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Introductory .

e

‘The term rbeumatism has not‘carried dn§ and the séme
meaning in.all periods of medical;hfStéry.  Originally
it seems tc have indicated the pregenge"of a Yrheum" or
mucous discharge; it was applied té-cbnditions which are
now described as catarrhal. Its(abbiicatidn to diseases
of the jJoints is attributed to Ballonius,-who lived at
the end of the sixteenth century) ' Aﬁ fifst the term
appears to have included all forms of joint disease s ’
~This position is now much'changed-  S§denhaﬁ,§l624¥ié89)
recognised gout as a variety of joint disease, én& dis-"
‘tinguished it from rheﬁmatism, and in mbré;fecent times
the Joint affections due to various infections (e g
tuberele, syphilis, gonorrhorea, scarlet fever, etc) and
to nervous diseases (e.g. tabes dorsalis) have ceased to -
be classed as "rheumatic®. | |

Many writers, too, hold that-the forms-of chronié
joint disease known as rheumatoid arthritis, osteo-
arthritis, and rheumatic gout, are not as was formefly
believed forms of rheumatism but that they own quite a
different aetiology. By. these processes it has éome |

about that as an exhibition of joint disease *rheumatism®

has g-less extensive application than was formerly the
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case, it is now known that‘the disease has many mani-
festations other than those seen in the joints. This
knowledge is largely due to a recognition of rheumatism
as a frequent disease 6f early life. So long as :
rheumatism was studied in the adult, the joint conditions'
commanded the méin attention of physicians, though phq
possibility of "metastasis" to the heart was generally
allowed. During the last thirty years or so more
consideration has been given to the manifestations 6f
disease in childhood. One result of this has been the
general conclusion that the disease which, in the adult,
produces polyarthritis with fever and free sweating

¥ rheumatic fever® exhibits itself in early years in lesé
conspicuous and more varied forms. It is these forms
whiceh are to be considered in the pressnt thesis. That
the non-articular rhsumatism of childhood is one and the
same disease as the rhesumatic fever c¢f the adult need
hardly be argued, seeing thaﬁ this is nowadays generally
accepted. It is sufficient to remark that in families
with rheumatic tendencies it is frequent to find that
while the older mémbers may suffer from attacks of more -
or less acute polyarthritis, the ydunger are liable to
such non~articulaf @istﬁnbances as tonsillitis, chorea,

endocarditis, erythemas, growing pains and so on; that
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an individual who has been the victim of one or more of
these latter in childhood is not infrequently attacked
with rheumétic fever in his later years; that in‘both
instancés there is a liability to cardiae coﬁp}ications‘
(pericarditis, endoearditis, my%ocarditis); and that
between cases of typical rheumatic fever and non-
articular conditions regarded as rheumatic there are
intermediate cases in which together with the latter
there exist more or less conspicuous evidences of joint
disturbance . By some authorities too, it is held that
there is bacterioclogical ?roof of the relations between
the two sets of conditions, though thié contértion has
by no means secured general recognition. In the last
place there is some value in the experience that remedies |
which act favourably in rheumatic fever are of value in
some, though by no means in all,. of the non -articular

forms of rheumatism seen in early life.
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Btiology.

el e ]

Theré is no certain kﬁowledge of the agent or
agents which excits an attack of rheumatism whether in
the adult or the child. 1In accordance with the general
téndéncies of the day the disposition is to attribute
the disease to the invasion and action of micro=-
organiams; and several observers have claimed the dis-
covery of a specific variety. On the other hand, others
whiles holding rheumatism to be a bacteriological disease,
' maintain that many different organisms may produce the
symptoms: that in other words, there i&s not an identical
infection in each individual case. In this country
interest on this point has mainly been‘directed‘to the
so-called diplococcus or streptococcus rheumaticus
described by Triboulet in 1898, and afterwards (1900)
invegtigated by Poynton & Payne. The latter observers
claim to have found the orpanisms in a large number of
cages of rheumatic fever. They have ohtained it from
the blood, pericardial fluid, granulations from
dise;sed cardiac valves, from rheumatic nodules, also frbm
the brain of children who have died after attacks of

chorea, and from the tonsils of patients suffering from
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rheumatic tohsillitis. ~ They were able to cultivate
the organism, and by inoculation of cultures to produes
in susceptable animals, polyarthritis, valvulitis,
pericarditis, myocarditis, and even éhoreic spasm,

iritﬁ Med.The results have been corroborated by Beaton, Ainly,
'furnal.

JGgS%Vol-lwalker Beattie and otners, and such authorities as
je 23

ournal 3till and Robert Hutchison are disposed to adopt the
f Patho- ~

'ogz & views of Poynton & Payne and to regard the diplococcus
acterio-

ogy 1904 rheumatlcus as the causatlve organism both of rheumatic
0l.9

272 fever and of the non articular forms of rheumatism.

On the other hand,vtheée views have not received

general assent, and indeed they have been authorita-
tively challenged. Thus: Bulloch in the last -edition
of Clifford Allbutts svatem of medicine writes: "It
cannot be held as proved that the mbcrococcus rheumaticus
is the cause of rheumatic fever, as it does notrfuifil

all or indeed any of Kooh's so-called postulates., It is

not found in every case of the dlsease, and the effeots
which it produces experimentally do not differ essentially

from those produced by cocol whioch have been isolated

A s e S

from cases having nothing to do with rheumatio faver,
The chief interest in relation to the prasent thesis of

such a doctrine as is announced by Poynton & Payne is that
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if the conclusions are accepted they produce bacterio=

logical proof of the unity of the disease as it is gseen

in its various forms in adults and in children: and they

bear upon the possible transmission of the disease by
contagion or infection. Both of these cdnsideratidns
have a manifest bearing on the question of rhevmatism
in chiléhood. Farther, they help to establish the
view that the proper place of rheumatism in the noso-
logical ciassificatioﬁ of disease is with the acute
infectious fevers, a éontentioh which is strongly urged
byvOsler.~ He refers to the character of the fever,
the mode of involvement of the joints, the tendency,to
relapse, the gweits, anaemia- and 1eucocytosis; to the
liability to endocarditis, and the involvement of serdus
membranes, and szys "In all these it resembleé pyaemia
very closely and may indeed he .taken as fhe very type
of acute'iﬁfectious disease. Vhen all is‘said oh this
point it remains true that it is not possible to affirm
with scientific confidence what is the exact naturé of
the poison immédiatexy responsible for rheumatic fever
or other forms of rhevmatism. The older viewﬁ'that_.
the poison was generated in the body, though still
widely held, has little or no evidence in its favour,

