
ABSTRACTS
[This section of the ANNms is published in collaboration with the two abstracting Journals, Abstracts of World Medicine, and Abstracts

of World Surgery, Obstetrics and Gynaecology, published by the British Medical Association. The abstracts are divided into the following
sections: acute rheumatism; chronic articular rheumatism (rheumatoidarthritis, osteo-arthritis, spondylitis, miscellaneous); sciatica; gout; non-
articular rheumatism; general pathological articles; other general articles. At the end is a list of articles that have been noted but not
abstracted. Not all sections may be represented in any one issue.]

Acute Rheumatism
AcuteRheumatismand Treatment of itsProlonged-Forms by

Intra-arterial Injections of Streptococcus-Enterococcus
"Anavaccine ". (A propos de la maladie de Bouillaud
et du traitement de ses formes trainantes par des
injections intra-arterielles d'ana-vaccin strepto-entero-
coccique.) DEBRAY, M., and PROVENDIER, M. (1948).
Sem. Hop. Paris, 24, 2325.
The authors attempt to evoke a local immunity by

bringing an antigen into direct contact with the arterial
tissues. The antigen used they call an anavaccine;
it is a lysate of streptococci, enterococci, and
staphylococci. It is injected slowly into the femoral
artery, at intervals of4 to 7 days. Injections are followed
by a slight rise in temperature, and in some patients by
a blanching of the fingers resembling the Raynaud
phenomenon and lasting 1 to 1I hours. No serious
reactions were encountered in several hundred intra-
arterial injections in patients with Bouillaud's disease.
Vaccine injections are not begun until acute symptoms
have abated under salicylate therapy. The authors
think the method is of special value in prolonged or
relapsing types of the disease. They think it too early
to say that the prognosis can be modified in this way,
but believe that the clinical effects they record are worthy
of attention. Kenneth Stone.

Studies on the Agglutinins Against Haemolytic Strepto-
cocci in Rheumatic Diseases. [In English.] WINBLAD,
S., and EDSTROM, G. (1948). Acta path. microbiol.
scand., 25, 715.
The authors point out that there are two types of

agglutination; in one the antigen appears in non-
encapsulated living streptococci and disappears after
the organisms have grown for more than 14 hours, or
after shaking and centrifugation, this being termed
" L agglutination"; in the other an antigen occurs in
autoclaved haemolytic streptococci and is termed by
Thulin " 0-antigen ". The authors studied L agglutina-
tion ofGroup A type I haemolytic streptococci suspended
in a special broth (formula given) by a series of 206 sera
from cases of rheumatoid arthritis (nearly all cases being
tested repeatedly), a control series of 105 normal sera,
and 72 sera from cases of rheumatic fever. The inacti-
vated serum, serially diluted with 0 3% NaCl to titres up
to 1 in 640 is incubated for 2 hours at 520 C. after addition
of an equal broth suspension, and the result read after
leaving overnight in the'refrigerator. Three degrees of
positive agglutination are -recognized, particle and clump
fornation being considered positive. Positive agglutina-
tion (beyond a titre of 1 in 10) developed in 68% of sera

from cases of rheumatoid arthritis compared with 6%
of the control sera, and there was a significant correlation
with the rate oferythrocyte sedimentation. In rheumatic
fever, 35% of sera gave a positive agglutination: 5
individual charts are shown. It appears that the
agglutination titre becomes raised several months after
the acute stage (22% were positive up to 4 months,
whereas 47% of the sera were positive after 4 months
from the onset). Three explanations are offered to
account for these fifidings: (1) The late positive reaction
results from a continuing streptococcal' infection.
(2) The streptococcus may change after a period ard
produce this different late antigen (the most feasible
explanation according to the author). (3) The reaction
is a non-specific flocculation reaction such as is seen
with collodion particles (Wallis). E. G. L. Bywaters.

Comparison of Salicylate Therapy by Mouth, Intra-
venously, aMd with a Retarding Agent in Acute
Rheumatism. (Comparaison de la salicylotherapie
" per os " intraveineuse, et retard, dans la maladie de
Bouillaud.) CAMELIN, A., PELLERAT, J., MURAT, -,
and MAGERAND, M. F. (1948). Lyon Medical,
18, 605-611.
A concentrated artificial plasma " subtosan 25 " was

used to maintain a high salicylate level in the blood in the
treatment of-acute rheumatism by the administration of
sodium salicylate intravenously. A 5% solution of
sodium salicylate in 10% glucose was given, with the
addition of 10 ml. subtosan 25 to each dose. Twenty-
five patients were treated with 6 to 9 g. daily, given in two
or three doses at 8- or 12-hourly intervals. It is claimed
that a satisfactory salicylate level in the blood of 175
to 200 mg. per litre was thus maintained. No toxic
symptoms occurred and sclerosis of the veins did not
develop, even after 3 weeks' treatment by this method.
The authors state that the salicylate is also fixed in the
tissues, particularly the myocardium, at a much higher
level than after oral administration of the drug, and that
the method is useful in salicylate-resistant patients.
It is impossible to decide if there is any advantage in
the method here described. T. G. Reah.

Salicylate Tolerance and Toxicity in Children. DuBow,
E., and SOLOMON, N. H. (1948). Pediatrics, 1, 495.-
Nineteen children ranging in age from 8 months to

1 1j years were treated with sodium salicylate or acetyl-
salicylic acid in doses of either 0t }0, 0-125, or -0 15 g.
per kilo body weight per day. Six patients, from 3 to
llj years old, were given 0-15 g. per kilo body wfeight
daily. Five showed toxic symptoms-hyperpnoea,
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Of the 128 serum samples examined, 83% lay between
0 0040 ml. and 0- 0069 ml. complement titre; 6- 3% had
higher and 10-2% lower values. The values obtained
did not vary with age, sex, or season of the year, nor
did repeated samples from the same subject show any
significant variation. C. L. Oakley.

Immunologic and Biochemical Studies in Infants and
Children with Special Reference to Rheumatic Fever.
M. Complement Titers in Abnormal Conditions.
DE GARA, P. F., and GOLDBERG, H. P. (1948).
Pedriatrics, 2, 248.
For comparison 421 samples from a mixed collection

of 330 children, either suffering from or convalescent
from illnesses, supposedly susceptible to rheumatic fever
or suffering from it. were examined for complement titre.
No evidence was found that recent illness alters the
complement titre, though 25% of 75 normal children
had low values during intercurrent non-rheumatic
illnesses. A similar proportion of children suffering
from acute rheumatic fever had low values. No evidence
was obtained that complement activity is a factor in
hereditary susceptibility to rheumatic fever. C. L. Oakley.

Oxygen Therapy in Acute Rheumatic Carditis in
Children. TARAN, L. M., and SZILAGYI, N. (1948).
Amer. J. Med., 5, 379.
Heart disease may diminish arterial oxygen tension and

so reduce the oxygen supply to body tissues and disturb
cell metabolism, including that of heart-muscle cells.
Inhalation of an oxygen-enriched atmosphere containing
40 to 60% oxygen may improve the oxygenation of the
heart muscle in such cases. The value of inhaling an
oxygen-enriched atmosphere in heart disease was
explored previously by Barach and his associates, who
considered it of less value in inflammatory than in
degenerative heart disease, and by Pouton, who found
improvement in acute rheumatic carditis.
The authors discuss the results of 2 years' work

on 44 children, and support Poulton's views. Two
special chambers were constructed in which 3 children
at a time were observed continuously (except for x-ray
examination) for an average time of 12 weeks in an
atmosphere of 45 to 50% oxygen and 1-3 to 1-5%
carbon dioxide at 66 to 680 F. and 60 to 70% humidity.
Circulation of the atmosphere was achieved byconvection.
The 44 children treated are grouped as: (1) 24 with

acute carditis whose response was favourable; (2) 17
with acute carditis and fixed mechanical cardiac disability
with unfavourable response; (3) 3 who showed marked
intolerance of the treatment and were classified as having
" bronchitic " types of rheumatic cardiac disease.
Progress of those who responded favourably was assessed
under these headings. (1) Clinical. In 18 out of
24 the temperature became normal -within 24 hours.
Respiration in all cases improved immediately. Weight
was gained by 22 out of 24 more rapidly than expected.
Appetite increased irrespective of the course of the
disease. The colour of the face improved in most
cases independent of any change in haemoglobin value.

apathy and lassitude, anorexia, and tinnitus. Adminis-
tration of the drug was stopped before more severe
toxic symptoms occurred. Plasma salicylate levels in
these cases ranged from 32 to 41 mg. per 100 ml. The
one child who showed no toxic symptoms on this dosage
was afebrile and convalescent when treatment started.
Acetylsalicylic acid appeared to be more toxic than
sodium salicylate. An early fall in serum carbon dioxide
content, followed by a gradual further fall, was noted;
blood pH rose at first, falling gradually later. The urine
contained albumin, casts, red and white blood cells, and
acetone. Gerhardt's test was positive constantly;
reduction of Benedict's solution was noted occasionally.
When the dose of salicylate was reduced to 0 10 g. per
kilo body weight daily, plasma salicylate values averaged
only 20 mg. per 100 ml., well below the advocated
therapeutic level of 35 mg. per 100 ml. With the inter-
mediate dose of 0-125 g. per kilo body weight daily,
plasma salicylate values ranging from 309 to 39 4 mg.
per 100 ml. were obtained. None of the children
receiving his dose showed any symptom of toxicity
after prolonged administration, and serum carbon
dioxide content and blood pH values were normal. In
infants and children under 3 years of age therapeutic
plasma levels were not reached with doses of sodium
salicylate up to 0 15 g. per kilo. P. T. Bray.

Phenylethylhydantoin in the Treatnment of Sydenham's
Chorea. KmK, T. R. (1948). N. Y. St. J. Med.,
48, 2165.
This paper adds nothing to existing knowledge of the

use of nirvanol in chorea. The rare but unpredictable
disasters which occur are a deterrent to the use of a
dangerous symptomatic remedy in a self-limited disease.

C. E. Donaldson.

The Nutritional State of Children with Chronic Rheumatic
Heart Disease. BENN, J. (1948). Arch. Dis. Childh.,
23, 171.
It is concluded that, " Rheumatic heart disease

probably has no inhibiting effect on the growth of
children once the infection has subsided. The type of
rheumatic infection and the presence of cardiac enlarge-
ment are also without effect."

