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INTRODUCTION

Tue TerM, inflammatory osteoarthritis, is not intended to supplant standard terms
for multilocus osteoarthritis. Rather, it attempts to focus on an abrupt and painful
mode of onset of these various forms of ostcoarthritis. It is unlikely that osteo-
arthrosis developing gradually and painlessly, even if in various sites, will be confused
with the inflammatory arthritides, such as rheumatoid arthritis and gout. It is even
less likely that such confusion will occur between degenerative joint disease of one or
two major joints and a symmetrical polyarthritis. The abrupt painful polyarticular
onset, with an emphasis on small joints of the hands, which characterizes the clinical
picture of several seemingly similar forms of osteoarthritis along anatomic lines can
lead to such confusion, and makes the introduction of another term, namely inflam-
matory osteoarthritis, germane.

The end product of osteoarthritic involvement of the small joints of the hand is
remarkably similar. Nodose enlargements develop, called Heberden's nodes at the
distal interphalangeal joints, and by some, Bouchard's at the proximal interphalangeal
joints. European clinicians, in particular, regard involvement of the interphalangeal
and metacarpophalangeal joint of the thumb as a related disorder known as rhiz-
arthrosis {1).

At times, this nodosc form of arthritis begins abruptly and painfully, with dramatic
redness overlying the involved joints. After a course of variable duration, commonly
lasting from several months to approximately five years, the symptoms gradually
subside, lcaving behind deformities indistinguishable from the less acute classic
variety. Heberden and Haygarth, in the 19th century, described the nodose deformities,
and Archibald Garrod {2} grouped these with simultancous involvement of the other
joints, anticipating the modern description by Kellgren and Moore (3] of primary
generalized osteoarthritis. To Garrod's time, this syndrome was regarded as a benign
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variely of rheumatoid arthritis; only in the present century was it recognized as
ultimately osteoarthritic, and most authots related it to menopause (inenopausal
arthiitis). Some referred to mixed arthritis, implying simultaneous osteoarthritis and
rheumatoid arthitis.,

Stecher [4) clucidated a hereditary pattern that apparently underlies painless
Heberden's and Bouchard’s nodes. Subscquently, Crain {5] introduced the term
interphalangeal ostecoarthritis, and Peter and his collaborators [6] coined the name,
erosive osteoarthritis, because of the erosions that underlic some of the instabilities
and deformities of finger joints. in an carlicr paper [7], | emphasized the distribution
of these lesions on the radial aspect of the hand, the marked redness of the overlying
skin, the relationship of hormonal changes, and a more frequent involvement of
metacarpophalangeal joints than usually conceded. The current study attempts to
cariclate the various manifestations.

MATERIALS AND METHODS

The patients personally seen in consultation and subsequently followed at the
Arthritis Center of the Albert Einstein Medical Center between | January 1966 and
31 December 1970, formed the study population. The entire group numbered 1446
patients, and the predominant diagnoses were rheumatoid arthritis, peritendinitis/
bursitis, degenerative joint disease, and inflammatory osteoarthritis, as defined above.
Each patient for whom the diagnosis of inflammatory ostcoarthritis was recorded
had to satisfy basic clinical criteria: the onset was abrupt and painful in the small
juints of the hands; nodose enlargement of these joints developed; there was no
evidence or history of psoriasis; on lurther observation, osteoarthritis alone remained
a tenable diagnosis; laboratory data failed to point to other possible rheumatic
discases; and roentgenographic evidence of osteoarthritis developed in the appropriate
joints. Sex, age, age at onset, duration of active disease, family history, morning
stiffness, and duration and distribution of such stiffness werce recorded for each patient
diagnosed as having inflammatory osteoarthritis. Each joint was separately scored,
and presence or absence of mucoid cysts noted. History of estrogenic or other
hormone therapy was obtained, as well as data oa natural or surgical menopause,
and details of medical and physical treatment, intra-articular injections, and surgical
intervention, Details of roentgenographic and laboratory studies were recorded.

RESULTS

Of the 1446 patients studied, 170 had inflammatory osteoarthritis and 337 classic
or definite theumatoid arthritis. In our population, there were thus two cases of
rheumatoid arthritis for each case of inflammatory osteoarthritis.

