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Annual conference
When Chandigarh was chosen as the venue for the
annual conference (1989) many had misgivings
about its suitability. Normally, Chandigarh, the
first planned modern city of India, is a tourist
attraction, but for the medical community there
is the added inducement of visiting the post-
graduate institute. The prevailing political
atmosphere kept many away, but it was a pleasant
surprise to see that Chandigarh itself was quiet and
peaceful. Conference venues are often hotels, but
this conference took place on the postgraduate
institute campus, permitting interaction between
those at the conference and faculty members. This
institute has excellent conference facilities for up
to 200 participants.
The conference drew attention to certain rare

diseases. The Chandigarh group led by Professor
D S Deodhar presented data on Wegener's disease,
a condition not often diagnosed and, possibly,
sometimes missed. A similar contribution was

made by Dr Malaviya's group from Delhi, on

Behcet's disease. It seems that with greater aware-

ness, and ability to diagnose, more of these rare

but important conditions will come to light. Lyme
disease may be one such condition-one case was

reported recently.
The conference the following year (1990) was

held in the historic city of Hyderabad. Details will
be given in the next dispatch.
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Tuberculosis and rheumatology
Tuberculosis poses many challenges to a rheuma-
tologist. Being a common disease it can never be
ignored. Owing to a lack of bacteriological facilities
diagnosis is often based not on demonstration of
acid fast bacilli, but on the clinical picture and the
histopathological appearance. If tuberculosis is
suspected antituberculous drugs are given and the
therapeutic results observed. The real dilemma
arises when the tuberculosis is polyarticular when
diagnosis is difficult and often delayed.
The following case report illustrates this point.

A female patient had arthritis in her right foot,
which slowly spread over one to two years to her
right knee, left elbow, and left wrist. She was

diagnosed and treated for rheumatoid arthritis
until a discharging sinus developed in her elbow.

An excision biopsy specimen from her elbow and
wrist was consistent with tuberculosis. Acid fast
bacilli could not be shown. Standard treatment
was given and she is improving.

Another variant of the disease is disseminated
haematogenous tuberculosis of bones. A natural
differential diagnosis is that of metastatic lesions.
The availability of a bone scan has shown the
presence of multiple lesions in more than one case
seen by me and by others. Apparently, articular
and osseous tuberculosis is often a multifocal
disorder.

Tuberculosis is an ever present danger to
patients receiving corticosteroids and immuno-
suppressive treatment. There is no consensus on
the use of chemoprophylaxis for tuberculosis.
Should all such patients receive it? If, yes, which
drugs and for how long? These questions need to
be answered. One study on renal transplant
recipients from Vellore (India) concluded that
chemoprophylaxis is of no help for such patients.
Whether the same is true for patients with
rheumatic disorders is not clear.

Atypical tubercule bacilli pose a problem as
illustrated by the following case. A female patient
with systemic lupus erythematosus, who had
received steroids for a long time, developed fever
and nodules on her legs and, subsequently, on the
abdominal wall. Histological and bacteriological
tests of the nodule at an early stage were inconclu-
sive. She was given further steroids and even
cyclophosphamide. Eventually, one such lesion
softened and examination confirmed Mycobacterium
cheloni infection, which responded to treatment
with appropriate chemotherapeutic agents.

Socioeconomic status and disease patterns
Interesting differences in disease patterns are
apparent among the poor and the affluent. Ulcera-
tive colitis, until recently thought to be uncommon,
is diagnosed quite often among the more affluent.
Interestingly, articular manifestations are as
common as in the West.

In contrast, in public hospitals (in Bombay),
where most of the patients come from the poorer
section of the community, seronegative (spondyl)-
arthritis, the reactive variety, is as prevalent as
rheumatoid arthritis. Ulcerative colitis is seen
here, but less commonly, and arthritis secondary
to inflammatory bowel disease is distinctly uncom-
mon.

In a private hospital, drawing patients from the
affluent section, rheumatoid arthritis is the most
common inflammatory arthritis, but extra-articular
features are uncommon. The overall pattern of
disease here is thus more like that in the West. It
would be interesting to know whether such a
pattern exists in other developing countries.
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