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by the application of thrusting movements with the whole of the
operator's body weight applied to the centre of the prone spine.
One practitioner of my acquaintance successfully advocates the
utilization ofa relative or friend ofsuitable proportions to walk down
the back of the patient lying prone on the floor.
So far as I am aware, only one attempt has yet been made to

perform a properly controlled trial on the benefits of manipulation,
though a multi-centre trial is at the moment being carried out on the
treatment ofcervical spondylosis by neck traction. Only by remain-
ing open-minded and by being logically critical can we hope to
determine the proper scope of manipulative treatment in musculo-
skeletal disorders. Even if we have no control over the laity who
practise manipulation, we can at least attempt to put our own house
in order. Unfortunately, however, progress is likely to be slow in a
field where ignorance is so often financial bliss.

DISCUSSION

Question: How can one get hold of these little yellow booklets
that you give to your patients?
Dr Hart: Write to Mr Andrews of the Empire Rheumatism Coun-

cil, Faraday House, 10 Charing Cross Road, London, W.C.2. They
are free and he will send you as many as you like.

Question: What is the suggested dosage of phenylbutazone for
osteoarthritis? How long may the treatment be given?
Dr Hart: Not more than 400 mg. a day of phenylbutazone should

be given in divided dosage, taken with food, and not more than
500 mg. of oxyphenbutazone, that is, Tanderil, in the day. I think
it is wise to take the drug with food on each occasion. If there is no
relief in four days at top level dosage, stop it. I prefer to start with
the low dosage end and see if 100 or 200 mg. will do the trick; very
commonly it does. Although blood levels are not high, small doses
are tolerated well and very often make just that difference because
of the smooth even action over the 24 hours; simple analgesics can
still be taken in addition for more painful episodes. Patients have
taught me that if small regular dosage does not work, graduated
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dosage on successive days such as 400, 300, 200, 100 and zero can
be useful. A loading dose is given every fourth day, and so the total
dose may be a little less than the daily dose; some patients say this
works better. It is quite a good idea to take Sundays off anyway,
to stop cumulative effects. Oxyphenbutazone is slightly less effective,
works as far as we know in a similar way, and is slightly better
tolerated, but itcancause all the side-effects ofPhenylbutazone, though
perhaps a little less commonly. It is a slightly milder " little brother "
of Phenylbutazone, but a useful alternative. The dose used is the
smallest one that proves effective. It can be tried if the ordinary
simple things, salicylates or aspirin, do not work. The minor side-
effects of phenylbutazone are not an absolute contraindication to its
further use, even after an intermission. This is true of the mild
dyspepsia, which disappears after reduction of dosage or temporary
cessation, though there is a horrid tendency for complications to
come back once they have occurred.

Question: How much do alcohol and tobacco influence degenera-
tive disease of the joints?
Dr Hart: Precious little, I should say. I think an evening noggin

is perhaps quite a good thing; it raises the morale and the patient
gets a better night's sleep. I am a non-smoker myself, and I do not
hold with it. I think at best it is a dirty habit.

Question: What is the basis of " weather pains "?
Professor Kellgren: This is a very difficult subject, but some

experimental studies of pain we made in 1946-7 throw some light
on this. The deep pain nerves, that is the pain nerves going into the
bones, joints, muscles, and so on, differ from those going into the
skin in certain important respects, and one of these is their response
to cooling. If you cool a main nerve, like the ulnar at the elbow, the
deep tissues supplied by that nerve in the hand will become com-
pletely analgesic when the temperature of the nerve reaches about
100 C., while the skin retains its pain sensitivity down to near 00 C.
If you cool the nerve rapidly, considerable, deep, aching pain is
experienced in the arm; this happens on cooling any deep tissues,
whether you cool them fast or whether you cool the nerve or the
actual tissue itself, in the range 35-15°C.; below 150 C. there is
analgesia.
The other point is that tissues like the ligaments of the knee or

superficial ligaments of the spine are in fact frequently in this
temperature range in a cold and damp climate. One thinks of the
body temperature as being 370 C., which is perfectly true of the
body cavities, mouth and rectum, but if a thermocouple is inserted
into the medial ligament of the knee, the temperature on a cool day
under normal, exposed conditions is somewhere in the 15-35° C.
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range. If a ligament is cooled tQ this range after producing hyper-
algesia experimentally, there is a great deal more pain and it lasts
a great deal longer than when normal tissue is cooled, and I think
this is the basis of weather pains. People with weather pains have
hyperalgesic ligaments or periosteum in their extremities or in the
superficial aspects of their back, and when the environmental
temperature suddenly drops there is a very substantial drop in local
temperature. Furthermore, cold, -damp air has a much higher
specific heat and cools the body much better than cold, dry air.
So there are excellent reasons why certain people should experience
aching pain during certain weather conditions. Lastly, of course,
fine, sunny weather makes one feel good and raises the complaint
threshold.
Question: In what way does osteoporosis cause pain?