There were 167 women and 6 men who presented with the syndrome of inflammatory
osteoarthritis. All the men were over 60 yr of age at the time their symptoms began.

The mean age of the patients who had inflammatory ostecoarthritis was 60.8 yr,
with a standard deviation of 10.9 yr. Mean age at onset was 50.5 yr. Duration of
active discase was sometimes diflicult to determine, because, though the onset was
abrupt, the course was characterized by gradual diminution of symptoms; median
duration of active discase was 93.5 months. Some patients were seen in the initial
stages of the discase, others long alter cessation of all pain, though deformities
remained. Sixty-eight per cent of the patients refated a family history of this condition.

Inflammatory Osteoarthritis | k1R

Seventy-six per cent clainied moruning stiffness, with a mean duration of one-half hour
Distribution of involvement in the joints of the hand is listed in Table 2 and

schematically portrayed in Fig. 1. Table | also lists other joints frequently involved
in the syndrome.
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Fis. 1. Joints of the hand involved by inflammatory ostcoarthritis (per cent of 170
paticnts).

The correlation matrix was obtained for all the variables, and the results are set
forth in Tables 2 through 4.

.Only 9 per cent of the patients developed mucaid cysts overlying involved joints,
Slx.lccn per cent of the patients suffered a modest degree of interference with the
activities of daily living, generally of a transicnt nature. This incapacity was most
frequently the result of interphalangeal or metacarpophalangeal joint involvement
f)f the right thumb, or of the first right carpometacarpal joimnt; involvement of the
Interphalangeal joint of the left thumb was responsible for disabitity in only half as
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many palicnts, and of metacarpophalangeal and carpometacarpal joints of the left

thumb produced minimal interference. No record was kept of handedness of the

paticats. Involvement of the third, fourth, and fifth right proxmnl tcrphalangeal
© joints, the cervical spine, or the shoulders, also produced transient ii

aclivities of daily living.
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Fifty-one per cent of the patients were treated with physical measures at some tinic,
including paraflin dip baths, moist heat, and lhcrupcuhc exereise _prograns, and

65 ncr cent were treated wnlh i rticular inj

Six per cent had received esirogen lncrapy, and 7 1 per ceni other hormonai lllcmpy
preceding onset of symiptoms. All of these paticnts were either well past menopausce
by age, or in the case of younger paticnts, by virtue of panhystercctomy.

Most patients were already taking various drugs for control of symptoms at the

time lhcy were first seen. Changing drug therapy was necessary in many, but the
llld]()llly were able to discontinue l'lKlng medications within three o four weeks of
their initial visit. Subscquently, the more distressing symptoms were controlled
through short intermittent courses of analgesic and an(i-inﬁ’unlmlory medication

and intra-articular injections of corticosteroids. Fifty-ninc per cent of the paticnts

look aspirin, either alone or in combination with anti-inflammatory dlugs, with
Licestdond afTadioinence A ian Aol A

limited effectiveness. At somc time, 54 per ceat took indomicthacin, and 28 per cent
phenylbutazone, with apparently good relief of pain. Twelve per cent had taken
corlicosteroids before their fiest visit; these compounds were successfully discontinued
. .

the Wcslcr;,rcn method, came within
ange of 20 mm pcr 43 per cent; in 36 per cent, modest
clevations to between 20 and 40 mm per hr were recorded; in 14 per cent, elevations
ranged between 40 and 60 mm per hr and in 7 per cent, values above 60 mm per hr
were recorded. Most of the highest values occurred during the development of

rheumatoid arthritis in some of the patients. Tatex fixation lcslq for rhcumaloid fuclur

were negative in 96 per cent, wea

i

n

registered below 6 mg per cent in 7
registered above 12 gm per cent in 77 per cent, and below in 23 per cent.

