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DR. CURREY (London) I wonder whether you have had
the opportunity of looking into the question of whether
the presence of rheumatoid factors in the serum in-
fluenced the result of the agglutination test ? Anti-
globulins might augment the agglutinating property of
a serum and this would clearly invalidate the test.

DR. LAWRENCE We have some experiments in progress
to deal with that point. Actually the antibodies to Sal-
monella which were tested were somatic antibodies, so
that they should have been IgM globulins which would
not react with rheumatoid factor. I do not think that it is
likely that that is the explanation, but it certainly needs
checking.

Neuromuscular Disorders associated with Rheumatoid
Arthritis. By D. I. HASLOCK, D. F. HARRIMAN, and
V. WRIGHT (Leeds)

A study has been undertaken of 28 patients with rheum-
atoid arthritis who have had a motor point biopsy. The
pathology of the excised neuromuscular tissue was ex-
amined. The patients formed four major groups:
(1) Muscle cachexia,
(2) Peripheral neuropathy,
(3) Myositis,
(4) Steroid myopathy.

Motor point biopsy was found to be the only certain
method of differentiating Groups 1 and 2.

Discusion

DR. TALAL (Bethesda) We also have had a chance to
observe patients similar to the first group that you des-
cribed with th- plasma cells. Do you think that such
patients are more likely to show elevation of muscle
enzymes in serum, and are they more likely to respond
to immunosuppressive therapy?

DR. HASLOCK We have not estimated the muscle en-
zymes in the serum, so I cannot comment on that. It is I
little difficult to assess the role and effect ofcorticosteroids.
A disproportionate number of patients were taking
corticosteroids when they came to biopsy. Whether this
is a reflection of the fact that the more severely affected
patients were given corticosteroids, or whether the
corticosteroids played some part in the aetiology of
some of these changes I do not know. We have had no
experience with other forms of immunosuppression.

PROF. KELLGREN (Manchester) Have any of your
patients suffered from the picture of profound myositis
sometimes seen in rheumatoid arthritis with central
weakness and high enzyme levels?

DR. HASLOCK These were not patients with malignant
rheumatoid arthritis, but all of them showed dispropor-
tionate wasting. Not all of them showed global wasting.
Some muscles, particularly the quadriceps, became more
resistant to treatment and would be wasted. In one or
two of the cachectic group we found that the proximal
muscles were more affected than the distal. We have
one case in which we carried out both proximal and distal

biopsy. The distal biopsy showed changes of neuropathy,
the proximal biopsy changes of cachexia.

DR. BALL (Manchester) Were samples of non-motor
point biopsy taken simultaneously?
DR. HASLOCK All were taken at the motor point.
PROF. DUTHIE (Edinburgh) Would you like to en-
lighten those who do not know the difference between
Type 1 and Type 2 fibres?

DR. HASLOCK I think Dr. Harriman had better ex-
plain this.

DR. HARRIMAN Briefly, the difference between Type 1
and Type 2 muscle fibres is the difference between red and
white meat. Most of us have a mixture of the two types
of cells in all our muscles, whereas some animals have
predominantly red or white cells. Type 1 is the slow-
reacting cell with oxidase enzymes and staining darkly.
Type 2 contains anaerobic enzymes, is fast-acting, and is
responsible for quick movements. In recent years it has
been demonstrated in man that every muscle has a
mixture of these two cells; we found in two of our
patients that the atrophy was greater in the Type 2
cells, while in the other patients there was a mixture.

PROF. DUTHIE (Edinburgh) Do you attach any sig-
nificance to this?

DR. HARRIMAN Not yet. I think we have yet to learn
much more about it.

Cost-benefit Analysis of the Treatment of Rheumatic
Diseases. By R. G. BROOKS (Department of Economics,
University of Strathclyde) Published November 1969
Annals 28, 655

Discussion

PROF. DUTH I E (Edinburgh) You say that, of the people
you have interviewed, so many had surgery and all were
successful. Was conservative treatment ineffective?

MR. BROOKS I did not consider the possible benefits
from conservative treatment.

PROF. DUTHIE (Edinburgh) This would suggest that
we could wipe out conservative treatment.

MR. BROOKS No, in the time available I could not study
the effectiveness of conservative treatment.

PROF. DUTHIE (Edinburgh) Your cost benefit is related
to a certain proportion of people who were operated on?

MR. BROOKS Yes, that is right.

PROF. DUTHIE (Edinburgh) If you are right, then
surgery seems the thing to do. You can save all the money
you spend by surgery.

MR. BROOKS If I had had the time and money I should
have interviewed far more people to see whether con-
servative treatment had been effective. As stated in my
paper, not all patient categories were interviewed, a
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sample of the patients in the housewives category was
taken, and only the benefits of surgical treatment were
considered for those interviewed.

