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Dr. D. C. GRAHAM (Toronto) spoke on ankylosing
spondylitis. Most Canadian physicians now considered it
to be a separate entity from rheumatoid arthritis. The
incidence was highest in males. In two-thirds of the cases
the onset was insidious, the majority complained of back
pain, and about 15% had acute peripheral joint involvement.
The fundamental treatment was a strict regime of rest
combined with controlled exercises and maintenance doses
of salicylates. Phenylbutazone was a useful adjunct. Deep
x-ray therapy was helpful for pain, but it did not cure the
disease and had dangerous side-effects, such as leukaemia.

Short Papers
The chairman, Dr. J. F. L. WOODBURY (Halifax, Nova

Scotia) introduced Dr. F. P. DEWAR (Toronto), who spoke
on the problem of painful feet. He considered that 80%/
of painful foot troubles began in the fore-foot. After the
acute stage deformity was the main trouble and was
generally due to atrophy or malfunction of the small
muscles of the foot. He emphasized that patients should
be referred early for surgical opinion, as minor orthopaedic
procedures could be extremely helpful in painful foot
deformities.

Dr. J. S. CRAWFORD (Toronto), in discussing the principles
of rehabilitation for the arthritic patient, emphasized the
importance of complete bed-rest in the acute phase. Well-
moulded rest-splints should be applied and maximum move-
ment of all joints performed twice daily.

Dr. R. J. G. SINCLAIR (Edinburgh). in discussing diagnostic
problems in a rheumatism clinic, described the classification
of 5,781 patients examined over the last ten years. Seventy-
two per cent. had articular involvement, while in 230% the
symptoms were considered to be non-articular in origin.
Although the remaining 5% presented with musculo-skeletal
pain the primary disorder was found to be elsewhere than
in the musculo-skeletal system. Selected cases illustrating
some of the difficulties and problems of diagnosis were
presented. Physicians should be very careful before labelling
their difficult cases with the term "rheumatism" or
"psychoneurosis."

Dr. G. D. KERSLEY (Bath) discussed current views on
gout. Treatment fell into four categories: advice on
general regime and avoidance of trigger factors; physical
management during and between attacks; the medicinal
control of acute attacks with colchicine and phenyl-
butazone; and the use of the uricosuric drugs, salicylates,
probenecid, " longacid," and G.28315 (" anturan "). Of
these four uricosuric drugs. anturan appeared to be more
potent without troublesome side-effects. Its effectiveness
did not appear to be impaired after two years' treatment.
It was indicated in hyperuricaemia or if attacks increased in
frequency. It should be supplemented by colchicine for the
first six weeks and by phenylbutazone for the first few days
of the attack.

Dr. A. G. S. HILL (Stoke Mandeville) described laboratory
tests and prognosis in rheumatoid arthritis. He considered
that the prognosis in any one individual case could not be
predicted with accuracy. The Rose-Waaler test (or one of
the related serological reactions) gave useful guidance,
especially if repeated several times.

Panel on Treatment of Rheumatic Diseases
The chairman, Dr. A. W. BAGNALL (Vancouver),

introduced the panel members. For the relief of pain
Professor R. E. TUNBRIDGE (Leeds) considered the salicylates
extremely valuable, small doses of codeine as in tab. cod.
co., B.P., helpful, but pure codeine and pethidine
inadvisable. The toxic effects of gold therapy were not
negligible and death from agranulocytosis might ensue
many years after the last-administered dose. Dr. F. DUDLEY
HART (London) thought that steroid therapy should not be
started unless full basic conservative measures were
available. Deep x-ray therapy produced lasting effect in

ankylosing spondylitis, and the danger of leukaemia might
be due to excessive dosage.

Dr. J. N. SWANSON (Toronto) considered phenylbutazone
a very useful drug in selected cases and fouind few side-
effects at a daily maintenance dosage level of 200-300 mg.
The main danger was unpredictable gastro-intestinal
bleeding. Professor F. S. BRIEN (London, Ontario) discussed
the indications and benefits of intra-articular hydrocortisone
therapy, which he felt were limited. Dr. BAGNALL spoke
briefly on his six-and-a-half years of experience in the use
of the chloroquine group of drugs. He was convinced of
their efficacy.

- SECTION OF TROPICAL MEDICINE

Thursday, July 23
Anaemia in the Tropics

With the president of the Section, Sir ALEXANDER BIGGAM
(Edinburgh) in the chair, Dr. R. H. GIRDwooD (Edinburgh)
opened the discussion on anaemia in the tropics. He dealt
in particular with the macrocytic anaemias.

