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creaking knees remain to be treated for a disease that is probably
degenerative in origin. " Early osteoarthritis " is the only satis-
factory diagnostic label available at the present time.

In general practice and in medical practice as a whole we are
really like the child who when he learns the piano will only play the
pieces that he knows. His progress suffers because he does not
realize all the wonderful music that is round the corner if he is only
prepared to concentrate on the difficult pieces instead of the simple
ones he is good at playing.
We have got to explore the underwater portion of the diagnostic

iceberg that lies mainly in general practice. Professor Kellgren has
shown how this can be done for arthritis. I would like to see
greater co-operation between consultant and general practitioner in
studies of this kind which concentrate on the early natural history and
diagnosis of disease outside hospital.

II

Diagnosis and Management of Osteoarthritis
F. Dudley Hart, M.D., F.R.C.P. (London)

The problem that I have to talk about today is the diagnosis and
management of osteoarthritis. Professor Kellgren made it very clear
that a lot ofpeople have degenerative change, osteoarthrosis, without
symptoms. I am going to confine my remarks to those patients with
symptoms, defining osteoarthritis as a degenerative condition of
bones and allied structures of joints giving rise to pain, stiffness,
restriction of movement, weakness, impaired function, and with it, of
course, the depression and the psychological upset that goes with a
chronic or persisting or recurring pain; in addition, there is commonly
muscle wasting and sometimes joint swelling. This painful syndrome
in association with degenerative changes is triggered offand aggravated
by trauma and other factors. Degenerative changes in the radio-
graph alone do not in my opinion warrant the diagnosis in the
practical field of therapeutics; those people therefore who say that
the sabre-toothed tiger or the brontosaurus had osteoarthritis must
have the faculty of hearing the tortured screams of these beasts
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across the thousands of years lying between us and the cave.

This is a painful syndrome, and very often the pain precedes any
radiological change. Quite often the pain is worst at this early
stage, because it arises in the soft structures, the capsule in particular,
around the joint; those ugly hooks and bars and flying buttresses in
the x rays mean very little in terms of the actual, painful syndrome.
The disease itself may appear in a diffuse form, affecting many
joints, as described by Professor Kellgren about 12 years ago. This
form is commoner in ladies around the menopause, and may be
quite painful. They may have hot, swollen, red, distal interphalangeal
joints; terminal joints so hot and swollen that they feel that there is
something to let out (and there is), and they stick needles into the
swelling. You can assure these ladies that the pain and acute un-
pleasantness does fade, It is not just a matter of a progressive
degenerative change, and the symptoms always subside. In contra-
distinction to this, there is the localized osteoarthritis secondary
to previous changes; old fractures, old slipped epiphyses, old
Perthes' disease, anything that alters the local joint set-up may in
later life be followed by localized osteoarthritis. The wicket-
keeper's hands are a very good example in this country; this fellow
with multiple, traumatic, " bashed" joints developed osteoarthritic
change in the region of these joints with singularly little disability.
The old wicket-keeper has a perfectly functional hand although it
looks like nothing on earth.
The disability in localized osteoarthritis lies primarily in pain;

functional disability comes second, and much of the dysfunction is
due to pain alone and not to deformity. This pain which is the
major disability depends greatly on other factors. Where is the
pain threshold, and if it is lowered, why? It is affected not only by
the extent of the disease itself, but also by the patient's happiness or
unhappiness, amount of solitude, depressive state, faith in the doctor
or faith in anything else, and a number of other factors. I have
been impressed by the number of widows who from the time of their
widowhood suffer over many years. It is the solitude and the feeling
of having to cope without assistance that often brings the patient to
hospital, the condition having been there for a long time before. So
therapy can only be considered in the light of our knowledge that
there is not only a painful process, but also a person behind the
gnarled joints.
The joints affected in osteoarthritis are most commonly the hands.

These show Heberden's nodes, the terminal interphalangeal joints
are swollen with the terminal phalanx slightly angulated towards
the middle line, and the base of the thumb is squared off, so that the
normal, gentle convex swelling at the base of the thumb is flattened
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out. These hands are clumsy and function is impaired; they may be
acutely painful in the early stages but the pain diminishes, so that,
although Mother has pain in her fingertips Grannie usually hasn't.
Bouchard's nodes, that is, osteoarthritic changes in the proximal
interphalangeal joints may be present as well as the terminal joints
and changes in the metacarpophalangeal joints may also be present,
though less commonly. A patient with rheumatoid arthritis can
develop secondary osteoarthritic changes later, and vice versa;
there is nothing to stop a patient with osteoarthritis developing
active rheumatoid arthritis on the basis of the old damaged joint.
Very commonly the osteoarthritic patient can hardly move her first
metacarpal at all on the carpus, but the range at the metacarpo-
phalangeal joint is increased.

