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Frequencies ofHLA-A, B, C andDR antigens in patients with or without anti-Sm antibodies

HLA GroupA (Sm (+)) Group B (Sm () Healthy controls
antigens number (%) number (Yo) number ('o)

A2 12 (50-0) 7 (58 3) 51 (46 4)
A24 15 (62-5) 7 (58 3) 60 (54 5)
Aw33 2 (8 3) 0 (0 0) 22 (20 0)
B7 3 (12-5) 1 (8-3) 9 (8-2)
B35 5 (20 8) 2 (16 7) 19 (17-3)
B40 13 (54.2) 9 (75.0) 49 (44.5)
C1 5 (20 8) 1 (8-3) 40 (36 4)
C3 14 (58 3) 6 (50-0) 46 (41-8)
DR2 8 (33-3) 2 (16-7) 31 (28 2)
DR4 11 (45-8) 3 (25-0) 47 (42 7)
DR9 8 (33 3) 10 (83.3)* 36 (32 7)
DR13 1 (4.2) 1 (8 3) 23 (20-1)

*pc < 0`05 compared with normal controls.

Next we evaluated the titres of anti-Sm
antibodies between DR9 positive and
negative patients. As shown in the figure, the
mean titre of anti-Sm antibodies was higher
in patients without DR9 (1:136 v 1:1741,
p < 0 02) while titres of anti-nRNP were not
significantly different between DR9 positive
and negative groups (data not shown).

Antibodies to nRNP are frequently de-
tected in sera from patients with MCTD as
well as SLE, and at a low frequency, from
other autoimmune disorders.7 Patients who
have high titre anti-nRNP but not anti-Sm
antibodies share some clinical signs,
including Raynaud's phenomenon and
swollen hands. They have overlapping
features of SLE, polymyositis and sclero-
derma.' The disease criteria for MCTD,
however, has now been under discussion.8
Previous reports have shown some correla-
tions between MCTD and DR4 in white
groups. Genth et al found that DR4 was more
frequent in patients with anti-nRNP anti-
bodies than healthy controls.2 In Japanese,
however, studies on HIA antigens in
patients with MCTD revealed conflicting
results.3 4
We selected patients who had high-titre

anti-nRNP antibodies. There were only four
individuals who shared features of SLE,
polymyositis, and scleroderma. Our aim was
not to find an association between genetic
factors and SLE or MCTD, but to clarify the
pathogenesis involved in production of
autoantibodies. In our 36 patients, although
there was no association between the
presence of certain class I or II antigens with
either anti-nRNP nor Sm antibody pro-
duction, there was a negative correlation be-
tween DR9 and anti-Sm antibodies. These
results suggest that HIA-DR9 or a closely
linked gene may predispose to the production
of anti-nRNP and anti-Sm antibodies. Since
the number ofpatients studied remains small,
further studies will be needed to confirm our
observation.
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Rice bodies in the pleural
aspirate ofa patient with
rheumatoid arthritis
Rice bodies (RB), aggregations of fibrin and
cells so named because they resemble
polished white rice,' are common findings in
the synovial fluid of rheumatoid arthritis
(RA).2 Microscopically, RB vary in shape and
size, some being so large as to preclude
effective removal by routine needle
aspiration.3 RB can occur at any time
during the course of RA and are not related
to the severity of clinical or radiological
change,5 but removal of RB from a joint is
accompanied by clinical improvement and
reduction of synovitis.' RB have not pre-
viously been reported in other body fluids.
A woman of 56 who had suffered RA for

11 years presented with active systemic
disease and serositis. Examination revealed a
left sided pleural effusion, ulcerated rheuma-
toid nodules over both elbows and a moderate
synovitis of both knees. Other joints showed
only chronic deformity. Investigations
showed hypochromic microcytic anaemia
(Hb:8-3 g/dl, MCV:70 fl, MCH:19-7 pg),
thrombocytosis (PLT:637 x 109/L), an acute
phase response (CRP:79 mg/L, PV: 1-93
mPa) and evidence of circulating immune
complexes (CIC) and complement
consumption (RhF:2000 IU/ml, C4:0 1 g/L,
CH50<30 units, Clq-binding>80 units).
A careful history did not reveal any other

reason for this patient's anaemia. Investi-
gations including upper and lower endoscopy
were all normal. One month later her Hb had
improved (Hb:9-6 g/dl, MCV:82 fl, MCH:23
pg) in parallel with her disease activity.

Pleural and synovial fluids were each
aspirated using the same size needle, that is,
green (21 g) which is routinely used for these
procedures in our practice. The figure shows
copious RB present in the pleural fluid
aspirate only (picture taken immediately after
aspiration). Mycobacterial culture and a
Mantoux test were negative. Biochemical
analysis of the pleural aspirate revealed an
exudate (protein 35 g/l and a RhF of 1:160).

CoPious RB present in the pleuralfluid aspirate (picture taken immediately after aspiration).
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Cytology of the fluid and pleural biopsy did
not reveal any evidence of an underlying
malignancy. She was reviewed by a

respiratory physician who agreed that the
effusion was almost certainly secondary to
her RA.

Clinical improvement followed treatment
with prednisolone and a single pulse of cyclo-
phospamide. Clinical and radiological
resolution of the pleural effusion followed
over the next six weeks and remained clear on
review three months later.

Extra-articular manifestations of RA
commonly occur during periods of relatively
reduced synovitis and are accompanied by
CIC. The presence of RB in the pleural fluid
indicates that the inflammatory process may

take a form similar to that seen within joints,
but their absence from the knee aspirate
implies that the mechanisms of inflammation
at the two sites may have differed in this
patient. Alternatively, there may be a variety
of common but variable responses from the
synovium and the pleura, one of them being
the production of RBs.
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