
558 30 November 1968 Transient Synovitis of Hip-Blockey and PorterBn

to parainfluenza. A rising titre to adenovirus was also obtained
in one of the six controls. These viruses are commonly asso-
ciated with minor respiratory infections and are probably un-
connected with the hip condition. High complement fixation
titres (>64) were obtained most frequently for herpes and
adenovirus, both for cases and for controls; these high titres
also mirror the high evidence of infection with these agents in
the community. Haemagglutination-inhibition tests for rubella
showed no rising titres. Antibody was not detected (titres <10)
in 10 cases and three controls; in the remaining patients low
haemagglutination-inhibition titres were obtained, indicating
past infection.

Complement Fixation Results on Paired Sera from 16 Cases of Transient
Synovitis and 6 Controls

Cases Controls

Rising Rising
Negative High Titres Negative High Titres
(Titres Titres (Fourfold (Titres Titres (Fourfold
< 64) ( 64) or < 64) j(364) or

_______!____ ____ Greater) _ Greater)

Mumps S .. 16 0 0 6 0 0
MumpsV .. 13 3 0 6 0 0
Herpes .. 11 5 0 5 1 0
Adenovirus group 10 5 1 4 1 1
Psittacosis group 16 0 0 6 0 0
M.pneumoniae 16 0 0 6 0 0
Parainfluenza I* 13 0 1 6 0 0

* Two cases had insufficient sera for testing.

Virus Isolations in Stools.-Stool cultures yielded four
different isolations in four of the 17 cases; these were E.C.H.O.
6, E.C.H.O. 19, adenovirus type 3, and Coxsackie A4. These
viruses were probably unrelated to the synovitis, as they were
common in the community during the period of the study.

The controls also yielded four different isolations-namely,
E.C.H.O. 7, E.C.H.O. 19, adenovirus 3, and adenovirus type 5.

Conclusions

Virological.-Though it is notoriously difficult to prove a
negative, and we cannot exclude the possibility of infection with
some agent outside the range of our tests, the virus isolations
and serological results do not suggest any connexion between
viral infections and transient synovitis of the hip.

Orthopaedic.-Several other workers have drawn a blank in
trying to incriminate infection. The theory of causation that
attracts us is trauma. In many children the story begins on
waking. They cannot walk or bear weight first thing one morn-
ing. They have been lying asleep in a fully relaxed state and a
minor subluxation of the hip may have occurred which, like
" pulled elbow " in a younger age group, gives rise to pain and
muscle spasm, has a normal radiograph, and completely
recovers in a few days.

We wish to thank Professor N. R. Grist, Dr. Ross, and Dr.
Bell of the Regional Virus Laboratory, Ruchill Hospital, Glasgow,
for co-operating in this survey, for preparing all the virological work,
and for interpretation of the results. We wish to thank Mr. M. G.
H. Smith and Mr. D. A. Macpherson for allowing us to study
patients under their care.
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Medical Memoranda

Localized Anticoagulation of the Limbs

Brit. med. 7., 1968, 4, 558-559

Though some clinicians may have used the method of single
limb venous anticoagulation to prevent or control deep vein
thrombosis, it may be new to others, and attention is therefore
drawn to it.
There are occasions when it is very desirable to anticoagulate

patients with a high risk of lower limb venous thrombosis, and
yet recent surgery or other event precludes this course. It is
possible, however, to make use of the rapidity with which
the anticoagulant effects of heparin are lost when infused into
the circulation, and also of the tendency of any solution injected
into the superficial veins on the dorsum of the foot to flow into
the intermuscular veins of the leg. Thus by continuous infu-
sion of heparin saline into a dorsal vein of the foot it is possible
to anticoagulate venous blood in the deep intermuscular veins
of the lower limb from the ankle to the junction of the common
iliac veins. By suitably adjusting the dosage infused per hour,
clotting-time can be raised significantly in the common femoral
vein without simultaneously affecting systemic clotting capacity.
Adjustment of the dosage is readily accomplished by sampling
blood from this vein and from a vein in an upper limb. It may
be expected that there is a heparin concentration gradient from
the venous blood in the calf, where the thrombotic risk is great,
falling as the common iliac vein is reached, owing to progressive
dilution by muscle venous blood.

ILLUSTRATIVE CASE REPORT

A woman aged 56 was admitted to hospital for investigation and
treatment of worsening intermittent claudication. Her lower lumbar
aorta and the upper parts of both common iliac arteries were found
to be almost completely occluded by atherosclerotic disease. The
aortic bifurcation was resected and a suitable prosthesis was inserted.
From this surgery she did well. However, on the third postoperative
day she complained of pain and deep tenderness in the left calf.
Mild swelling was noted on examination, with a circumferential
increase on the left side of 1 cm. (30 cm. right, 31 cm. left). It
was considered that total anticoagulation carried some risk of
haemorrhage into the operative site, and it was decided to heparinize
the affected limb only, while continuing vigorous physiotherapy.
A needle drip was established in a dorsal vein of the left foot

with an adequate length of transfusion tubing to permit free move-
ment of the patient's leg. Heparin at a dosage of 0.5 mg./kg. body
weight/6 hours in normal saline was infused. At this dosage
both common femoral vein blood and upper limb venous blood had
clotting-times within the normal range. Doubling the dosage rate
resulted in both femoral and forearm blood developing a clotting-
time in excess of 60 minutes. The rate was therefore reduced to
0.75 mg./kg. body weight/6 hours; the clotting-time in the femoral
vein was then 15 minutes, compared with eight minutes for blood of
the upper limb (normal control: up to nine minutes).