Some Factors Predisposing to Juvenile Rheumatic Fever
in Sydney. STOREY, J. (1948). Med. J. Aust., 1, 492.
-This paper reports a survey of juvenile rheumatic

fever carried out at the Royal Alexandra Hospital for
Children in Sydney in 1946-7. The author states that
the person most likely to develop rheumatic fever would
be a child between the ages of 4 and 12 years, with a
family history of the disease, living in an over-crowded
area, and exposed to group A haemolytic streptococcal
infection. W. S. C. Copeman.

Immunologic and Biochemical Studies in Infants and
Children with Special Reference to Rheumatic Fever.
II. Complement Titers in Normal Conditions. DE GARA,
P. F., and GOLDBERG, H. P. (1948). Pediatrics, 2, 242.
The authors examined 107 normal healthy children for

complement titre, using the 50% haemolysis method.

239-ABSTRACTS

copyright.
 on M

ay 16, 2023 by guest. P
rotected by

http://ard.bm
j.com

/
A

nn R
heum

 D
is: first published as 10.1136/ard.8.3.238 on 1 S

eptem
ber 1949. D

ow
nloaded from

 

http://ard.bmj.com/


ANNALS OF THE RHEUMATIC DISEASES
Almost all showed rapid improvement in behaviour,
pattern. (2) Cardiac. The pulse rate was reduced
in all cases from 110-130 to 70-90 in 24 hours. (This
is the most significant finding recorded in this paper
if the view is held that an actively inflamed heart will
suffer the more damage the more rapidly it beats.)
Clinical improvement in carditis was measurable in
all cases. Changes in murmurs indicative of improve-
ment were noted in some cases. All 7 patients with
anginal pain together with ST segment changes in the
electrocardiogram showed marked improvement. In
the electrocardiogram conduction disturbances, ST
segment changes and Q-T interval all showed changes
commonly interpreted as indicating improvement. (The
authors recognize that the above criteria are not absolute
indications of the value of oxygen therapy because the
natural history of the disease will not allow rigid com-
parisons.) (3) Rheumatic activity. The natural history
of the disease was not significantly altered by oxygen
therapy. John Anderson.

Effect of Oxygen Therapy on the Electrical Sequence of
Events in the Cardiac Cycle in Children with Acute
Rheimatoid Carditis. TARAN, L. M., and SZILAGYL, N.
(1948). Amer. J. Med., 5, 392.
The authors find that in acute rheumatic carditis the

significant electrocardiographic finding was a lengthening
of Q-T time which indicates prolonged cardiac con-
traction with a relatively unchanged T-Q time which
indicates curtailed cardiac relaxation in diastole. As it is
during diastole that myocardial cellular balance is
restored it seems that such curtailment may aggravate the
acute carditis. These abnormalities run parallel to the
clinical state, and when they are present for a prolonged
time various rhythm disturbances develop or cardiac
,dilatation or hypertrophy with objective signs of heart
failure. It is suggested that oxygen therapy in the early
acute phase of carditis (called the stage of anoxia by the
authors) may favourably influence the course of the
disease by prolonging the rest period. It was shown that
oxygen therapy diminished the heart rate and restored the
normal relation ofQ-T to T-Q intervals. Previously the
authors showed that recovery of carditis is accompanied
by shortening of the Q-T interval with an unaltered T-Q
period. They now show that with oxygen therapy the
Q-T time remains unaltered while the T-Q time is
prolonged; in either event the normal relation between
Q-T and T-Q is restored, though by different
mechanisms. This prolongation of T-Q is achieved
without increasing conduction delay. It is postulated
[reasonably] that the chemical economy of the heart is
assisted by the longer diastole and that such assistance
may prevent further damage to the heart during acute
carditis. 0

The authors use-a graphic method to express Bazette's
Q-T time in seconds,formula (which states that K=cardiac cycle in seconds

where the upper limit of K in normal children is 0 405)
and illustrate their text to bring put these points. [These
papers contain much useful information.]

John Anderson.

Ventricular Escape in AcuteR mn. KuBY, A. C.
(1948). Brit. Heart J., 10, 234.
Two children with acute rheumatism and carditis in

which abnormal rhythms were recorded are described.
One, aged 11, with moderate carditis, showed a rhythm
in which the ventricle responded to impulses from the
auriculo-ventricular node at a rate of 107 per minute ; the
auricle beat independently at 83 per minute. The
abnormal rhythm appeared to last 2 days. The child
recovered. The second, a girl aged 8, had acute carditis
which was progressive even though under treatment.
After several weeks there was an attack of dyspnoea
and her colour became ashen grey; the pulse rate rose
to about 150 and was irregular. The cardiogram
showed a rate of about 150 with P and T waves super-
imposed; P gradually approached the previous QRS,
and when they became contiguous there was a longer
cycle; the following P wave preceded QRS by 0 2
second. Later congestive failure appeared, but the
heart rate was slower and a sinus' rhythm with a P-R
interval of 0-2 second was recorded. The child died,
and at necropsy there was evidence of pancarditis.

[In Case 2 the correct interpretation of the abnormal
rhythm would appear to be partial auriculo-ventricular
block showing the Wenckebach phenomenon; in Case 1,
in which the auriculo-ventricular node does control the
ventricles at times, the rhythm, though it may be described
as ventricular escape, also resembles nodal tachycardia,
although in this the auricles also are usually controlled by
the auriculo-ventricular node. Occasional ventricular
responses to a sinus impulse are shown in Fig. 1 of the
paper as indicated by slight alterations in cycle length and
in the shape of the ventricular complex. Probably the
focus which controls the vqntricles is situated in the lower
part ofthe auriculo-ventricular node.] S. H. Cookson.
A Case of Rheumatic Heart Disease with Periodic

Arterial Embolism: Ambulatory Treatment with
Dicumarol. SPRAGUE, H. B., and JACOBSEN, R. P.
(1948). Med. Clin. N. Amer., 32, 1309.
A man, aged 38, had mitral regurgitation and stenosis

of rheumatic origin, with auricular flutter. He had
repeatedly had arterial embolism. An embolus, lodged
in his left femoral artery, was -successfully removed
and 2- 2 g. of heparin was given intravenously in 5 days.
Subsequently dicoumarol was given daily for nearly a
year, the patient remaining ambulatory. The dosage
was controlled by determination of the prothrombin
time by Quick's method. Dicoumarol administration
was begun in the usual manner, 300 mg. being given
the first day, 200 mg. the next day, and 100 mg. there-
after. A maintenance dose of 50 mg. daily was used.
With this a prothrombin time of 50 to 60 seconds was
maintained. Slight nasal bleeding was taken as a sign
of overdosage since it occurred when the prothrombin
time was nearly 80 seconds. F. A. Langley.
Significace of Electrocardiographic Changes inR tic

Fever. SOKOLOW, M. (1948). Amer. J. Med.,
5, 365.
Discussion is basdd on 700 personally observed cases

of rheumatic fever, of which 147 (21%) had ECO
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wandering pacemaker, may well have been one of
dissociation with interference.) * A. Schott.

The Aetiology and Pathogenesis of Acute Rheumatism.
(Kotazke etiologie a patogenezy akuitneho reumatizinu.)
BROZMAN, M. (1948). Brdtislavske lekars. Listy,
28, 691.

Chronic Articular Rheumatism
(Rheumatoid Arthritis)

Chrysotherapy and its " Toxic " Reactions in Rheumatoid
Arthritis. [In English.] EDSTROM, G. (1948). Acta
med. scand., 131, 571.
Thirty-three patients were treated with " solganol B

oleosum " (aurothioglucose) or " neosolganol " (auro-
keratinate) and the gold content of plasma and urine
was serially estimated. In 8 toxic phenomena developed;
of these, 6 had dermatitis (2 severely exfoliative), 1
aphthae and mild diarrhoea, and 1 albuminuria. No
relation was found between concentrations of gold
in plasma or size of dose and the presence or absence of
toxic reactions. It is concluded that the latter are an
expression of hypersensitiveness, and that they cannot
be avoided. BAL was beneficial. [No mention is made
of any relation between toxic reactions and duration of
treatment.] Bernard Freedman.

Primary Splenic Neutropenia with Arthritis (So-called
Felty's Syndrome). Its Treatment by Splenectomy.
SMIrrH, S., and MCCABE, E. S. (1948). Ann. intern.
Med., 29, 445.
In one of the two cases reported there was hypoplastic

bone marrow. Splenectomy appeared to restore the
blood condition to normal and also undoubtedly improved
the patient's self-confidence and resistance to infection,
but the authors do not stress the value of this operation
as regards arthritis. [Similar observations were made by
Steinberg (Ann. intern. Med., 1942, 17, 26). " Chronic
Arthritis in the Adult, Associated with Splenomegaly
and Leucopenia" is the title of a short article by Felty
in the Bulletin of the Johns Hopkins Hospital, 1924,35, 16.
The condition was briefly reviewed in the British Medical
Journal, 1940, 2, 636.] G. F. Walker.