Megaloblastic anaemia was caused by deficiency in
vitamin B12 or folic acid, or both. An important factor was
the destruction of folic acid by cooking. The uncooked
diet of a low-income-group Indian might contain 91 pg. of
folic acid: after cooking there might be 7.85 plg. The
corresponding figures in Britain were 106.2 and 56.3, and
folic-acid deficiency was rare. Other causes of
megaloblastic anaemia were pregnancy, malabsorption,
malaria, and bleeding. Pyrimethamine was a folic-acid
antagonist and could cause megaloblastic anaemia when
given over a period.

Indian troops seen by Dr. Girdwood west of the
Brahmaputra had iron-deficiency anaemia, and those seen
east had megaloblastic anaemia. The causes were probably
sprue, dietary deficiency, and malaria acting on men who
had an initial mild iron-deficiency anaemia. The conclusion
to be drawn from many published observations was that
there was a multiplicity of factors which had to be untangled
before the true cause of a macrocytic anaemia could be
established.

Iron-deficiency Anaemia
Professor A. W. WOODRUFF (London) said that this was

a major health problem in the tropics. Of 40 unselected
male and 40 female patients examined in Nagpur, half the
males and all but seven of the females had haemoglobin
values of less than 10.15 g.%. Of 1,151 deliveries there in
1954, 178 of the mothers had a haemoglobin value of less
than 8 g.%, and in 39 the value was less than 3 g. It was
the same in other parts of India.
There was no evidence of a widespread iron-deficiency

in the diets of tropical peoples to explain the prevalence
of iron-deficiency anaemia. Interference with iron
absorption by phytates was of doubtful importance: more
important was the bulk of tropical diets. Bacterial
infections could cause microcytic hypochromic anaemia,
and malaria was an important cause of anaemia. And yet,
although no patients with malaria were seen in Mauritius
in 1953, the incidence of anaemia had almost doubled.
Unless the diet of a woman of child-bearing age contained
approximately 20 mg. of iron a day there would probably
be a negative iron-balance. Growing children also were
very precariously balanced.

Abnormal Haemoglobins
Dr. H. LEHMANN (London) discussed the problems in

recognizing and classifying abnormal haemoglobins. The
most important method in the differentiation of haemoglobin
variants was that of electrophoresis, but this technique was
fallible. The time was approaching when it would be
possible to define a haemoglobin variant on the basis of its
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molecular structure. Meanwhile, however, more general
procedures would have to be applied.
As a temporary solution, until an actual chemical

classification of haemoglobins could be produced, the
following general nomenclature had been proposed by Agar,
Lehmann, and Vella. They divided the haemoglobin into
two major groups: foetal and adult variants-the former
showing an ultra-violet spectrum of the foetal type and
including haemoglobin F, the pigment of Fessas and
Papaspyrou, " Bart's," and " Alexandra." The adult
variants were divided into six groups according to their
electrophoretic behaviour on paper electrophoresis at
alkaline pH.

Dr. A. B. RAPER (Bristol) spoke of the vigorous growth
of information on abnormal haemoglobins during the last
ten years. The British Medical Journal had been a vehicle
for many reports, and its well-informed leading articles were
receiving world-wide recognition. There were only four
haemoglobinopathies of widespread clinical importance:
diseases associated with haemoglobins S, C, E, and with
thalassaemia. Sickle-cell disease could be homozygous
(sickle-cell anaemia) or heterozygous when associated with
haemoglobin C or thalassaemia.
The chance observation by Griffiths in 1955 that sickling

was inhibited by biscoumacetate (" tromexan ") was a

promising start in treatment. Special interest centred upon
trait carriers because they held the key to the question of
why the sickling gene was conserved despite its consistent
depletion through homozygous deaths. All the best evidence
favoured the hypothesis that trait carriers were protected
against falciparum malaria.

Sickle-cell Disease in West Africa
Professor G. M. EDINGTON (Ibadan) said that in West

Africa about 30% of the population were carriers of the
haemoglobin S or C traits. The incidence of haemoglobin
C was highest in Northern Ghana and the Haute Volta
region; it declined towards the east, south, and west. As
C declined S rose, so that the combined incidence of the
two remained at approximately 30%. The most common
types of diseases were sickle-cell anaemia and sickle-cell
haemoglobin C disease. Sickle-cell thalassaemia, however,
was not a rarity.
One special problem of sickle-cell disease was the

selection of donors for blood transfusion. Of 6,335 donors
34 with haemoglobin SC disease and 15 with haemoglobin
C disease had been discarded, but sickle-cell trait blood was
accepted. However, Professor Edington felt rather worried
about the use of this blood for exchange transfusion in
severe anaemias of pregnancy. There was no doubt that
the abnormal haemoglobins imposed a heavy burden on a
transfusion service in a country where the incidence was
high, as in Nigeria.