Symptomatically and objectively the patient's leg improved, and
when systemic oral anticoagulants were begun eight days after opera-
tion all local symptoms and signs had resolved. On the fifth post-
operative day a phlebogram was obtained via the heparin infusion
needle; good filling of the intermuscular venous system of the leg
was obtained, and no abnormality was displayed. The patient left
hospital without lower limb symptoms.
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COMMENT

It is clearly recognized that intravenous thrombosis may occur
at many different sites in the body, and that to afford a degree
of protection against its development and extension, and the
risk of pulmonary embolism, total body anticoagulation is indi-
cated. However, such anticoagulation may be precluded by
circumstances. Regional anticoagulation of blood in a limb
where there is a strong presumption of a deep vein thrombosis
certainly offers no insurance against the process developing in
the opposite limb, in pelvic or other veins. However, if physio-
therapy, adequate hydration, and other measures are used to

combat the development of thrombosis elsewhere, local anti-
coagulation in a limb with evidence of deep vein thrombosis may
offer the patient some added protection. It is obvious that the
method described does not anticoagulate blood in muscle veins,
where thrombosis so often begins, but its propagation in inter-
muscular veins may be prevented. Whether this procedure will
find a place in patient care remains to be seen.

B. N. CATCHPOLE, M.D., CH.M., F.R.C.S., F.R.A.C.S.,
Professor of Surgery, University of Western Australia,

Royal Perth Hospital, Perth, Western Australia.

Toxoplasmosis and Myocarditis

Brit. med. J., 1968, 4, 559-560

The clinical and pathological features of toxoplasmosis have
been well described by Sum (1956). The diagnosis of toxo-
plasmosis should always be considered in a patient with
features of glandular fever but a negative Paul-Bunnell test,
and the finding of lymphadenopathy together with an abnormal
electrocardiogram (E.C.G.) should suggest, among other con-
ditions, the possibility of toxoplasmosis. In the case described
below the diagnosis was supported by serological testing and
isolation of toxoplasma from an enlarged lymph node.

CASE REPORT

The patient, a woman aged 21, was first seen in June 1966 in
the casualty department. For two weeks she had been vaguely
unwell and had complained of some pain on the left side of her
neck. She was presumed to have cervical adenitis, but failed to
respond to a short course of tetracycline. She was later seen in
the outpatient department and found to have a tender, enlarged
lymph node on the left side of her neck. Her throat was normal
and there was no other lymphadenopathy. The spleen was not
palpable. Frequent ventricular ectopic beats were noted (see Fig. 1).
The blood pressure was 110/60 mm. Hg. A clinical diagnosis of
toxoplasmosis with myocarditis was made, and this was confirmed
by subsequent investigations.
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FIG. 1.-E.C.G. showing frequent coupled beats.

Investigations.-Hb 13.6 g./100 ml (93%) ; W.B.C. 6,000/cu.
mm. (neutrophil polymorphs 58%, lymphocytes 32%, monocytes
10%). A very occasional atypical lymphocyte was noted. Wester-
g'ren E.S.R. 2 mm./hour. Paul-Bunnell test was negative. The
patient's serum failed to agglutinate sheep red cells even in the
lowest dilution (1:10). Wassermann reaction was negative. Mid-
stream specimen of urine was normal. A chest radiograph was
normal. Toxoplasma serology is given in the Table.

Toxoplasma Serology

Date .. .. 7/7/66 21/7/66 6/10/66 27/10/66 26/1167 12/8/67
Dye test titre .. 1/1,024 1/2,000 1/32 1/512 1/256 1/32

Lymph Node Biopsy (20 July).-Approximately half of the lymph
node was received measuring 1.5 by 1.2 by 1.2 cm. The cut surface
had a white appearance. On section intense reactive changes were
seen with a mild periadenitis. The lymphoid follicles showed
germinal centres with phagocytic cells containing nuclear debris.
The pulp showed reticular hyperplasia with focal collections of pale
histiocytes (Fig. 2) and many plasma cells. The sinuses were filled

Am~~~~~~~~~~~~~~~~~~A
FiG. 2.-Proliferating histiocytes in pulp of lymph node. (H. and E.

x 200.)

with proliferating lymphocytes and monocytoid cells. Examination
of multiple sections showed no toxoplasma cysts, but the changes
are similar to those described by Stansfeld (1961). A diagnosis of
toxoplasmic lymphadenitis was made.

Isolation of Toxoplasma. The other half of the lymph node
was emulsified with saline containing penicillin 100 units and
streptomycin 10 pg./ml. and inoculated intraperitoneally into five
mice (Beverley, 1960). All the mice remained well throughout the
observation period. Seven weeks later two of them were killed
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