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disease and particularly to neoplastic disease. It is now re-
cognized that in the most favourable type of Hodgkin's
disease the neoplastic reticulum and Reed-Sterrberg cells
are strongly antigenic. They evoke a cell-bound antibody
reponse in the form of many lymphocytes, whereas in the
less favourable types of disease the antigenicity or the cor-
responding lymphocyte response is weaker.

In response to these changing ideas R. J. Lukes and his
colleagues, also from Boston, Massachusetts, produced a
modem nomenclature of Hodgkin's disease. It is based on
clinical features and microscopical appearances of the lesions
and has been correlated with the natural history of the
disease.3-5 An extreme but uncommon variant of the disease
is classified by them as lymphocyte-depletion Hodgkin's
disease. R. S. Neiman and colleagues have recently found
12 cases of this variant in the records of Los Angeles
County University of Southern California Medical Center
from January 1960 to June 1972 and have added a thir-
teenth from the personal records of Lukes.6 The patients
were from 18 to 73 years of age, with a mean of 51 years.
Ten of them were males. They usually presented with fever,
night sweats, loss of weight, and profound weakness. In only
three cases were large axillary or inguinal masses found, and
in six cases there was no detectable lymph node enlargement.
In only one case were large hilar nodes detected radio-
logically, and enlargement of the liver and spleen was usually
slight. Almost all the patients were anaemic, often with
severe lymphocytopenia, leukopenia, and thrombocytopenia.
The serum level of alkaline phosphatase was raised in many,
and some of these patients were jaundiced. In 11 of them
the diagnsis of Hodgkin's disease was made during life.
It was based on biopsy of peripheral lymph nodes in six,
biopsy of retroperipheral lymph nodes in two, and study of
bone marrow in three.
As would be expected, these patients soon died despite

treatment. The median time of survival from the date of
their presentation was 5-5 months. One patient, however,
responded to combined chemotherapy (nitrogen mustard,
vincristine, procarbazine, and prednisone) with a remission
lasting eight months, but died 10 months after the onset of
the disease. At necropsy there was a striling hypoplasia of
the bone marrow with widespread foci of Hodgkin's tissue
without lymphocytes. The spleen and liver were also in-
volved. Some lymph nodes were affected in all cases, but
in only three of them above the diaphragm.

Lymphocyte-depletion Hodgkin's disease, with its unusal
clinical features and unique pathological findings, appears to
be distinct, if rare. Only 12 cases were found in as many
years in one of the largest and most important "referral
centers" in America. The cause of the lymphocyte depletion
is unknown. Nor is it known why the Hodgkin's disease in
this condition is confined to the reticuloendothelial system.
The authors suggest that the patients may have been suffer-
ing from a form of immune failure analogous to a graft-
versus-host reaction in experimental animals and that the
neoplastic condition of Hbdgkin's disease arose as a secon-
dary phenomenon in these lymphocyte-depleted people.
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Economics of Varicose Veins
Varicose veins present in many different shapes and sizes.
They vary from the scarcely visible dilated vessels which mar
the appearance of a young woman's leg to the mass of
tortuous veins endured over many years or to extensive in-
duration and ulceration of the lower calf. They constitute a
major part of every surgical waiting list, and delay in treat-
ment is usually inevitable owing to the numbers of patients
or to the priority that the surgeon gives to other conditions.

Injection treatment was used for many years with un-
certain results and was then largely superseded by stripping
of the long or short saphenous veins. Subsequently W. G.
Fegan1 introduced a new concept of injection-compression
sclerotherapy, which has gained wide acceptance, though
opinions on its efficacy differ. This technique entails the in-
jection of sclerosant into an isolated segment of virtually
empty vein, followed by compression for six weeks to ensure
obliteration of the injected vein. Because sclerotherapy can
be undertaken on an outatient basis, patients usually prefer
it to surgical treatment.2 It is an economic help to them, for
they can continue with normal activities while under treat-
ment. Another advantage is that pressure on expensive bed
space and theatre time is reduced. However, Fegan himself
concedes that there is a place for surgical treatment, and each
surgeon will make his own decision on the appropriate form
of treatment for each individual case.
D. Piachaud and J. M. Weddell2 have attempted to assess

the relative economics of sclerotherapy and surgical treat-
ment. From a three-year trial they concluded that there was
little difference in the efficacy of the two methods. On the
basis of an average of 7-3 outpatient attendances for
sclerotherapy, they assessed the cost as £977 per patient
treated. With an average inpatient stay of 3-7 days they
assessed the cost of surgical treatment as £44-22 per patient
treated. The mean loss of work due to injection treatment
was found to be 6-4 days and was costed at £29 loss of
earnings per patient, whereas surgical treatment involved a
mean loss of 31-3 days' work, costed at £118. Whatever in-
accuracies such estimates may contain, it is clear that the
economics of sclerotherapy confer an advantage on the
patient and conserve the resources of the Health Service.
Since the 1966 figures for bed occupancy by patients under-
going treatment for varicose veins was 32-6 beds occupied
daily per million of population in the U.K.,3 and since this
exceeded the provision needed for treatment of appendicitis,
the scope for economy is substantial.
Even so, no one method of treatment is applicable to all

cases of varicose veins, and surgery is often preferable when
there is gross incompetence of either saphenous vein or when
incompetent perforating veins are hidden by subcutaneous
induration of the lower calf. In some cases a combination of
the two methods is required, and sclerotherapy is employed
to obliterate varices which remain after surgical treatment.