Roentgenograms of the joints were obtained in 76 patients; crosions were evident

in almost all, with multiple ¢rosions in 40, and plcdumlnanlly dLgCI)Cl'dlch changes
£,

with an occasional small erosion

usually associated with osteoarthritis as we

osteophyte formation, and joint reshaping.
In 144 cases, the inflammatory signs subsided, leaving behind residual noduose

deformitics without marked disability of the appropriate joints. In 26 cases (15 per

ef in 316, A ins roeveated the features

I: narrowing of joint spaces, marginal

o

cent), anindolent syndrome indistinguishable from rheumatoid arthritis su ipeiiinposcd
itself during the period of observation
DISCUSSION

Acuteness of onset of arthritis plus the Galenic quiniet of manifestations swelling,

pain and tenderness, overlying redness, warmth, and some limitation of function -
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suggested the term inflammatory osteoarthritis to describe these manifestations. The
definition is based on clinical presentation rather than on roentgenographic or
histolagic characteristics. The syndrome sets in, predominantly in women, at a mean
of 50.5 yr of age. It begins with development of painful red nodules of the distal and
proximal interphalangeal finger joints of abrupt onset, cventuating after a variable
course, in nodose degencerative lesions of these and other small joints of the hand,
with or without similar involvement of other joints, ‘The initial lesion clearly suggests
synovitis, with marked redncess of the overlying skin, edema, and teaderness of the
joint, and restricted motion, The interphalangeal and metacarpophalangeal joints of
the thumb frequently develop the characteristic garlic-clove deformities, stubby in
appearance, slightly Qlexed at both the metacarpophalangeal and interphalangeal
joints. Frequency of invelvement of metacarpophalangeal joints declines precipitously
from the first to the sccond, and from the sccond through the remainder. In many
paticnts, the fingers become gnarled, resembling the trunks and branches of olive
trees, with fateral-medial instability leading to deviation of one phalanx on another
(Fig. 2). After initial pain in the anatomic snufl box, that area at the base of the first
metacarpal becomes angular, giving the whole thenar eminence a squared appearance.
Instability as well as nodose deformities at the interphalangeal joints are a frequent
end result though pain and disability may be minimal.

Even mote distressing than pain during the active phase of this disorder are the
throbbing paresthesias of the finger tips. The pulp ai ihe finger tips becomes engorged
andred, particularly at night, and may awaken the patient from sleep. The patient
feels compelled to shake the hand vigorously, and this movement seems (o relieve
the symptoms somewhat. )

Stiffness in the mornings and after other periods of rest is obviously of relatively
short duration (usually up to onc-half hr) and commonly described as remediable by
motion, exercise, and moist heat. Stiffness is not generalized, but rather afflicts the
hands and other joints that may be involved.

We have depicted the increased heat at the appropriate joints by thermography (8],
though brachial angiography has failed 1o confirm the expected increased vascularity.

In the present series, the small joints of the right hand were involved more frequently
than those of the left. On both hands, as others have noted [9], the second distal
interphalangeal joint was most commonly at risk, with the fifth distal interphalangeal
jointa close second. Al the distal interphalangeal joints were involved more frequently
than any other joints in the hands. The proximal interphalangeal joints were each
involved in approximately half the patients, and the first carpometacarpal joint next
most commonly involved in 37 per cent of right hands and 36 per cent of left. The
inteiphalangeal joint of the thumb became involved in approximately a third, and
the first metacarpal joint in approximately a quarter of the patients. While most
previous authors took pains to deny involvement of other metacarpophalangeal
joints, 13 per cent of the present group developed the lesion in the right second
metacarpaphalangeal joint and Il per cent in the left second metacarpophalangeal
joint, 7.6 per cent in the right third metacarpophalangeal joint and 6.5 per cent in the
teft, and 2 per cent in the right or left metacarpophalangeal joint, or the left fifth,
and | per cent in the right fifth metacarpophalangeal joint. In the lower extremities,
40.6 per cent of patients developed left knee involvement to 38 per cent of the right,
and 16.5 per cent left hip involvement to 14 per cent of the right, reversing the side

Fro. 20 Characteristic late appearance of inflammatory osteoarthritis, with deviation

ol individual phalanges either radial or ulnar, Heberden's and Bouchard's nodes, and

gatlic clove enlargeent of the interphalangeal joints of the thumbs. Nate alsa the

squaring of the thenar eminences because of involvement of the first carpometacapal
Joints,