(Spondylitis)

Unilateral Sacro-iliac Arthritis as a Form of Onset of
Spondylitis Ankylopoietica. (Sacroileitis unilateral
como forma de comienzo de la. espondiloartritis
anquilopoyetica.) BODXT, E. B., and QUEROL, J. R.
(1948). Rev. esp. Reum., 2, 488..
The authors accept the statements that ankylosing

spondylitis starts in the sacro-iliac joints and that it is
nearly always bilateral and gives rise to no specific
symptoms. [That is contrary to some recent views
that the early changes are in the intervertebral facets-
diminution in joint space and para-articular osteo-
porosis.] They think, however, that in the early stages
spondylitis probably causes symptoms referable to the
sacro-iliac joints; these symptoms disappear when the

6

abnormalities. The latter are grouped as follows:
(1) Conduction defect. Eighty-eight out of the 147
abnormalities were conduction defects-partial A-V
block, complete A-V block, and intraventricular block.
These changes are usually transient. A P-R interval of
0-2 to 0-22 second is taken as normal, but with rapid
heart rates shorty P-R intervals represent normality.
Serial records which show a shortening of P-R interval
of more than 0 *04 second are taken as evidence of tran-
sient conduction defect. In 4% of cases with prolonged
conduction time the change was fixed over a period of
months, and the authors suggest that this may mean that
the isolated prolongation of conduction time found in
normal aviators may be due to rheumatic carditis.
(2) T-wave changes. Of the 147 abnormalities 52 took
the form of inverted or diphasic T waves in leads I, II,
and IV in the absence of clinical pericarditis. It is
emphasized that serial electrocardiograms may show that
an isolated pattem which could be accepted as normal
is in fact abnormal. The mechanism of these T wave
changes is uncertain, but they are similar to experimentally
produced subepicardial inflammatory changes in the
ECG. (3) Miscellaneous changes. Twenty-six of the
abnormalities consisted of abnormal rhythms, inverted
P waves (P2, P3), or alterations in electrical axis, but these
changes were rarely isolated and were not accepted alone
as evidence of carditis. Auricular fibrillation was rare.-
Inflammatory foci in the myocardium may be responsible
for the abnormal origin of stimuli and P wave inversion.
Where the ECG and clinical findings disagree observation
of progress is necessary to decide whether carditis is
active or whether the ECG changes represent old
inactive disease and scarring of the myocardium.

John Anderson.

Serial Electrocardiographic Changes in Young Adults
with Acute Rheumatic Fever; Report of 62 Cases.
BLACKMAN, N. S., HAMILTON, C. I. (1948). Ann.
intern. Med., 29, 416.
In 62 soldiers, aged 17 to 21, adlmitted to hospital for

acute rheumatic fever, serial electrocardiograms were
taken every other day during the first week and twice a
week thereafter until the patient's discharge for con-
valescence. The limb leads and lead CF4 were taken, and
lead III was taken during normal respiration and again
during held inspiration. Changes were determined by
the limb leads alone. Only one case showed entirely
normal records throughout. The most important
changes were: alterations in T waves and ST segments in
38 cases; first-degree auriculo-ventricular block in 26;
prolongation of the Q-T interval in 22 (KV/cycle
exceeding 0-4 second); elevation or depression of ST
segments in 14; SI, Q3 pattem in 7 ; inversion of T
waves in limb leads in 7; S2 greater than 3 mm.,.without
axis deviation, in 7. It is emphasized that 4 larger
number showed changes in final deflections than lengthen-
ing ofP-R intervals, and that the return to normal of the
electrocardiogram cannot be accepted as indicating
complete remission of rheumatic activity.

(The authors' method for determining axis deviation
seems unusual. Case 5, interpreted as showing a
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A24ANALS OF 3RHEUMATIC DISEASES

joint becomes rigid. They thus regard the O of
the 4isease as gossible in-the early stages, the dificulty
being to distinguish it from cases of infective sacro-iliac
arthritis due to tuberculosis and typhoid fever. .Four
cases are described, all with synptoms and radiological
signs of unilateral sacro-iliac arthritis; in 3 cases the
arthritis became bilateral and there were subsequent
signs of spondylitis. The interval between the first
sacro-iliac signs and those in the vertebrae may be 5 to
6 years. The authors think that patients are rarely seen
in the stage of unilateral disease; they also think that
oblique x-ray films may be of some help and they stress
that when unilateral sacro-iliac changes are present
spondylitis should be thought of as a possibility.

Paul B. Woolley.

Results of Surgical Correction of Bony Ankylosis with
Deformity in Spondylitis. Six Observations. (Resultat
du -redressement chirurgical des ankyloses osseuses
vicieuses des spondylarthrites d'apres six observations.)
HERBERT, J. -J. (1948). Rev. Rhum., 15, 250.
This paper reports 6 cases ofosteotomy ofthe spine for

deformity due to ankylosing spondylitis. The longest
period over which any case has been studied since
operation is 18 months. In 5 cases the osteotomy was
performed posteriorly only, and simple redressement
after the posterior bone section was sufficient to correct
the deformity. In one case division of intravertebral
,disks was also necessary. The deformity appears to have
been well corrected in all 6 cases. Two of the patients
had troublesome but transient root pains in the thighs
after the osteotomy. The author's criterion of a good
result is the ability on the part of the patient to lie flat
on his back with his calves, the lower part of his back,
and theback of his head all in contact with a flat base
board. The indications for the operation are discussed
in some detail. D. LI. Griffiths.

(Miscellaneous)
Ihrombocytopenic Purpa Complicating Gold Therapy

for Rheumatoid Arthritis. Report of Three Cases with
Spontaneous Recovery and one Case with Recovery
following Splenectomy. MErrER, S. R., McBRIDE, A.,
and Li, J. (1948). Blood, 3, 1105.
Among 160 patients receiving gold salts for the treat-

ment of rheumatoid arthritis, 4 developed thrombo-
cytopenia and a haemorrhagic diathesis. In 3 the blood
disorder was mild, and in 2 recovery was spontaneous
when gold treatment was stopped; 1 patient had a single
blood transfusionf of 500 ml. The fourth case was more
senous, the, complication occurring after repeated
courses of gold; there was continuous oozing from nose
and gums and red cells appeared in the urine; ecchymoses
and purpura appeared and there was at first some uterine
haemorrhage. Four blood transfusions were given
without effect. The sternal marrow was hyperplastic
with 'increase in megakaryocytes. Splenectomy was
therefore decided on and carried out successflly. The
-platelet count rose from 10,000 per c.mm. before opera-
tion to 210,000 per c.mm. 4 hours'after operation;
3 months later the platelet count as 550,000 per c.mm.

There was no postoperative bleding. This exer
suggests that splenectomy may be worth while in the
rare case which fails to respond to ordinary maures.

M. C. G. Isra&ls. -

Arhrlgic Leukemia il Children. [In English.] BicusaL,
J. (1948). Acta haemat., Basel, 1, 153.
This is a report of 3 cases of acute leukaemia in

children in which the onset was accompanied by joint
pains. The types of radiographic changes in bones that
may be found in leukaemia in childhood are classified as
follows: (1) Bone absorption often seen in the meta-
physes of long bones as small scattered, usually
elongated, areas of destruction, but which may be
scattered over the whole bone, giving a worm-eaten
appearance. Very fine streaky rarefaction may be the
earliest stage. (2) Generalized osteoporosis, which may
lead to spontaneous fractures and even gibbus, resembling
Pott's disease. (3) Periosteal layering, seen as dense
lines parallel to the shaft, sometimes ensheathing the
whole bone in a lamellar manner. (4) A band oflessened
density, a few millimetres wide, in long bones, parallel
to the epiphyseal line. (5) Osteosclerosis. None of the
appearances is pathognomonic of leukaemia.

A. Piney.

Denervation of the Elbow Joint for the Relief of Pain.
A Preliminary Report. BATEmAN, J. E. (1948).
J. Bone Jt Surg., 30B, 635.
Study of the innervation of 152 elbow-joints showed

the following: the largest and most constant con-
tribution comes from the ulnar nerve, usually as a single
twig, often as two, and occasionally as several; a less
constant and smaller contribution is derived from the
median nerve with some reciprocity with the ulnar nerve;
an occasional branch comes from the musculo-cutaneous
nerve; some twigs leave the radial nerve where it meets
the radial and interosseous arteries, and some come from
the plexus from the branch of the radial nerve to the
anconeus muscle, lying in or beneath that muscle. At
operative denervation 'the joint is approached through
three incisions. The first is made between the biceps
tendon and'the medial epicondyle, exposing both median
and ulnar nerves; branches are identified 2 in. (5 cm.)
above the joint and traced to the elbow; one to three
branches are found and severed. The second incision
lies between the biceps tendon and the lateral epicondyle,
where articular branches from the musculo-cutaneous
nerve are divided beneath the biceps, and, deeper still,
articular branches from the radial nerve near its bifurca-
tion are severed. The third incision is made behind the
lateral epicondyle over the anconeus muscle, where the
nerve filaments together with a small vascular plexus
are removed. In all cases the nerves are stripped; the
anatomical law that articular branches are supplied
before muscle branches is found reliable.

Eleven patients were followed up for periods of from
4 to 21 months. Before operation they all had pain-
aggravated by use and persisting at night, and radio-
graphic evidence of osteo-arthritis. After the denerva.
tion the sharp stabbing pain on movement had dis-
appeared and sleep was undisturbed. The previous

1,
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passes deep to it, supplying humeral periosteum, and
dividing into a variable number of twigs enters the
anterior aspect of the capsule. Some filaments reach the
synovial membrane. (2) The branch of the median nerve
usually arises just above the pronator teres and supplies
the capsule near the medial epicondyle. A branch may
also arise from the anterior interosseous nerve to supply
the postero-inferior part of the capsule along the lateral
edge of the olecranon process. (3) The branch of the
ulnar nerve usually arises behind the medial epicondyle
but may come off much more proximally. It supplies
the postero-medial region of the capsule and the ulnar
collateral ligament. (4) The radial nerve has the most
extensive distribution to the joint. One branch usually
arises in the radial groove and descends in the lateral
head of triceps. A second arises just proximal to the
olecranon process and supplies the capsule in the
olecranon fossa. A third arises from the ulnar collateral
nerve just proximal to the medial epicondyle and supplies
the capsule proximal to the olecranon process. A fourth
arises from the radial nerve just after it pierces the lateral
intermuscular septum and supplies the radial collateral
and annular ligaments and the antero-lateral aspect of
the capsule. A fifth arises as the radial nerve lies anterior
to the joint and supplies the anterior region of the capsule.
Each nerve supplies therefore a definite region of the

joint and of these the anterior has the richest supply.
This is the region most subject to compression on
movement. The regions overlap, and the nerves may
vary in their course towards the joint. The articular
branch of the musculo-cutaneous is the most constant
both in course and in distribution. H. Hughes.

