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Pointers
Hypnosis for Asthma: In 'two groups of patients
those treated by hypnosis were significantly
improved compared with those treated by special
breathing exercises (p. 71); Leader at p. 67.

Spinal Osteoporosis: Higher incidence in white
women than in two groups of Bantu. Mechani-
cal stress and muscular activity during earlier
life was far greater in the Bantu women. Severe
aortic calcification seen in the white women only
(p. 76).
Tetraplegia: Care in highly specialized unit
improves prognosis especially in early stages.
In late phases social factors become paramount
and patients who can be transferred for care in
their own homes do better (p. 79).
Severe Anaemia in Pregnancy: Transfusion of
packed blood cells with added ethacrynic acid
proved satisfactory in treating 30 Nigerian
women who were grossly anaemic (p. 84).
Carcinoma of the Thyroid: High values of
thyrocalcitonin found in patients with medullary
carcinoma with amyloid stroma (p. 87) ; Leader
at p. 67.
Rapid Diagnosis of Herpes: Immunofluorescent
antibody technique is a reliable diagnostic test
for Herpesvirus hominis infections (p. 89).
Haemoglobin Stanleyville: A fourth subject
showing this haemoglobin variant discovered in
the Congo Republic (p. 92).
New Anthelmintic: Tetramisole, a synthetic
preparation, cured 94 out of 100 children with
ascariasis compared with 85 out of 100 treated
with piperazine. There were no side-effects
(p. 93).
Mucosa of the Small Intestine: Scanning elec-
tron microscopy is a useful method for studying
the mucosa (p. 95).
Case Reports: Primary peritoneal pregnancy
(p. 96) ; Iliacus haematoma syndrome after
anticoagulants (p. 97).
Psychiatry: Problems of the first general-practi-
tioner consultation (p. 99).
Today's Drugs: Folic acid and iron (p. 102).
R.C.P. at 450 Years: Article by Dr. C. E. New-
man (p. 108). Leader at p. 66.
Olympic Games: Grading by height suggested
to eliminate unfair advantage (p. 111). Prob-
lem of diarrhoea; Leader p. 69.
Driving Licences: Medical screening proposed;
Leader p. 69.
Council Meeting: A Special Representative
Meeting is to be arranged to consider the
Ministers' Green Papers (Supplement, p. 5).
Private iFractice Committee: Supplement, p. 9.

Still's Disease
The term Still's disease denotes chronic polyarthritis developing in child-
hood and comes from George Frederick Still's description' of the special
features of the disease at this age. It may develop at any time in child-
hood, but the peak age of onset is between the second and fourth
birthdays.
Though the outstanding clinical feature is polyarthritis, the disease can

present in many ways. Thus, fever and a macular rash with arthralgia
can mimic many childhood infectious diseases, while those cases present-
ing with fever and arthritis with or without pericarditis may be difficult
to differentiate from rheumatic fever. Other cases appear as " pyrexia
of unknown origpn," defying investigation for many months until finally
the arthritis develops. In the very young child a hectic fever and inflam-
mation of a single joint may simulate a septic arthritis. Occasionally
fever and arthritis associated with rash may have to be distinguished from
systemic lupus erythematosus; this is particularly so in girls approaching
their teens.
The characteristic fever chart is intermittent, with diurnal swings of

up to 4 or 5° F. (2-3° C.); this is of great value in distinguishing Still's
disease from rheumatic fever and other causes of fever with joint swelling,2
as is the presence of the characteristic maculopapular eruption.' This is
a recurrent transient rash, often lasting only a few hours, usually occur-

ring at the height of the fever. In contrast, monoarthritis can occur

without constitutional disturbance, and has to be distinguished from
tuberculosis and other infectious processes as well as rare disorders such
as pigmented villo-nodular synovitis because of differences in treatment.4
Very occasionally pericarditis may usher in the disease, as may another
relatively rare complication, chronic uveitis.' While arthritis of varying
severity is the usual mode of presentation, many children make little
complaint of pain, attention being drawn to the joints by the presence of
swelling, a limp, disinclination to walk, or the development of contractures.

There is no absolute diagnostic test. Still's disease remains a clinical
syndrome with a typical fever pattern, macular rash, and lymphadeno-
pathy as pointers in difficult cases. Splenomegaly and hepatomegaly also
occur occasionally. The arthritis may affect any joint, but the knees and
wrists are the most common sites, while the neck is frequently involved.
The erythrocyte sedimentation rate is almost always raised when the
disease is active. Anaemia is frequent owing to inability to utilize iron,
but the haemoglobin seldom falls below 60%. This may be important in
distinguishing the disorder from leukaemia and from secondary infiltration
of bone marrow in malignant disease such as neuroblastoma. The sheep-
cell agglutination test and the latex test are much less informative in
children than in adults, only about 15% being positive and then usually in
older children. In the early stages radiological examination is of little
help, because owing to the thick layer of cartilage covering the bones
erosions are very late. The earliest change is osteoporosis due to disuse,
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and this can be followed by periostitis in the region of the
inflamed joint. Particularly in monoarticular cases histologi-
cal examination of the synovial membrane may be required to
establish the diagnosis.
The outlook for the individual patient is not as gloomy as