and on the other hand the claims of the bacterio-




logists that the disease is due to a gpecifie virus
are, admittedly, not fully established. On the point of
infection general experience forbids the view that the
disease in any practical sense can be commnicated from
person to person.' Personally Xk have seen in the last
20 years a very large number of cases of acute rheuma-
tism as well as of other manifestations of the disease
and in no single instance have I known any person in
attendance on the patient develop symptoms which might
reagonably be ascribed to infection. That several
‘members in one and the same family may be affected, and
perhaps at one and the same time, is no doubt true,’
but this does not prove direct infection; it is quite
:as.easily explained by the suggestiop of a family
predisposition - a predisposition Wﬁidhvmay doubtless
be inherited, Indeed, this is a much more plausible
explanation in view of all the facts, for members of
the same family éften;sﬁfﬁef from the disease when they
are not living together and in circumstances in which
no qugstion of infection can possibly arise. Another
statement often gade on this point is that persons living

in one and the same house, though unconnected by ties
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of blood, are apt to suffer from the disease, But
here again there is & possible explanation other than
infection. 7It is sufficient to mention the influ-
ence of cold and damp in promoting a display of the
disease. The belief in these agencies as "causes" is
very widely spread, and nmy own experience goes strongly
to supyeﬁz the popular creed. In a large practice
athidst an industrial -population who enjoy, whether

at work or at home, but limited means of protecting
themselves against the proverbial vagaries of the
British climate, I see every year active manifestations
of rheumatism both in adults and in children wherever
temperatures are associated with wet weather. Thig =
recurs so invariably that it would be impossible for

me to doubt that the combination of cold and damp,
whatever other aggnqy be involved, is responsible for
rheumatic disease as this is seen among the poorer
classes of the community, This consideration has a
very practical bearing on rheumatism in childhood,

for, if it is true, one of the factors upon which the
welfare of children depends is adequate protection

and more especially in bad weather.. More particulaﬁﬂv

has this force in relation to children in families
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known to possess rheumatic tendencies. It ought to be
a routine practice in such families to explain to the
parents the special dangers to which their children
are liable,, and to point out how by attention to the
clothing of the children and by déther means of protection
from the weather the risks of rheumatism may be reduced.
Tt is on this point somewhat significant that the
disease 1s rarely seen under about four years of age,
whereas from this date onward it becomes a common
experience. In other words, so long as children
receive the maxXimum of maternal care and personal
supervision they are rarely the subject of rheumatism,
‘but as soon as they begin to enjoy a liberty which
involves exposure to chang®ng climatic conditions and
to wet clothing the disease becomes increasingly
frequent. There may of course be other influences
concerned in this age distribution of rheumatism, but

I am satisfied that damp and cold and exposure play their
part in this connection and I desire to emphasige the
practical measures which arise from this experience.
‘The opportunity for putting these into operation fo£

prophylactic purposes is all the greater in view of the
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mafked hereditary disposition which distinguishes
Theumatic disease. For when one incident of a rheumatic
nature occurs in a family = whether in parent or
children - it may be concluded that the other members
carry a similar liability; and with this in view the
appropriate warnings may be given eSpecially in relation

to the younger members of the household.

The relationship of acute tonsillitis, especially of
the lacunar type, to ecute rheumatism has given rise to
much discussion, and varying views are held in regard to
it+ Poynton is convinced that the avenue of infection
is the toneil; that the disease of the tonsil is caused
by the rheumatic germ; and that the tonsillitis is the
first evidence of the rheumatic attack. Oﬁhers believe
that the open or inflamed crypts of the tonsil form the
channel by which the infection reaches the lymph and
blood streams} Unhealthy tonsils are very common in 
rheumatic children. From investigations made in the
examination of school children, the percentage of child-
ren definitely rheumatic out of a total of 2556 was 5 .2
for children of all ages, or 6 .8% for children in thé
senior departments, but of 123 children classed as

rheumatic 115 showed some sign of cardiaec disorder; and



" overgrowth of tﬁe tonsils or pharyngeal mucésé adéurreq,i,
in 43 .6 per cent of the rheumatic chlldren-_l' E
The usual proportion of school chlldren requlrlng
Britt operation’ for tonsils and adenoids is from 7 to 8%. By
med . . a study or 75 cases 6f chorea W.P.5. Branson comes to
Journal
%%%2 much the same conclusion as to the route of infection.
1429 0f these 21 .2% had already heen operated on for the
relief of tonsils and adenoids e Eighty‘three per cent
showed evidence of nasal or pharyngeal inflammation. In
62 per cent the tonsils were eﬁlarged or had been removed,
in 65 per cent the tonsilar gland were enlarged and in |
507% inflammation of the nasal passages existed. From
these data he infers that the commonest avenue of
rheumatic infection is the tonsil and next to this the
nose . | | |
lagt Bulloech iﬁ Allbutt's system says, that while in
Edition
England affections of the throat preceeding or during
the attack of rheumatic fever occur in 80 per ceént of
cases, in Pfibra ms cases (677 in number) there was a
history of sore throat 1.7 per cent only.
Semon & Watson Williams say that while the con-

nection of the throat condition and rheumatic fever is

widely recognised, it is well also to remember that a



large portion of acute and chronic pharyngitis and
laryngitis is of rheumatic origin, and that success in
their treatment will very much depend on their correct
diagnosise. I am, myself positive from experience that
some felation certainly exists between tonsililitis and
rheumatism and that endocarditis even without fever
sometimes follows tonsillitis . There is a risk of
regarding tonsillitis and other forms of sore throat in
efildren too lightly . It ought to bé recognised that
such affections involve the risk of heart disease, and
that therefore complete rest is a necessary measure, of
treatment both during the acute stage and for some time
after the local symptoms have subsided. The heart ought
-to be systematically and carefully watched as is the

practice in rheumatic fever.






Tonsillitis . R

or inflammation of the tonsils,'ﬁrougﬁt'i'
aboﬁt presumably by the invasion of the diblocdccﬁs
describéd by Poyntan & Paine, has.long been recognised‘
as- evidence of rhenmatism . J

The micro organisms find their entry by way of
the tonsils and so set up the inflammation. Theb
rheumatic diplococcus has boen isolated from cultures
made from the inflamed tonsils. Tonsillitis often
precedes other acute rheumatic events. (Clinieally it
cannot bhe said to have any decidedly.characteristic
appearance, that is as compared with other'fdrms of
tonsillitis, though usually :ﬁ a purely rheumatié case
the inflammation is not confined to the tonsils, but
tends to involve the tendons of the muscles - tensor
palaﬁi and levator pélati, as it is the fibrous rather
than the adenoid tissues which are affected. Rheumatism
seems to be associated with guinsy more than with other
forms of tonsillitis . It is more common in young adults
than in children. The tonsils are red and swollen, but
with less distension of thevlacunae than is seen in
follicular tonsillitis. Given that tonsillitis precedes
a rheumatic attack, it also often precedes an attack of

scarlet fever, and it is noteworthy that rheumatism and
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cardiac affections supervene-on the latter. But
tonsillitis is set up by other causes as well as
rheumatism, and in order to come to a éorrect 'diagnosis,
a comprehensive survey of the patients life history and
family pr‘edispasit‘ion and aqccompanying symptoms must be

undertaken .
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Nose bleeding .