Hip changes may be part of the more generalized pattern of
osteoarthritis in the lady in her fifties or early sixties, or they may be
secondary to local traumatic changes. A very characteristic picture
in x rays is the drift laterally of the femoral head, with new bone
laid down on the inner side ofthe neck. The thing that impresses me
about these patients is that they can still flex the osteoarthritic hip
joint completely because they sit down every day. The movement
that is repeated frequently can be done, but rotary movements and
abduction may be completely lost. The movement that has to be
done is done, and even with a very bad hip it is common to find
perfect flexion with all other movements minimal. Of all joints the
hip causes the most trouble and is the most crippling. Its involve-
ment in more than half the cases is secondary to local damage or
local anatomical change. One unusual example of this was seen in a
lady who had metastases in her pelvis in 1948 from a carcinoma ofthe
breast. As the years passed she developed considerable secondary
change in that joint. She is still alive and still overweight. She has
had her malignant metastatic disease for 15 years now, and has
developed secondary osteoarthritis in the hip adjacent to the meta-
static disease: today she is suffering from secondary osteoarthritis
and not from her neoplasm.
What can we do about osteoarthritis? The first and most

important thing is to have a good talk with the patient (this is
frequently not done) and explain that there are all sorts of arthritis
but that her particular one is osteoarthritis, which although un-
pleasant and to a degree crippling is not a killing disease and is not
rheumatoid arthritis. This has to be made clear, because the patient
looks upon any one arthritis as the same as any other arthritis. So
we are inclined to spend quite a long time with the patient at the
first attendance, giving her a little handbook on osteoarthritis which
explains among other things that it is not due to acid or a whole lot
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of other causes her best friends tell her all about. She has a chronic,
unpleasant, painful disease which she will have to live with, and it is
just as well that she should know what she has to live with and
something about it. Secondly, she is told that keeping still too long
is just as painful and unpleasant and aggravating a factor as being
too vigorous, and that she has to devise a balance between inactivity
and overactivity. If she is watching television or sitting in a cinema
it is much to her advantage to change position repeatedly and move
around quite a bit; through the day, periods of rest with periods of
gentle activity between are extremely good. Often you will find
that the aggravating factors are not only major traumata, like
working vigorously in the garden, but also sitting still too long or in
cramped positions and long car rides. All these factors the doctor
must go into. I think that the active patient, the gardener let us say,
gets a much better end-result. In my experience, the gardener or
farmer has less trouble with osteoarthritis as the years go by than the
city worker or desk worker who is very still for five or six days in the
week, goes hard at it in the garden for a few hours over the weekend,
and traumatizes himself over a short period.

Patients should be given full instructions about what to do and
what not to do in their own homes, how to cope with stairs, how to
adapt chairs, and so on. A little home physiotherapy in the form of
simple heat followed by exercises or sometimes the use of wax is
helpful, but usually only to a moderate degree; you find quite often
that the patient has great faith in simple placebos and in most cases
you let these go on. I have been amazed at the number of patients
who like to use red flannel kneecaps; these cannot do very much,
but patients have faith in them. It is advisable to persuade an obese
patient to lose weight, but you cannot really tell him that he will
lose his arthritis as a result. You aim to put him on a reasonable
diet and get the weight reduced reasonably, but it is also important
to make quite sure that lonely people who cook for themselves are
being adequately nourished. I have seen three cases of scurvy, two
in old lady tea-drinkers and one in an alcoholic old gentleman, all
living alone.

