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be seen immediately, even though this means that the team
is a man short for a few minutes. If the player hobbles about
on the field of play until half-time the doctor will probably
find a diffuse, swollen, tender area too large for an accurate
diagnosis to be possible. If the tender area is fairly large
immediately after injury the damage must be considerable
and the player should come off. Local tenderness is usually
the result of an incomplete tear of a musculo-tendinous
structure or a ligament-the sort of injury that would not
keep a sedentary worker away from his job. The symptoms
from these lesions can be suppressed by the local injection
of a small dose of 2O% lignocaine and a corticosteroid.
Prophylactic strapping should be applied if possible; but
there is no way of effectively strapping a knee which will
permit enough mobility for a player to return to the game.
The speed of return to match fitness depends on the initial

fitness of the player and on the intensity of his treatment, as
well as on the nature of the injury. Professional footballers
are very valuable. A reasonable " price " for the 22 players
composing the England team and reserves would be £21m.
There are therefore powerful economic motives to minimize
the chances of long-term ill effects from injuries. An injured
professional athlete is at the disposal of his doctor for the
whole day, and will start treatment early in the morning and
undergo a varied programme of therapy until late afternoon.
During this time he might have three periods of short-wave
diathermy and two periods of exercises as well as physical
training. A patient in a below-knee plaster can still skip, do
press-ups, and take part in organized games with fellow
casualties. When he comes out of plaster he should still
be fit.

If an effusion is found on examination of an injured joint
it should be immobilized until the effusion has resolved.
Careful and thorough tests of function are carried out before
the player returns to full training. Even so, chronic joint
disease occurs in players at the peak of their careers. Arthritis
and loose bodies may be found in a knee or ankle, and degenera-
tive disease of the cervical spine seems to occur more often in
professional footballers than in the rest of the population,
perhaps as a result of injuries from heading the ball. When
a doctor finds evidence of chronic joint disease it is his
duty to advise the player of the long-term outlook and the
likely effects of his continuing to play the game at a
professional level.

Intradermal Tests with Leucocytes
The role of leucocytes in transmitting the capacity for
immunological reactions has been studied since M. W. Chase'
reported in 1945 that tuberculin sensitivity can be passively
transferred to a non-sensitive individual by these cells. More
recently leucocyte-fixed antibodies have received increasing
attention because they may throw light on the mechanism by
which surgical homografts are destroyed.2 3 After rejection
of a homograft, the intradermal injection of the donor's
lymphocytes will produce a delayed type of hypersensitivity
reaction in the recipient.

In 1960 E. A. Friedman and colleagues' reported a delayed
intradermal skin reaction not only to homologous (from
another person) but also to autologous leucocytes (from the
patient himself) in cases of systemic as well as discoid lupus
erythematosus. Most immunological studies of the collagen
diseases, in particular lupus erythematosus, and other dis-

orders in which autoallergy occurs have been concerned with
serum autoantibodies, but the amount of them is rarely
proportionate to the clinical disease and their significance is
doubtful. The occurrence of collagen diseases in patients
with agammaglobulinaemia' suggests that if hypersensitivity
is causing these disorders it may be cellular rather than
humoral.

Tests on patients with lupus erythematosus and other con-
ditions with their own leucocytes6-8 gave conflicting results.
So Drs. A. Varelzidis and J. L. Turk gave tests with intra-
dermal suspensions of autologous leucocytes to 120 patients,
including 22 with discoid lupus erythematosus, 4 with
systemic lupus erythematosus, 6 with vasculitis of unknown
origin, and 7 with reticuloses; the others suffered from
miscellaneous chronic skin disorders. These authors, who
report their work on page 379 of the B.M.7. this week,
were at least partially successful in separating by differential
centrifugation granulocytes from monocytes, but both frac-
tions were contaminated with red cells and presumably serum.

Of the 22 patients with discoid lupus erythematosus, 3 gave
positive skin tests to granulocytes, 8 to mononuclear cells, but
none reacted to the serum. Surprisingly, the 4 patients with
disseminated lupus erythematosus failed to react to either
leucocytes or serum despite the presence of L.E. cells as well
as of antinuclear factor in their blood. Treatment with corti-
costeroids might explain their failure to react, but this is not
recorded. Patients with discoid lupus erythematosus who
reacted to the intradermal tests showed immediate reactions
to granulocytes and delayed reactions to mononuclear cells;
the reactions were apparently proportionate to the severity
of the disease.