Although injection-compression sclerotherapy is gaining
ground and is leading to more efficient use of valuable beds,
the results obtained do not always measure up to some of the
claims made for it. Results depend on attention to detail, and
the injection of sclerosant into a half-filled vein followed by
perfunctory bandaging for a week or two will not suffice.
Sclerotherapy should be performed at a well-organized out-
patient session and supervision continued until treatment is
complete. Consequently, it is often easier to enter the
patient's name on the surgical waiting list and leave the
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registrar to do the operation. With both injection-compres-
sion sclerotherapy and the surgical extirpation of varicose
veins accurate assessment of venous incompetence and
accurate localization of incompetent perforating veins are
essential. Clinical assessment often requires to be supple-
mented by venography, especially when there is a previous
history of deep-vein thrombosis or evidence of residual
damage to these veins. With careful assessment and treat-
ment, good results and satisfied patients should be the rule.
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Relapsing Polychondritis
A light-hearted question sometimes asked by physicians of
their students on ward rounds is: What conditions make the
patient need (1) a larger hat, (2) larger gloves, and (3) smal-
ler spoons? The answers are: Paget's disease, acromegaly,
and scleroderma (progressive systemic sclerosis). A question
less likely to be answered correctly would be: What condi-
tion makes the ears crumble, the bridge of the nose fall in,
and peripheral joints become painful and swollen? The
answer is relapsing polychondritis, a rare and unpleasant
condition, for the patient develops ears like a prizefighter,
a nose like a congenital syphilitic, and hands like a rheuma-
toid or osteoarthritic. Attacks of dyspnoea may occur owing
to inflammation or collapse of laryngeal, epiglottic, or
tracheal cartilages, and they may prove fatal.

Relapsing polychondritis is an inflammatory condition of
cartilagenous structures with round-cell infiltration, degen-
eration of chondrocytes, and replacement of destroyed car-
tilage with fibrous tissue. It has recently been well reviewed
by C. M. Pearson.1 A relapsing course is common. The most
usual areas to be affected are ear and nose, but articular
cartilage and cartilage of larynx, trachea, epiglottis, and
bronchi are often involved. Males and females are affected
equally, and though patients of any age may be affected the
average age at onset is around 30 years. The ears may assume
a dusky violet hue, lose their normal shape, and become
roughened or atrophic and soft to the touch. Chronic nasal
symptoms may be misdiagnosed, and a misguided operation
on the septum may be followed by increased collapse, with
resultant saddle-nose deformity reminiscent of a syphilitic
lesion.

Lesions of the larynx or trachea may cause hoarseness,
dyspnoea, and occasionally respiratory obstruction, necessi-
tating a permanent ,tracheostomy. Joints may become swol-
len and painful. They may be attacked initially, the true
diagnosis being then often missed, and the clinical picture
may be confused by the fact that in some patients rheuma-
toid factor is present in low titre in the blood. Usually, how-
ever, other findings in nose or ears are already present. The
arthropathy is variable and generally consists of subacute
pain and swelling in one or several large joints of the extrem-
ities, the spine being only rarely affected. Episcleritis, con-
junctivitis, and more rarely iritis may occur, but are usually
not serious.
The cause of this disease is unknown, but recently J. H.

Herman and M. V. Dennis2 studied three patients in an

attempt to define an immunopathologic role for degradation
produ,ts of cartilage in the causation or perpetuation of the
condition. Preparations derived from human costal cartilage
and intact chondrocytes provided antigen material, but no
circulating antibody to such antigens could be detected by
a variety of methods. Positive results were, however, obtained
in studies of delayed hypersensitivity to constituents of car-
tilage and they correlated with periods of activity in the
disease. Similar results were dbserved in patients with classi-
cal rheumatoid arthritis with destructive articular changes,
and -the authors suggest that antigenic components of car-
tilage may facilitate the perpetuation of inflammation of
cardlage by cellular immune mechanisms.
The treatment of relapsing polychondritis consists in the

protection of the affected cartilages from injury and the
use of anti-inflammatory agents, such as salicylates in full
dosage or corticosteroids. Prednisolone in doses of 30-60 mg
daily may be used initially, dosage then 'being gradually re-
duced to a more conservat-ive but effective 5-15 mg daily.
Not all patients respond satisfactorily, however, and in
some of them the therapeutic effects of corticosteroids les-
sen, so that dosage has again to be increased. N. Yamazaki3
and his colleagues in 1966 reported aortic reflux as part of
the disease picture, the aoric ring becoming dilated though
the valve cusps were normal. In some such cases prosthetic
valve replacemen-ts have been performed.
To the general practitioner, and to the rheumatologist also,

the importance of this rare disorder lies in the fact that it
may present as a non-specific arthritis. A raised sedimenta-
tion rate, anaemia, and the presence of rheumatoid factor
in the blood in low titre may lead to an incorrect diagnosis
of rheumatoid arthritis. To the cardiologist and to the
rheumatologist it is yet another example of a disorder which
may present, as may rheumatic fever, ankylosing spondylitis,
Reiter's disease, rheulmatoid arthritis, and Behcet's and Mar-
fan's syndromes, as an arthropathy with an associated aortic
reflux.
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Regulation of the Profession
The Representative Body had two Special Meetings during
its week at Folkestone. The second, held on the Friday, was
for the purpose of considering the Association's evidence to
the Merrison Committee.

In November 1972, after the G.M.C. had decided to go
ahead with the erasure from the Medical Register of those
who had failed to pay a retention fee, the Government an-
nounced its intention to set up a committee of inquiry into
the regulation of the medical profession-the Merrison
Committee. Though the committee's membership was finally
settled only in February, it called for evidence from in-
terested bodies by the end of April. Pressed for time, the
Council at its meeting on 30 May decided to put to the
Representative Body, without prior reference to standing
committees or divisions, the draft memorandum of evidence
which its special working party on the G.M.C. had pre-

 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.2.5867.626 on 16 June 1973. D
ow

nloaded from
 

http://www.bmj.com/

