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When a single clinician or a constant partnership of skilled
observers has examined randomly chosen population samples
under reproducible conditions, using proved ancillary radio-
logical and serological techniques, it appears reasonable to
accept their diagnoses of definite rheumatoid arthritis, based
on standard and acceptable criteria, as wholly valid observa-
tions.2 When, on the other hand, only " probable rheumatoid
arthritis " can be diagnosed, or where only a single criterion
such as a positive sheep-cell agglutination test can be found,
then the whole position becomes much less satisfactory. For
example, the incidence of positive latex-fixation tests in the
general population rises with age from 2% at 15-24 years
to 9% at 75 years and over.6 But rheumatoid arthritis is
increasingly common with advancing age. Precisely when
the need for a reliable and specific diagnostic test becomes
most important does the specificity of the available serological
methods become most suspect.

Several of the most recent papers on the incidence of
rheumatoid arthritis in population samples have been founded
not on the basis of the Rome or even on the earlier American
Rheumatism Association criteria but on the reading by one
or more observers of sets of radiographs of the hands or feet
taken in different parts of the world at different times.' It
seems unwise to accept the figures obtained from these
investigations as the final values for the relative incidence
of the disease, though it appears now to be reasonably certain
that geographical latitude alone is not a major determinant,'2
and that " definite " disease is present in 2-3% of the elderly
in most European populations.'3 14 Fluoridation of water
supplies has apparently not influenced the occurrence of
rheumatoid arthritis,1" but we do not know the incidence
of rheumatoid arthritis in countries where fluorosis is endemic.
Other odd but unexplained observations revealed by popula-
tion surveys are the association between serologically negative
rheumatoid arthritis with psoriasis," and the observation
that these serological tests are more often positive in urban
than in rural dwellers.'4 Unfortunately, there appears to be
no immediate prospect of resolving these problems by
defining rheumatoid arthritis more precisely or of substi-
tuting for clinical or radiological examination a single sensitive
but reliable laboratory test.

Perhaps epidemiological surveys of general populations for
rheumatoid arthritis on the basis of the existing imprecise
diagnostic criteria and non-specific laboratory procedures
have already been carried to a point beyond which analysis
may become meaningless, a situation analogous with " empty "
magnification in microscopy. Perhaps we should now accept
that 2%, say, of elderly persons have the disease, that many
others may have it, that a particular form of arthritis accom-
panies psoriasis, and that women are affected more often than
men-and then concentrate on a search for a more specific
diagnostic technique which would allow readier and more
acceptable interpretations of population surveys. Another
approach would be to investigate a community, in much
the same manner as has been done by those investigating
atherosclerosis, following a whole township, if necessary for
a lifespan, in an attempt to prove the unique identity of
rheumatoid arthritis and to define the relative importance of
genetic and of environmental factors in its causation.
The population surveys which have been made in rheu-

matoid arthritis have involved lengthy and laborious studies.
Unfortunately they have been so handicapped by technical
and diagnostic limitations that they can be regarded only as
marking the beginning of a new era of epidemiological inquiry.

It is a tribute to the painstaking investigations of the
Manchester workers that Lawrence should have been asked
to prepare for the World Health Organization a report which
now analyses the relationships between the rheumatic diseases
and occupation."7 In this publication a clear distinction is
made between, for example, the increased prevalence of
osteoarthrosis in occupations in which pneumatic drills are
used, and the wholly constant prevalence of rheumatoid
arthritis in all male occupational groups so far surveyed.
The W.H.O. Report reiterates the evidence that over

28,000,000 working days are lost each year owing to diseases
of the musculoskeletal system, and these figures underline the
magnitude of the problem of rheumatism. The Report was
issued on 1 June and the whole month will be dedicated by
the Arthritis and Rheumatism Council and the British
Rheumatism Association to raising charitable support for their
activities. The statistics given by Lawrence certainly provide
the factual evidence which justifies the urgent work of these
organizations.

Folate Deficiency in the Elderly
If enough folic acid is absorbed from the diet, megaloblastic
anaemia due to deficiency of it should not appear. That the
diet may fail to provide enough folic acid is evident from the
frequency with which nutritional megaloblastic anaemia
appears in many parts of Africa and Asia. Though such
megaloblastic anaemia may be associated with chronic haemo-
lysis or pregnancy, and be complicated by iron deficieficy
and even sprue, the amount of folate in the diet remains a
major factor in its pathogenesis. In Great Britain two groups
of the population tend to come under " folate stress." The
one group is women in pregnancy and the other is very old
people.

In recent years workers at Bristol,1 2 Sheffield,3 Liverpool,'
and London5 have reported a relatively high frequency of
megaloblastic anaemia due to folate deficiency in older
people, and laboratory tests on them to assess folate deficiency
were often abnormal. It is obviously a matter of great con-
cern if there are substantial numbers of people whose diets
for either economic or social reasons are such as to be
inadequate to sustain normal health. Now papers in the
B.M.7. this week by Professor Ronald H. Girdwood and his
colleagues from Edinburgh (page 670) and by Dr. M. Batata
and his colleagues from Oxford (page 667) do much to put
this subject into perspective.
Girdwood and his colleagues studied 111 persons over the

age of 65. Seven of them had low serum levels of vitamin B12,
and four of these were found on investigation to have Addi-
sonian pernicious anaemia. There were no other examples of
megaloblastic anaemia in their study, and the serum folate
levels were below their normal range in only a small number
of old people (12 out of 111). The conclusion is that megalo-
blastic anaemia due to nutritional folate deficiency is not a
problem in that part of Scotland and that megaloblastic
anaemia, when found, is probably due to pernicious anaemia.
It is as well to be reminded that the frequency of Addisonian
pernicious anaemia after the age of 60 is about 7.0 per 1,0006
-that is, somewhat under 1% of the older population.
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The Oxford study by Dr. Batata and his colleagues was
different in so far as they examined the bone marrow in 94
out of 100 patients all over the age of 60. With the exception
of one patient with malignant disease no cases with megalo-
blastic haemopoiesis were encountered. Moreover, they were
studying patients ill enough to require hospital admission.
One-third of their patients were anaemic, and in about half
of these the anaemia was due to iron deficiency. Twenty out
of 99 patients had serum folate levels below their normal
range.