Narrowing of Intervertebral Foramina Resulting from
Degenerative Vertebral Processes as a Cause of
Neuralgic Pain in the Shoulder and Pelvic Girdle Areas
and in the Limbs. (Die Einengung d&r Foramina
intervertebralia infolge degenerativer Wirbelsaulen-
prozesse als Ursache von neuralgischen Schmerz-
zustanden im Bereich des Schulter- und Beckengurtels
sowie der Extremitaten.) Duus, P. (1948). Nervenarzt,
19, 489.
Degenerative changes in the vertebra and the inter-

vertebral disks have been studied by Schmorl and his
pupils and described as "osteochondrosis ". That
changes of this kind can produce neurological signs
and symptoms is not a new finding. The author has
observed some 50 cases, 6 of which are described;
all these suffered from " stiff neck ", pain in one or both
arms, spreading towards the tips of the fingers,
paraesthesiae, and increasing discomfort during the
night if the cervical spine was affected; osteochondrosis
of the lumbar spine produced lumbago, pains spreading
into one or both legs, and increased pain during the
night.

In some of these cases no abnormal neurological
findings were encountered, in others impairment of
reflexes and hypoaesthesia or anaesthesia were found.
X-ray examination revealed " osteochondrosis ", and
oblique radiographs of the cervical or lumbar spine
revealed narrowing of the intervertebral foramina.
This narrowing of some foraminae is, in the author's

range of movement was quickly regained, but forced
movements caused discomfort. In all cases but one

improvement was maintained and the patients retumed
to their former occupations. The development of a

neurotrophic joint is considered unlikely by the author,
as deep sensation passing along tendons -and muscles
is not interfered with. J. C. R. Hindenach.

The Innervation of the Shoulder Joint. GARDNER, E.
(1948). Anat. Rec., 102, 1.

Because the intracapsular distribution of the nerves

to the shoulder-joint has never been studied, the author
re-investigated the nerve supply of the joint both macro-

scopically and microscopically, by dissecting eleven
adult specimens and by preparing serial sections at 10,u
of four joints from 11-week and 12-week foetuses.
The joint is supplied by the circumflex and supra-

scapular nerves, the posterior cord of the brachial plexus,
the stellate ganglion, and, less constantly, the lateral
anterior thoracic and the radial nerves. The circumflex
nerve gives off branches which supply the inferior, antero-
inferior, and posterior-inferior aspects of the capsule.
One twig ascends in the bicipital groove to the head of the
humerus. The suprascapular nerve supplies the capsule
on the superior, antero-superior, and postero-superior
aspects of the joint. It sends twigs to the coraco-

acromial ligament and the acromio-clavicular joint.
The posterior cord of the brachial plexus gives off, close
to its termination, a branch which divides. One twig
supplies the anterior aspect of the capsule; another
joins a sympathetic filament which, arising from or near
the stellate ganglion, descends in the adventitia of the
axillary artery and reaches the joint by way of the articular
branches of the latter. In about 40% of subjects the
lateral anterior thoracic (lateral pectoral) nerve supplies
the antero-superior part of the capsule and sends a twig
into the joint by way of the bicipital groove. It also
supplies the acromio-clavicular joint. In a small number
of cases the radial nerve sends small twigs into the joint
by way of the bicipital groove.
Within the substance of the joint capsule most of the

nerves follow the vessels into the inner, synovial, vascular
layer, and appear to be distributed to the vessels them-
selves, but some nerve fibres ramify in the outer fibrous
layer of the capsule and probably terminate in endings of
the Ruffini type; these latter fibres are most numerous in
the antero-inferior and antero-superior parts of the
capsule, that is, in parts subject to great deformation
during movement. H. Hughes.

The Innervation of the Elbow Joint. GARDNER, E.
(1948), Anat. Rec., 102, 161.
This study is based upon the dissection of 7 adult

elbow-joints and the examination of IO[i serial sections
of 5 foetal joints.
The elbow-joint is supplied by the musculo-cutaneous,

median, ulnar, and radial nerves. (1) The articular
branch of the musculo-cutaneous nerve arises from the
nerve to the brachialis muscle in the middle third of the
arm. It descends on the medial edge of this muscle,
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ANNALS OF THE RHEUMATIC DISEASES
opinion, the characteristic and important pathological
basis of the whole clinical picture, causing compression
of the nerves passing through the foramina. None
of the patients died, but examination of other necropsy
material enabled the author to demonstrate the histo-
logical findings in cases of narrowed intervertebral
foramina. He recommends a plaster-of-Paris jacket
and administration of calcium and phosphorus.

[The histological findings are interesting, though the
patients were very old (83 and 74 respectively) and
obviously suffering from very advanced " oste-
chondrosis ". Some of the author's statements are
unacceptable, for instance, that disk herniation plays no
part in the pathology of the cervical spine, that the L5
dermatome is situated at the lateral side of the foot, and
that the reflex arc of the ankle-jerk involves L5 and S1,
2, and 3.] F. K. Kessel.

Synovectomy of the Knee Joint: A Review of the
Literature and Presentation of Cases. PARDEE, M. L.
(1948). J. Bone Jt Surg., 30A, 908.
This is a straightforward and unbiased account of the

results ofsynovectomy and includes a full list of references
on the subject. It should be read by those interested in
the procedure. G. E. Thomas.

Some Anatomical Details of the Knee Joint. EAsT, R. J.
(1948). J. Bone Jt Surg., 30B, 683.

1

The deep and superficial parts of the medial ligament
of the knee-joint are attached to the edge of the medial
meniscus. The deep part of the lateral ligament (a part
of the true capsule of the joint) is firmly attached by its
posterior border-the arcuate ligament-to the edge of
the lateral meniscus. The upper fibres of the popliteus
--muscle are inserted into this arcuate ligament and the
lateral meniscus. The lateral meniscus is attached not
only to the tibia by its cornua, but also to the femur by
the strong ligaments of Humphry and Wrisberg. The
movement of flexion takes place in the upper compart-
ment of the joint because the menisci move with the tibia.
Free rotation is possible only in the flexed position,
because then the medial and lateral ligaments are relaxed
and a smaller surface of the femur is in contact with the
tibial plateau. It occurs in the lower compartment of
the joint, the menisci moving with the femur. The
posterior cruciate ligament forms the axis about which
the tibia rotates and the movement is effected by the
hamstring muscles. The popliteus has the important
function of pulling the lateral meniscus posteriorly and
out of the way of injury when medial rotation of the
tibia occurs with the joint in the flexed position. The
lateral rotation ofthe tibia which occurs when the position
of the joint approaches full extension is affected by the
lower fibres of the vastus lateralis. The popliteus is the
antagonist. H. Hughes.

Intermittent Hydrarthrosis. (Nawracajaca puchlina
stau 6w kolanowych.) RUZYLLO, E. (1948). Polsk.
Tyg. lek., 3, 1110.
A case of this uncommon condition is reported in

which the periodic recurrence of joint effusion affected

one knee and then the other and later affected also the
ankle-joints at regular intervals of 6 days. The eff-usions
were at first painless; after 2 years the swelling was
accompanied by tenderness, a rise of temperature, and
an increase in erythrocyte sedimentation rate. Accepting
allergic sensitivity as the cause of intermittent
hydrarthrosis, the author concludes that there is only
a quantitative difference between this syndrome and
rheumatic disease of joints. J. T. Leyberg.

Lesions of Patellar Cartilage as a Cause of Internal
Derangements of the Knee. PEABODY, C. W., and
WALSH, F. P. (1948). Arch. Surg. Chicago, 57, 589.
Lesions of the cartilage of the patella are second only

to those of the menisci as a cause of internal derangement
of the knee. They are of three types. (1) Congenital
chondromalacia causes symptoms in the second and
third decades which are usually mistaken for rheumatism.
The whole of the cartilage is affected, lacking its normal
hardness; it has a bluish tinge and an uneven, undulating
surface. Areas of irregular fragmentation occur.
(2) Traumatic chondritis follows a local tear. The
surface elsewhere is at first normal ; but since hyaline
cartilage has no power of repair not only does the
laceration persist, but it gradually enlarges from the
trauma of continued friction and compression.
(3) Degenerative chondrosis is a pre-senescent change
found in patients over the age of 30. For many years it
may be the only manifestation of such an arthrosis,
progressing to affect the whole skeletal system. The
cartilage is yellowish, with a granular surface and areas
of fissuring and fragmentation.
The first type is treated by meticulous scalpel shaving

of the entire articular surface of the patella down to the
basal layer of cartilage. Localized currettage of the
major defect only will not forestall the inevitable break-
down of the less involved areas. Patellectomy is con-
traindicated in the young age group for two reasons;
first, there is a considerable capacity for repair of hyaline
cartilage by fibrocartilage, and secondly, it is desirable
to retain the protection afforded by the patella to the
femoral condyles. The second type, when it is the result
of patella fracture or recurrent dislocation of the patella,
is best treated by patellectomy. In other circumstances
the-patella is retained for its protective function, and the
treatment is a uniform shaving down of the entire
involved facet to the level of deepest penetration of the
traumatic defect. Patellectomy is the only satisfactory
treatmnent for pre-senescent degenerative chondrosis.

H. J. Croot.

Tenosynovitis of the Extensor Carpi Ulnaris Tendon
Sheath. DIicKsoN, D. D., and LUCKEY, C. A. (1948).
J. Bone Jt Surg., 30A, 903.
In this article 6 cases of non-suppurative tenosynovitis

affecting the extensor policis brevis and the abductor
longus policis are descxibed.
Trauma is the usual predisposing cause, and pain-

described as deep in the wrist-joint-the chief symptom.
Examination reveals tenderness and swelling along the
course of the tendon behind the lower end of the ulna
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Boxer's Bursitis. WAxMAN, A., and GESHELM, H. (1948).
Calif. Med., 69, 203.
Spalteholz describes the following bursae lying between

the skin and the extensor tendons on the dorsum of the
finger-joints: (1) dorsal digital subcutaneous bursae
beneath the skin on the dorsal surface of the digital
articulations; (2) dorsal metacarpo-phalangeal bursae;
(3) intermetacarpo-phalangeal bursae over the dorsal
aspect of the transverse capitular ligament, 1 to 3 in
number. Among 523 injuries to professional and
amateur boxers and wrestlers referred to in the present
article there were 22 injuries to the knuckles of 21 boxers.
Of these 22, 12 were simple contusions and were cured in
a few days with hot soaks. The remaining 10-all in
negroes-were diagnosed as traumatic bursitis of the
affected knuckles, and this was confirmed by aspiration of
bloody or gelatinous fluid. Of these 10 patients, 7 were
cured by aspiration, hot soaks, strapping, and physical
treatment, but in 3 operative removal of the bursa
was necessary. W. E. Tucker.

