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Intra-articular injection of Nutritional status in patients with
phenylbutazone in gonarthrosis rheumatoid arthritis
SIR, Between 1970 and 1986 we treated 15 patients
suffering from severe chronic osteoarthritis of the knee
with intra-articular injections of phenylbutazone. All were
seen in our outpatient clinic with severely painful knees
with effusion. Blood tests, synovial fluid analysis, including
polarised light microscopic examination for crystals, and x
rays confirmed the clinical diagnosis of osteoarthritis.
They were treated successively with aspirin non-

steroidal anti-inflammatory drugs, physiotherapy, and
intra-articular injections of steroids, all without success.

Intra-articular injections at first were given monthly,
injecting 5 mg dexamethasone or 20 mg triamcinalone after
draining the joint. As there was no improvement after
three injections we gave three more injections twice
monthly, again without success. The treatment was
therefore continued with weekly injections during the
three following months.

Despite these 16 injections 15 patients still had a painful
swollen knee. These patients were offered the choice of
continuing with the steroid injections (though we were
reluctant to do so because of the possible side effects) or
having injections of an anti-inflammatory drug in the hope
of 'drying up' the effusion. They all volunteered to try the
latter procedure.
Again the knee was aspirated, but care was taken to

leave about 10 ml synovial fluid in the joint so that the
injected drugs would be diluted. We injected 1 ml
phenylbutazone (190 mg) mixed with 5 ml procaine 1%.
Among the 15 patients, three experienced no pain at

injection, but 12 declared the procedure moderately
painful. Pain lasted for about one hour.
The patients returned for a check after one week. All

were improved but not cured. Four required one more
injection and 11 patients two more injections. In all cases
effusion and pain subsided. Follow up has lasted from a
few months to 10 years with no reappearance of the
symptoms. Unfortunately we did not obtain synovial
biopsy specimens.

In view of the good clinical results we believe that intra-
articular injections of phenylbutazone in severe knee
osteoarthritis with effusion is a helpful procedure.
We were unable to find any previous report on this

subject, but SArkozi and Bartosiewicz reported a case
of chondrocalcinosis treated successfully with this
procedure.'
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SIR, For some years we have had the impression that
patients with rheumatoid arthritis in the UK were less well
nourished and had more severe disease than their Cana-
dian counterparts. The report by Helliwell et al seemed to
support this belief by showing that 26% of 50 patients had
evidence of malnutrition and that this correlated with
disease severity.' We have assessed the nutritional status
of 30 sequential patients with rheumatoid arthritis attend-
ing our outpatient department and of 30 subjects with
osteoarthrosis or other non-inflammatory musculo-
ligamentous disorders. All patients were under 65 years of
age and none were taking systemic steroids. The measure-
ments made were (a) clinical: (i) skin fold thickness
measured over the triceps and subscapular regions-the
percentile of the sum thickness with respect to a e and sex
was calculated from previously published tables; (ii) body
frame size was first calculated from the height and wrist
circumference and using this calculation the percentage
ideal body weight was obtained from tables;2 (b)
biochemical-serum albumin, prealbumin, and transferrin
were measured by routine laboratory techniques.

Table 1 Clinical and biochemical parameters ofthe
patients with osteoarthritis (OA) or rheumatoid arthritis
(RA) and of controls

OA RA p

No (male/female) 16/14 13/17 NS
Average age (years) 50 54 NS
Ideal body weight (%) 115-6 (14-5)t 116 (18-5) NS
Percentile for

skin fold thickness 54-8 (29.3) 59-5 (26-4) NS
Albumin (g/l) 37-6 (4-7) 33.3 (3-4) <0-001
Transferrin (gil) 3-19 (0-42) 3-01 (0-47) NS
Prealbumin (g/l) 0-25 (0-046) 0-22 (0-052) <0-02

*p Values were calculated with an unpaired Student's t test,
uncorrected for the number of comparisons made.
tValues are mean (SD).