Professor Kellgren: The answer is that it does not in itself. Osteo-
porosis is simply an index of thinning and decay of the whole support-
ing system, not only the bones. The whole supporting system is less
able to withstand stresses and strains and is more easily damaged by
minor trauma, so that someone with thin bones and thin ligaments
is more likely to get painful episodes from sprains and strains.

Question: What is the value of intra-articular injections of drugs
such as procaine, lactic acid, or various forms of steroid?

Professor Kellgren: My own views about this are very much
coloured in the first place by the experimental work we did on
localization of pain from deep structures, and on the exploration of
relative sensitivity of structures in the joints. Synovial membrane is
fairly insensitive, whereas the ligaments are extremely sensitive and
covered with pain spots, so that a priori you would expect the liga-
ments to be the main source of pain in joint disease. Secondly, we
studied a group of individuals who had developed a painful, stiff
knee, irrespective of diagnosis. This was in the 1940s, and these
patients had walked into the casualty department with the same sort
of story as in general practice, a history of a few days pain and
stiffness. We tried to determine from which structure the pain was
arising and found it difficult. There are, broadly speaking, three
types of knee pain: pain in the front of the knee, pain at the back of
the knee, and pain at the side going farther down to the peroneal
region; sometimes there are combinations of all three. Where a
patient feels the pain is an extremely poor guide to its source. Pain
in the front of the knee may be coming from the medial ligament, for
example, or from parts of the meniscus, the quadriceps attachment,
muscle, the hip, the spine, and many other places which we shall not
consider for the moment. If the pain is studied in relation to move-
ments causing pain, movements limited, and so on, the precise
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structure can usually be defined; in most of these individuals the
pain is in fact arising in quite a small slip of ligament, and if that slip
of ligament is infiltrated with procaine, the pain immediately
disappears because the source ofpain has been anaesthetized. Some-
times it comes back, but if procaine is combined with hydrocortisone
the result is often much longer lasting; this is my treatment of choice
for episodes of knee pain in middle-aged people. I use this for two
reasons: (I) we have an admirable set-up for producing dry sterilized
needles in glass holders so that a no-touch technique can be used
(the dangers of sepsis through these injections are quite considerable);
(2) as the result of much experience of injecting all these ligaments
with pain-producing substances and working out the exact pattern
of pain distribution which arises from them, we have acquired a
practical knowledge of the precise sources of pain. It sounds
extremely easy to inject hydrocortisone into the spot from which
pain is arising, but in practice it is often difficult to do so; unless you
hit the right spot, the result can be irregular and not very rewarding.
Putting the injection into the synovial cavity itself is less rewarding
because it is very inaccurate, though it may be helpful for an
inflammatory effusion.
Mr P. N. Robson, M.B., B.S., F.R.C.S. (Newcastle upon Tyne): Is there

an element of bone pain in osteoarthritis? We injected sterile saline
into the centre of the femoral head and whenever a moderate
pressure was created the patient claimed that this reproduced his
arthritic pain exactly, whichever part of the femoral head we put it
into. This suggested that there was an element of bone pain and
also that weather pain might be related to change in barometric
pressure, producing pressure effects in bones, rather than cooling.

Professor Keligren: I would agree that injections into bone do
produce pain, and that the location and quality of pain from bone
are identical with those from ligament. However, much work has
been done on osteoarthritis of the hip, and results have probably
been incorrectly extrapolated to osteoarthritis generally. The hip
is a very special place, because the integrity of the hip-joint is largely
due to the bones, and all sorts of interesting changes occur inside
the femoral head. Microfractures and important bone remodelling
go on, associated with vascular changes and pain, and I would
agree that there is a bone element. The particular knee syndrome
so familiar to all of us is really nothing more than the sprained knee
of the middle-aged person, occurring because the joint is osteo-
arthritic, the patient overweight, and the whole supporting system
degenerating and getting thin, so that sprains and tears arise from
insignificant trauma. This is much less common than bone pain in
the knee. Pain due to bone remodelling is very often bad at night
and not associated with much stiffness. It is not a pain on move-
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ment; it is an aching pain worse at night and very characteristic of
Paget's disease, bone abscesses, and metastases in bone.
The recurrent joint effusion due to some added trauma deserves a

