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Medical Memoranda

Polyarteritis Presenting with Leg Pains

British Medical Journal, 1970, 1, 277-278

Polyarteritis (polyarteritis nodosa) is a multi-system connec-
tive-tissue disorder involving small and medium-sized
arteries throughout the body. Occasionally, however, the con-
dition is clinically localized to a few systems, such as skin and
muscle, and it appears that in these circumstances the disease
often follows a relatively benign course (Rose, 1957; Rotstein
and Good, 1958).

In this paper three cases of polyarteritis are presented in
which the initial and predominant symptoms were pains in the
legs. In two patients the lesions were confined to the skin and
muscles of the lower limbs, and in the third the arteritis
appeared to be localized entirely to the leg muscles, a finding
not previously described in the literature.

CASE 1

For several years a 47-year-old Italian man had been subject
to attacks of pain in altemate legs lasting for two to three days
and usually associated with the appearance of a rash. When seen
during the course of a typical attack he had a mild pyrexia (99-
100lF.; 37 2-37-8' C.), tenderness on palpation of the calf mus-
des, and an erythematous rash on the legs. The E.S.R. was
54num./hour (Westergren), and electrophoresis of serum proteins
showed raised alpha-2 globulin. Laboratory investigations: urine
and blood urea normal; haemoglobin 85%; W.B.C. 13,800/cu. mm.,
79% polymorphs; and rheumatoid factor, antinuclear factor, and
L.E. cells negative. Chest radiographs, intravenous pyelogram, and
electrocardiogram-showed nothing abnormal.
Biopsy of a skin lesion showed a subacute perivascular reaction

in the dermis associated with some oedema. Polymorphs were
frequent among the cells, and the appearance suggested polyar-
teritis. Biopsy of a calf muscle was normal, as were the muscle
serum enzymes, but electromyography showed changes consistent
with a muscle fibre lesion.
The symptoms were completely suppressed by prednisolone

22.5 mg. daily. When he attempted to reduce the steroid dose the
pain recurred, but after some months it was possible to reduce to
prednisolone 10 mg. and later 5 mg. daily without recurrence of
pain. On this dosage he has been well to the date of follow-up,
18 months from the onset of symptoms.

CASE 2

A 30-year-old male charge nurse had been affected by mild
generalized "rheumatism" for some years. For the previous three
months he had complained of gradually increasing pains in the
legs which were aggravated by standing and walking, and had
noticed red tender lumps on the legs. On examination there was
pronounced tenderness of the calf muscles, but no other abnor-
malities. Investigations showed: urine and blood urea normal;
haemoglobin 88%; E.S.R. 5 mm./hour; W.B.C. 8,200/cu. mm.,

normal differential. Electrophoresis of serum proteins showed
raised alpha-2 globulin; serum muscle enzymes showed raised
lactic dehydrogenase; and rheumatoid factor, antinuclear factor,
and L.E. cells were negative.

Biopsy of a skin lesion showed normal epidermis and perivas-
cular infiltration with round cells in the dermis, some vessels
showing panarteritis and areas of necrosis. Muscle biopsy was not
carried out on this patient and electromyography on the calf mus-
cles showed mild patchy myopathic changes.
Soon afterwards his symptoms settled without any specific

treatment. During subsequent years, however, he was troubled at
times with calf pains, which were sometimes accompanied by a
rash on the legs. The pains were always effectively relieved by
large doses of aspirin (up to 18 tablets daily). Three years later he
was given prednisolone 5 mg. daily in an effort to reduce the
frequency and severity of the attacks of leg pain, but this did not
appear to modify the symptoms. To date he has remained well in
himself and has developed no other manifestations of generalized
connective-tissue disease.

CASE 3

In 1961 a 40-year-old decorator had for six months noticed
stiffness and later pain in the calves, first on one side and then on
both, not accompanied by a skin eruption. The pain became pro-
gressively more severe and eventually he had to walk on tip-toe
as he was unable to put his heels to the ground while keeping his
knees straight. Examination showed brisk knee-jerks and ankle-
jerks, flexor plantar responses, normal sensation, and pronounced
calf tenderness. Electromyography at this stage and on several later
occasions showed no abnormality. The blood count, E.S.R., and
electrophoresis were also normal, and a biopsy specimen of a calf
muscle was reported as showing "subacute focal myositis." Though
it was not possible at this time to make a certain diagnosis, he was
given dexamethasone 1.5 mg. daily, as it was thought that he had
a form of systemic connective-tissue disorder; his symptoms im-
proved within a week. Five months later he stopped the drug of
his own accord, and as he remained symptom-free this was not
restarted.
He was then lost to follow-up, but returned two years later

with recurrence of leg pains; he also had pain and tenderness in
the thigh muscles. Investigations showed: urine and blood urea
normal; haemoglobin 84%; W.B.C. 5,000/cu. mm., normal dif-
ferential; E.S.R. 24 mm./hour; electrophoresis of serum proteins
normal; rheumatoid factor, antinuclear factor, and L.E. cells neg-
ative; serum muscle enzymes normal; and skin biopsy normal. A
calf muscle biopsy was again carried out: it showed panarteritis of
medium-sized arteries, with disruption and atrophy of adjacent
muscle fibres (see Fig. 1). Betamethasone 1-5 mg. daily was
given, again with symptomatic relief, and he had to maintain this
dose in order to remain symptom-free. He remained well until
1965 when he again defaulted, and has not been seen since.