Chase9 reported that even washed white cells, in addition to
the " delayed " reactivity, transformed a weaker " immediate "
reactivity. P. G. H. Gell and I. T. Hinde"' confirmed this
finding, but it has not always been appreciated in more recent
immunological studies. Gell and Hinde suggested that the
Arthus reaction-the production of local oedema by sub-
cutaneous injection of specific antigen-combines both
delayed and immediate hypersensitivity. In clinical disease
resembling the Arthus reaction it would be worth looking for
both types of hypersensitivity.

Patients with varicose eczema and secondary spread have
been found to give delayed positive reactions. It is of
historical interest that this type of clinical reaction led A.
Whitfield" to introduce the concept of autosensitization.
Much experimental work, directed mainly at detecting
humoral cytotoxic antibody, has failed to yield convincing
evidence for an autoallergic mechanism in patients with
generalized eczema." However, further study with autologous
cells seems justifiable in this field.
When the intradermal test with autologous leucocytes was

introduced it was hoped that it might become a simple
specific test for systemic lupus erythematosus and of special

Chase, M. W., Proc. Soc. exp. Biol. (N.Y.), 1945, 59, 134.
2 Billingham, R. E., Brent, L., and Medawar, P. B., Proc. roy. Soc. B,

1954, 143, 58.
Brent, L., Brown, J. B., and Medawar, P. B., Lancet, 1958, 2, 561.
Friedman, E. A., Bardawil, W. A., Merrill, J. P., and Hanau, C., New
Engl. 7. Med., 1960, 262, 486.

Good, R. A., Rotstein, J., and Mazziello, W. F., 7. Lab. clin. Med.,
1957, 49, 343.

Bennett, J. C., and Holley, H. L., Arthr. and Rheum., 1961, 4, 64.
7 Tromovitch, T. A., and March, C., 7. invest. Derm., 1961, 37, 345.
8 Gerstein, W., and Knox, J. M., Brit. med. 7., 1963, 2, 901.
9Chase, Mi. W., Fed. Proc., 1951, 10, 404.

10 Gell, P. G. H., and Hinde, I. T., Int. Arch. Allergy, 1954, 5, 23.
'tWhitfield, A., Lancet, 1921, 2, 122.

12 Parish, E. W., Rook, A. J., and Champion, R. H., Brit. 7. Derm.,
1965, 77, 479.

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J: first published as 10.1136/bm

j.2.5510.374 on 13 A
ugust 1966. D

ow
nloaded from

 

http://www.bmj.com/


13 August 1966 Leading Articles BRmTISU 375

importance in patients with discoid lupus erythematosus.
Unfortunately it is neither pathognomic nor specific for lupus
erythematosus, but, if perfected, it may become a useful test
of other disorders in which hypersensitivity plays a part.

Heredity in Club Foot
Uncomplicated club foot appears at first sight to be purely
an effect of intrauterine posture and pressure. Against this,
however, is the difficulty with which some patients are
treated and their tendency to relapse. A study of twins in
Germany' first showed clearly that genetic factors must play
a part, for of identical twins with club foot both were found
to be much more often affected (33%) than among fraternal
twins (3%). In addition, the fact that in many pairs of
identical twins only one was affected showed that genetic
factors were only part of the aetiology.

Until recently no good family studies have been available,
only series based on questionaries or routine inquiry in the
hospital outpatient department. Now, however, Ruth
Wynne-Davies' has made a thorough family study from the
Orthopaedic Hospital at Exeter, which serves most of the
county of Devon apart from Plymouth. The series covers
patients who attended the hospital over a period of 20 years
in the case of talipes equinovarus and 15 years in the case
of other forms of club foot.

There was a substantial familial concentration for talipes
equinovarus. About 2% (12 out of 560) of first-degree
relatives (parents and sibs) were similarly affected, com-
pared with the population incidence of 0.12%. This is about
a 20-fold increase. It is of interest that the relatives of the
rarer female index patients were more often affected than
the relatives of the male patients. Second-degree relatives
(aunts and uncles) had a proportion affected of about six
times, and third-degree relatives (first cousins) about twice
the incidence in the general population.