The Treatment of Congenital (or Developmental) Coxa
Vara. HORWITZ, T. (1948). Surg. Gynec. Obstet.,
87, 71.
The results of a variety of surgical procedures used

in the treatment of 17 cases of so-called congenital or
developmental coxa vara are evaluated. Nothing new
is brought to light.

Sciatica
A Study of " Surgical " Sciatica. Part played by
Pseudomyxomatous Degeneration of Intervertebral
Disk. Study of 59 Cases. (Contribution a l'etude des
sciatiques chirurgicales. Place et r6le de la degen&
rescence pseudomyxolde du disque inter-vertebral.
Statistique de 59 cas.) FONTAINE, R., DANY, A., and
RIVEAUX, R. (1948). Sem. H6p. Paris, 24, 2415.

The authors report 59 patients with sciatica submitted
to operation. They refuse to accept as a disk prolapse
anything other than a clearly demonstrable protrusion of
considerable size, and they found acceptable protrusions
1tn only 20 of their 59 cases. Of the other patients,
hypertrophy of the ligamentum flavum was accepted as
the cause of the sciatica in 15, in 5 the pain was attributed
to " bony lesions ", no fewer than 9 had neoplasms as
the cause, 1 had an arachnoiditis, and no cause, at all
was found in 9.
The disk prolapses were more often (in 12 cases)

situated in the space between the fourth and fifth lumbar
vertebrae than in the lumbo-sacral space (8 cases).
In all the 59 operations the lesion was exposed by a wide
laminectomy of at least two vertebrae. Of the protruding
masses of disk material, 9 were studied histologically.
Five of these showed a pseudo-myxomatous degeneration,
which the authors consider to be a very important cause
of herniation of a disk. The degeneration does not
affect nuclear material alone, but was seen quite well in
the annular portion of the disk. It is considered that
removal of the degenerate material is enough to cure the
sciatica permanently. On the whole the results in the

and clicking or grating may be felt over the affected
part on moving the wrist. At operation in the 6 cases
congestion and thickening of the synovial lining of the
tendon sheath were found. The only reliable method
of obtaining relief is by slitting the sheath; although
in some cases the thickened synovial lining was also
removed, it is suggested that slitting alone is sufficient.

[Although the authors do not refer to the condition
as a stenosing tenosynovitis it is clear from the description
that some of the cases conform to this type of lesion.]

G. E. Thomas.

Hypertrophic Osteoarthropathy. TEMPLE, H. L., and
JASPIN, G. (1948). Amer. J. Roentgenol., 60, 232.
The authors report 10 cases in all of which there were

radiological changes of hypertrophic osteoarthropathy.
Swelling of the joints and joint pains were the cause of
8 of these patients seeking advice, and radiological
investigation of their joints revealed the periosteal
proliferation in the neighbouring bones. In all 8 there
were lung changes; 6 were finally found to have a cancer

of the lung, and the other 2 almost certainly had a

malignant tumour of lung, though there was no positive
pathological proof. Of the two patients who did not
complain of joint pains and swelling but had hyper-
trophic osteoarthropathy, one had chronic myelogenous
leukaemia whilst the other was suffering from non-

tropical sprue.
These findings again show the importance of

examination of the chest in such cases of hypertrophic
osteoarthropathy. It is interesting to note that when
the primary condition was removed there was rapid and
complete disappearance of the symptoms arising from
the hypertrophic changes. L. G. Blair.

Vertebral Osteomalacia. (" Osteomalacia " columnae.)
THAYSEN, E. H. (1948). Nord. Med., 39, 1708.
Fifty cases of primary vertebral osteomalacia were

treated at Bispebjerg Hospital between 1935 and 1946.
The most common presenting symptom was pain,
usually in the lumbar region but occasionally in the
gluteal region or the thorax. Radiologically, the rare-

faction of the vertebral bodies was very pronounced in
every case and in 27 patients there was also a com-
pression fracture of a lumbar and/or thoracic vertebral
body. The serum calcium and serum phosphate levels
were normal in every case, but in 24 cases the history
suggested that the diet had been deficient in calcium or
vitamin D. The patients were treated with a diet rich in
calcium phosphate supplemented by a daily dose of
7,000 to 10,000 i.u. vitamin D2. Follow-up examination
of 30 patients in 1946 showed that only 23 had observed
the dietary instructions given to them : in 21 of these
there had been a subjective improvement in the form of
decreased pain. Radiography revealed no sign of
recalcification, but showed arrest of the disease. Of the
7 who had not continued treatment, 6 patients showed
radiological signs of deterioration and 5 of these had

-pain. These therapeutic results suggest that the con-
dition is a deficiency disease, but the preponderance of
elderly women in the series seems to indicate that there
may also be a hormonal factor at work. B. Nordin.
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ANNALS OF THE RHEUMATIC DISEASES

prolapsed disk series were excellent. Over a prolonged
follow-up period all the patients were found to be free
from sciatica, and only 1 had any significant backache
despite the very wide laminectomy.

Hypertrophy of the ligamentum flavum is held to be
a not uncommon cause of sciatica. The cure rate after
its appropriate treatment is, however, considerably lower
than that after the removal of a prolapsed disk. Only
10 of the 15 cases of hypertrophy of the ligament gave
good long-term results. The authors consider that undue
importance is generally attached to disk herniation as a
cause of sciatica and, quite apart from lesions of the
ligamentum flavum. they state a case for consideration
of lesions of intervertebral joints and other portions of
the spine as possible causes. D. LI. Griffiths.

Sciatica Caused by Cyst Formation in Old Hematoma
Report on Three Patients Treated Surgically. HERZ,
R. (1948). SurgerY, 24, 714.
Three cases of sciatica successfully treated by the

author by excision of a fibrous cyst in the region of the
sciatic nerve are described. The patients were women
(aged 46, 36, and 46 years) with a history of low backache,
the pain radiating down the back of one thigh and leg
and the history extending over many years. The onset
was related to a fall or falls on the back. The pain was
worse on sitting. There were areas of tenderness,
usually over the lumbo-sacral spine and the sacro-iliac
region on the affected side, and tender nodules, and
" trigger areas " in the sacro-iliac region in which pain
was relieved by local analgesia. In 2 of the cases a
definite lump was palpable in the affected buttock. In
the third case a lump was not palpable but the clinical
picture so resembled that in the previous 2 cases that
surgical exploration of the sciatic nerve in the buttock
was undertaken and a fibrocystic mass found and excised.
All 3 patients also had several fascial fat hernias.
Treatment consisted of surgical excision of the fascial

fat hernias and of the fibrocystic mass. Microscopical
examination of the latter showed fibrous cysts and fibro-
adipose tissue, the seat of chronic inflammation. The
lesions varied but were close to the sciatic nerve, so that
with certain movements the nerve was subjected to
abnormal pressure producing pain. The operation
gave complete relief. T. J. Evanis.

Sympathectomy in Sciatica. (Sympathectomi vid
syndroma ischiadicum.) RXSANEN, T. (1948). Nord.
Med., 40, 1817.
Cases of sciatica where no disc herniation or other

pathological cause of the typical pain has been discovered
have generally been treated with " novocain " block of
the lumbar sympathetic trunk ; the results have been
good. If the blocks have given only temporary relief,
lumbar sympathectomy has been resorted to in severe
cases of sciatic pain, especially if the affected extremity
is also cold and moist, which indicates alteration in the
sympathetic reflex connexion. Sympathectomy was
performed in 8 cases; in 7 the result was good and in 1
there was no improvement. After the operation the
temperature of the skin was normal. [Author's
summary.]

Vascular Complication of Disc Surgery. HOLSCHER,
E. C. (1948). J. Bone Jt Surg., 30A, 968.
During operative removal of a fourth lumbar disk the

rongeur slipped right through the interspace and wounded
a great vessel, but it was possible to complete the opera-
tion. It became clear later that an abdominal arterio-
venous aneurysm had developed. After 6 months,
laparotomy revealed a communication between the right
common iliac artery and vein, each of which was ligated
above and below the sac. Progress was satisfactory.
[This is by no means the first of such accidents to be
reported.] David Le Vay.

The Intraneural Topography of the Sciatic Nerve and its
Popliteal Divisions in Man. SUNDERLAND, S., and
RAY, L. J. (1948). Braini, 71, 242.
The morphology of the sciatic nerve and its popliteal

divisions was studied by dissection and serial section in
material from 40 adult dissecting-room subjects. [This
paperis so detailed and factual as to render a full summary
impossible. Those interested should consult the
original.] R. Barer.

Spinal Nerve Injury in Dorsolateral Protrusions of
Lumbar Disks. LINDBLOM, K., and REXED, B. (1948).
J. Neurosurg., 5, 413.
Intervertebral disk lesions are common. Among

160 patients between 14 and 87 years of age who died
from various causes, 60 had nerve-root compression
from disk or intervertebral joint lesions. In this paper
17 examples are discussed in only 6 of these had
lumbago or sciatica occurrcd with certainty. Degenerative
changes were found where the issuing nerve or its roots
had been conmpressed, and especially in the ventral root
fibres, and changes were noted in the posterior root
ganglion, which in some cases was flattened. In these
cases the ganglion as a whole showed an increased
amount of connective tissue and gross alteration in its
interior structure, the cells being often deformed and
atrophied. The authors have investigated the question
of the supposed association between arachnoidal pro-
liferations and compressed roots, and found that such
proliferations occur as frequently in relation to roots
which have not been as in those which have been com-
pressed. It seems to be wholly by chance that disk
protrusions and arachnoidal proliferations sometimes
affect the same segment.

[This demonstration of degenerative changes in the
fibres of the roots and ganglion of the issuing spinal
nerves as the result of compression by protruded nuclear
material or enlarged intervertebral joints was to have been
expected. Similar observations were made by Harvey
Jackson in Britain in 1946.] Lambert Rogers.

