STUDENT PRIZE ESSAY

A CASE OF RHEUMATOID ARTHRITIS*

A. BARABAS

Manchester

The role of the family doctor in the management of a disease
which requires the assistance of many medico-social services was
the most important lesson I have learned from this case.

Medical aspect

I was introduced to Mrs P. by her family doctor in June 1959.
A woman of 65, with stiff knees and deformed hands, Mrs P.
appeared to me younger than her age.

Her illness started in 1918, about one month after her only confinement.
She had an acute polyarthritis and received treatment including physiotherapy,
protein shock and 48 gold injections. The spasmodic, crippling, downhill
course could not be prevented, and she even remained bedridden, due mainly
to the condition of her legs, for two and a half years in 1941—43, .

At the time of the introduction of the National Health Scheme, Mrs. P.
became a patient of her present general practitioner who referred her to a rheum-
atologist. She began to attend the outpatient department of the local hospital,
being transported by ambulance.

By that time, July 1948, her hands were clawed by flexion contractures and
ulnar deviation of her fingers. The movements of her wrists were limited. Her
grip was, however, quite good. The mid-metatarsal joints of her feet were
immobile, and the toes subluxated dorsally. Her main trouble was the active
rheumatoid arthritis in her knees which were swollen, painful, hot, and held
in 15 degrees flexion. The other joints had a full range of movement, and were
unaffected. The laboratory investigations showed the basal sedimentation rate
to be 30mm. in an hour (Wintrobe’s method) and the haemoglobin 78 per cent
(11.5 gm/100cc.).

Cylindrical plasters were applied to both knees in order to rest and keep
them in a correct position. The family doctor was advised to give aspirin 4gr.
daily, but because it caused gastric upset he changed it to calcium aspirin in
the same dosage. An infected ulcer later developed underneath the plaster.

On the family doctor’s request the home nurse started twice weekly visits,
and the domiciliary chiropodist monthly attendances. Both these services are
still being used.

Domiciliary physiotherapy, a course of short-wave diathermy to diminish
the pain, and quadriceps exercises to rehabilitate the muscles were given twice
weekly for two months (July—August 1949).

Feeling less pain, and able to walk again Mrs P. was discharged from the
outpatient department and instructed to wear night splints for her knees (February
1950). The report sent from the specialist stated *“ Your patient is clearly slowly
improving, I have advised her to remain under your supervision . There was
indeed need for supervision. Mrs P. still spent most of the day sitting or lying

*This case commentary was awarded a prize in the Public Welfare Foundation
Competition for 1959.
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on the bed, and the minor but depressing complications of restricted mobility
such as constipation and sleeplessness had to be treated.

Later Mrs P. was much distressed by a severe dermatitis. Instead of exposing
the crippled patient to the inconvenience of an outpatient visit the doctor resorted
to domiciliary consultation. The condition was proved to be a primula sensi-
tivity, and the removal of the plant and application of salycilic acid ointment to
the affected areas cleared the condition.

In early 1952, her doctor wrote to the rheumatologist who had treated Mrs P.
in 1948/50. * She has battled on nobly, but her knees are tending to contract
again. Would you help her if you can? ” He also remarked in his letter that
¢ . she is dreading this appointment, so be as gentle as possible.” On the
specialist’s recommendation Mrs P. received deep-pool walking exercises as an
inpatient in the Royal Devonshire Hospital, Buxton for two months. When
discharged she was able to walk 100 yards with a stick. Later that year a bath-
chair was obtained for the patient through the Ministry of Pensions.

In 1954, butazolidin 400mg. daily was tried, but had to be discontinued
because of intolerance: headaches, vertigo and gastric disturbance.

In January 1956 cortisone had just been released to general practice. Her
doctor was aware that the drug was regarded unfavourably by the rheumatologist
in the local hospital, but even so, after explaining to the patient the possible
complications and gaining her co-operation, he decided to use it in 50mg.
daily doses. The response was dramatic. Within a few days the pain disappeared
and the mobility of the joints greatly increased. ‘ Life was worth living again *’.
Later she was given prednisolone 10mg. twice daily and she has remained since
on this preparation. Whilst on the corticosterone, cystitis and pneumonia
developed and were treated with the appropriate antibiotics. Apart from
verbal explanation, Mrs P. was given a pamphlet describing the proper conduct
of patients whilst taking corticosterones. She is not  moonfaced ** and has
not gained weight (weighs about 8st. and is 5ft. 2in. tall). There is no complaint
of indigestion, and, since she is more active, her bowels are regular. Her blood
pressure rose from 150/80 before cortisone to 200/105 after one year of treat-
ment, when (January 1957) serpasil Smg. daily was started, and has been
continued ever since. The present blood pressure reading is 190/95. Her
retinae show no pathological change.

The last laboratory mvest1gat10n (December 1958) showed the basal sedi-
mentation rate to be 20mm. in an hour. (It has never been below that level.)
The haemoglobin 87 per cent (12.8 gm/100cc.). The sheep cell agglutination
test (Ball’s method) positive, the urine tests negative, and the x ray of spine
without sign of osteoporosis.