_____________ This occurs more frequently in ehildren
with a rheumatic history than in others, and even
haemorrhage either from the kidney or per rectum and
otherwise unexplained should excite suspicion.

Epistaxis may come on at the commencement of an attack
of rheumatism or during the course of the illness or may
appear simply as an incident in the rheumatic history.
it may bhe severs, but asva ruls is very moderate. As an
illnstration I may quote a family record in which one of
‘the daughters has had rheumatic fever on eight occasicns
and in which the father and mother have bhoth suffered .-
from various rheumatic manifestations, while four of the
sons, all free from other evidences of rheumatism, are
frequently troubled with epistaxis. This is perhaps
rather an extreme instance, but I am satisfied from many
experiences that nose bleeding in children is an event
specially proné to occur in rheumatic families. The nose
bleeding is more commnn in males than females. Epistaxis
may nc doubt occur in the prodromal stages of any of the
infectious fevers e .3 . measleg, varieéﬂla, scaflet féver,
ete ., but it is I think espeecially common in rheumatiec

fever.
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Joint Manifestations

. . In ehildren the articular symptons
of rheumatism are often so 81ight as altogether to escape
observation. Even when distinct arthritis exists
diagnostic errors may easily arise. Scurvy in infants is
somet imes mistaken for the Swollen Joints and peri-
articular oedema of rheumatisme. Scurvy should be dis-
tinguished by the swelling being periosteal and muscular,
and not affecting the joint itself though'phe joints may

- be extremely tender. .It occurs also at an age when |
rheumatism is almost unknown in children. There are
many other forms of arthritis'which may make diagnosis

- difficuls . Take for example tubercular disease of the
Joints « How impossible it often is to determine whether '
a child is suffering from early hip disease or a rheumatiec
affection of the joint .. Sometimes the pain about the hip
joint may be referred to the region above gouparts
ligament, which in the case of the right side may suggest
appendic itis. Similar diffieculties present themselves
in the case of other joints, as the knee and ankle. Then
again in hereditary syphilitic arthritis described as a
"belated manifestation in children who have not been
speciflcally treated® the condition may simulate

rheumatism. More puzzling, unless one is alive to the
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fact, are those cases in which the main stress of the
rheumatic infection fallé upon thé Pibrous and muscular 1
tissues, and the complaint is disguised under the term
vgrowing pains". Often for example a child may be brought
to the surgery complaining of pains not in the joints, but
in the muscles and tendons especially the thsftendoﬁs of
the hamsﬁring museles, which are sometimeé alone affected,
causing stiffness and pain on movement, so that the case
may present itself clinically, as an awkwardness of gait,
and one may think there is some disease of the knee-~joint,
Or the péins may be chiefly in the side, caused by
rheumatism affecting the intercostal muscles, and one may
think of pleurisy . The pains in the limbs without being
very bad may linger for a long time, disappearing perhaps
for a few days, and then coming on again. As an illus-
tration let me quote the casé of a girl act . 13 years
brought to me with a history that four months previously
she had had peins in the right leg, which had lasted a

few weeks,then_disappeared; two months later pains came

on in the left leg, which were not very bad except on
exertion. On examination the tempt. was slightly raised
99 «6 pulée 120, and the stethescope revealed an obviously
organic systolic murmur of mitral re-gurgitation with

accentuated pulmonic second sound. There were no cardiac
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symptoms at the time and nothing to draw attention to the
heart ekcept one's knowledge that these indefinite pains
in the 1limbs in childhood are so often associated with a
cardiac lesion.

Another set of muscles to be involved are those
\at the back of the neeck and the case may appear as one
of "stiff neck", so that it is now pretty generally
recognised that stiff neck may be a sign of rheumatism.
. Even térticollis may have a rheumatic origin, but then it
usvally ocecurs acutely, and disappears spontaneously
after a few days. In children the joints do not remain
swollén so long as they do in adults; the little people
are not so long disabled, nor are serious after conse-

quences often found in the articulations.

Scarlatinal rheumatism :

80 far as my experience goes I
cannot distinguish scarlatinal rheumatism from acute
rheumatism. I am of opinion that genuine Acute rheuma-
tism does occur in the coﬁrae of scarlatina. ..If a child
can at one and the same time be the victim of both measles
and scarlet fever (I have two undoubted cases at preSent)
why also may not rheumatic fever and scarlet fever occur

simultaneously « Girls show a peculiar liability to
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rheumatic fever, and they are specially prone to
rheumatic manifestations in the course of scarlet fever,
the scarlet fever, as I coneclude, arousing the rheumatic
tendencies into activity . Moreover the rheumatism which
occurs in scarlet fever sometimes develops early, and this
goes to support the opinion just expressed. It is not
necessarily associated with septic condition of the
throat, as outlined by some authors, althéugh septicaemia
does very rarely occur in the course of a scarlet fever.

Scarlatinal rheumatism carries in its wake the
same complications - chorea: nodules: endo and peri-
carditis, and erythema nodosum — as arse prone to occur
in>the rheumatism which occurs apart from scarlatinal
attacks .