Other forms of talipes on rather smaller series showed a
similar concentration among relatives. In addition the
family findings suggested an association of talipes equino-
varus with metatarsus varus, postural equinovarus, and
calcaneo-valgus. Talipes calcaneo-valgus showed the usual
association with congenital dislocation of the hip, and, like
the latter condition, occurred especially often in first-born
babies. Unfortunately Wynne-Davies had no information on
the proportion of breech births in any of the groups. Both
talipes equinovarus and calcaneo-valgus, but not metatarsus
varus, showed an association with generalized joint laxity,
and the two former conditions were also associated with
inguinal hernia.

Family patterns of the type shown by club foot are best
interpreted in terms of a genetic predisposition, governed by
a multiplicity of genes, interacting with intrauterine environ-
mental factors.' Nothing is yet known of the nature of the
genetic or the invironmental factors. But the fact that the
proportion of parents affected is similar to that of sibs
indicates that the intrauterine environmental factors, presum-
ably postural, are not such that they tend to persist from one
pregnancy to the next. Although data on the proportion of
breech-born babies are missing from the Exeter inquiry, the

association with congenital dislocation of the hip suggests that
the posture associated with breech malposition is important
in causing talipes calcaneo-valgus, though perhaps not
equinovarus.

Genetic counselling of parents may be based on the
empirical finding that the risk of normal parents who have had
one child with talipes equinovarus having a second affected
child in the next pregnancy is about 1 in 50. The risk of an
affected parent having an affected child is about the same.
If there is already more than one affected person in the
family the risk is increased.

I Idelberger, K., Veth. dtsch. orthop. Ges., 1939, 33, 272.
' Wynne-Davies, R., 7. med. Genet., 1965, 2, 227.GCarter, C. O., in Progress in Medical Genetics, 1965, 4, 59, ed. A. G.

Steinberg, and A. G. Beam. Grune and Stratton. New York.

Thrombosis in the Newborn
Though newborn babies do not often suffer from thrombosis,
the fact that they do occasionally has recently become of
importance for two reasons. First, the recognition that
unilateral renal-vein thrombosis can be treated successfully1
has given a special urgency to the diagnosis of it. Secondly,
the increasing use of intravenous therapy for premature
babies with the respiratory distress syndrome or neonatal
hypoglycaemia has posed the question whether it makes
intravascular thromboses more common than they used to
be. Some workers feel that the use of the umbilical vessels
is particularly hazardous, while others believe that the risk
is offset by the speed at which dehydration and consequent
haemoconcentration can be reduced.

Thromboses of the dural sinus and cerebral veins may
occur in older infants in association with dehydration or
sepsis, but in the newborn they tend to be a consequence
of birth trauma. Adrenal haemorrhage with or without
thrombosis may follow distress at birth, but renal-vein
thrombosis is commoner. It may occur in combination with
an infection, especially in cases of gastro-enteritis with
additional dehydration. The infant becomes acutely ill,
cries constantly, refuses to feed, and shows a fever. There
may be haematuria, oliguria, and a rising blood urea in
association with a renal mass. In accordance with the
extent of the process the infant may die within a few hours
or may develop a nephrotic syndrome, with massive pro-
teinuria and increasing oedema.'
M. E. Avery and colleagues' drew attention to the fact

that renal-vein thrombosis is commoner in babies of diabetic
mothers than in general. A. Takeuchi and K. Benirschke'
confirmed this when they reviewed the necropsy records of
16 babies who died of renal-vein thrombosis in Boston. Of
these 16 six were stillborn and eight died before the third day.
In one baby a mass in one flank was palpated shortly after
delivery, but despite nephrectomy he died at 12 days. The
thrombotic process probably began before birth in all but
one of these infants ; five of the mothers had diabetes and
there was evidence suggestive of prediabetes in a further
seven. The authors of this report suggest that the hyper-
glycaemia causes polyuria, with a consequent haemo-
concentration and slowing of renal blood flow. Perhaps a
similar mechanism accounts for the occlusion of large
vessels of the chorionic plate sometimes found in babies of
diabetic mothers.

L. J6rgensen and colleagues5 reported the case of an infant
delivered by caesarean section in whom a mass was felt at
birth and in whom a successful nephrectomy was performed.
An interesting case is described by A.-J. Bret and colleagues.'
Some 19 days before delivery a woman had a placental
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