During my recent visits I found Mrs P. cheerful and active. Her rheumatoid
arthritis is inactive, she hardly feels any pain. Much muscle wasting and ulnar
deformity remain.

Social aspect

I found the family very united, and apart from Mrs P. healthy.
There was no history of “ rheumatism * in the family. The married
daughter (aged 41) and her young children (aged 6 and 4) who
live in a neighbouring house spend hours with Mrs P. every day.
The son-in-law is a partner in Mr P’s carpenter’s shop. Mr P. is
71 years old and still at work. He showed me the toilet, and the
special chair with high seat and strong arms (figure 1) which he
made himself for Mrs P. The four rooms are clean and carefully
fitted with one-piece carpets. They have a bathroom and a kitchen.
For one day a week a cleaner comes to the house. “ She is better
off than us,” said Mrs P. The dirty linen is sent to the laundry.

Twice weekly the home nurse gives Mrs P. a bath, but otherwise
she is able to look after herself and do much of the daily work.
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The daughter finds time to do the shopping and helps to make the
beds every day, although busy with her own home and two young
children.

height of seat
Ot

In her free time Mrs P. reads library books, * mainly about doctors
and nurses ” and listens to the wireless. Her friends often come to
visit her from the neighbourhood. The family experiences no econ-
omic hardship, and for the past six years they have been able to
go on fortnightly summer holidays, usually to Blackpool.

In contrast the past was “ a struggle all along . In 1918, when
the illness started the patient and her husband lived with Mr P’s
mother, who for ten years kept the house for them and nursed
Mrs P. when required. Mrs P’s daughter was also brought up by
her and learned how to help with the housework when still very
young, “and had to stand on the chair to do the washing up ”’.
“The doctor’s bill was always coming > and medicine was also
expensive. Mr P. had to work overtime. He never smoked, never
went out with friends, and gave up his only hobby, bowling. His
employer left the business to him in 1930. In the same year the

Figure 1
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family moved to their present house.
Commentary

The precise diagnostic definition, and the aetiology of rheumatoid
arthritis are still lacking. Professor J. N. Kellgren’s recent studies
show, however, that it is a common disease in the north of England:
11 per cent of men and 27 per cent of women had had, or were
having the clinical disease to some extent in a sample of urban
population. The average age of onset is the forty to fifty age group,
and is much later than in Mrs P’s case. The disease produces
severe crippling only in 20 per cent of those affected. The outlook
is more optimistic even in these instances than it was a decade ago,
due to advances in physical and drug treatment.

The general practitioner’s decision to use the controversial
hormone therapy was well-warranted because all other measures
had failed, and the disease was becoming completely disabling.
He has to keep in mind now both the complications of the disease
and its treatment, and to prevent them if possible. The fact that
Mrs P. is not over-weight and has two straight but painless knee-
joints shows what can be done with a “ preventative outlook .
He alone has to guide the patient in the maze of new medico-social
services. Whilst always maintaining responsibility for complete
family care—both medical and medico-social, the family doctor’s
duty is to put his patient in touch with the appropriate agencies
when required. The management of Mrs P’s illness illustrates this
point (see figure 2).

FAMILY
DOCTOR

Figure 2
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One other point is worth mentioning. ‘ Dear Henry,” instead
of “ Dear Dr A.” was for instance the way letters started in the
correspondence between specialist and general practitioner. The
home nurse is on the staff of the same Health Centre as the family
doctor. No wonder the patient feels there is a unity amongst the
different people dealing with her.

The support Mrs P. receives from her family is considerable.
The loosely-knit family pattern is becoming general nowadays,
and members are more and more separated not only by distance
but by indifference. One has to point out therefore that a family
like the P’s can give great help economically to the nation, and
emotionally to its sick relative. Many of the services still available
are not used by Mrs P. because of this (home help, institutions and
voluntary organizations, etc.). Devotion to work, self-sacrifice
and puritanism seem to be characteristic features of the family.
It is a happy coincidence that even as a joiner Mr P. could help his
crippled wife. The presence of young grandchildren gives purpose
and happiness to the whole family.

Finally, I should like to emphasize how greatly these deserving
people were relieved from their burden by the introduction of the
National Health Service. Had it not taken place signs of strain
and perhaps friction would be observable today.

As for the future, the same vigilance will have to be maintained.
Hormone therapy in rheumatoid arthritis usually continues indefi-
nitely, and the problems of old age in both Mr and Mrs P. will
soon be added to that of the disease.

Summary

The clinical and social history of a rheumatoid arthritic housewife are
described.

There seem to be two important turning points in this case, the introduction
of the National Health Scheme and the hormone therapy.

The inter-action of chronically ill patient and her family is considered.

The paramount importance of the family doctor in the management of this
and any chronic disease is emphasized.

Thti( iliolc;ss&ssion of new drugs and new services make it necessary to develop
new skills.
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