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Myxoedema
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FIG. 3-T.S.H. concentration in ji units/ml. plotted on a logarithmic scale
against T, resin uptake value. Patients with primary myxoedema are con-
sidered together with some normals but are split into two age groups.

O=Patients aged 50 and over. *=Patients under 50.

present scanty, but it would seem that the T.S.H. response of
older patients with primary myxoedema is reduced.

DISCUSSION

Details of the method have not been given here but will
form the subject of a later report. This bioassay technique is
sensitive enough to detect thyroid stimulating substances in
euthyroid human plasma without the need for preliminary
concentration of the plasma activity. This degree of sensitiv-
ity is higher than that generally achieved by other bioassay
methods, and it is possible that substances other than T.S.H.-
for example, heterothyrotrophic factor-may be detected, and
may therefore contribute to the activity levels measured. The

activity nevertheless seems likely to be of pituitary origin,
because in hypophysectomized and hypopituitary patients
none is present. The range for euthyroid subjects so far (33-
160 ,uunits/ml.) is similar to that of other bioassay methods
(0-160 !Lunits/ml.) (Raud and Odell, 1969) when bovine
T.S.H. is used as the standard.

Certainly the activity levels detected by this method in
thyrotoxicosis are considerably different from those found
when immunoassay methods are used. This difference may be
due to L.A.T.S.-like substances or to heterothyrotrophic
factor. Further work is in progress in order to define the part
played by these and other possible components.
The wide range of T.S.H. values found in primary myx-

oedema (also noted by others) appears from the limited data
at present available to be explicable on the basis of a
diminished responsiveness of the pituitary in the older
patient.

Practical features of this method are that the fish are inex-
pensive and that stocks are easily maintained. No special
facilities are required, and the simple tank system required
takes up only a small space. Equipment (circulation pumps,
water heaters, aeration pumps) is readily available at small
cost.
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Medical Memoranda

Extensive Keratodermia Blennorrhagica in
a Woman with Reiter's Disease

British Medical Journal, 1970, 4, 723-724

Reiter's disease is unusual in females, the sex incidence of this
condition being reported as 15 males to one female (King and
Nicol, 1969). Keratodermia blennorrhagica is the name given
to the skin manifestation of this disease, and the skin of the
soles of the feet is the commonest site involved. It is found in
about 8% of patients who develop the venereal type of Reiter's
disease, and in only 1% of those with the dysenteric type
(Hancock, 1965).
A case of severe Reiter's disease in a young woman who de-

veloped extensive keratodermia blennorrhagica is described.

CASE REPORT

A 20-year-old woman was admitted to hospital with a two-week
history of fever (not responding to salicylates) and pain in the
right ankle, left hip, and lower part of the back. She had noticed a
yellow vaginal discharge for three days but denied ever having
had intercourse. There had been no disturbance of bowel habit
and no previous significant illness.

On examination she was pyrexial (101'F.; 38 3°C.), pale, and
obviously unwell. There was swelling and limitation of movement
of the right ankle, and movement at the left hip joint was painful
but not restricted. A red area resembling an incipient boil was seen
over the left shin. There was no lymphadenopathy, and no other
abnormality was found on examination. Haemoglobin was 11.6
g./100 ml.; W.B.C. 7,100/mm.3; and E.S.R. (Wintrobe) 9 mm. in
the first hour. Radiographs of chest, ankles, pelvis, hip joints, and
sacroiliac joints were normal. Urine culture grew Escherichia coli,
which was treated with ampicillin, but she remained ill and
pyrexial. Blood cultures were negative.

After five days in hospital she developed a vesicular eruption
on the left heel and under the left hallux, typical of keratodermia
blennorrhagica. By this time the arthritis had spread to involve
the right elbow, left knee, and the metatarsophalangeal joints of
both feet. Rose-Waaler and latex-rheumatoid antibody tests were
negative, and L.E. cells were not found. She developed cervicitis
and urethritis but not conjunctivitis. Vaginal smears showed Can-
dida albicans on several occasions, and several groups of Gram-
negative intracellular diplococci were seen on one occasion. An
attempt to culture the gonococcus failed, as the culture medium
had become overgrown with Proteus species. Healing erosions
were seen on the tongue, and painless superficial erosions were
present on the hard palate. Blood Wassermann and Kahn tests
were negative.
The gonorrhoea was treated with a course of intramuscular

penicillin but without improvement in her general condition. The
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keratodermia spread to involve all four limbs, the back, the face,
and the scalp. The lesions progressed from a macular eruption to
vesicular and pustular stages, finally becoming hard scaling kera-
totic plaques, which on the feet were painful and irritating. Fresh
lesions appeared adjacent to areas of healing (Fig. 1), and in view
of their severity oral prednisone 40 mg. daily and topical
hydrocortisone were prescribed. The arthritis was also treated
with indomethacin with partial relief, but after a few days of
steroid therapy her pyrexia subsided, joint pains were further
relieved, and there was a noticeable improvement in the skin
lesions. After 11 weeks in hospital she was discharged, the
prednisone being gradually reduced. At the time of this report no
fresh skin or mucosal lesions had appeared, and repeat radiographs
of the hands, the feet, and sacroiliac joints were normal.