Compression of the Cervical Spinal Cord by Herniated
Intervertebral Discs. BucY, P. C., HEIMBURGER, R. F.,
and OBERHILL, H. R. (1948). J. Neurosurg., 5, 471.
The authors deal with median herniations of cervical

intervertebral disks producing cord symptoms. Details
of 4 cases (all in men of middle age) are given. The
authors stress that lumbar puncture should be performed
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acute polyarthritis signifies rheumatic fever.] Of 21 cases
of acute nephritis 18, and all of 6 cases of acute tonsillitis,
had an increased antistreptolysin titre. In general
this increase was exhibited when the condition might be
presumed to be associated with an acute Streptococcus
pyogenes infection.

[In most of the cases recorded only one estimation was
made. The advantages of serial estimations are obvious,
especially in obscure conditions. This work suggests
that the antistreptolysin titre is some indication of the
activity of the disease, but until more extensive data
have been collected the real value of the technique cannot
be fullv assessed.] H. J. Bensted.

Estrogens and Bone Formation in the Human Female.
SHERMAN, M. S. (1948). J. Bone Jt Surg., 30A, 915.
A woman of 58 years, after panhysterectomy at the

age of 34, developed severe deformities with bone pains
and spontaneous fractures. Radiography disclosed a
mixed picture of Paget's disease of a few, and severe
decalcification ofmost, ofher bones. Intensive oestrogen
therapy caused -rapid remission of. her clinical symptoms
with obvious improvement in the radiological picture,
but later withdrawal of this therapy caused an exacer-
bation. After 2 years of treatment by daily doses of
0 33 to 1 66 mg. of oestradiol benzoate improvement had
been maintained and no untoward symptoms had
appeared.

[This is a very good article on the relation of oestrogens
to bone formation and contains a full list of references.]

G. E. Thomas.

Other General Articles
Reiter's Disease: A Study of 344 Cases Observed in

Vinland. [In English.] PARONEN, I. (1948). Acta
med. scand., Suppl. 212, 1.
This is a full report of the epidemic of Reiter's disease

in Finland which was briefly described by Prof. 0. Holsti
at a recent Heberden Society meeting, and reported in
the Annals of the Rheumatic Diseases of September 1948,
Vol. 7, p. 180.
[On the basis of Dr. Paronen's material Reiter's

disease would appear to be definitely associated with
dysentery though this relation has not been clearly
substantiated elsewhere. The low incidence of extra-
genital keratosis blennorrhagica is striking. The collec-
tion of the immense amount of data presented in this
work, which also includes an extensive bibliography of
150 (mainly continental) references, is a very creditable
achievement.] R. R. Willcox.

The Shoulder-Hand Syndrome in Reflex Dystrophy of
the Upper Extremity. STEINBROCKER, O., SPrTZER, N.,
and FRIEDMAN, H. H. (1948). Ann. intern. Med.,
29, 22.
Forty-two cases of the shoulder-hand syndrome are

reported, in 36 of which both the shoulder and the hand
were involved. The aetiology in 11 cases could not
be determined, 9 followed myocardial infarction,
5 trauma, and 5 a cerebrovascular accident. The

on every patient suspected to be suffering from a
degenerative disease of the spinal cord, and that, if there
is any suspicion that a herniated cervical intervertebral
disk is present, myelography should be carried out with
subsequent removal of the contrast medium. It is sug-
gested that the symptoms may be caused by pressure
on the anterior spinal artery, or projection of the cord
backwards with consequent traction on the dentate
ligaments, as postulated by Kahn. Lambert Rogers.

Headache: A Common Symptom of Cervical Disk
Lesions. Report of Cases. RANEY, A. A., and
RANEY, R. B. (1948). Arch. Neurol. Psychiat.,
Chicago, 59, 603.
Iieadache due to pathological changes in the cervical

disks may be located in the scalp, the face, or the cervical,
suboccipital, or other region. If the orbital or temporal
-region is painful, the ipsilateral eye may be kept partly or
completely closed. Movements in the cervical region
may be limited, the patient maintaining his neck in a
sligUly tilted, rigidly fixed, or " poker neck " position.
The muscles of the neck may be spastic, and -with
cervical scoliosis or lordosis unilateral prominence of the
cervical muscles may be present. Of more importance
are points of tenderness in the suboccipital and cervical
regions, the pectoral girdle and the upper extremity.
When there is a cervical disk lesion some relief is

usually afforded by maintaining head traction for a
minute or so. This manoeuvre is not only of diagnostic
value but also gives information about the probability
of effective treatment by head traction. Loss of the
normal cervical curve is the most consistent abnormality
disclosed on x-ray examination. In most cases con-
servative treatment suffices; few patients have such
severe headache and associated radicular signs that
operation is necessary. R. M. Stewart.

General Pathological Articles
The Clinical Value of the Antistreptolysin Reaction.
An Account of the Results of the Reaction in 495
Patients. [In English.] AMLIE, R., and OEDING, P.
(1948). Acta med. scand., 131, 288.
This is a record of the antistreptolysin reaction elicited

by a modification of Kalbak's method in 495 so-called
unselected patients. The results were unselected, but
the sera were sent to the laboratory because the clinical
picture suggested that the antistreptolysin titre might be
significantly raised. The authors have accepted a titre
figure up to 200 as being within-possible normal limits,
and have regarded only those titres above 200 as
increased.

It is of interest to note in cases of acute polyarthritis,
of which the antistreptolysin titre was increased in 80%,
that the erythrocyte sedimentation rate may be falling
rapidly while the antistreptolysin titre is still rising.
Cases of primary chronic polyarthritis may have a normal
antistreptolysin titre, but the secondary cases, especially
when there are active signs, show an increased titre.
[The definition of primary and secondary chronic
polyarthritis is not apparent, although it is clear that
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A-NNALS OF THE RHEUMATIC DISEASES
authors refer to a number of papers in the literature
describing changes in the hand and/or shbulder following
coronary infarction; one reference occurs in Osler's
Principles and Practice of Medicine, 1898 edition. Other
conditions, such as osteo-arthritis of the cervical spine,
hemiplegia, herpes, and nodular panniculitis, have also
been described in the literature as being followed by
symptoms in the shoulders and hands. The authors
postulate the existence of a painful reflex arc of which
(a) the afferent component is a sensory or autonomic
nerve, (b) the component in the cord is the extensive
network of interconnecting neurones described by
Lorente de N6 as the internuncial pool, and (c) the
efferent component is an autonomic and/or motor
nerve. This hypothesis is considered to be the only
one to account for the following features: (1) identical
clinical pictures are produced by conditions differing
widely in their location-for example, myocardial
infarction, peripheral injuries, cerebral accidents
(2) autonomic, motor, and sensory pathways are
involved; (3) the disturbance does not show a

segmental distribution; and (4) clinical improvement
may follow sympathectomy. H. A. Burt.

Failure of Antireticular Cytotoxic Serum in Arthrits.
KLING, D. H. (1948). J. Lab. clin. Med., 33, 1289.
The effect of Bogomoletz's antireticular cytotoxic

serum (A.C.S.) in rheumatic conditions was investigated.
It is concluded that there is no indication for A.C.S.

in the treatment of osteo-arthritis and fibrositis. In
rheumatoid arthritis and spondylitis, conditions which
are resistant to other treatment, a trial may be justified.

J. Koszyk.

New Pharmacological Features of Salicylates. (Nuevos
aspectos farmacol6gicos del salicilato.) CLSARMAN.V
Vms, T. E., and MARTIN, S. (1948). Arch. Inst.
Cardiol. Mix., 18, 373.
A rapid and simple method of determining the serum

salicylate level is described and shown to be comparable
with the method used by Coburn. The administration
of sodium salicylate and acetylsalicylic acid in doses of
0. 1 g. per kilo every 24 hours produced a rapid elevation
of the serum level to between 332 and 561 g. per 100 ml.
if given in divided doses at 12-hour intervals. If given
2-, 3-, 6-, or 8-hourly, lower serum levels were obtained.

W. T. Cooke.

The Antirbeumatic Effect of Sodium Gentisate. MEER,
K., and RAGAN, C. (1948). Science, 108, 281.
The authors conclude that sodium gentisate appears

to be equal to, or more effective than, salicylate in
rheumatic conditions, and that the action of salicylates
is probably due to its oxidation product gentisate.

Titles of the Articles in the Current literature

Pathogenesis of R atic Fever. KEmR, W. J. (1948).
Ann, intern. Med., 29, 587.

D_agpatic Aids in Rhematic Fever. C9NNOR, C. A. R.
(1948). J. Mich. med. Soc., 47, 1339.

wi

A Co uty Program for the Control of Rh

Fever. GRIFFrrH, G; C. (1949). Amer. J. puibl.-
HIth., 39, 61.

The Electrocardiogram in Rheumatic Fever. KAHN, J.,

SHAPIRO, E., and LnPKis, M. L. (1948). Calif. Med.,
69, 449.

Occurrence of the Wolff-Parkinson-White Syndrome
Concomitant with Acute Rheumatic Fever. MENELY,
J. K. (1948). Yale J. Biol. Med., 21, 87.

Epidemiology of Rheumatic Fever and Some of its Public
Health Aspects. FORTUNE, C. (1949). Med. J.
Aust., 1, 373.

Some Clinical Aspects of Rheumatic Fever. MADDox, K.
(1949). Med. J. Aust., 1, 375.

Specific Rheumatism. Some Cases of Atypical Rheumatic
Fever. (Rheumatismus specificus. Nogle Tilfaade

af atypisk Febris Rheumatica.) RmEIER, H. F. H.
(1948). Maandskr. prakt. Laegegern., 26, 405.

Monosymptomatic Form of Acute Rheumatism. (Forme
mono-symptomatique de la maladie de bouillaud.)
BENMUSSA, -. (1949). Tunisie med., 37, 29.

Atypical Visceral Form of Acute Rheumatism. (Forme
atypique vescerale de la maladie de bouillaud.)
BENMUSSA, -., CARUANA, -., DIDmR, -., and
GALES, . (1949). Tunisie med., 37, 35.

Clinical Observations on Treatment of Acute Rheumatism
with Sodium Salicylate and Aspirin. (Observations
cliniques concemant le traitement de la maladie de
bouillaud par le salicylate de soude et l'acide ac6tyl-
salicylique.) RosKAM, J. (1948). Acta clin. belg.,
3, 305.

