
manifestations of lupus erythematosus resistant
to topical steroids and antimalarial drugs. Thalido-
mide has been reported to be of benefit in subacute
cutaneous and chronic discoid lupus erythematosus
as well as lupus erythematosus profundus.2A
The mode of action of thalidomide is unclear,

although its teratogenicity is well recognised. Care
must be taken to monitor for the development of
possible peripheral neuropathy. Despite these side
effects thalidomide is useful in combating the often
disfiguring cutaneous manifestations of lupus
erythematosus.
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Medical management of
rheumatoid arthritis
EDITOR,-In their reviewing of the medical man-
agement of rheumatoid arthritis D R Porter and
RD Sturrock document the poor outcome achieved
in the past.' They identify the need to treat patients
earlier but note the difficulty of doing this in the
absence of any reliable predictive indicators. We
question the statement that no reliable stable
indicators are available as we recently published
evidence that two genetic factors, combined with
rheumatoid factor, produce clinically useful pre-
dictions.2 The findings of this pilot study have been
confirmed in a consecutive series of 177 patients
attending our early inflammatory arthritis clinic.3
This showed that clinically valuable predictions of
radiological erosions at one year could be made.
The presence of either rheumatoid factor or the
conserved epitope had a sensitivity of erosive
disease of 95%, permitting the identification of
virtually all patients at risk of erosive disease. The
presence of the conserved epitope plus rheumatoid
factor had a specificity of 88%. This allows selec-
tion of high risk patients for more toxic interven-
tion. A subgroup of patients with Dw4/Dwl4 were
identified with an even worse prognosis.
The importance of genetic typing is that it can be

done at any stage of the disease process. This has
become particularly relevant as patients are seen
earlier in the disease in an attempt to prevent
damage (current evidence indicates, that, though
painful joints are improved at whatever stage of the
disease patients are seen, function is only stabil-
ised.4 Further pressure to treat patients early
comes from evidence showing that patients with
persistent active disease suffer harmful catabolic
effects, such as osteoporosis-for example, patients
with raised C reactive protein concentration for
two years lose on average more than 10% of bone
from their hips.5 Patients seen close to the onset of
their disease are difficult to distinguish from each
other on clinical grounds, hence the importance of
these objective, stable measures.
Though there was once considerable debate

about which patients should receive second line
treatment, this has now changed. A recent survey
from our national early arthritis group (which
reflects national prescribing habits) indicates that
88% of patients diagnosed as having rheumatoid
arthritis receive second line drugs in the first three
years, and all but 5% of these receive them within
the first 12 months.4 Debate now centres more on
which second line drug to give rather than on
whether to give one. The information obtained

from prognostic indicators allows this choice to be
made on logical grounds. This approach also by-
passes the argument, referred to by Porter and
Sturrock, for inverting the therapeutic pyramid-
that is, giving aggressive treatment to all patients.
This is clearly inappropriate for the many patients
who do well with less aggressive management.
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Diagnosis in histopathology
Is often unclear
EDr1OR,-In the absence of appropriate informa-
tion it is wrong to make specific comments about
recent events in Birmingham, where a pathologist
has been criticised for misdiagnoses.' Most reports
in the press, however, have shown a worrying lack
of insight into the nosological status of histo-
pathological diagnoses.
Managers (and even many clinicians) may have

been misled into believing that lesions submitted
to histopathology laboratories are easily recognis-
able as benign or malignant. It also seems to have
been accepted that review of a case by a solitary
independent expert can provide the correct answer.
Nothing is further from the truth. In practice, a
moderate number of submitted lesions prove
extremely difficult to interpret and the diagnosis is
uncertain. Furthermore, when such lesions are
reviewed by panels ofexperts half ofthe experts may
classify them as benign and half as malignant.

Virtually all of diagnostic histopathology is
riddled with such problems, and bone lesions are
probably the most complex and difficult to diag-
nose. Perhaps for these lesions more than any
other, the final diagnosis must rest on careful
interdisciplinary correlation, integrating informa-
tion from all clinical specialties. Even then, the
accurate diagnosis may not become evident until
after several years of follow up. The review of one
expert's diagnosis by another is not an acceptable
option realistically. As a minimum, several experts
must be used, and even then it must be appreciated
that the diagnosis offered by the group is a
consensus opinion rather than guaranteed to be
right.

In all clinical specialties consultants who persis-
tently perform badly-diagnosis and practice-
compared with the consensus of their colleagues
must be identified. To achieve this aim, British
gynaecological cytopathologists remain unique in
subjecting themselves to yearly proficiency testing.
It seems essential that, in addition to medical
audit, similar quality assurance is incorporated
into all branches of medicine. It is perhaps ironic
that in many areas such programmes are already in
place for histopathology. As a profession, we must

also decide how to act once people who persistently
perform badly have been identified by such
systems.
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A multidisciplinary affair
EDITOR,-It is well known that a team, comprising
not only a pathologist but also clinicians and
radiologists, is required to diagnose bone tumours.
The history of the condition, radiological appear-
ance, and site of the biopsy specimen all influence
the diagnosis and have to be taken into account.
Pathological examination alone can result in a false
diagnosis. The inquiry at the South Birmingham
Tumour Service' should therefore look not only
at the tissue samples but also at the procedures
for diagnosis, the radiographs (with a bone
radiologist), and the clinical notes. Sharon King-
man reports that a 9 year old boy with osteomyelitis
was treated for a bone tumour'; this strongly
suggests a lack of teamwork and input from a
radiologist.

Before putting the entire blame on Dr Starkie
the inquiry should also look at the diagnostic team
at the South Birmingham Tumour Service. Did it
exist?

GM STEINER
Sheffield Children's Hospital,
Sheffield S 10 2TH
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Use ofdiltiazem in sport
EDrrOR,-Further to reports of use of anabolic
steroids by people participating in sport,' we wish
to highlight a potential problem that we have
encountered in our locality.
A bodybuilder suffering severe abdominal

cramps after training attended the accident and
emergency department. Questioning elicited the
fact that he regularly used anabolic steroids but
that recently, to augment his training, he had been
taking the calcium channel blocker diltiazem in
doses far exceeding the maximum dose recom-
mended in the British National Formulaty (480 mg
a day).2 His symptoms were eased rapidly by an
injection of hyoscine butylbromide, and as no
other side effects were noted he was discharged.

Apparently, the use of diltiazem is well estab-
lished locally among bodybuilders and rugby
footballers. The drug's side effects, such as gastro-
intestinal disturbance, are well documented,2 but
potential cardiac rhythmic disturbances could be
fatal.
There is scientific evidence that diltiazem in-

creases maximum oxygen consumption after train-
ing,3 but we are intrigued and worried about how
the drug is obtained. Our patient declined to
disclose his source of supply.
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