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multisystemic involvement described above. The anti-
nuclear antibody titre in pleural fluid was 1/40.

Because of no apparent response to oral prednisolone
1 g of intravenous methylprednisolone was given daily as
a single dose for 3 days; then again 2 mg/kg oral
prednisolone was continued. With this therapy her
general condition dramatically improved. All the clinical
symptoms, namely, arthralgias, facial erythema, fever,
and malaise, soon disappeared. Within one week of
intravenous methylprednisolone therapy the erythrocyte
sedimentation rate decreased to 8 mm/h, the white blood
count rose to 3 x 109/l(it was 11 x 109/lon the 15th day),
and platelets were adequate on the peripheral blood
smear. Pleural and pericardial effusions decreased and
disappeared. Hepatosplenomegaly was reduced in size.
The liver function tests returned to normal. Again there
was no abnormality on urine analysis, and renal function
tests were normal. On the 42nd day following pulse
therapy the C3 level was found to be 104 mg/dl (1 *04 g/l).
After apparent clinical response had been obtained the
dose of oral prednisolone was tapered off gradually.
Our experience with this patient therefore supports the

conclusion of Eyanson et al.5 that intravenous methyl-
prednisolone pulse therapy may be of value in life-
threatening nonrenal lupus erythematosus, and this type
of therapy offers a promising alternative.

ALI OTO
TUMAY SOZEN

SEDAT BOYACIOGLU
Department of Internal Medicine,
University of Hacettepe School of Medicine,
Ankara,
Tuirkey
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The scope of rheumatology
SIR, Since the foundation of the Annals, when I was
Buckley's assistant editor, I have never till now felt the
urge to add to your letters, but now there are two themes
arising out of your August issue on which I should like to
comment.
The correspondence between Anne Chamberlain' and

Malcolm Jayson' takes me back to the 1940s. Like Jayson
I was a purist physician rheumatologist and a founder
member of the Empire Rheumatism Council, though I had

temporarily become an adviser in physical medicine due
to the exigencies of war and had therefore been a founder
member of the British Association of Physical Medicine.
In 1945 I resigned from the latter to again become 'a
proper doctor' and spent many hours arguing with
Frank Howitt and Frank Cooksey that rehabilitation
should stand on its own as a specialty and not get
confused with rheumatology, which, incidentally, had
only just 'become respectable'. We physician-rheumato-
logists, now at last recognised by the academics, or
'Princes of Medicine' as Horder described them, did not
want to be associated with those who shone lights for high
fees or cared for those with urethral discharge with
prostatic diathermy. On the other hand the leaders in
rehabilitation wanted hospital beds and an outlet into
private practice in rheumatology. The NHS confused the
issue still further, and when Horder, Copeman, Bywaters,
and myself descended on the Minister, Ian Macleod, to
ask for registrars in rheumatology we were told we had
these, but they were called registrars in physical medicine.
When I saw the good work the rehabilitationists were

doing in rhematology I ate humble pie, confessed my
mistake, and rejoined the BAPM. I think the answer to
our confusion lies in the findings of the second College's
Committee on Rheumatology, of which I was secretary
with the president as chairman. It was agreed that
rheumatology and rehabilitation were very closely
associated, but that the specialist could come up through
the ranks of the general physicians, orthopaedists, or any
other reputable specialty, and that some would become
high-powered rheumatologists dealing also with academic
research, some would be general physicians with an
interest in rheumatology at the smaller hospitals, some
would shoulder, in addition to rheumatology, general
rehabilitation responsibilities, and some would specialise
in rehabilitation at certain national centres. The rehabili-
tationist is no longer a second-class citizen and may easily
outshine the rheumatologist, and I can no longer see the
reason for the rivalry. I believe I was right when I put the
cat among the pigeons when in 1962 I pointed out at
the Heberden Dinner that there was over 80% overlap in
the Heberden and BAPM membership and that it was
essential for the 2 organisations at least to work together
for the common good. There is no clear line, and I think
the wisely woolly findings of the College in the 1950s is
more and more the answer.