PROF. DUTHIE (Edinburgh) You were estimating the
value of surgery in treatment of rheumatoid arthritis. I
think it is important that we should be clear about this.

PROF. KELLGREN (Manchester) There were only thirty
operated cases. In estimating the cost benefit of treatment
was this based on what was saved by the thirty, or what
was saved by all operated cases, on the inference that they
all did well.

MR. BROOKS These are the figures for the thirty cases
only; they are very pessimistic assumptions. Benefits
accrued in respect of 22 patients out of the thirty treated
by surgery. The benefits estimated for these 22 were cal-
culated on the most pessimistic assumptions used about
the discount rate, the real earnings growth rate, and the
length of time patients could be expected to work after
successful surgery.

PROF. BYWATERS (Taplow) I wonder whether you
would hazard a guess about the observer error in cost-
benefit analysis. If somebody else did a similar survey,
would their observations differ greatly from yours?

MR. BROOKS As far as I know the only person who has
been out and interviewed the persons is myself. Other
cost-benefit studies have been carried out on a national
scale using national data.

DR. SCOTT (London) A patient recently died at home
and his son brought along a small sackful of drugs which
had been prescribed, dispensed, and not used. I carried
out a cost-analysis of these drugs: their value was £56.
It is encouraging to know that, despite appalling wastage
of this sort, treatment of the rheumatic diseases is still
an economic proposition.
DR. PALFREY(London) I gatherthecost-benefitanalysis
might be of value in relating the capital required to the
benefits obtained from research programmes. I am
particularly interested in how one assesses the benefits
of the sort of research I do, which is concerned with
basic science rather than with particular treatments.

MR. BROOKS I obviously do not know the answer to
that. Further development of cost-benefit techniques
should enable the evaluation of basic science expenditures.
DR. ZUTSHI (London) Were your benefits estimated on
the patients that you interviewed, or were the costs cal-
culated on the whole series of patients?

MR. BROOKS On the whole series.

DR. HOLDEN (Worthing) If you regarded these figures
as being profits from a company, could you tell us what
proportion that company might spend on research?
What would be the normal for I.C.I. for example?

MR. BROOKS I could not say.

DR. HOLDEN (Worthing) Figures of the amounts com-
panies spend on research are available.

MR. BROOKS I do not know what proportion of their
profits these represent.

Arthrography of the Knee following Synovectomy. By
MR. A. R. TAYLOR and DR. B. M. ANSELL (Heatherwood
Hospital, Ascot)

Contrast arthrography was performed on twelve patients
before synovectomy and repeated at varying intervals
from 3 months to 1 year after synovectomy. The findings
at operation of fibrin, adhesions, Baker's cysts, etc. were
correlated with the arthrographic findings. At the time of
re-examination the clinical state of the joint was noted
with particular reference to the presence of pain, soft
tissue swelling, recurrence of effusion, and recurrence of
Baker's cysts.

In one patient who had a recurrence of synovial pro-
liferation and an effusion at 3 months, the preoperative
and postoperative arthograms could not be distinguished.
Conversely, those patients who weie doing well after one
year showed a considerably reduced synovial cavity with
a completely smooth outline.

Discussion
DR. GOODE (Hull) I have done a number of arthograms
before and after surgery, and find it is extremely difficult
to obtain comparable pictures. I know that the speaker
has had the same trouble. The position of the knees can
greatly influence the appearance before and after, as can
the amount of fluid in the joint.
MR. TAYLOR We have tried to standardize the tech-
nique regarding the amount of dye injected and the
radiographic views.

PROF. K ELLG R EN (Manchester) It would be interesting
to obtain similar pictures of knees in which the synov-
itis resolved without operation.
DR. W RIGHT (Leeds) Since the arthographs correlate so
closely with the clinical appearance, do you think that
there is any value in this apart from an investigative
procedure? Secondly, have you any explanation why
some knees do well and some do badly?
MR. TAYLOR The only thing that can be said is that
postoperatively those knees that show a return to a more
normal-looking arthrogram are those that have done
well clinically. I cannot make any suggestions why some
do well and some badly after synovectomy.

DR. ORLOFF (Brussels) The preoperative pictures you
have shown us were of patients with long-standing rheu-
matoid arthritis. What would be the picture in patients
with early synovial effusion?

MR. TAYLOR I think our earliest case was done after
some 3 years of generalized rheumatoid arthritis with
symptoms referable to the knees.

DR. SMITH (London) Postoperative management of
synovectomy of the knees seems to differ between various
surgeons. Could you give us your scheme ofmanagement?
MR. TAYLOR Our technique is relatively simple-com-
pression bandage for 7 days, allowing as much movement
within the compression bandage during that period as the
patient can make, which is usually about 10 to 15°, re-
moval of bandage at 7 days, sutures out at 10 days, and
then a start on general mobilization. Very rarely does one
have to manipulate.
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