As can be seen from Table 1 the mean albumin levels
were lower in patients with rheumatoid arthritis, but this is
known, and correlate with disease activity. This is unlikely
to be a reflection of nutritional status. Only one patient
with rheumatoid arthritis had an ideal body weight less
than 90%, and one different patient fell below the 10th
percentile for skin fold thickness. Two patients with OA
were under 90% of the ideal body weight, and three were
below the 10th percentile for skin fold thicknress. These
results do not suggest there is any major abnormality of
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nutritional status in our patients with rheumat
and this is in accord with studies from Guy
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toid arthritis, Significant loss of weight was noted. Hard, irregular
's Hospital.3 hepatomegaly developed, and the patient died within three

months. Autopsy was not performed.
R BURNHAM Azo-ospermia is frequent in chlorambucil treated
A S RUSSELL Behcet's disease, occurring in 10 out of 20 patients in our

experience. Leukaemia has been reported in association
with cyclophosphamide treatment,2 but other cancers have
not been reported previously in patients with Behcet's
disease treated with immunosuppressives.

In our patients the risk of malignant change was
probably increased by the administration of chlorambucil

GF. Robertson in high dose for a long time. The first patient became blind
i arthritis Ann despite long term treatment with chlorambucil and de-

veloped both azo-ospermia and cancer. This form of
techniques of treatment must be used with care and exclusively for
31; 61: 437-63. manifestations with a poor prognosis such as severe uveitis
Miechanisms of and meningoencephalitis resistant to other treatment.
atoid arthritis:
eum Dis 1984; Departement de Medecine,

Division de Rhumatologie,
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Cancer complicating Behqet's
disease treated with chlorambucil

SIR, O'Duffy et al recommended long term surveillance of
chlorambucil treated patients with Behcet's disease for
infertility, leukaemia, and other malignant lesions.' We
have seen two patients with Behcet's disease treated with
chlorambucil who developed malignant disease, definite in
one case and probable in the other.
The first patient, a 42 year old man, has been followed

up for 14 years. The features of Behqet's disease included
oral aphthosis, necrotic pseudofolliculitis, skin hypersensi-
tivity to needle prick, and anterior and posterior uveitis
with hypopyon leading to complete blindness. He was
treated for five years with chlorambucil, with an initial
daily dose of 0-2 mg/kg for three months and 0-1 mg/kg for
54 months. Chlorambucil was stopped because of azo-
ospermia.

Nine years later lumbar root and right hip pains
developed. Radiographs showed lytic lesions in the right
ilium, the upper end of the right femur, and the pedicles of
the D12 and L3 vertebrae and widening of the upper
mediastinum. Fibre optic bronchoscopy was normal. There
were no neoplastic cells in bronchial aspiration. Bone
marrow biopsy showed infiltration with adenocarcinoma
without indication of its origin. The patient died eight
months later; autopsy was not performed.

Patient 2, a 44 year old man, has been followed up for
three years for Behqet's disease, including oral and genital
aphthosis, venous thrombosis, posterior uveitis, and
hypersensitivity to needle prick. The patient was treated
daily with chlorambucil in a dose of 0-2 mg/kg for 18
months, during which visual acuity and ophthalmoscopic
examination became normal. Nine months after cessation
of treatment the patient complained of chest pains. Chest
radiography showed a parahilar opacity infiltrating the
pulmonary parenchyma with 'cancer-leg-shaped' margins.
A chest radiography had been normal nine months earlier.
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Borrelia isolated from
cerebrospinal fluid in a French
case of Lyme disease

SIR, Lyme disease was recognised in 1975 in Lyme,
Connecticut by Steere and Malawista.' Since then several
cases have been reported in Europe. Nobody on this
continent, to our knowledge, has isolated the causative
agent of the disease from the cerebrospinal fluid (CSF) as
previously observed in rare cases.2 3 We report here one
observation.
A man aged 42 developed a characteristic erythema

chronicum migrans after a tick bite on the right leg. The
tick was removed by the patient. The rash was associated
with fatigue and myalgia. A few days later he developed
arthritis of his right ankle that lasted five days. Twelve days
after the bite painful paraesthesias with numb burning
sensation of the lumbar area and of the right leg (L5 and S1
distribution) initiated a meningoradiculitis. Six days later
the patient developed vertigo and noted a slow pulse. On
admission the electrocardiogram showed a complete
atrioventricular block with an escape rhythm of 20/min
with right bundle branch block (QRS interval: 0-12 s)
necessitating the placement of a temporary transvenous
pacemaker (one week). Echocardiography and myocardial
pyrophosphate scintigraphy were normal. A significant
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