Fiio 3. brosive lesions, narrowing of the joints, and marginal oslcophytes are
chatactesistic of infMlamnatory osteoarttnitis, Note  patticulacly lesions at distal
interphatingeal goints, the thicd right distal interphialangeal joint is ankylosed
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of predilection in the hand (Table §). The cervical spinec was involved in 27 per ce
and other joints, randomly distributed, including shoulders, manubriostern
lumbosacral apophyseal joints, metacarpophalangeal joints, and ankles in 75 per ce
In these patients, it was clinically impossible to distinguish between pain resulti
from first carpometacarpal involvement or from involvement of the adjacc
trapezioscaphoid joint; the localization is best made roentgenographically. It
noteworthy that none of the patients developed osteoarthritis in the distal radiouls
joint or changes beyond the ulnar head, unlike rheumatoid arthritis, in which t
ulnar aspect of the wrist is so commonly involved as to constitute a diagnostic feat
{10].

The pattern of involvement in the joints of the hand dilfers considerably from ti
reported by Stecher [4] in his analysis of 100 cases of idiopathic Heberden's a
Bouchard’s nodes. In fact, only at the second distal interphalangeal joints are {
percentages even close, Stecher recording 85 per cent in the right second dis
interphalangeal joint and B6 per cent in the left second distal interphalangeal jon
In his cases, the third distal interphalangeal joint was almost as much at risk, t
fifth distal interphalangeal joint considerably less and the fourth much less even th
the fifth. Only half as many patients as in the present series had involvement
proximal iaterphalangeal joints and no patients had involvement of any of (
metacarpophalangeal joints. The greater and more widespread involvement in t
present series suggests obvious differences in severity between the benign idiopat
nodose changes and those accompanicd at onset by inflammation.

Coeflicients of correlation suggest a remarkable association of involvement
adjacent distal or proximal interphalangeal joiuts, and almost as much likelihood
involvement of interphalangeal joints separated by an uninvolved joint. There is al
a high degree of concurrent involvement of the same joints on each side. The siatist
thus suggest that this syndrome is characterized by symmeltricality to a degree hither
unappreciated. Not surprisingly, there is also considerable correlation between
age of the patient and knee involvement; the older the patient, the morc distressi
this feature becomes.

Tasie 5. FREQUENCY OF JOINT INVOLVEMENT (170 FATIENTS)
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Left 4th PIP (88) 30. Right 3rd MCP (1)
1. Right 4h PIP  (87) 3. Left 3rd MCP (1)
14. Left 2nd PIP (86) 32. Left 4th MCP  (4)
15. Right SthPIP  (85) 33, Right 4th MCP
16. Left 3rd PIP (84) teft sth Mcr Y
17. lelt Knee N 34 Right Sth MCP (2)

8. Right Knee (6%5)
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Twenty-six of the patients who presented with all the requisite features of this
syndrome and initially scemed no different gradually developed supervening synovitis,
he ulnar aspect of the wrists, progressing to caput ulnae syndrome,

n interval during

nradominantly
predqominants

t
characteristic of rheumatoid arthritis [10}. In all cases, there was 4
which estabiished osteoarthritic changes remained but few sympio
followed by what scemed now to be rheumatoid arthritis. The further course of these,
including development of serologic abnormalities, will be analyzed in detail in a
“!\\,cqnpnl nublication.

The majority of pdlIClllS presented with a predominantly normal laboratory profile.

o glinhtly ahave it
y sugnliy avove i,

e e miadedd
ms were noted,

i‘rythrocyte sedimentation rates came within normal range, or on
in most, with higher values recorded predominantly in those converting to rheumatoid
arthritis. As would be expected, therefore, latex fixation tests for rheumatoid factor
were negalive in almost all, and positive in low, undiagnostic titers (1:40 or below)
in only a small pcru:nmgc 4 per ccn!) Similarly, hemoglobin remained al or near

ormal in 71 ner cent but elevated above
1Us 1] DAL T B A ¥

UL SigVatlec Qo

normai ICVLIS in the ilhlj 4

6 mg per cent in 29 per cent; this fraction probably included some paticnts whose
uric acid rose in responsc to small doses of salicylates taken to abort some of the
symptoms of this disorder.

