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Heberden Society

Clinical Meeting, Bristol, June 28 and 29, 1974

At a clinical meeting held in Bristol, June 28 and 29,
1974, of the Heberden Society and the Swiss Society
for Rheumatology with the British Association for
Rheumatology and Rehabilitation and the Royal
Society of Medicine Section on Rheumatology and
Rehabilitation, the following papers were given.

Cardiac lesions in Reiter's syndrome and ankylosing
spondylitis. By J. A. COSH, N. GERBER, D. W. BARRITr,
and M. I. V. JAYSON (RoyalNational Hospitalfor Rheumatic
Diseases, Bath and British Royal Infirmary)
Cardiac involvement is uncommon in Reiter's syndrome
and in ankylosing spondylitis, but is remarkably similar in
the two conditions. The characteristic lesion in both,
arising after some years, is proximal aortitis leading to
aortic dilatation and aortic valve regurgitation; this may
be severe enough to warrant valve replacement. Various
grades of heart block may develop, either alone or com-
bined with aortic regurgitation, and pacing may be required
for total heart block. In the early stages of Reiter's
syndrome transient pericarditis and transient first-degree
block may occur, and pericarditis occasionally develops
too with ankylosing spondylitis.
Two patients with Reiter's syndrome had valve replace-

ments for severe aortic regurgitation. In each the excised
valve cusps histologically showed nonspecific fibrous
thickening. One patient remains well 5 years after operation
but has symptomless atrioventricular dissociation. The
other has done less well; he had marked narrowing of the
coronary ostia resulting in a poorly functioning left ventri-
cular myocardium. Another patient had temporary first-
degree heart block in the early stages of Reiter's syndrome.
Among a series of 128 patients with ankylosing spondy-

litic aortic regurgitation was found in three, all mild. Four
other examples of aortic regurgitation were found from
other sources, of whom two died and autopsy findings are
available. One died of heart failure due to the valve lesion.
The other died in renal failure from analgesic nephropathy,
having already had bacterial endocarditis on the aortic
valve successfully treated.
Four spondylitic patients have first-degree heart block

without aortic regurgitation. One other spondylitic had
unexplained heart failure with temporary atrial flutter,
thought to be due to cardiomyopathy.

The foot in chronic rheumatoid arthritis. By E. VIDIGAL,
R. K. JACOBY, A. ST. J. DIXON, A. H. RATCLIFF, and
J. KIRKUP (The Departments ofMedicine and Orthopaedic
Surgery, University of Bristol and the Royal National
Hospital for Rheumatic Diseases, Bath). To be published
in full in the Annals.

Pain threshold (PT) analysis in patients with osteoarthritis
of the hip. By SUSAN L. O'DRISCOLL and MALCOLM I. V.
JAYSON (Department ofMedicine, University ofBristol and
the Royal National Hospitalfor Rheumatic Diseases, Bath)
Pain is generally recognized as a protective sensation. Ifthe
threshold for a noxious stimulus to just produce the symp-
tom of pain is high, then a subject may be more liable to
damage joints and develop degenerative joint disease.
Alternatively, it could be considered that if the PT is low,
then patients are more liable to suffer pain from degenera-
tive arthritis than if it is normal. The PT was, therefore,
determined by Keele's method (1954) using a modified
algometer with a special reference to oesteoarthrosis of the
hip. The radiological changes in the joints were quantified
by reference to the 'Atlas of Standard Radiographs of
Arthritis' (1963) and only patients with grade III or grade
IV changes were included.
Measurements were obtained in 21 patients awaiting

total hip replacement and in 22 after such surgery. In 9 of
these subjects, sequential measurements were made
before and after operation. 12 patients were also seen with
comparable radiographic osteoarthrosis but whose
symptoms did not warrant surgery. The PT was also
measured in 21 normal controls, matched to the pre-
operative group for age and sex. The pain threshold for the
4 groups is shown in Table I.
The PT in the preoperative group was significantly

lower than that of the controls (P < 0 05). There was no
difference between the controls and the postoperative
group (P > 0-01). The PT was considerably higher in the
postoperative group than in the preoperative patients
(P < 0-001) and an increase in the PT was observed in the
9 patients who were studied before and after surgery
(Table II; P < 0-01).

Despite comparable radiographic changes, the PT was
higher in the 12 patients not for surgery than in the
preoperative group (P < 0-001) and indeed was slightly
higher than in the controls (P < 0 05).

Table I

Group PT(kg)

Controls (21) 3-71 ± 0 93
Preoperative (21) 2-98 ± 1-01
Postoperative (22) 4-24 ± 0-93
Not for surgery (12) 4 50 ± 0-83

Table II PT in the 9 patients studied before and after
surgery

Group PT (kg)
Preoperative 3-22 ± 1-20
Postoperative 4-06 ± 1 04
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