DISCUSSION

These cases of polyarteritis illustrate that the disease may be
confined to muscle and skin and that it may present with pain
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in the legs. The pathological process was confined to vessels
supplying the leg muscles and the skin in two cases and to the
leg muscles alone in one case. In each case the subsequent
course of the disease was benign, in that there has been no
evidence of visceral involvement and no clinical deterioration
has appeared during the period of follow-up.
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Cise 3. Histological section of biopsy specimen from calf
muscle.

The leg pains were always severe at the onset, and were
aggravated by standing and walking. The histological and
electromyographic changes of myopathy were always of mild
degree, being secondary to the arterial changes-for example,
in Case 3 the myopathy occurred only in proximity to involved
arteries and the electromyogram was normal on several occa-
sions. In primary polymyositis, where therc are definite myo-
pathic changes, muscle contractures occur at an early stage and
electromyograms are definitely abnormal. Unlike polymyositis
(and other forms of myopathy) leg pains in polyarteritis appear
to be associated with active arteritic lesions and not with the
relatively minor degree of associated muscle involvement
which sometimes occurs. Possibly the pains are partially due to
muscle ischaemia consequent on complete or partial arterial
obliteration by endarterial thickening.

Generalized polyarteritis often presents with pain in muscles
and around joints. Rose (personal communication) has stated
that out of 111 cases of polyarteritis studied 14 had muscle
pains as an initial manifestation, most often in the legs. Six of
his patients had cutaneous polyarteritis of the legs, with or
without muscle and joint pains, which remained as the only
manifestation of disease for months or years. Rotstein and
Good (1958) followed a case in which the manifestations were
limited to skin and muscle for 11 years, and in reviewing the

literature-including accounts by Lindberg (1931) and Boyd
(1940>-they suggested that so long as the viscera are not
affected the condition can be considered benign and eventual
cessation of the active disease process may be anticipated.
They stated that in such cases systemic steroid therapy does
not appear to ameliorate the symptoms or the pathological
process, and that prolonged high doses of systemic corticos-
teroids should be reserved for the severer forms of the disease,
particularly when there is cardiorenal involvement. In one of
our patients (Case 2) steroids had no beneficial effect on the
symptoms, but in the others relatively small doses produced
adequate clinical improvement.

Polyarteritis must therefore be considered as one possibility
in patients presenting with leg pains at rest, on st ing, or on
walking (claudication). The conditions causing "muscular
pain" most frequently encountered are perhaps polymyositis,
vascular intermittent claudication, thrombophlebitis, and pain
and tenderness referred from root pressure due to prolapsed
intervertebral discs. "Vasculitis" is a non-specific term em-
bracng a large variety of disorders (many not well understood)
of the arteries and veins, rangng from self-limng "allergic"
arteritis through erythema nodosum, nodular panniculitis,
localized nodular vasculitis, and finally to the full-blown pic-
ture of polyarteritis nodosa.
When polyarteritis is suspected a biopsy should be per-

formed in order to establish the diagnosis, particularly as lab-
oratory investigations may not be revealing in the early stages
of the disease. When there are cutaneous manifestations a skin
biopsy more often gives positive evidence than does a random
muscle biopsy (unless, as is rarely the case, nodules can be
discerned clinically because in a large proportion of cases-
up to 87% according to Maxeiner (1952)-muscle biopsies do
not reveal arteritic lesions in this condition.

I wish to thank Dr. E. J. Leiper and Dr. I. MacDougall, phy-
sicians to hospitals of the Harlow Group, for permission to report
on two of these patients who were referred to me for consultation.
Dr. J. H. Jacobs, of the North Middlesex Hospital, London, kindly
gave permission to include the other patient. I also thank Dr.
A. St.J. Dixon, of the Royal National Hospital for Rheumatic
Diseases, Bath, for kindly reading the paper.

D. N. GOLDING, M.D., F.R.C.P.I., D.PHYS.MED.
Consultant in Physical Medicine and Rheumatology, Princess Alexandra

Hospital and Harlow Group, Hertfordshire and Essex.
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Alcohol-induced Hypoglycaemia

in Childhood

British MedicalJournal, 1970, 1, 278-280

Severe hypoglycaemnia as a result of ingestion of alcohol in
adults has been reported (Madison, 1968) and a similar con-
dition is known to occur in childhood. It has been described
in 12 children from different parts of the world, and three of
them died. This article records an instance of this condition in
a child and is the first to be described in this country. As
there may have been a specific idiosyncrasy the effects of
alcohol ingestion after an overnight fast on the blood levels of
glucose, insulin, and cortisol, both in the affected child and in
two sibs, have been studied.

CASE HISTORY
A boy aged 2 years 7 months, appeared well to his father at 7.15

am. but was found to be drowsy by his mother two hours later.
He had had nothing to eat since the previous evening. He was
taken to hospital 45 minutes later, where he was found to be
semiconscious, and was then transferred to the Queen Elizabeth
Hospital for Children. On examination he was well nourished,
drowsy, and continually falling asleep, though he could speak co-
herendy when roused. He moved all his limbs spontaneously, the
tendon reflexes were all present, and the plantar responses were
flexor. His rectal temperature was 95-4°F. (35 2°C.). His mother
denied that he had taken any medicine or drugs during the pre-
vious 24 hours. Despite her contention gastric lavage was carried
out and a red liquid smelling strongly of wine was produced. The
mother was not surprised, as the whole family took wine regularly
with their meals. It transpired on further inquiry that the patient
and his older sister had drunk about 500 ml. of Beaujolais between
them at about 8.30 a.m. on the day of admission.
He remained sleepy but rousable until 1.30 pm., when he began
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