Initially, we did not routincly obtain rocnlgcnogmms as we felt confident enough
supported by negative lahoratory findings, to

wported Oy ncpa ¢ anoralory nnain 3, 1Q

of the diagnosis on clinical gro
omit them. Lately, we have added roentgenograms to the routine work-up even though
the paticnts are seen in consultation and subsequent follow-up and not as part of an
epidemiologic survey, because of the apparent conversion of a significant number of
these cases 1o rheumatoid arthritis. Thus, only 76 roentgenograms were available
for review. O by marked erosive changes, as described by
Kidd and Peter (11], were present in more than half, the remainder showing narrowing
and proliferative changes, with minor erosive changes scaitered among the various
joints. Roentgenographic abnormalities were compatible with the diagnosis of erosive
nslcoarlhrlm or primary generalized ostcoarthritis.

res, the lesions of the various finger and hand joints combine erosive

ang
105 INSauces, 1212 10810

and proliferative osteoarthritic features (Fig. 3). Ihough the interrelationship of the
nodose lesions of the fingers seems well established clinically and statist ically, the
association of remote osteoarthritic symptoms need not necessarily imply causal
relationship. The neck lesions are predominantly ostcophyltic spurring of the apo-

joints and dise degeneration. Qsteoarthritis at the hips develops either medially

r-ln/\r\.l vias accomnanied
stcopnyics accompanicd

nhvseal i

physeal j ind di . Osteoart

ot superiorly. At lhe knees, however, lesions bear the closest n.scmbldncc to the
H hatwoaan

finger lesions roentgenographicaily. Nevertheless, between

knee lesions and advancing age (Table 4) suggests that use and abuse of these joints is

an unpmtanl factor in the pallmgcnc5|5 of the Icsnons though the data offer no clue
ity and gencralized nature of this

rious lesions may well rest on chance or factors

A i 3
syndrome, the relationship nf the
refated to aging.

Distribution of the lesions of osteoarthritis and their diagnostic assignment has
fately interested several groups. The New Haven survey of joint discases is perhaps the
ment 1121 As an rnulvmmlnmc study, it is nrcdommanlly

mac
Hios LI L4 P cprect stulay

a roentgenographic and

N B~ chee o
lowever, the cases of abrupt scemingly inflammatory onsei are noi cicariy sef
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from those representing merely the benign osteoarthritis. The series has thus [

yielded the valuable information that the belicf by respondents that they have arthrit
of arthritis 13, Women tended to ha

is closely related to the actual occurrence
TR LA uRI L il Ay~ li’4 VY U SLBIUILGg sv Lja’

is closely related to the act e o
morce scvere and more frequent osteoarthritis than men, and the discase had a cents
fugai distribution within each hand. Our present series conforms to this fatter patter
also confirming the distribution on the radial side of the hand of the lesions that w.

reported, though not stressed, in the New lHaven survey.
Public Health data [14] suggest that osteoarthritis is the rule, not th

lealth data suggest that osteoarthritis is the rul not the exceptio
among those of older ages, occurring earlicr in women than in men. Other studi
have conciuded that morning siifiness is so common in osteoarthritis as not to |
usable as a diagnostic sign for rheumatoid arthritis; however, only the occurren
and duration, not the degree and distribution, were stressed in such studies and
may well be that morning stiffness can yet, by mare careful definition, be salvag,
as a dnﬂcrcnual characlcnslnc Occupuhon may be a factor in the production

1
(1)
3

~

]
-
)

5 to ()C ()I l“llC“ lﬂlp()l'h'.lﬂ
[I4] Generalized osteoarthritis has been reported in similar proportions from vario
parts of the world, though most of the epidemiologic data were obtained in t}

ac
tts

United States and the United Kingdom., )
Philip Wood [15] has provocatively asked whether it makes sense to speak
disorders of the locomotor system. He quite properly poinis out that the ierm impli

a unity, which has some meaning when discussing total physiologic kinetics

anatomy, for example. ‘However, with the advent of discase, one may be confront:
by the complexity of multilocus involvement. A simple dichotomization, such as c:
be applicd to a single organ or to organs that function as a single unit, is not possnbl