mention. Injecting a steroid into a knee joint is particularly easy
and this has led to neglect of the general supportive measures that
are so important. There is a danger that if a patient undergoes and
develops a reactive synovitis, the latter can be settled and the pain
can be relieved very easily and quickly by injection, while the
quadriceps is allowed to rot and weight to go on rising so that long-
term effects may be extremely bad.
Mr Robson: I would like to discuss the surgical treatment of

osteoarthritis of the hip. Before one embarks on any surgical
treatment of a joint, a very thorough and complete trial of conserva-
tive treatment must be given. The surgical treatment of osteo-
arthritis of the hip is by no means satisfactory. The classical
operations are of great magnitude; such operations as arthrodesis
or arthroplasty are very satisfactory solutions for unilateral lesions
in a fit patient. The best of the arthroplasties is undoubtedly the
cup arthroplasty, but its results are somewhat unpredictable. The
replacement arthroplasties in which the femoral head is replaced
by a metallic prosthesis are suitable for people over 60 or 70, who
will not make any great demands on their hip and whose expectation
of life is such that we can predict that there will be no wearing out or
loosening ofthe prosthesis. The other operation commonly practised
is displacement osteotomy; this is a very reliable operation and offers
quite a good solution to the problem, but I would emphasize that
all these operations are major ones.

Recently a good deal of work has been done on operations of a
more minor character for relieving pain in osteoarthritis of the hip.
Our work on cobalt implants was instituted partly as a result of
experimental work done in Oxford some ten years ago, when it was
demonstrated that in many cases of osteoarthritis of the hip there is
a tremendous increase in blood supply to the joint. We did some
experimental work to see whether tension in the femoral head could
be considered an important cause of pain. Following this, we
decided that it could, and so we tried to see whether planned reduc-
tion in the amount of blood flow to the femoral head would improve
the pain. We put a radio-cobalt source into the centre of the femoral
head, which has the effect of providing irradiation exactly where you
want it. It is not like the conventional methods of radiotherapy,
where in order to irradiate the hip-joint one has to irradiate about
seven times as much soft tissue. Here the source of radiation is put
at the exact point in the centre of the femoral head where we hope
that it will do the most good. We have been performing this opera-
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tion for about five years and so far our preliminary results have been
very satisfactory, for we have succeeded in relieving pain in about
two thirds of cases. Another operation on trial at our unit is the
operation of soft-tissue release. This is also a minor operation and
has the same advantage as cobalt implant action, namely, that it
can be done on anybody. In five years I have never turned down a
patient as unfit for cobalt implantation or soft-tissue release which
consists simply of making a little incision on the front of the thigh
and detaching the tendon of the iliopsoas from the femur. This
tendon, when exposed at operation on an osteoarthritic hip is seen
to be a very tight and tense structure, and on cutting it shortens
immediately. It is extremely difficult to say why this should relieve
pain, but preliminary results have been encouraging. This operation
is also on trial and results are being compared with those of cobalt
implantation. I hope that if I have the pleasure of addressing you in
ten years' time I shall be able to tell you which is the better; I certainly
cannot at present. We tend to perform the minor operation first
in the surgical treatment of osteoarthritis of the hip. Very often
that is all that is needed. If we are unsuccessful we would consider
the more major operations I have mentioned. The advantage of
both minor operations is that they can be performed on patients who
would not welcome a major operation. Enthusiasts for arthroplasty
tend to perform it on patients who are not much better offafterwards;
since arthroplasty always leaves a disability behind it the patient has
to be fairly severely disabled to be grateful for that type of surgery.
With minor operations you can often enlarge the surgical indications
and deal with cases at an earlier stage.