I would like to take issue with D. Raman et al. 3 In their
excellent paper they state that not until 1966 was gout and
rheumatoid arthritis reported in the same patient. It was
Copeman who stressed that they were hardly ever seen
together, perhaps partly to stop lazy diagnoses of 'gouty
rheumatoid' in the days when any pain in the soft tissues
was 'fibrositis.' The theme of my Heberden Round in
1956 was gout and rheumatoid arthritis, and I had
collected 3 cases in which both conditions coincided,
though I pointed out that this coexistence was an extreme
rarity.

G. D. KERSLEY
Royal National Hospital
for Rheumatic Diseases,
Upper Borough Walls,
Bath BAlI1RL
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Devil's claw (Harpagophytum
procumbens): pharmacological and
clinical studies
SIR, Over the last few years a number of reports have
appeared in local newpapers in the North of England and
Scotland claiming 'miraculous' results for treatment with
devil's claw in patients with both adult and juvenile
rheumatoid arthritis.1 2The preparation used was a tablet
prepared from an aqueous extract of the root and
manufactured in West Germany by Salus-Haus-Floradix
products and imported into the United Kingdom. The
product is marketed extensively throughout the United
Kingdom and in 1977 it was reported that in Britain alone
in the previous year 30 000 sufferers had been using it.

Devil's claw is a common name for the plant Harpago-
phytum procumbens, which belongs to the Pediliaceae
family. It grows naturally in the Kalahari desert and
Namibian steppes region of South-west Africa. For
centuries it has been popular among the natives of that
area.
The claims that the herbal remedy devil's claw

(Harpagophytum procumbens) is an effective anti-
inflammatory and antiarthritic agent were investigated in
animals and man. Our studies in rats showed that,
while remarkably nontoxic, devil's claw was ineffective
both against carrageenin foot swelling (I g/kg by mouth)
and against adjuvant-induced arthritis (0-1 g and 1-0
g/kg/day by mouth). Indomethacin was effective in both
tests.3

Thirteen patients were given a 6-week course of devil's
claw tablets containing 410 mg of aqueous extract
(Salus-Haus), one tablet 3 times daily before meals.
There were 5 males and 8 females with an age range
between 34 and 71 years. Nine patients were suffering
from seropositive arthritis, 2 from seronegative
rheumatoid arthritis, and 2 from psoriatic arthropathy.
Twelve patients completed the treatment programme and
were observed for 6 weeks thereafter. One patient
withdrew after 4 days complaining of throbbing frontal
headache in the morning, tinnitus, severe anorexia, and
loss of taste for food. The criterion for admission was the
failure of conventional therapy to control the patients'

disease activity. The mean erythrocyte sedimentation rate
(ESR) on admission was 48 mm/h. All patients showed
established erosive disease, and they all gave their
informed consent.

Assessments were carried out at the commencement of
the study, after the 6-week course of devil's claw had been
completed, and at 6 weeks thereafter. The following
observations were made: pain, on a 0-3 scale; early
morning stiffness on a 1-3 scale; Ritchie articular index4;
grip strength; patient's overall impression; functional
class (I-IV)'. Blood count, ESR, biochemical screen, and
urine tests were carried out at each attendance.

Patients were asked to continue taking the medication
that they were receiving before the devil's claw trial was
started. Thus, there were 4 taking corticosteroids, one
D-penicillamine, 5 salicylate, one chloroquine, 5 indo-
methacin, and 10 propionic acid derivatives.
Four patients showed some subjective or objective

improvement in certain parameters, but taking the group
as a whole there were no significant changes in a com-
parison of baseline with 6 or 12 weeks in any of the
parameters measured. Both the mean Ritchie index and
the mean grip strength fell at 12 weeks, but this did not
reach statistical significance. The mean ESR rose from
48 mm to 56 mm throughout the course of the study.
There were no significant changes in haemoglobin, white
cell count, platelet count, or biochemical parameters. No
urine abnormalities were detected.
No side effects were encountered in patients 1-12

inclusive. As mentioned previously, patient 13 withdrew
after 4 days on account of severe side effects.
The purpose of these studies was to determine whether

a prima facie case could be made for undertaking further
studies in patients, including controlled studies. The
results described provide little justification for such
action, and the usefulness of devil's claw as an anti-
rheumatic agent remains unproved.

R. GRAHAME
B. V. ROBINSON

Guy's Hospital,
St Thomas Street,
London SEI 9RT
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