Ha ngoints gut that ta ic concents ta be valid chaild oicooacs sbhio —oneanoio
aie pvuua Sul nat axonomic ¢ FHLe g, O ol Yaiia, snd Otiia auggcal lIIC d'lpl\)pl Id

treatment and the hkcly prognosis, and should be ctiologically meaningful. 1
diagnosis of rheumatoid arthritis, applicd to what usually is a systemic disease, fa
to satisfy these criteria in all three arcas; it is hardly surprising that osteoarthrit

other than as a description for local changcs, slmuld fail completely to find valids
as a disease pnlnv Where definitions are fluic

as a aease enil vy acre agelnittons arc il

W

te data has fad o,

€ Uaia nas ifa o
search for mcasurablc evidence —‘portable data’. T hus, the terms ‘rheumatoid arthrit

and ‘ostcoarthritis’ may be diiferently interpreted by epidemiologists, pathologis
roentgenologists, and clinicians. Wood calls for greater consideration focused «
subjective complaints.

The present study, while not an epideminlogic st

esent study, wlile no t an epidennolog

concre
‘rl

<
3 duC

r 3
clinical description ()f a variety of osteoarthritis cncompassed by the tecm iaflar
matory osteoartiiritis, in which the symptoms are of abrupt onsct and gencra)
cventuate in changes of the joint not perceptibly different from benign osicuarlhril

In focusing on this sclect list of propositi, based on their subjective complaints, i
not surpr

intisa :'ucchuu’ uify

ng that the percentage of involvement of a gives
in the current series than in epidemiologic surveys that do not make this distinctic

‘The family history was obtained, in most cases, through questioning of the patici
Though 68 per cent of the patients claimed such a history, the figure is undoubtced

conservative, as an aflirmative answer to the qucshon was never aceepted until t

d!cgacp including its mode of onset. distribution. and ey ventuation in the sunno:
uuuuu mnciudt P OFLO BRIV AT RANIaVR, Illlllull\ F, Qilg uvy lllall\l' e e Bll""(l\
cases, was carefully ascertained. As a result, incomplete knowledge of the sympta

disquaiified many a pmsnhlc case of osteoarthritis in a relative, and premature den
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FAMILIAL OSTEOARTHRITIS

5
1

. Di?riso‘ ‘éiﬁq

6 2:-.! 3o ‘:jﬂ 2
6 3 2 1

Fia.4. Occurrence of inflammalory osteoarthrilis in one family. Mendelian dominant

heredity is suggested. Circles represent women, squares men; numbers l!r!: .c;un}e‘t.\t:'gﬁ

of appropriate individuals, Note that all direct-line members of the lm|iy shar
syndrome, except when they are yet too young to have developed it.

of a significant relative or ignorance probably eliminated many 'an-ot‘hcr. The pc&:hgrce
of one family with well documented inflammatory ostcoarlhnl‘ls is included (F{g. 4).
Two of the members of the family form part of the present series; for the remainder,
extensive medical histories, phbtngraphs, and, in many cases, rocntgenograms were
made available, (o permit inclusion or exclusion as exemplars of this dlsord.c'r.

The German concept of rheumatoid arthritis cngfaﬂcq upon oste.oz.mhrms called
Ffiopf-pcP (Graft-RA) [16] has some appeal as rcla.l!ng, if not cxpla‘u.nng, t!lc §f1;pcr-
imposition of an indolent form of rheumatoid arthritis on_ostec-)arthrllls. A signi I(I:alr)lct
proportion of the present series (15 per cent) eventuated in this manner, a'nd will ‘
analyzed and reported separately. Of five patients who developed ankylosis of d;sta
and proximal interphalangeal joims——sirr(\jilar ;]0 .tl_lc cases reported by McEwen (17]—

d superimposed rheumatoid arthritis. o _
fof;fh‘:':::::ll():d pr[c);ond‘:rancc of involvement of finger joints over otl'ler JOln(S.lS
implicit in the definition used for this syndrome. If examples of this filsordcr CXIS‘:
that spare the finger joints, they would most assuredly have been missed throug
selectivity.