Question: What constitutes a slipped disc and what is a lumbar
spine syndrome?
Mr Robson: " Lumbar spine syndrome" simply means that the

patient has a backache for which I do not know the exact pathology,
and " slipped disc" often means exactly the same thing. Perhaps
one of the greatest advances in the history of this world, or in the
development of views on cosmology, was that made by Isaac Newton
who took Plato's ideas on motion and by a fairly simple process of
reversal of thought produced the foundation of most of our modern
astronomical and physical sciences. In exactly the same way I
think you can apply a certain amount of inversion of thought to
slipped discs. It is commonly argued that most cases (at least 80
per cent) of slipped discs settle down with conservative treatment.
The other 20 per cent give further trouble, and some come to
operation. This is a perfectly valid argument, well supported by the
facts and results of treatment, but an equally valid argument, not
always examined, is that the 80 per cent that cannot be proved to be
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slipped discs are misdiagnosed. I know from experimental work I
have done that a considerable number of vertebral fractures do not
show on radiographs. If a spine in the post-mortem room is loaded
with about 600 lb weight it will fracture but the radiographs will be
quite normal. I believe that in this group " slipped disc " is often
no more accurate a diagnosis than the lumbar spine syndrome, and
that we are in fact dealing with many different entities. I do not
think we can be more scientifically accurate in the present state of
our pathological knowledge. As we investigate them more, this
group will become clearer. As regards compensation for back
injury leading to this type of lesion, it would of course be ideal to
hand the man his money on the day after his accident, but in the
present state of our knowledge we are not able to give sufficiently
accurate prognosis at that stage. In my work as an orthopaedic
surgeon I do a good deal of insurance assessing. Two things impress
me: the first that you have to wait a long time before you can give an
accurate final prognosis, and the second is the honesty of people. It
amazes me how very few malingerers there are. They have every
incentive to malinger when they come to see you as a compensation
case or when they come before a medical appeals tribunal, but if
you listen to the patient's story and then go into the hcspital case
notes, it is surprising what a very high percentage of them are
strictly truthful and honest.

Question: Do you think that orthopaedic consultants could learn
something from a panel of successful bone-setters about manipula-
tions which appear to be ignored and regarded with suspicion?

Mr Robson: The answer is " yes ". A little while ago a firm of
publishers sent me a French text-book with the request that I review
it and decide whether they should translate it into English. It was
about some surgeons in Paris who had become dissatified with the
results of their treatment of low back pain and disc syndromes, and
had gone to study manipulative treatment. They had sent over two
of their young men to the main osteopathic academy in the U.S.A.,
and the latter brought back a lot of these manipulations and
manoeuvres and endeavoured to putthem into orthodox practice with
reasonable and half-sensible indications for each one. It is a
fascinating book, and I sincerely hope that it will be translated into
English and that everybody will read it.

Question: What is Mills' manipulation?

Dr Newton: The treatment of tennis elbow has not reached its
final stages yet, but if I had tennis elbow which did not respond
immediately to local injections I would have a simple manipulation
before proceeding to have the tendon of my extensor carpi radialis
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longus lengthened surgically. Mills' name is attached to a manoeuvre
in which the common extensors are put on the stretch with fully
extended elbow, supinated forearm and flexed wrist, and just pulled
on with a result which is unknown but I suspect implies completion
of an incomplete traumatic degenerative lesion. The question of
where to go to learn manipulation is very difficult, and I think I must
say that if you go to a recognized " centre" you usually go to
someone with a mission. That is why one should keep a strictly
open mind and try and discuss these things on basic principles. In
your own area, in Newcastle and on Tees-side, quite a number of
people are using simple manipulative methods in the hospitals every
day. Manipulation under anaesthesia is of course essentially the
province of a surgeon who is prepared to go on and operate if
necessary, but a large number of orthopaedic surgeons and con-
sultant physicians in physical medicine are using simple methods in
trying to sort out the wheat from the chaff. I think you will find
that most rheumatism centres are using these methods; if you would
just go along to your local centre and find out what is being done,
you would probably get the answer you need.
Dr Hodgkin: The incidence of tennis elbow in our practice is

0.7-0.4 per thousand; it is not a very common thing from the
general practitioner's point of view.