¥ore difficult perhaps are the joint pains whichv
sometimes occur late in the history of a scarlatinal
attack « It is not easy to say whether these are mani-
festations of true rheumatism,‘or whether they are

results of the irritation of the scarlatinal poison.
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absence of these. ddes not always prové that the heart
muscle has completely escaped. In childhood the earliest
sign of rheumatic endocarditis is generally a slight
roughening of the first sound, which gradually becomes
more impure and finally tails off into a definite
systolie murmur at the apex, with perhaps later on
accentuation.of the pulménic second sound . This murmur
however does not always mean endocarditis . It may mean
nothing mbré than a temporary dilation of the left
ventricle. The discovery of a murmur however is‘abways
a ground for anxiety, for time alone can tell whether the
murmur is duve to a definite endocarditis or is the result
of ventricular dilatation under the stress of fever. In
every child who has a fibrile attack in a family ﬁith
known rheumaticAtendencies the condition of the heart
should be periodically ascertained by systematic examin-
ation. Rheumatic heart disease in a child is even a more
serious thing than in an adult, because it attacks the
heart when growth is not yet complete. Again pericarditi§
with resultiqg adhesions is a common consequence and
this puts a great strain'on the work of the heart muscle
and further there seems reason to belié€ve that the heart

muscle is specially prone to suffer from the rheumatic

poison in early life (myocarditis).
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As symptoms suggestive of heart implication the child
may suffer from some distress or discomfort located more
or less definitely in the epigastric or praccordial
region; the pulse frequengiy may perhaps be raised; there
may be displacement of the apex beat to the left combined
with an increase in the extent of the cardiac dulness.
The first sound may be blurred, rouvghened or reduplicated;
the pulmonic second souhd may be accentuated; and a
systolic murmur may be audible at the pulmonary base, and
in the region of the apex. The difficulty lies in the
fact that at this stage none of these signs is distinctive
of an organic lesion, as any oné or ali of them may, as
already explained, be produced by a loss of cardiac tone

‘with temporary dilatation of the heart chambers. These
events may occur in the course of aﬁ& acute infective
process and are certainly not uncommon in acute rheuma-
tism. The only criterion of diagnosis, in these cases is
the course of events.

'( The mischief due to rheumatic heart disease in
children is apt to bé progressive; and it is often
aggravated by subsequent attacks. When once the heart
has been damaged, sub-acute attacks of endo and pericar-

ditis and also of myocarditis are very prone to occur,




often in the most insidious fashion and guite independ-
ently of any obvious joint inflammation. In children
hereditary tendencies are marked, and the stronger the
family influencé in this direction the greater the
ligbility to serious heart trouble. In a case that I

have under treatment at present there have been eight
rheumatic attacks; the heart is in a hopeless condition
and the patient has nearly died on more than one occasion.
There is a strong family history and in the same house-
hold a child of 2 years old has had an attack of rheumatic
fever.

Functional dilatation due to want of tone is a
temporary condition and with improvement in the general
health the heart returns to its normal state. on the
other hand, signs attributable to an ‘organic lesion do
not disappear; the mitral valve remains incompetent, and
the aécompanying murmur is persistent . In many cases
there is no long interval before a second murmur of eariy'
‘diastolic or pre-systolic rhythm becomes added to the
bruit .« This event 1ea§es‘no room for doubt as to the
struétural and permanent nature of the lesion for while
murmurs of systolic rhythm are cépable of expianation on

other grounds, a diastolic or pre—-systolic murmur always
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means organic valvular disease.

Endocarditis in childhood

> o U s e s e e St W S S

The history may ineclude one or more attacks
recognised as "rheumatic® or may be limited to a story
of growing pains, or sore throat or chorea, or indefinite
febrile disturbance perhaps with stiffness and tender-
ness of one or more joints .

Examination shows evidences of mitralidisease,
for endocarditis is usﬁally limited to the left side of
the heart, and mitral obstruetion is, I find, the

commonest early lesion. In some children it may precede

‘the articular trouble, which appears after a while and

proves the rheumatic nature of the disease. In yet

others I beliéve, it may be_the only local evidence of

rheumatism plus cachexia, the diagnosis being confirmed

perhaps by the family history. I find that the younger
the child the more likely is it that the disease will
fasten upon the heart to the exclusion of the articula-
tion, and I am of opinioﬁ that rheumatism’is the cause

of all endocérditis in echildren. It may be said that
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endocarditis not infrequently follows scarlet féver.
Trve, but scarlet fever predisposes with peculiar force
to acute rheumatism and on searching ehquiry it will
generally be elicited that the attack of scarlét fever
was associated with pains in the limbs and joints.

With regard to chorea as a cause of endocarditis, I must
remark that I hold strongly to the view that chorea is a
manifestation of the rheumatic state, and evidence is
accumulating everywhere in Support of this view. I find
that the older the child with chorea the more frequently
can the history of previous arthritis be obtained. I
have under treatment now a girl of sixteenvyears of age
for chorea (very severe) following three successive
attacks of rheumatic fever. The following is an example
of the association of chorea and endocarditis .« A Girl
act .« 19 years a factory worker complained of sore throat
with slight stiffness of the joints. Bacteriological
€xamination of the throat was negative and there was no
swelling of any of the joints, no tempt . and the pulse
rate was normal. In the course of 6 weeks chorea devel-
oped and was somewhat severe. Before its onset there
was no endbcarditis, but during its course well marked

evidences of mitral disease appeared. The sore throat,




the joint stiffness, the chorea, the endocarditis were
~all, it cannot be doubted, incidmrts in one and the same

disease, viz. rheumatism.

Pericarditis

The involvement of the pericardium is frequent
in childhood, and is nearly always associated with
endocarditis, being usually a later manifestation. The
onset is generally insidious and is sometimes marked by
vomiting . The friction sounds which indicate the occur-
rence of>peficarditis may be limited to a small area or
may be widely spreade. They are usually first heard at
the base, but may appear at any point in the praecordial
region. Their persistence when the‘breathing is suspen-
ded at onee distinguished them from pleural frietion.
They are heard better during expiration than when the
lungs are expanded and they do not follow the rules
which regulate the transmission of heart murmurs. The
most usual manifestations of pericarditis is that of
fibrinous exudation, but occasionally there is much

serious effusion and rarely pus is formed. So far as

3
!




. BE .

clinical evidence goes a fibrinous pericarditis may be
completely,résolved;rbut often it leads to adhesions,
and even to obliteration of the pericardial cavity . The
last mentioned means severe injury to the heart action.
This may be met for a time by hypertrophy of the heart
muscle but sooner or later it brings in its train all

the evidence of cardiac failure.

Endocarditié, myocarditis and peri-carditis should not
be looked vpon as complications of the rheumatic state,
but should be regarded as much a part of the disease. as
is the affection of the joints. Were this generally
realised the prolonged rest in bed which is sd essential
in these cases would not be delayed. It is stated by
some authors that‘rheumatic nodules are associated with
rheumatic carditis but I havsvnever seen them with a
primary acute attack; they seem to be associated with

the recurrent and relapsing cases only .

If the child has any joint pains the heart

should be examined at once. If there is any increasing

pallor, any rise of tempt . in the evening all these

considerations should at once lead to the heart examinatioy




General Pathology

That the rheumatic poison is bacteriél, recent
observations tend to prove. Its effect is always ﬁo
bring about a condition of acute inflammation of the
part involved. The heart owing to its incessant activity
and the absence of rest is often left with some abiding
deformity « But with prolonged rest I have freguently
roted that thé signs of invoi?ment of a heart valve
may disappear and ths same’is true of the myocarditis

which is usually associated with endocardial disease.