A third point is most important, as we discovered the hard way
Old people come into our wards with coronary disease or pneumonia
and we have them in for a month or so getting over their cardiac or
pulmonary condition and then another month getting over the
aggravation of their osteoarthritis through immobility. We now
have a regular system of exercises and physiotherapy as soon as the
acute part of the illness is over. This is yet another reason for early
mobilization. I have what you might call a kinetic approach to this
disease. I am in favour of the patient's being gently mobile. I
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would much rather have him gently on the go than just sitting around
the place feeling sorry for himself.
You may remember the lovely scene in a pre-war revue in which a

comedienne held up her x-ray picture for all the others on the front
at Torquay to see and said: " You see those bits that are black.
Well, the doctor says they ought to be white ". My point in
emphasizing the unhelpfulness of x-ray pictures is that the terminal
joints of old ladies' hands usually do show some osteoarthritic
changes. I would regard every neck over the age of 60 as probably
showing degenerative changes. If there are any symptoms and a
radiograph shows the anticipated senile changes, the two may be
considered related and the patient told she has osteoarthritis when in
fact she has an anxiety state or a depression or something else. It
makes for diagnostic clarity if, even if there are changes in the
radiograph, you assess them very carefully in relation to the symp-
toms. The main purposes of radiography are: (1) to show the extent
of the degenerative disease; (2) to make quite sure that there is
nothing else there in the shape of metastases or any other disease
process; (3) as a preliminary to surgery.

Analgesics are important. I shall not go into the large number of
simple analgesics available, but carefully used at the right time they
are very helpful. I find that in osteoarthritis of the hip phenyl-
butazone and oxyphenbutazone are most effective, largely because
they exert an even and long-term action instead of the on-and-off
action you get with the salicylates. I never give more than 400 mg.
a day of phenylbutazone or 500 mg. a day of oxyphenbutazone, and
keep the dose to the minimum which gives the patient ease. If it
doesn't work at that top level dosage, I stop it. Side-effects occur
in about 20 per cent of patients, with a rather lower incidence in
osteoarthritis than in rheumatoid arthritis; these include dyspepsia,
skin rashes, oedema, and buccal ulcers, but you only very rarely see
blood changes though neutropenia and aplastic anaemia have been
reported. Paracetamol is useful for those with sensitive stomachs,
and we also use what we call in hospital " weed-killer 1 " and " weed-
killer 2" for the very bad, painful episodes. " Weed-killer 1 " is
15-20 grains of aspirin with 10 minims of tinct opii; "weed-killer 2"
for those with sensitive stomachs, is 2 G. of paracetamol with 10
minims of tinct opii. We do not like using phenacetin because it
is under suspicion as possibly causing renal damage. It is not much
better than salicylate, and we prefer to leave it out; we dropped it
from oul tab. codein. co. at the hospital six years ago. This saves us
£100 a year and the patients do not get phenacetin side-effects.

In addition, treatment of the psyche is important. Regular visits
to a sympathetic physician help a good deal. The physiotherapist
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herself is perhaps just as useful as the form of treatment she gives,
and quite often if you have doubts about the patient's mental back-
ground your psychiatric consultant will be very helpful in advising
whether one or other particular substance such as Nardil or Tofranil
will help in this particular case. But, to finish, one must emphasize
that in a chronic painful condition some time must initially be spent
in telling the patient what disorder she suffers from and what she
should and should not do about it.

Hi

The Scope of Manipulative Treatment

D. R. L. Newton, M.R.C.P., D.PHYS.MED. (Middlesborough)

Many medical practitioners assume an attitude of healthy
scepticism whenever the term " manipulation " is mentioned. They
may not be averse to ordering " passive stretching " or " passive
movements" as part of their prescription to a physiotherapist, yet
would strongly deny any suggestion that they were thereby employing
manipulative methods of treatment. If these methods were not on
the whole successful when applied to suitable cases, a large number
of lay practitioners and a rather lesser number of medically qualified
men would be unemployed, because inevitably any form oftreatment
will fall into disrepute if it produces a sufficient number of poor, or
frankly bad, results and this has nothappened in the case ofmanipula-
tion. The consideration of manipulative methods of treatment may
engender distaste in the minds of many of us for several reasons.
This is something we were not taught anything about as students,
and since qualification we have met it only secondhand from those
of our patients who admit that they have been to a lay manipulator
and have returned to us either cured, which can be very aggravating
after our failure to help them in the past, or worse than they were
and asking for our forgiveness and further help.
When discussing this subject dispassionately, we must have a good

working definition, and I would suggest that manipulation be
regarded as the production by the operator of a movement at a joint
which is not attainable by natural active means on the part of the
patient himself at the material time. In terms of pathological