Question: Only one speaker has mentioned fibrositis, which is no
longer a fashionable diagnosis. Does it exist? What is it? How do
you differentiate it?
Dr Hodgkin: Whether it is fashionable or not, the diagnosis of

fibrositis is very useful to the general practitioner, though I admit
that it is a rag-bag diagnosis. Incidentally, the incidence is 59 per
thousand over a four-year series in a practice of 5,000. It is one of
the ten commonest diagnoses, so it cannot be dismissed although I
agree that to define it is quite impossible. I analysed 20 cases of
lumbar fibrositis, and found that the age and sex distribution was
quite different from that in the sciatic type of pain. There were three
times as many women as men, the patients were younger, and the
duration of illness was much shorter. This makes one think that
fibrositis is something different. One of the reasons for the pre-
ponderance ofwomen may be that where there is a functional element
in a condition in general practice, it is more likely to affect women
than men, at least in a male doctor's practice. You have so often
to say, " I don't know" to a patient and to yourself, and with the
less worrying and less intelligent patient the diagnosis of fibrositis
lets you out. You don't want to explain the detailed mechanisms
of the tension state or how conflict leads to lowering of the pain
threshold, and fibrositis is a very useful label to let you out. If you
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abandon it, you will introduce something else. As to how you
differentiate it, I would not like to say. Local tenderness and pain
on movement are the two features I would record; if there is nothing
else I usually call the condition fibrositis and leave it at that.

Question: What is the most likely cause of sudden, agonizing low
back pain, occasionally although not always associated with the
stooping movement? May this be due to a disorder of the facet
joints, rather than the so-called slipped disc?

Dr Hodgkin: The obvious question is, who made this diagnosis of
a lesion of the facet joints? When I asked our local orthopaedic
surgeon what he thought about pain on getting up after sitting, he
said that he didn't think it was due directly to the disc, but that it
was due to a facet joint lesion. I thought: " How on earth does he
know? Has he ever looked inside anybody's facet joints? " But I
suspect very much this attempt to differentiate lesions too closely
without a good deal more much closer work. One of the ways of
doing this in general practice is by examining groups of cases from
different doctors and seeing whether diseases have a different age and
sex distribution. If a disease has a different age and sex distribution,
it belongs in a different category. Analysis of notes also suggests
that men come to you and tell you that a pain in the back was not
related to trauma, and then the next time they are seen they say it is
related to trauma. Although I agree about the honesty of patients,
this change in statement must be the effect ofcompensation; patients
are told by the trades union people that they must relate their pain
to an injury, and so there is a distortion of the facts. They think
about the little slip they had and relate the pain to it.

Question: In the diagnostic category of fibrositis, what proportion
of cases are in the hands and feet?

Dr Hodgkin: I would say that I very rarely diagnose it in hands and
feet. The chief places for fibrositis are the dorsal region, the region
between the scapulh, the upper limbs close to the trunk, and the
lumbar region.

Professor Keligren: I am particularly interested in this, because
this would correspond with what we used to term "pains of undeter-
mined nature " in our field survey. One of the reasons for this large
number of really undiagnosable conditions in the trunk, shoulder
girdles, pelvic girdles, and back is that you cannot examine them.
Examination of the hands and feet is easy; all the structures are
accessible. This may well be one of the reasons for this difficulty;
of course in practice you have got to give a condition a name, and
as long as you realize what you are doing with this name, fibrositis
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is as good as any other.
Dr Dudley Hart: I prefer to call it the " R.B. syndrome " myself,

then I know I am not fooling myself about a purely imaginative
pathology. I remember reading in an old book that the one
characteristic thing about fibrositis was that there was a normal
sedimentation rate.
Dr Newton: One becomes very chary of the diagnosis if a week

after a diagnosis of fibrositis of the chest is made, the patient dies of
myocardial infarction. I think a lot ofgeneral practitioners will have
had similar experiences.

Professor Keligren: Another thing nobody has mentioned is
epidemic myalgia.
Dr Hodgkin: I have not seen an epidemic of this at all, but only

isolated cases. Epidemics seem to be very rare, but when they come
they are obviously very striking.

INFLAMATORY POLYARTHRITIC DISEASE

I

Problems facing the General Practitioner

K. H. Pickworth, M.B., B.S. (Barnard Castle)

Inflammatory polyarthritis is a term for a group of diseases, some
of which are quite common. Seldom does a week go by without the
general practitioner seeing a patient suffering from a disease which
may be included under this heading. Since many of the diseases
which involve joints are of long duration, it is not surprising that
sooner or later problems arise, the alleviation of which falls particu-
larly into the province of the general practitioner. I practise in
Barnard Castle, which is a market town on the borders of County
Durham, and the North Riding of Yorkshire. My area, which is
crossed from west to east by the River Tees, extends for about ten
miles around the town. The sort of people I look after are farmers,
factory workers from the local Glaxo laboratories and from a leather