In an attack of endocarditis the valve becomes swollen
and inflamed, the delicate endocérdium gives way and
little beads of fibrine from the cifdulating blood are
deposited on the *ulcerated” areas . These are the
"pinkish~red *vegetations® of acute~endocarditis. They

are seen on the proximal svrface of the valves, usually

at a little distance from the free margine. The later
healing by fibrosis of these inflamed areas results in

deformity of the valves and thus permanent valvular

incompetence or stenosis ensues. It is in the ventri-
cular muscle of the heart that the cause of the
incompetence must be sought for. Researches during the

last few years have shown that the myocardium suffers

R T R ST LA
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quite as much if not more from rheumatism than the endo-
cardium and the peri-cardium. The rheumatic poison may |
weaken the muscie by its direct toxiec action upon the
fibres, or it may give rise to a definite myocarditis
whieh mayvinclude the formation cof nodules similar to
the subcutaneous ones with which we are now so familiar.
(Carey Goombs Journal of Medicine Vol. 2 No- 5, 7, 26.)
I think it is certain that these myocardial lesions are
the cause of the initial mitral regurgitation, because
they muSt'certainly weaken_the sphincter muscle
surrounding the left auriculo ventricular orifice, which
is just és much essential for the complete closing of

the opening as the valvular curtains themselves. If

anaemia be present the muscle is of course further
weakened, From clinical and pathological evidence avail- |
able, the conclusion one comes to is that when’the damage
to the myoéardium in a rheumatic attack is sufficient to
givé rise ﬁo mitral incompetence in the manner just
deseribed the valve itself is in all probability inflamed

also, so that the murmer, although not actually due to

mitral andocarditis, is none the less nearly always
indicative of its presence. Given a case which has just |

developed a systolic murmer at the apex, thorough effect-

ive treatment at the earliest possible moment is essentiajy
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as we have to deal not only with endocarditis but with
myocardial disease as well.

No constant morbid change has yet been .established,
but I am of opinion that in many cases 6f rheumatic
infection the organism persists in the infected tissue,u
after all obviously inflammatory signs and symptoms
have disappeared. It remains it may be assumed in a
comparatively harmless state, capable of re-exaltation
of virulence in favourable circumstances. In this
connection I might draw attentidn to the many infections
which are capable and often convieted of latency:
tuberculosis with its quiescent foci ready to flare up
at a favourable opportunity; the persistence of
bacillus typhosus in bone lesions; of bacillus coli in
the liver, gall bladder and if all these organisms may
remain latent for a time more or less prolonged and
may re—assert themselves as soon as they'get the chance -
why should the micrococcus rheumaticus be held to differ

from them in this respect.



Skin Manifestations . -

'(Erythemas:-
Purpura .

(

(
%Nodules
LA

Anaemia




Skin manifestations:-.. ..

.. There are two conditions of the

skin in which valuable evidence is given that the little

patient is suffering from rheumatism. One is the f
pfeseneeof erythema in its many forms; the other is the |
appearance of purpura, or as it has been called peliosis

rheumatica of Schonlein. The various forms of erythema

are-erythema palpulatum, ainulaire, marginatum or nodosumjf

and of these erythema margination is the most suggestive

of rheumatic poisoning . Sometimes these erythemata are i
very difficult to distinguish from scarlet fever, but the
desquamation occurs early and is brawny in character.

Some children are more prone to these rashes than others

and they may, as Poynton has pointed out, show not only
at different times, but also simultaneously rashes of

different types. In this way you may have combinations -

ST e

of erythema and purpura and erythema purpura & psoriasis.

The eruption may be the only manifestation other than

cardiac involvement, and when the marginate eruption is
present it is best to be prepared for severe cardiac
lesions .

The papulate eruption is most commonly found on

the back of the wrists, the hands, and the feet when it

oceurs as a rheumatic sign. Erythema nodosum I find is
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more commonly situated on the front aspect of the iegs , 2

or the extensor surfaces of the arms, and while these
forms of erythema may be distributed anywhere over the. ;

body, in rheumatism they become more specially diagndsticﬁ

if limited to the areas named. Whether purpuric eruption$

are truly diagnostic of rheumatism has been much dis- ﬂ
cussed but I’believe that purpura is at least, often a = %
sympton of rheumatism, and is especially significant |
when near the joints: it often apﬁearing before evidence
of articular trouble exists. As an illustration of this

I may quote a record of a girl act. 12 years under my

care, who developed a well marked purpura round ankles
and on dorsum of foot, followed in two days by pain and
swelling of ankle joint and latef the wrist, both her
parents héve strong rheumatic history . Poynton recdrds

40 cases of purpura in 600 children.

With regard to erythema nodosum @osse has in-
vestigated anew the supposed relation between it and
rheumatism. He concludes that the evidence for any |
connection between these affections is extremely scénty-

He bases his arguments on the careful study of 100 cases
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of erythema nodosume. The authors describe in detail a

of erythema nodosum occurring at St. Mary's Hospital in
the last twelve years. He alsc rejects the now more
prevalent view that erythema nodosum is a form of‘
erythema multiformae and with Trousseau, Lendon, and
others regards the disease as sui generés, *an infeective
disease of separate entity' . In one group of his cases
there was apparent infectivity, the incubation period
being a forﬁnight and he claims that this s8vent is not
of rare occurrence. But no specific germ has yet been
discovered. An interesting pendant to this paper is
found in a contribution by Meara & Goodridg92 whovéébouse :

the view that tuberculosis may be one of the many causes

remarkable case of erythema multifofmae gnd erythema
nodosum occuring together in a young woman, appafently as
an early manifestation of tuberculosis and terminating

in death from memingitis. I myself have never seen
erythema nodosum accompanying rheumatic fever, but it is
cormonly present without any other symptoms, except slight
pain and tenderness on pressure and is most frequent in |
females who have sone heart lesions due to a manifesta-
tion of rheumatism in childhood. This I think is at

least presumptive prcof that erythema nodosum may be




rheumatic in nature. Also I am of opinion that any -

erythema in a given case is indicative of the sxistence

" of some irritant matter whieh is in circulation acting

either directly or reflexly upon the skine. Such

irritant may be the rheumatic virus.