at one time thought. At the 10-year follow-up in one series
79% of 144 patients were able to lead reasonably normal
lives and in 59% of them the disease was inactive clinically.6
The severity of the deformity depends to some extent on the
care with which the patient has been supervised.7 The only
potentially fatal complication is amyloidosis, and this should
be suspected if there is persistent proteinuria, unexplained
anaemia, or late splenomegaly, and confirmed by rectal or
renal biopsy.8 It tends to occur late in those cases with
persistent activity.
The aim of treatment is to carry the patient along during

the period of active disease so that when remission occurs the
deformities, if unavoidable, leave the limbs in the best
functional position. This is achieved by physiotherapy,
which should be directed at putting all joints through their
full range of movement daily and maintaining muscle power
by full active exercises-whenever possible with the aid
of water buoyancy. Affected joints should be splinted, not
to immobilize them, which is the quickest way to produce
ankylosis, but to give periods of rest during the day and
ensure a good position during sleep. Knees should be
straight, ankles at 90°, and wrists extended. Occasionally
work splints will be required to maintain a limb in a good
position during recovery of function. The only indications

for complete bed rest are severe generalized symptoms, pain
of such severity that movement is not tolerated, or severe hip
disease ; in this last instance hydrotherapy is invaluable. In
the absence of these features the children should be encour-
aged to get up and move about as freely as possible but
should not be allowed to become fatigued.
The safest drug is still aspirin. It should be given in

adequate dosage to produce anti-inflammatory effects.9
Corticosteroids should be given sparingly because of the
side-effects,'" but may be required for patients with severe
systemic disease, for those with chronic iridocyclitis which
fails to respond to local therapy, or for those who go per-
sistently downhill. If corticosteroid therapy is required it is
possible that the risk of failure to grow in height is minimized
by the use of a single dose of corticosteroid by mouth every
48 hours'1 or by giving corticotrophin."
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Guardian of Tradition
Next week the Royal College of Physicians of London
celebrates the 450th anniversary of its founding. In 1518,
at the instigation of Cardinal Wolsey, King Henry VIII gave
to Thomas Linacre and his five physician colleagues the first
Charter. Those were revolutionary times. A year previously
Luther had launched the Reformation at Wittenberg ; a year
later Hernando Cortes would conquer Mexico and Magellan
would set forth on his circumnavigation of the globe. In
less than a decade India would be conquered by the Moguls.
In Italy Leonardo da Vinci was still at work, and in France
Rabelais was rebelling against mediaeval asceticism. Vesalius,
that great and sceptical anatomist, was born in 1514, only
four years before the delivery of the Charter.
The first Charter laid on the College what was in effect a

general duty to raise the standards of practice within the City
of London and its environs. The College was to deter by
example and punishment malicious persons "who profess
medicine rather because of their own avarice than in any
assurance of a good conscience, whence arise very many ills
for the rude and credulous populace."' It was empowered
to issue licences, without which physicians practising in
London became liable to monthly fines. It seems that at
first the new College did no teaching.2 Nevertheless, with a
duty to improve standards, teaching was inescapable, and as

Dr. C. E. Newman records elsewhere in this issue (at p. 108)
the College was soon providing anatomical demonstrations on
the bodies of executed criminals. Since then, with varying
enthusiasm, it has accepted education as an essential task.
Though in recent times the College has sometimes seemed

uncertain of its role in the modern world, this is not the case
today. There is an evident resurgence of purpose within the
College, the aims of which have lately been summarized by
the President' in its new journal-to maintain a high standard
in medicine and its specialties ; to provide facilities for voca-
tional and continuing education; to offer independent
advice ; and to encourage friendship among Fellows and
Members. It does much to translate these aims into practice.
For example, it has stated its views on specialist training, set
standards by its examinations, and held numerous conferences,
"teach-ins," and symposia in its splendid Regent's Park home.
It has appointed a Linacre Fellow to co-ordinate its post-
graduate activities and to assess the suitability of hospital
junior posts for specialist training.

This year the College is appealing for £500,000 (over seven
years) for its 450th Anniversary Research Scheme. The pur-
pose is to enable research groups, sometimes with an attached
research worker, to undertake investigations " for which the
College is particularly fitted." A list of sample subjects is
given in the appeal literature. By trebling the Fellows' sub-
scriptions over one-third of the money has already been
assured. It is to be hoped that the remainder will be found
without too much difficulty.

If not revolutionary, the Royal College of Physicians of
London is full of vigour. Finding fresh roles for ancient

I Clark, Sir George, A History of the Royal College of Physicians of
London, 1964, Vol. 1, p. 59, Oxford University Press.

2 Ibid., Vol. 1, p. 63.
s Rosenheim, Sir Max, 7. roy. Coll. Phycus Lond., 1968, 2, 231.
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