Results to be Expected from Intra-arterial Injection of
Streptococcus-enterococcus Anavaccine in the Treatment
of Prolonged Forms of Acute Rheumatism. (Ce que
l'on peut attendre des injections intra-art6rielles d'un
ana-vaccin strepto-ent6rococcique dans le traitement
des formes trainantes de la maladie de Bouillaud.)
DEBRAY, M., and PROVENDER, M. (1949). Sem.
H6p. Paris, 25, 975.

Rheumatic Fever in Childhood. Kiss, P. (1949). Paediat.
danub., 4, 291.

Oxidative Processes in Acute Rheumatis in Chidhood.

[In Russian.] PoRoIKo, V. A., and RAmNovicH, A. L.
(1948). Pediatriya, 4, 23.

Acute R aism in Chldren in War and In the Post-war
Period and its Coanexion with Scale Fever. [I

Russian.] LEvIN, E. R., and IIvNA, S. M. (1948).
Pediatriya, 4, 18.
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RheumatoidjArthritis. 475 Cases Treated with 721
Courses of Gold. COHEN, A., DUBBS, A. W., and
GOLDMAN, J. (1948). Penn. med. J., 52, 35.

Therapy of Rheumatoid Arthritis with Gold. (Leceni
chronickeho kloubniho reumatismu zlatem.)
NovoTNY, K. (1948). Publ. Fac. Med. Brno, 21, 133.

Personal Studies on the Treatment of Rheumatoid Arthritis
with Gold Salts. (Contribution personnelle A l'6tude
du traitement de l'arthrite rhumatismale par les sels
d'or.) MANTHA, L. (1949). Un. med. Can., 78, 35.

The Dosage of Gold in Rheumatoid Arthritis. (De
dosering van goud bij chronisch gewrichtsrheumna.)
KuIPERS, R. D. W. (1949). Ned. Tijdschr. Geneesk.,
93, 1240.

Observations on Gold Therapy of Rheumatoid Arthritis.
(Observaciones sobre la auroterapia de la artritis
reumatoidea.) CRUZ, R. A., MEREDrrH, J. C.,
VALENZUELA RACEST, F., and LACKINGTON, C. (1948).
Rev. med. Chile, 76, 765.

Pulmonary Complication Following Use of Gold Salts.
Report of a Case Treated by BAL. [In English.]
SAvIAHI, M. (1948). Ann. Med. intern. fenn.,
37, 263.

The Role of Allergy in Rheumatoid Arthritis and a Sug-
gested Treatment. Preliminary Report. ROCKWELL,
G. E. (1949). Ann. Allergy, 7, 195.

Rheumatoid Arthritis-Food Allergy as a Factor. Zens,
M. (1949). Ann. Allergy, 7, 200, 239.

Flat Foot in Rheumatoid Arthritis. (I1 piede piatto nell'
artrite reumatoide.) CEcHI, E. (1948). Progr. med.,
Napoli, 5, 528.

Management of the Rheumatoid Arthritic Patient by the
Physiotherapist. BURT, H. A. (1949). Physiotherapy,
35, 3.

Physical Treatment in the heumatic Diseases and in some
Other Painful Conditions. BURT, H. A. (1948). Brit.
J. phys. Med., 2, 173.

Occupational Therapy in Articular Rheumatism. LIGHT,
S. (1949). Rheumatism, 5, 48.

Pathogenesis of Neutrophil Leucopenia in Rheumatoid
Arthritis with Hepatomegaly and Splenomegaly (Felty
Syndrome). (Pathogenesis der neutrophiele leuco-
penie in rheumatoiede arthritis met hepato-spleno-
megalie (Syndroom van Felty). VANDENBROUCKE, J.
and VANDEPUTTE, M. (1948). Verhandelingen, 10, 390.

Monocytic Reactions in Different Forms of Rheumatism in
Childhood. [In Russian.] GRIGOROVA, 0. P. (1948).
Pediatriya, 4, 32.

Salicylate Medication in the Treatment of Rheumatic
Diseases of Children. Study of Salicylate Levels in
Blood. (La medicaci6n salicilada en el tratamiento de
las enfermedades reumaticAs del niflo. Estudio de los
niveles salicilemicos.) GoRREA, B. D. (1948). Bol.
liga urug. Reum., 2, 134.

Changes in Plasma Protein in Rheumatism in Childhood.
(Die Bluteiweisskorperverinderungen bei der rheuma-
tische'n krankheit im Kindesalter.) ScHwARz-TIFNE,
E. (1948). Ann. paediatr., Basel, 171, 381.

Chronic Juvenile Rheumatoid Arthritis (Still's syndrome).
(Chronicke reumatoidni arthritidy mladistvych (Stilliv
syndrom).) RINGEL, J., and JANELE, J. (1949). Lek.
Listy, 4, 169.

Medico-social Study of Juvenile Rheumatism. Statistical
Data on 310 Cases. (Estudio medicosocial del
reumatismo infantil Datos estadisticos sobre 310
fichas.) REY SuMAY, R. S. (1948). Rev. argent.
Reum., 13, 193.

Suiphonamide Prophylaxis in' Convalescent Rheumatism.
A Pfeliminary Report. DE GRESPIGNY, G. (1948).
Clin. Rep. Adelaide Child. Hosp., 1, 139.

Clinical Features of Rheumatoid Arthritis. (Aspectos
clinicos de la artritis reumatoidea.) ARMAs CRuz, R.,
MEREDITH, J. C., VALENZUELA, F., and LACKINGTON,
C. (1948). Rev. med. Chile, 76, 625.

Rheumatoid Arthritis. The Importance of a Comprehen-
sive Approach in Treatment. BAUER, W. (1948).
J. Amer. med. Ass., 138, 397.

The Modern Treatment of Rheumatoid Arthritis. BAYLE,
T. B. (1948). Med. Clin. N. Amer., 32, 1357.

The Basic Treatment of Rheumatoid Arthritis. WEISS,
T. E. (1949). N. Orleans med. Surg. J., 101, 496.

Colchicum in the Treatment of Acute and Chronic
Rhmatism not of Gouty Origin. (al colchico nella
terapia dei reumatismi acuti e cronici non gottosi.)
LucHEmR, T. (1948). Progr. med., Napoli, 5, 524.

Undecylenic Acid by Mouth in the Treatment of Arthritis
and Bursitis. A Preminary Report. PERLMAN, H. H.
(1949). Urol. catan. Rev., 53, 103.

Slphoamid Therapy in Rheumatoid Arthritis. PARR,
L. J. A., and SmmToN, E. (1949). Rheumatism,
5, 25.

Present Status of Gold Therapy in Rheumatoid Arthritis.
WRIGir, H. P. (1948). Canad. med. Ass. J., 59, 359.

Conditions Simulating Rheumatoid Arthritis. FAMI,
B. M. (1948). Bull. Vancouver med. Ass., 25, 23.
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25() ~~~~~AANALS'OF- -itRh
iro"y -in Se Treatmut of Ckic, Ar.iik
-'uilwAi, H. (1949). Surg. Clin. N. Amer., 29, 87.

Chronic Rheumatsm and Pseudo- Arthropathies
in Diseases of the Nervous System. (Rhumatismes
chroniques et arthropathies pseudorhumatismales au
cours des maladies du systbme nerveux.) RAVAULT,
P. P., Tuems, H., and BETHIER, L. (1949). Rev.
Rhum., 16, 1.

Dentll Sepsis and Chronic Rheumatism. KERsLEY, G. D.
(1949). Proc. R. Soc. Med., 42, 151.

Chronic Inflammatory Rheumatism and Focal Infection.
Experience in 136 Cases of Rheumatoid Arthritis and in
53 Cases of Rheumatism Associated with a Septic Focus.
(Reumatismos cronicos inflamatorios e infecci6n
focal. Experiencia en 136 casos de artritis reuma-
toides y en 53 -casos de reumatismos septicos focales.)
LOSADA, M., and FRANCE, 0. (1949). Rev. argent.
Rewn., 13, 207, 219, 254, 274.

hronic Forms of Rheumatism. General Considerations
ad - Notes on Nomenclature and Classifcton.
(Reumatismos cronicos, consideraciones generales y
anotaciones sobre nomenclatura y clasificacion.)
CRuz, R. A., MEREDrrH, J. C., LACKINOToN, C., and
RAVEST, F. V. (1948). Rev. med. Chile, 76, 559.

Treatment of Chronic Infective Rheumatism by Congo Red.
(Tratamiento de los reumatismos infecciosos t6rpidos
con rojo Congo.) JIMENEz DiAZ, C., L6PEz GARucA,
E, and CENTENERA, D. (1948). Rev. clin. esp.
30, 365.

The Treatment of the Locomotor Disorders by Electro-
phorsis of Sulphur Compounds (MozgAsszervi beteg-
segek gyogylt-.sa k6nvegyfiletek elektrophoresis6vel.)
PETRANYI, G., and REsz, E. (1948). Orv. Lapja,
4, 1208.

ITe Cieal Response to Vaccin in 125 Cases ofRheumatic
Disease. PHLLIPS, K.,(1949). Rheumatism, 5, 53.

The Role of Hormones in Growth and Ageing of the
Skeleton and their Sigicane in the Pathogenesis of
Arthitis Deformans. (Die Rolle der Hormone im
Wachstum und Altern des Skeletts und ihre Bedeutung
fur die Pathogenese der Arthritis deformans.)
SUIBERBERG, M., and SILBERBERG, R. (1949). Schweiz.
med. Wschr., 79, 127.

enrsalzed Dormal Infilration During
(nfliltraci6n d6rmica generalizada en el curso de la
enfermedad reumitica.) PIsANo, A. (1948). Bol.
Liga urug. Reum., 2, 125.

Sermn lIectons ii the Treatment of
Diordrs. (Diein Serunmthand-

lungxheumatisher Erkbungen.) HIINEN, H. A.
(1947). Dtsch. GesundhWes., 2, 401.

J-M'tlC-DlSEXSES-

Condtos. WEsL, M., and SicFmE, R. M. (1948Z.
Rheumatism, 4, 224.