Subcutaneous Nodules

. The rheumatic nodule is nbtnﬁéry
cormon, hardly occurring in more than 10 per ceht of
rheumatic cases, but it is extremely important as an.
evidence of rheumatisme. It is almost confined to child-
hood and is uﬂuallj an indication of severe heart disease s
The nodules are at first bright red in colour, but
gradually becomes pale. They are little fibrinous:. .
masses which in course of time may become fibrous and
are often so small as to escape notice. They ogeur
mainly in the neighbourhood of joints, ana are to be
found espécially about the olecranon, pateélla malleéli
and along the extensor tendoh& of the fingers and toes
and alsé close to the spine of the vertebrae. They are
painless and movable under the skin, very often they are
not discovered until the skin is freely moved over them.
On the other hand they may attain to a large size. Then
they are painful and tender remain longer and are
associated with high temperature and frequently determine
the diagnosis appearing very often before the severe
syrptoms «

Attention to subcutaneous fibrous noduies in

rheumat ism dates from a paper read by RBarlow & Warner . ..




at the International Congress, in 1881. Thesé autho¥s

concluded that such nédules are in themselves "indicative
"Tran— of rheumatism even in the absence of pain' and fhat
i?%;;" though unimportant in themselves they are nevertheless
gq%lév of serious import because in several cases the associated

 heart disease has been found actively progressive.

These authors also remarked on the occurrence
of the nodules in children, their spontaneous tendency
to subsidence, and their proness to relapse.

Cheadle in his work YThe Rheumatic state in Child-
hood" confirms the above pcsitions. He regards the
nodules as Yabsolutely and sclely rheumatic® having as
far as he'can judge 'no other origin or connectioﬁ"

(Pe 73). Though usually small, and often felt rather
than seen, they may in extreme instances attain to the
cize of haif a walnut « The time occupied by their“
evolution varies from a few days to several months, and‘
the large ones may have an existence of several months .
As regards their prognostic value, they are 'signs
serious apparently in pfoportion to their size and

number (P. 74); when large and numerous they mean persis-

tent cardiac disease, generally uncontrollable, and




marching almost infallibly to a fatal ending (P .75)
though even whén *few and small' they muét be regarded
as serious signs (P .108). They.practically disappear
with the advent of puberty" (P .8)

A E .+ Gtarrod in his "Treatise on Rheumatism"
concludes that subcutaneous noduleé formation is very
likely pathognominie of the Rheumatic state? @?.52)

Hilton Tazza sveaks of tha "rheumatie nodulasgt
ot having‘both patholbgical and diagnostic interest?
(Op. Cit. Vol.11 p«692) & Osler considers that "their
presence may be regarded as a positive indication of

rheumatism“ (Op.« Cit « p«297)




Anaemia as a manifestation of rheumatism:-
T How does rheumatism produce anaemia>in.children?
Dr . Gbodhart thinks that children of rheumatic parentage
are often habitually anasemic, and others regard anaemia
as a predisposing cause of rheumatism. My experience in
a working-class practice goes to prove that the anaemia
is there primarily, and is due to the conditions in which
the poorer children are brought up. The pre-existing
anaemic condition is aggravated by the rheumatie attack
involving,as this does a prolonged confinement to the
house, and the absence of fresh air and exercise. Mény“of
the houses of the working class are hardly fit for human
beings, only too often one finds a whole family herded
together in a living room which acts as kitchen, dining
room, bhath room and nursery, the total space perhaps
being Pnly about 9 ft by 7 ft and corfeSpondingly
deficient loftiness . To say under such conditions how
far anaemia in a child attacked with rheumatism is due
to the disease and how far to unhealthy surroundings

is Obvious.ly difficult, but my own view as stated above,
is that each factor plays some part in the result. I
doubt however whether there is a rheumatic anaemia apart

from other manifestations of the disease.




Nervous Manifestations
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Wervous manifestations

-— —— -

Nervous manifestations the result of rheumatism
are mainly confined to children, and are in my opinion
secondary only in importance to those connected with the
heart « Perhpbs there is one exception to this statement
némely; hyperpyrexia — a well recognised complicatioﬁ of
rheumatic fever in ﬁhe adult, but a;most unknown in the
rheumatism of early life. Evidences of the effects of
rheumatism on the nervous system of the child may be
seen in such general conditions 3s excitement and emotion
al disturbances . Evidences of the same order is seen in
chorea.' ¥ regard‘every case of chorea as a manifesta-
tion of rheumatism, for almost invariably'careful exam-
ination and enquiry elicits-either in the individual or
in the family a history of some form of rheumatic inci-
dent « Doubtless the determining factor of an attack of
chorea, is often a shoeck, fright or other emotional
disturbance, but the underlying influence is I am per-
svaded, rheumatic . This supposition does not contradict
the view that rheumatism in all its forms is dependent
on the presence of miero—organism; all that is necessary

is to suppose that the micro organisms are present in a

latent condition in the nervous system & that they are
roused
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into activity by the functional conditions produced by
frightvor other mental upset. I also regard children
“who are nervous and present such phenomena as walking or
talking during Sleep to be probably rheumatic and to need

the care which this diagnosis implies .

Chorea is one of the commonest manifestations of
rheumatism. It may occur during or after an ordinary
“rheumatic attack, or may =ppear apart from other rheumatic

events . Organic cardiacraffections hay develop as
complications; and though for the most part these are

not extreme there are instances in which peficarditis and
endocarditis and myocarditis hecome sertous features and
even lead to 2 fatal iésue, arising as it were directly
out of the chorea. In my experience these complications
including chorea, are more severe in children (and
especially girls) at or approaching puberty than in
younger children. On this point I may quote the case of

a patient whom I have watched for several yearsQ She has
had three attacks oancute rheumatism and now at lB-years
of age is the vietim of a severe attack of chorea.
>Fortunately she illustrates another pcint namely, that

some children suffer from rheumatism in many attacks and

in many forms and yet the heart escapes altogether.




Chorea is sometimes described as developing after

scarlet fever, measles, pneuménia and other fabrile ;
|

diseases-' This I am satisfied is oecasionally true, but
in'such cases as I have seen tha patient has belonged to
a rheumatic family; and personally I am disposed to say
that when diseases such as those above mentioned are
associated with chorea, the association is either a mere
coincidence, or more probably, the feverish disturbance

provides the opportunity for the rheumatic influence to

become activeg




Night Terrors - ;

Often the child is brought to the surgery by the !
mother with the complaint that it is wakeful at night, or

that it talks in an excited fashion while asleep and then

wakes up in a fright . I nearly always find that these

children have been overworked at school or have got over
excited and have a rheumatic family history . These
¢hildren also often suffer from incontenence of urine,
due to hyper acid urine irritating the bladder, and this

too, may be classed as at least, at times a rheumatiec

manifestation.