CONCLUSIONS

Inflammatory osteoarthritis is abrupt in onset, chara(flc-:rizcd by painf9| nodose
lesions of interphalangeal joints, metacarpophalangeal joints of the radial aspect
of the hand, intercarpal and carpometacarpal articulations at’ the bz'lsc of the thumb
(rhizarthrosis), accompanied in many cases by knee, hip, cervical spine, arfd as-so'rted
other joint and tendon lesions. Women of mcnopa_usal age are the chlel: V'C"".‘sl;
especially when a family history exists. The arthritis is rcmarlfably symmc'lrlcal, wil
redness overlying the joints, and throbbing paresthesias, particularly at‘ night, as lh.e
most distressing symptom. Stiffness in the mornings and alter ollfcr periods of rest is
generally brief and can be alleviated by exercise and moist heat. It is generally confined
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to afflicted joints. No specific faboratory features can be expected, but roentgenogran
generally show erosive changes as well as narrowing of joints and marginal bon
proliferation. Most analgesics provide temporary beneficial results, and intra-articuls
instillation of corticosteroids can significantly reduce swelling, redness, and pail
Prognosis is relatively good, the disease generally becoming asymptomatic in a fe:
years, though nodose deformity and malalignment of the joints frequently eventuate
Crippling is unlikely except in the more severe cases involving the knees, thoug
minor interference with activities of daily living may transpire. In the present seric
of 170 patients observed up to five years, with a mean duration of disease of ten year:
15 per cent developed a relatively localized indolent form of joint disease indistinguisl
able from rheumatoid arthritis.

SUMMARY

In crosive or interphalangeal osteoarthritis or primary generalized osteoarthriti:
there are usually inflammatory phases. The correlation matrix for the various man
festations of 170 cases helped define the syndrome. A remarkable symmetricality wa
noted, not only in the expected distal and proximal interphalangeal joints but also i
metacarpophalangeal and carpometacarpal joints, knees, and hips. Confusion wit
sero-negative rheumatoid arthritis must be avoided. Erosive changes develop i
almost all cases, and at the knees, miay lead ultimately to disability. In the hands, th
pattern is centrifugal and radial in distribution. This clinical syndrome is ofte
familial, and ultimately resembles the benign variety of Heberden's and Bouchard’
nodes; the acute onset and the involvement of more proximal joints of the hands an.
of a pattern of peripheral and spinal joints permit its differentiation. In |5 per cent ¢
the cases (26 patients), superimposition of an indolent variety of rheumatoid arthriti
usually beginning in the wrists, developed.
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INDICES OF RELATIVE WEIGHT AND OBESITY
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[INTRODUCTION

Tue Neep for an index of relative body weight was recognized from the beginnin,
anthropometry, that is to say as soon as serious atteation was given to the dimersi
of the body and their biological and medical implications. Body weight in propon
to height or to some function of height is interesting because it should indi
something about *build’ or shape and about obesity or fatness.

Various indices of relative weight have been espoused and applied for many y:
but as yet there is no agreement on any particular index. In part this reflects confu:
—or at least lack of agreement-—about what a relative weight index should repre:
and mean; in part the reason is a lack of “calibrating” data and of systematic exam
tion of wide-ranging samples of data analyzed in parallel. The purpose of this p:
is to provide a comparison gf various indices of relative weight as applied to data
weight, height and body fatriess of men in several countries in Europe, in Japan, 1
in South Africa, as well as of white men in the United States.

In the present paper guidance in the analysis was provided by two assumpti
First, it is assumed that a major reason for the use of a relative weight index i
remove the dependency of weight on height. Second, it is assumed that in the select
of an index attention should be given to the degree to which the index may indic
relative obesity or body fataess.

RELATIVE BODY WEIGH I —LIIFE INSURANCE AVERAGES

Superficially, it might seem simplest and most informative to express the weigh
the individual as a percentage of the average weight of persans of the sanic hei
age and sex in the population to which he belongs. That was the reasoning that Jec
publication of “standard height-weight’’ tablces by the life insurance industry, be;
ning with the Medico-Actuarial Mortality Investigations of 1912 [1].
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