Use of Intracaine in Oil for the Relef of Pain IlvWIng
the Musculo-Skeletal System. LEvEY, P. (1948).
Rheumatism, 4, 234.

Effects of Temperaure and Ultraviolet Light on Experi-
mental Polyarthritis of Rats. TRi, H. B., GARDN1m,
G. M., and KUZELL, W. C. (1949). Proc. Soc. exp.
Biol., N. Y., 70, 45.

Comments on Focal Mono-arthritis. (Comentarios sobre
las monoartritis focales.) CUATRECASAS, J. (1948).
Rev. argent. Reum., 13, 114.

Prevention of Deformity in Chronic Polyarticular Rheuma-
tism. (Sulla prevenzione delle deformitA nei reuma-
tisrni poli-articolari cronici.) Rossi, A. (1949).
Minerva med., Torino, 1, 205.

Simuneous Development of a Chronic Progressive
Polyarthritis and an Extrapyandal Syndrome.
(Evolution simultanee d'une polyarthrite chronique
evolutive et d'un syndrome extrapyramidal.) Euzihi,
J., PAGES, P., LAFON, R., MIROUZE, J., and SALVAING, J.
(1949). Rev. Rhum., 16, 26.

Reactions of the Cerebrosinal Fluid During Chronic
Polyarthritis. (Les reactions du liquide c6phalo-
rachidien au cours des polyarthrites chroniques.)
GRABER-DUVERNAY, J., and GERBAY, F. (1949).
Rev. Rhum., 16, 24.

Can Polyarthritis Rheumatca be Indce by Tuma?
(Kan reumatisk polyartrit -utlosas av trauma?)
JONSSoN, E., and BERGLUND, K. (1949). Nord. Med.,
41, 7.

The Treatment of Chronic Polyardhitis with Copper
Salts. (Chronicus polyartlhritisek kezeIlse i6z-s6kkal.)
DIvENYI, A. (1948). Orv. Lapja, 4, 1210.

Experimental and Clinical Study of the Action of Sad,
Baths on the Normal and the Polyarthfridc SubJet
(Etude experimentale et clinique sur J'action du bain
de sable sur le sujet normal et le polyarthritique.)
HEUSCHEROISLER, R. (1948). Rev. med. Suisse ron*.,
68, 638.

Observations on Periarthritis of theStrand s
Treatment. (Observaciones sobre earr b1-
hombro y su tratamiento.) GAUDIANO, P. (1948).
Bol. Liga urug. Reum., 2, 117.

Practice and Result of O (Lapga±iq-! ciZmf'
resultats du travail osteopathique.) DOUGLAs, W.
(1948). Rev. Rhum., 15, 351.
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Latent Involvement of the Sacro-iliac Joints in Prolonged
Gonococcal Infection. (L'atteinte latente des sacro-
iliaques au cours de l'infection gonococcique pro-
longee.) THIERS, H. (1948). Rev. Rhum., 15, 219.

Two Cases of Syphilis of Bone. (Deux case de syphilis
osseuse.) LIEVRE, J.-A., BLOCH-MICHEL, H., and
SOLIGNAC, H. (1948). Rev. Rhum., 15, 244.

Static Causes of Vertebral Pain. (A propos des algies
vertebrales. d'origine statique.) DELCHEF, J., and
WALCH, A. (1948). Rev. Rhumn., 15, 165.

Two. Apparently Prinary, Cases of Ivory Vertebrae.
(Due casi di vertebra eburnea apparentemente
primitiva.) LIscHI, G. (1948). Radiolog. med.,
Torino, 34, 385.

The Position of Rest of the Spine in the Treatment of
Sciatica, Malum Coxae, Frozen Shoulder. FARKAS, A.
(1949). Rheumatism, 5, 7.

Low Backache Due to Changes of the Intervertebral
Disks. (A porckorongok elvaitoz.sai okozta derek-
tAji fAjdalmak.) LISZAUER, D. (1948). Orv. Lapja,
4, 1349.

High Cervical (Invobrine Occiput Atlas, Axis and 3rd
Cervical Vertebra). -Diagnostic Error. (Espondilitis
cervical alta occipito-atloidea-tercera cervical. Grave
error del diagn6stico.) COSTA BERTANI, G. (1948).
Rev. argent. Reum., 13, 1189.

Traction Carried Out on a Table for Therapy of Vertebral
Affections. Indications and Results. (Les tractions
sur table de vertebrotherapie. Premieres impressions
sur les indications et sur les resultats de la methode.)
DE SEZE, S., and LEVERNIEUX, J. (1949). Pr. mid.,
57, 28.

Gout Simulating Rheumatoid Arthritis. READ, W. A.,
and BUXTON, R. (1948). Va med. Mon., 75, 493.

Pathological Physiology of Uric Acid: Diagnosis and
Treatment of Gout. (Fisiologia patol6gica del acido
uirico: Diagn6stico y tratamiento de la gota.)
DELGADO, E., and DELGADO, -. (1949). Clin. y Lab.,
47, 93.

Treatment of Dupuytren's Contracture. (La thera-
peutique de la maladie de Dupuytren.) CORNIL, M.
(1949). Rev. Rhum., 16, 58.

Bladder Neck Disease and Rheumatism. HOCK, E.
(1949). Urol. cutan. Rev., 53, 149.

Obstacles to a Rational Nomenclature for Rheumatism.
(Obsticulos a una racionalizaci6n de la nomen-
clatura reumatol6gica.) TARNOPOLSKY, S. (1948).
Rev. Asoc. med. argent., 62, 597.

Stenosing Vaginitis and Recto-sigmoiditis due to Lympho-
granuloma Venerem with Multiple Osteo-arthropathic
Complications. (Vaginite e rettosigmoidite stenosanti
linfogranulomatose (Nicolas-Favre) con complicanze
osteo-artropatiche multiple.) MIDANA, A. (1949).
Minerva med., Torino, 1, 206.

Arthroses of the Elbow due to MhDnimal Trauma. (Les
arthroses" microtraumatiques du coude.) RUELLE,

M. (1949). Rev. Rhum., 16, 49.

Acid Injections in the Treatment of Painful Osteoarthritis.
Bosc, F. V. A. (1948). Med. Pr., 220, 563.

Ankylosing Spondylitis with Peripheral Arthritis. Cox,
A. G. (1948). Guy's Hosp. Rep., 97, 124.

Radiological Observations on Spondylitis Deformans as a
Manifestation of Rheumatism. (Commenti radio-
logici sulle spondilosi deformanti nel quadro delle
malattie reumatiche.) DE BERNARDI, E. (1948).
Ann. Radiol. diagnost., 20, 349.

Morquio's Syndrome. (Les chondrodysplasies spondylo-
epiphysaires congenitales (Syndrome de Morquio).)
L-AYANI, F., and DURUPT, L. (1948). Rev. Rhum.,
15, 305.

Interview Therapy of Psychosomatic Arthritis. LAW,
S. G. (1949). Rheumatism, 5, 38.

Psychosis due to Chronic Rheumatism. (Intorno alla
psicosi reumatica cronica.) LUZZATrrO, A. (1948).
Rass. Studi psichiat., 37, 525.

The Index of Haptoglobin in Blood in Rheumatic Affections.
(L'indice d'haptoglobinemie dans les affections
rhumatismales.) COSTE, F., JAYL, M.-F., and
DELBARRE, F. (1948). Bull. Soc. med. Hop. Paris,
4, 1221.

Trigger-points of Shoulder-girdle Muscles in Arm Pain.
(Les " trigger-points " des muscles de la ceinture
scapulaire dans les brachialgies.) VEREECKEN, E.
(1949). Rev. Rhum., 16, 60.

Fibrositis in the Muscles of Mastication. (With Refer-
ence to the Masseter Muscle.) SNAWDON, J. W. E.
(1949). Proc. R. Soc. Med., 42, 153.

The Treatment of Chronic Rheumatism (Especially
" Fibrositis ") by the Use of Adrenalin Cream. Moss,
L. (1949). Med. World, Lond., 70, 244.

Sleep Posture: Costo-Vertebral Manipulations.
MCDONNELL, J. (1948). Rheumatism, 4, 239.

Incomplete Transverse Division of the Fifth Lumbar
Vertebra. (Bipartition transversale incomplete de la
cinquieme vertebre lombaire.) RuBENS-DuvAL, A.,
and BELL1N, A. (1948). Rev. Rhum., 15, 245.
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ANNALS OF THE RHEUMATIC DISEASES
Dietetics in Rhatin. (La dietetica en los reuma-

tismos.) KLEIMANs, M. (1949). Rev. argent. Rewn.,
13, 224.

The Social Importance of Rheumatic Diseases in Sweden.
[In Englisb.l BOHMAN, F. (1948). Acta med. scand.,
132, 150.

Social and Economic Aspects of the Rheumatic Diseases.
Mackintosh, J. M., and KNOWELDEN, J. (1948).
Brit. J. phys. Med., 2, 177.

The Diagnosis and Treatment of Gout. SACASA, C. F.
(1948). Ann. w. Med. Surg., 2, 307.

Gout: Report of an Unusual Case in a Young Man.
BERK, M. E. (1948). Amer. J. med. Sci., 215, 290.

Some of the Problems in the Education of Rheumatic
Children; LEvITr, J., and TARAN, L. M. (1948).
J. Pediat., 9, 32, 553.

Medical Hydrology and the Four Causal Factors in
Rhumatic Diseases. VAN BREEMEN, J. (1948). Arch.
med. Hydrol., London., 18, 3.

Treatment with Bacterial Filtrates. BARFORD, L. J. (1948).
Rheumatism, 4, 214.

The Problem of Rheumatism. DOUTHWAITE, A. H.
(1948). Practitioner, 161, 153.

Some Industrial Aspects of Rheumatism. FERGUSON, T.
(1948). Practitioner, 161, 170.

Ludating Arthropathies of the Lower Limbs. (Arthro-
pathies disloquantes des membres inferieurs.) LiEvRE,
J. -A. (1948). Rev. Rhum., 15, 144.

Trochnteric Metastasis of Neopl tinArthruni
of Hip. (M6tastase n6oplasique trochant6rienne
simulant une coxarthrose.) FORESTIER, J. (1948).
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