‘. Prognosis.
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Prognosis .
—————————— In an acute or sub-acute attack of rheumatism
the younger the child, the more-rapid the'development of
thevsymptoms and the more likely is the heart to become
affected. Veakly and debilitated children with a dis-
tinet rheumatic history, especially if this is present
in both parents, I find are very liable to heart compli-
cations . In such children too, chorea is apt to super-
vene anq in a severe and even a fatal form. Another risk
is that/of cardiac failure as shewn by the appearance of
ascites and other dropsies. PRheumatism in the individual
is s0 apt to recur that the existence of a mild attack is
no guarantees that later manifestations may not be severe;
hence an ultimate prognosis is made more difficult.
“ubeutaneoug nodules were originally considered of evil
omen in relation to the cardiac condition if they appear,
but in:my experience this is an over statement . That
abundant nodules are often associated with severe cardiac
complications is certain, but even this is not invariably
true, and nodules may be.present even when the heart
altogether escapes . |

_ The difficulty of prognosis in regard to the

heart condition in any individual case is considerable.




A systolic murmur may be heard at the apex durihg the
acute stage or perhaps shortly after this has passed-
Yet it is not certain that this means endocarditis

It may quite possibly depend on mitral regurgitation due
not to structural chanzes in the valve, but to a
temporary dilatation consequent ﬁn the febrile and toxic
state . Between these two poss ibilities there is no

certain jucdgment other than time .« Hence there is need

. for caurlon before concluding that the detection of a

cardiac murmur necessarllv means endocarditis. On the
other hand it is possible that the acute stage may appear
to be safely passed, and that no alarm arises even during
convalegscence, and yet when the patient leaves his bed
and indulges in small activities, auscultation detects
evidences, which cannot be questioned, of organiec
valvular disease. Here doubtless the explanation is
that in the recumbent posture, and with a subdued state
of the circulation, the muscular contractions of the heart
walls are such that no murmur is produced in spite of
organic changb- while with greater activity, and increased
cardiac rigour the proofs of valvular flaw appear.
Thus there is a double danger in attempting

confident prognosis -— the danger on the one hand of
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concluding that a cardiac murmﬁr always means structurai
disease, the dangér on the other, of accepting the absence
of such a mirmur as a proof that the heart is intact..
Still further on the last point thére is the risk that
myocarddial as distinct from endocardial disease may

lead at a later stage to fibrotic changes which are very
apt to interfere with effective cardiac action even thpugh
the valvular structures have escaped all damage .

In reference to pericarditis, announced by
characteristic friction sounds, this in rhsumatism hardly
inereases the immediate gravity of the case« It is often
very transitory and may completely disappear. Effusion
in any marked degree is not common and rarely causes
trouble. Yet there is ever the dangér that pericarditis
may lead to adhesions which soonsr or later and partic-—
ularly when extensive, will seriously compromise the‘
ability of the heart to carry on the circulation .

Tonsillitis, erythemas, chorea and other of the
"minor" manifestations of rheumatism appear relatively
slight affairs and vsually ars so, though chorea in
adélescents sometimes assumes serious proportions-» Rut,
however free from local anxiety, every display of
rheumatic activity carries the risk of endocarditis and

other cardiac complications .
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From this there follow two conclusions:-
/

First that all such conditions should be treated
seriously, and especially that complete rest for the
patient should be insisted on; and second that the out—
look must be spoken of with some anxiety in reference to
the heart until time and the establishment of convales-

cence show that the issue is a happy one.




_Treatment. . -
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Treatment . ' ' fa;
This must be considered under two heads
(1) Measures calculated to prevént the'devélopment
of’rheﬁmatic disease more particularly in
children who inherit rheumatic tendencies .
(2) Measures to be adopted when active evidgnCes
of rheumatism are present; in addition the 4
treatment of various complications has to be |

discussed.

Preventive Treatment:—

Personally and as a preventive measure I would ,

"Yenucleate the tonsils' in every child who has enlarged
tonsils, or who, with a distinctlj rheumatic history,
fails to develop properiy and displéw-the general evi-
" dences of fechle or depressed health. By this meaﬁs the
child's health I am convinced is considerably improved and
the likelihood of the child ever having an attack of

rheumatism is considerably diminished. In addition to
removal of



_the tonsils I would see that the upper air-passages are
perfectly clear, and in a-healthy condition# Fﬁgﬁh§r5~as
an anti-rheumatic remedy a daily douching of the nasal
cavities and pﬁarynx with some antiseptic solution is
advisable, particulariy when a member of the family is
laid aside with rheumatisme. I cannot say that I have
e&er seen direct infection from patient to patient, but
in view of what is known of the bacteriology of the
disease, no precaution oughﬁrpo be omitted. Particularly
is this reasonable in the case of children who.have to
glesp in the same room, and even in the same bed as a
rheumatic invalid. The incidence of rheumatism upon the
children of the poor is so marked that one cannot help
thinking that muech of it is preventable and that there igs
a risk of the poison being commnicated directly possibly
through the avenue of the tonsils .

The influence of damp and crowded and ill
ventilated houses has already been referrad to in consider
ing the etiology of the disease. I beldéve that as the
hovsing of the poorer classes improves, as indéed, it ié
improving, we shall have fewer cases of rhéumatic fever.
Iin aanesywhere there is a strong rheumatic tendency,

rasidence in some dry y warm climate is undoubtedly to be




recommended « Short of this something can be'doné by

i
|
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vgdardingAagainst chills and the use of suitable clothingo§
Particular care'should'be taken in the spring and autumn,j
which are the favorite seasons for the onset of the )
disease. Even when the child is in cémparative good
health it is important that it should be warmly clad.
The rheumatic child should have the school hours reduced
and not%hllowed to do any home work and there should be
@an hour of rest during the middle of the day. I am of
opinion that thé medical inspection'qf school echildren

is the first step in dealing seriously Mﬁth.the'problem
of rheumat ism and heart disease in children. I would
impress upon each school medical officer the importance
of the different manifestations of the disease and of the
relation of these to cardiac complications.

In the same fashion school examinations should
pay particular attention to unhealthy conditions of the
throat, and to rectification of these, seeing that there
is good reason to beldeve such conditions to be the
opportunity for the entrance of the rheumatic poison..