Histological examination of involved skin (Fig. 2) showed
spongiform pustules in the upper epidermis, acanthosis, infiltration
with polymorphs, and hyperkeratosis. The underlying dermis
showed mild perivascular chronic inflammatory cell infiltration.

F. :. >F.

FIG. 1.-Vesicular and keratotic lesions on the foot.

FIG. 2.-Skin showing thick parakeratotic horny layer infiltrated by
polymorphonuclear leucocytes overlying spongiform pustule in upper

stratum malpighii. ( x 55)

These appearances are fully consistent with the diagnosis of
keratodermia blennorrhagica (Harkness, 1950), though there is
a similarity to psoriasis.

COMMENT

This patient was suffering from the venereal type of Reiters
disease and gonorrhoea. In spite of the name keratodermia
1>ennorrhagica is unrelated to gonorrhoea (King, 1964), and,
as in this case, treatment of the gonorrhoea does not prevent
further development of keratodermia.
The literature on Reiter's disease is vast, but the aetiology

is unknown. There is a very close similarity between kerato-
dermia blennorrhagica and psoriasis, and the arthropathy of
Reiter's disease is often indistinguishable from rheumatoid
arthritis (Perry and Mayne, 1965; Khan and Hall, 1965). Pso-
riasis and Reiter's disease may share a common genetic

background, for psoriasis apparently occurs nine times as
often as expected in the male relatives of patients with
Reiter's disease (Lawrence, 1966). Though Reiter's disease is
rare in the female we did not feel clinically that our patient
was suffering from either psoriasis or rheumatoid arthritis.
Psoriasis only rarely involves the mucous membranes of the
mouth (Norins and Yaffee, 1957), but lesions of the tongue
and buccal mucosa occur in about 10% of patients with
Reiter's disease (Hancock, 1960) and are painless and super-
ficial. The mucous membrane lesions usually precede the skin
lesions and may also occur before the onset of arthritis (Nicol,
1966). It is likely that the oral lesions in this patient were
present on admission but were overlooked, for when the
diagnosis of Reiter's disease became obvious with the eruption
of keratodernia blennorrhagica, closer inspection of the tongue
showed lesions practically healed. An extremely rare feature
in this case was that the keratodermia involved the face.
Though lesions of the scalp may extend a little on to the fore-
head (King, 1964), facial involvement in Reiteres disease is
practically never seen (Oates, 1970).

Treatment of Reiter's disease with steroids is not indicated
unless the illness is severe. In the present case the administra-
tion of prednisone resulted in cessation of pyrexia for the first
time since admission, healing of skin lesions, and a shortened
stay in hospital.

I should like to thank Professor M. D. Milne, Westminster
Hospital, for permission to publish this report of a patient under
his care. I am grateful to Dr. J. K. Oates for his advice in the
preparation of this paper, and to Dr. A. C. Branfoot for the
histological examination.

A. J. RIcHARDS,* M.B., M.R.C.P.,
Medical Registrar, Westminster Hospital, London S.W.l.

*Present address: Clinical Pharmacology Unit, Brompton Hospital,
London, S.W.3.
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Ectopic Secretion of Parathyroid Hormone
by a Renal Adenocarcinoma in a Patient

with Hypercalcaemia

British Medical Journal, 1970, 4, 724-726

Hypercalcaemia not infrequently complicates malignant
disease with metastatic spread to bone. But it also occurs
without bony deposits, and the accompanying hypophospha-
taemia suggested to Albright (New England 7ournal of Medi-
cine, 1941) that such tumours may secrete parathyroid-hor-
mone-like material. No hypercalcaemic factor has been
isolated from these tumours (Munson et al., 1965) though
material has been extracted showing immunological imilanty
to parathyroid hormone (Tashjian et al., 1964; Munson et al.,
1965; Sherwood et al., 1967).

CASE REPORT

A housewife aged 58 had felt ill for a year and complained of
muscular weakness and pains in her legs. She was anorectic and
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