Friday, July 24

Tropical Diseases Outside the Tropics
With the president of the Section in the chair, Professor

B. G. MAEGRAITH (Liverpool) opened the discussion by describ-
ing his experience of malaria in the United Kingdom. There
was a great deal of it immediately after the second world
war, and there was a recurrence after the Korean campaign.
It was not sufficiently appreciated that benign tertian malaria
relapsed when the preventive drug was stopped. A patient's
geographical history was important. Malignant tertian
malaria was often misdiagnosed as influenza. It was always
worth eradicating malignant tertian malaria: energetic
treatment with any schizonticide was effective. Whether
it was worth treating benign tertian malaria had to be
decided on individual merits. Malaria was still indigenous
to this country: in Warrington there had been a case of
vivax infection in a man who had never been abroad but
who lived near an American airport.

J Amoebiasis
Sir GEORGE MCROBERT (London) discussed amoebiasis.

"The parasite was of no import unless an import"-
indigenous strains being non-pathogenic. 2% to 5% of
people in Britain were carriers of indigenous Entamoeba
histolytica. In the tropics the parasite could live as a
commensal in the gut contents, with no tendency to invade
the tissues, but in circumstances not yet fully understood it
could eat its way into the mucosa and submucosa.
Vegetative forms might find their way into capillaries and
venules, reaching liver, lung, and brain. It was still not
possible to differentiate between pathogenic and harmless
strains by means of the microscope, but forms producing
cysts or less than 10 u in diameter were non-pathogenic.
The number of cases notified from 1949 to 1956 was just
under 50 per annum. In 1957 the figure was 63, and in
1958, 170. Immigrants from Pakistan, Africa, and the
Caribbean increased the number of infections detected. The
relatively high death-rate among cases notified must mean
that milder infections were not reported.
Any treatment might cause a temporary disappearance of

cysts, but it was not safe to exclude amoebiasis unless three
stools were negative, one passed after a purge. Unless the
patient was exposed to reinfection, amoebiasis had a good
prognosis and was a curable disease. Fatal results could
ensue in exploration of the liver by needling if preliminary
treatment by emetine was not given. Emetine bismuth iodide
was still the best eradicator, but there were now new
amoebicides on the market which could be given to ambulant
patients. .

Filariasis
Professor W. E. KERSHAW (Liverpool) said that of several

hundred of filariae half-a-dozen lived in man. It was likely
that tropical eosinophilia was a filarial disease due to an
aborted infection with animal filariae. The most important
thing was that filariasis could be controlled; it was no longer
out of hand. The diagnosis of filariasis must be kept in
mind when people from the tropics were being examined.
Professor Kershaw knew of a Nigerian student who had
complained of "worms moving under the skin," and had
been diagnosed as a schizophrenic.

Intestinal Helminths
Dr. F. J. WRIGHT (Edinburgh) said that the only common

intestinal worm in this country was the threadworm, and there
was a danger that a complaint of worms might be considered
synonymous with threadworms, and treated ineffectively.
The most common intestinal helminth, other than the thread-
worm, brought to this country from the tropics was the
hookworm. Adult forms could survive untreated for many
years. Ascaris was often symptomless in light infections,
but might be a factor in urticaria or even asthma, as well
as the explanation of eosinophilia. Strongyloides was long
considered relatively non-pathogenic, yet discomfort and, at
times, distress were caused to sufferers by the creeping
eruptions. The most effective treatment was the newly
introduced drug dithiazanine iodide (" telmid ').

Taenia saginata and Taenia solium were acquired from raw
or uncooked beef or pork respectively. T. saginata from
beef was much the more common. So harmless was it that
in countries such as Kenya, containing both meat-eating and
vegetarian tribes, the possession of a tapeworm could be
taken as a hallmark of good nutrition. Treatment with
Filix mas or mepacrine was effective.

T. solium produced little more disturbance than T. saginata
in the adult stage, but the larva gave rise to cysticercosis.
The numerous cysts in muscles produced no disability, but
when scattered in the brain they could cause death. The
symptoms were most commonly fits. If, however, the patient
could be tided over this stage by sedatives and anticon-
vulsants, he could survive, and the fits, after a time, could
cease. Increased intracranial pressure, due to swelling and
absorption of the cysts when the larva died some five to

seven years after invasion, had to be relieved surgically.
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