¥orsover I am of opinion that it is th® duty of the

mediecal practitioner to warn the parsents in rheumatic

families of the special risks which even the apparently



élight illness of their children may involve, and to
impress upon them the importance of rest during these .
-illnesses as the best protection from the‘danger of heart
disease. In this ﬁay we may perhaps arrive at some
'dimiﬁution in the incidence of organic heart disease, at
least in early life. Such a practice if generally
adopted, would at least give to rheumatic children, in

illnesses not generally recognised to be rheumatie, the

'protective inflvence of rest, and with this it is reason~- |

able to lope the opportunity for cardiac complications

would be lowered.

i



Food

T In reference to let there seems no reason to
beleive that this has any SpGClal bearing on rheumatic
disease . Varlous popular creeds accuse proteids, fats
and4perhéps other food substances; but there is no

: valid scientific evidenecd to supporf such accusations.
DouBtless if is wise to say that a 1iberél supply of gond
food will render a child less liable to rheumatic disease
but beyond this it does not seem pqssible t0 8O » |
'Personally I am disposed to insist on the importance of
fats and to advise that the children of rheumatic families
and more especially during cold weather, receive a liberal
Supply)of thése in the shape of cream, butter, bacon-fat,
drippihg etec ., and it may be well in individual cases to

supplement these by Cod Liver 0il either alone or in

combination with Malt extract .




Treatment of active rheumatism.

Regst in bed from the very outset of the first
symptbms is thé most essential feature in the treatment
of the various manifestations of rheumatic disease. The
night clothes should be of some warm absorbable material
and made in such a way that the heart and chest can be
easily examined without disturbing the patieht. Here if
anywhere is to be found the chance for the prevention of
cardiac complicatiOns. The rest/should not only be early
it should also be absoluteland‘prolonged.

The diet must vary with the individual, and the
case « In a working—class practice there is very often no
choice . While the temperature is raised the food given
should be entirely fluid, beginning with small quantities
of milk, given either alone or with barley water. This in
time becomes monotonous and to vary the monotony small
quantities of végetable broth may be giveﬁ- I have seen
no ill effects from the administration of the latter.
The return to normal diet should be undertaken with the

greatest care .




Treatment
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For the ordinary rheumatic attack, acute
 or sub-acute, with general f;brilé'disturbénce'and more
or less evidence of polyarthritis, them is one practically
cértain remedy, namely sodium salicylate; and the same
proportion holds good in attcks of rheumatic tonsillitis.
It is noteworthy that the salicylate has little or no
effect in other fe€Brile diseases or in joint inflammations
which are non-rheumatic « There is here an obvious |
suggestion that in rheumatism the salicylate excercises

a specific influence. The salt should be given early in
large doses, and in combination with an alkali such as
Bicarbonate of Potassium. For a child five years of age
ten grain doses of salicylate as a maximum with séme
quantity of potass . bicarb. given every 2-3 hours until
pain is releived, and then every four hours. Even after
4he:acute symptoms have subsided it is well to continue
botl drugs for some days or even weeks s

In place of sodium salicylate a number of allied

drugs such as salicin, salicylic acid, aspirin etc., have
enjoyed a fair amount of celebrity, put none of them in

my experience equals the sodium saliecylate in efficacy.
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Aspirin possesses no advantage over the salicylates and
ig relatively slower in action. On the other hand,
salicin given in the form of cachets combined with
Quinine Sulph. seems to be partiéularlyAhelpful when the
disease runs a prolonged course, and the temperature j

persists at a level somewhat above the normal .

The salicylates have a specific effect also on E
rheumatic sore throat, but it is very doubtful if they
influence favourably other rheumatic manifestations .
Possibly there is amexception in the case of chorea,
where 1argé doses given at the outset seem on the whole i

to shorten the course of the disease.

——— s e e e S e — -—

Local treatment of joints.

In an acute attack absolute rest to the joints
is essential . They should be wrapped in wool and in !
lint which has been scaked in a lotion made up of Liguor
Plumbi and Glyec . Bellad, or Lig . Plumbi 0 opio with or
without 2 macintosh over and covered with wéol. This |
should be done frequently during the day or as often as

can be borne by the patient. After the acute condition

has abated gentle massage with a liniment of Belladonna
Camph . Co . & Saponis equal parts should be begun to f

counteract any tendency to stiffness. |
B




Local Treatment of Throat

' Wnare the child is old enough to gargle, some.
antiséptic should be employed or tablets of formamint
used « The teeth should be attended to and washes for the

mouth applied freely.



Treatment complications .
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In cardiac complications if pain is not relieved
by salicylates I never hesitate to use Opium. I have
never found it produce any unfcrtunate effect. Indeed by
soothing nervousness and restleésness and by easing painv
its action is most beneficial. _ |
| I usually order Liq . Opii Sedativ in m It doses to
a chiid‘of 5 yearsj and I think it an advantage to

combine it with calomel in small doses .

Aﬁbthervmethod of relieving cardiac or réspiratory
distress or pain‘is leeches applied over the prascordium.
These are extremely useful and often give very prompt
relief. It may be difficult to explain the rationale of
their action but their efficacy is beyond quéstion~ Even
in quite a younglchild, three, six or even'more may be
safely ordered and if necessary the loss of blood may be
encouraged by hot fomentations . Should the logs become
excessive, the haemorrhage can be chegked by Gollodion
perhaps in combinétion with some astringent-as tannie

acid.




In pericarditis blisters seem to be of value both‘fbr
checking inflammation and promoting absorption} They
have been advocated to prevent or even to remove
endocarditis, but it is difficult to see how they can
be effective here and the teaching has not received

much support .

Chorea

———— g -

‘The majority of mild cases get well under quiet
and rest, and drug treatment is of doubtful value. As
already mentioned large doses of sodium salicylates giveﬂ
at the outset may perhaps shorten the attack. Arsenic
I have not found satisfactory. It often produces i11
effocts on the digestive organs and sometimes causes
skin eruptions: if unavly prolonged it may lead to a
brown pigmentation of the skin and to peripheral neuritis/

In severe cases of chorea Chloral hydrate & Bromides

especially when the patient does not sleep, combined

with warm packs I have found to be invaluable.

It is said that treatment by massage and re

educative excercises are important, but personally I

have had nc case reoguiring such treatment .




The most important method of procedure is feeding
and aquiet, with in the winter months free administratlon°

of malt and God liver 011.




Vaccine treatment

I have tried vaccines of, various kinds in the
treatment of rheumatism in children,tbut_with very in-
different resuits- -In some cases there has been a )
response, say in the reduction of tempt . after an acute

exacerbation, but as to rel&é%ing the essential progress

failure. This at least is true of their employment in o .|

cases where the disease is well established-vvpossibly
were conditions different vaécines might have their
value .« But this would mean early diagnosis, and the
extraction of a sufficient amount of blood to pernit
cvlture of the bacteria concerned, and the preparation
of an autogenovs vaceine. Such conditions are impossible
at least in poorer class patients . Were rheumatism
certainly due to an individual specific micro-organism
the use of stock vaccines might be attempted, but there
is much uncertainty on this point; and on %he strictly
practical zuestion no authority seems to claim any
considerable value for vaccine treatment in rheumatic'

disease.

of the disease, vaccines in my experience are an absolute




