to be sure.

I have one patient in whom the opacity has become less
after stopping steroids.

REFERENCE
Crews, S. J. (1963). Brit. med. J., 1, 1644.

Streptococcal and Salivary Antigens in the Pathogenesis
of Rheumatic Fever. By L. S. NAKHLA (Cairo), and
L. E. GLYNN (Canadian Red Cr-oss Memorial Hospital):
A factor of antigenic or haptenic nature that cross-reacts
with cardiac and voluntary muscle of three mammalian
species studied, namely, man, rabbit, and guinea-pig,
has been demonstrated. There is some evidence that
this factor is related to blood group substances. It may
have a role in an autoimmune mechanism in rheumatic
fever and its pathogenesis.

Discussion.-DR. ".1. HIJMANS (Leyden): Did you men-
tion that staining was negative with anti-L sera?
DR. NAKHLA: Yes.
DR. HIJMANS: Were these L-forms prepared with

penicillin ?
DR. NAKHLA: I don't know. They were prepared by

the Central Public Health Laboratory and were then
washed, suspended, and injected.
DR. HJJMANS: In that case they were probably enzyme-

induced and I would suggest that you also try antisera
prepared against penicillin-induced L-forms.
DR. HIJMANS: This might alter the results.
DR. NAKHLA: They are presumably free of strepto-

coccal antigens normally present in the cell wall.
DR. W. R. M. ALEXANDER (Edinburgh): Are you

assuming that antibody was absorbed by hapten but not
by the carrier organism? Was antibody removed by
absorption with saliva?
DR. NAKHLA: Yes to both questions.
DR. K. RHODES (London): Was there any difference

between the saliva from rheumatic fever cases and normal
subjects ?
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DR. NAKHLA: Absorption could be due to the presence

in the saliva of either complete antigen or hapten. Any
difference in this respect between rheumatic fever patients
and normal subjects needs much further investigation.
DR. A. G. S. HILL (Stoke Mandeville): I think you said

that all other tissues were negative-did this include joint
tissue ?
DR. NAKHLA: No. We looked at muscle, kidney,

liver, spleen, and lung, but not joint tissues.
DR. HILL: It might be interesting to do so-the joints

are sometimes involved in rheumatic fever.

Serological Studies of Myasthenia Gravis. By E. H.
BEUTNER (University of Buiffalo, N. Y., U.S.A.): The sera
of some patients with myasthenia gravis contain auto-
antibodies directed to striated muscle and thymic
epithelial cells, detectable variously by seven serological
methods. The most sensitive of these, a tanned-cell
haemaglutination technique, revealed that 54 of 100 sera
of myasthenic patients contained no detectable muscle
antibodies, approximately thirty appeared to be strongly
positive, and the remainder were deemed to be doubtful
(titres less than 100 and negative or equivocal reactions
by other serological tests).
Of 120 control sera from patients with other diseases,

three yielded doubtful reactions, and one strongly positive
reactions by all test methods. A muscle biopsy of this
last patient revealed no muscle changes at the time, but
8 months later a second biopsy revealed marked muscle
changes and considerable binding of y-globulin to the
muscle fibres. Shortly thereafter a thymoma weighing
78 g. was removed. This patient had no signs of
myasthenia gravis.

Discussion.-PROF. E. G. L. BYWATERS (Taplow):
Could you demonstrate antibody cross-reacting with the
resected thymoma?
DR. BEUTNER: We are in the process of investigating

this.
DR. A. T. RICHARDSON (London): Did the biopsies

include endplate tissue?
DR. BEUTNER: Yes. Antibodies to endplate were

reported by Grob and others (1965), but this has never
been reproduced in later work by Strauss's groups (1965)
or by Oserman's (Personal communication).
DR. L. S. NAKHLA (Cairo): Did you get non-specific

staining with control sera? How did you get over it?
Are these antibodies cause or effect?
DR. BEUTNER: We don't know the answer to the cause

and effect question. In cardiac surgery, cardiac anti-
bodies are apparently produced as a result of the surgery,
but once formed they do appear to react in vivo with
cardiac muscle. But I have the impression that heart
antibodies react more readily with heart muscle than do
these myasthenia gravis antibodies. We get over the
problem of non-specific staining by using dilutions of
1:20 to 1:200-at these higher dilutions non-specific
staining does not occur.
DR. W. R. M. ALEXANDER (Edinburgh): Is there any

association between the presence of antibody in myas-
thenia gravis and the clinical response to thymectomy?
DR. BEUTNER: 95 per cent. of patients with myasthenia

gravis plus thymoma have muscle antibodies. Only 45
per cent. of those without thymoma have antibodies.
30 per cent. of patients with thymoma but no myasthenia

gravis have antibodies. I do not know of any studies
on the level of antibody following thymectomy.
A SPEAKER (London): Dr. June Downes and I

have been examining a series of 74 patients with myas-
thenia gravis and have found antibodies in 40 per cent.
There was no correlation with severity of disease, with
the presence or absence of thymoma, or with response to
thymectomy. We did find that antibodies were more
common in ocular myasthenia than in other forms.
DR. BEUTNER: That is at variance with the findings of

Dr. Oserman of Mount Sinai,who found a lower incidence
in ocular cases. Otherwise your findings agree with
other studies.
DR. E. J. HOLBOROW (Taplow): Have you found

muscle antibodies in dermatomyositis?
DR. BEUTNER: Not in serum. We haven't studied

muscle biopsies.
DR. H. F. WEST (Sheffield): Are corticosteroids effective

in this disease?
DR. BEUTNER: I am no clinician, but they are reported

not to be beneficial, and may indeed have an adverse
effect.

Household Problems and their Management in Patients
suffering from Rheumatoid Arthritis. By B. M. ANSELL
(Canadian Red Cross Memorial Hospital), and E. B. D.
HAMILTON (King's College Hospital): Methods available
for overcoming problems caused by limitation of move-
ment due to rheumatoid arthritis were reviewed. It was
emphasized that instruction in the use of the various
pieces of equipment was as important as providing them.

The meeting concluded with a Round Table
Discussion on "Keeping up with the Literature", at
which Mr. P. Wade, Librarian of the Royal Society
of Medicine, very kindly assisted. Other members
of the panel were Dr. C. F. Hawkins, Dr. F. Dudley
Hart, Dr. M. E. Carter, Dr. 0. Savage, and Prof.
E. G. L. Bywaters (in the chair).

The following Demonstrations were also
presented:

Allergic Orchitis in the Guinea-pig. By P. C. BROWN
(Taplow).

Basement Membrane Antigens. By G. LOEWI, S. D.
ROBERTS, and A. TEMPLE (Taplow).

Lysozomes of Synovial Cells in Rheumatoid Arthritis
and Other Arthritides. By D. P. PAGE THOMAS (Taplow).

Protein Pattern in Blister Fluid in Rheumatoid Arthritis.
By R. CONSDEN, and M. E. SMITH (Taplow).

10-year Follow-up in Still's Disease. By B. M. ANSELL,
and E. G. L. BYWATERS (Taplow).

C"4 Studies of Uric Acid Turnover. By R. ARNOTT,
H. I. GLASS, V. P. HOLLOWAY, and J. T. ScoTT (Hammer-
smith).
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