Is a single finding of a low serum folate level alone
adequate evidence of clinical folate deficiency ? The correct
answer- is probably a qualified no. In many patients this
result does mean depleted.folate stores, but in one study over
one-third of patients with a low folate level in the serum
had normal liver stores of folate.7 The maintenance of a
normal serum folate level is dependent not only on normal
folate stores but even more on a mechanism whereby incoming
folate from the diet displaces hepatic folate into the blood.'
It is this liver folate (probably an analogue of methyltetra-
hydrofolate) which is measured in serum. When a person
is cut off from dietary sources of folate, as may be sSen in
comatose patients or in experimental studies in man,9 the
concentration of serum folate falls rapidly to low levels at the
end of the first week, though it is unlikely that the body stores
of folate will be seriously depleted for many weeks. In V.
Herbert's' study megaloblasts in the marrow appeared only
after 19 weeks. Loss of appetite too from whatever cause
may result in a fall in the dietary intake of folate and hence
a fall in the serum folate level. C. M. Leevy and colleagues,1'
studying consecutive admissions to an American hospital,
found that one-third of their patients had low folate levels
in the serum, and this has been the experience in Britain as
well. A further reason for not giving too much weight to
data based only on assay of folate in the serum is the variation
in results obtained in different laboratories.

This is not to say that nutritional folate deficiency does
not occur in Great Britain. Patients living on tea and toast
and little else, or too feeble and dispirited to prepare meals
and even eat them when they are provided, inevitably have
evidence of subclinical folate deficiency, and it is not surprising
that megaloblastic anaemia may be encountered in this group.
This problem is evidently of greater importance in some parts
of the country than in others, and A. D. F. Hurdle 1 has
found that some older people do indeed consume diets con-
taining barely adequate quantities of folate. Nevertheless,
it is fair comment that nutritional megaloblastic anaemia is
relatively uncommon in Great Britain and that Addisonian
pernicious anaemia is by far the more likely diagnosis in an
older patient with a megaloblastic anaemia. Consequently
it is inadvisable to prescribe folate as a routine supplement
for old people, among whom the frequency of vitamin-B,
deficiency may be nearly 1%.
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Red Cross and Disaster Relief
Established in almost every country and with over two
hundred million members, the Red Cross has become the
largest international, voluntary, humanitarian body in exis-
tence. In its neutral, non-political status it helps the sick and
suffering at home and overseas. It is especially active in all
the major relief operations, when natural or man-made
disasters leave their trail of injured and homeless.
The national societies are co-ordinated by the League of

Red Cross Societies in Geneva, which has a permanent Relief
Bureau. Immediately earthquakes, floods, or hurricanes
occur, or a revolt causes an exodus of refugees, the Relief
Bureau gets in touch with the national society of the stricken
country. Should outside help be needed, an appeal is
launched-in the first stage-to those societies likely to be
able to render quickly the aid required. The type and avail-
ability of their supplies, their transport facilities, and
proximity to the catastrophe are carefully taken into account
in order to safeguard economy and prevent duplication. For
instance, if pillows and pillowslips are called for strict con-
trol is exercised to ensure that everybody does not send the
slips and nobody the pillows. The British Red Cross might
be approached for blankets and drugs, the Swiss for surgical
apparatus, the Turks for tents, and so on. In some cases one
society might provide the funds for the purchase of supplies
through a sister society closer to the scene of disaster. The
League itself has its own five warehouses at strategic points
throughout the world, and these are also kept fully stocked
for emergency aid.

Gifts in cash are the most welcome response to public
appeals, since the needs, apart from sometimes being very
specialized, can change rapidly. Early in the day Geneva
may be calling for antitetanus serum, but by midday will
have switched to baby foods, and a few hours later to field
kitchens or physiotherapists. The victims can be thousands
of miles away, and it is essential to know the type of food
they eat and the kind of clothes they wear. Most national
societies run comprehensive courses for training in disaster
relief and maintain a permanent staff.

It is because of the versatility of the different national
societies and their experience in many forms of suffering and
distress that the League can know-in the more rare event of
staff being required-the kind of people on whom to call.
Otherwise lack of knowledge of the local language, customs,
and terrain could prove a tragic hindrance to people helping
survivors on the spot. Experts from 21 national societies are
elected every four years to the League's Relief Advisory
Committee. The committee meets once a year, mainly for
overhauling and improving the existing machinery. Even so,
it is not always possible for Red Cross plans to-run smoothly.
Other organizations and private individuals, especially when
public sympathy is roused in several countries, want to pour
in the particular supplies they think might be useful. This
can result in blocking the channels for more urgently required
relief. However, the Red Cross does not expect a complete
monopoly of benevolence. The British Red Cross Society
set up in 1964 a Disasters Emergency Committee with four
other main overseas relief agencies-Oxfam, War on Want,
Christian Aid, and Save the Children Fund. The principal
object of this committee, which is under Red Cross chairman-
ship, is to act as a forum for the exchange of information and
for consultation. More recently a procedure for joint appeals
has also been agreed upon.

 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.2.5553.652 on 10 June 1967. D
ow

nloaded from
 

http://www.bmj.com/

