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questions related to walking were "can you walk" (question 11) and
"can you walk without" a) someone's help, b) crutches and c) a
walking stick (question 12). It was noted that in the majority of
the patients a similar score was obtained for question 11 and the
three sections under question 12. The only time a different score
was obtained was when a patient needed assistance in walking. This
represented only a small number of patients and it was therefore
decided to omit question 12. Thus a modification of the Lee

functional index was used in this survey.

SYSTEMATIC ENQUIRY

A detailed systematic history was obtained and symptoms which were

specifically recorded were as follows:

A)  Symptoms of Sjogren's syndrome such as dryness, burning,
itching, grittiness of the eye, dry mouth or salivary gland
enlargement.

B) Gastrointestinal - nausea, dyspepsia, epigastric pain,
haematemesis or melaena.

C) Neurological - a history of headaches, weakness,
paraesthesiae, numbness and sphincter control was recorded.

D) Cardiopulmonary - chest pain, cough (if productive, the
nature and the amount of sputum), the presence and severity
of dyspnoea, orthopnoea, paroxysmal nocturnal dyspnoea and
oedema. A history of occupational or environmental exposure

to dust or pets such as birds was noted.
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the tip of the thumb to the base of the Ittle
finger (score 5 = maximum), to the tip of the
little finger (score 4), to the tip of the ring
finger (score 3), the middle finger (score 2), the
index finger (score 1) and a score of 0 was given
if the latter was not possible.

k)  The assessment of the function of the other four
fingers was determined by asking the patient to
make a fist and the distance from the tip of the
finger to the proximal palmar crease was measured

for each finger.

iii) Feet

iv)

Tenderness of the ankles, subtalar, midtarsal and
metatarsophalangeal joints (MTPJs) and the presence of
swelling of the ankles were noted. The range of
movement of the subtalar and midtarsal joints was
recorded as 1 - normal, 2 - reduced or 3 - ankylosed.
The forefoot was examined to detect the presence of
clawing and overriding of the toes and callosities under
the metatarsal heads. The presence of any deformity of
the hind foot and midfoot was noted with the patient

standing barefoot.

Wrists

The presence of tenderness, swelling, inferior

radioulnar crepitus and inferior radioulnar subluxation
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(piano key sign) were recorded. The wrists were
examined for the presence of subluxation or dislocation
and if present, it was recorded as being either subluxed

but reducible or subluxed and irreducible.

v) Elbows

The elbows were assessed to determine the presence of
synovial swelling, medial epicondylitis, Tateral
epicondylitis and crepitus of the superior radioulnar
joint. The range of movement (active flexion and
extension) was recorded with a goniometer and was
expressed as a percentage of the normal value (American
Academy of Orthopaedic Surgeons 1965). The extension of
the elbow to the neutral position was recorded as a zero
value, hyperextension as a positive value and a flexion

deformity as a negative value.

12. EXTRA-ARTICULAR MANIFESTATIONS OF RHEUMATOID ARTHRITIS

The Coloured patients in the study were selected for specialized
tests to determine the prevalence of extra-articular

manifestations of RA. The following aspects of RA were studied:

A)  KERATOCONJUNCTIVITIS SICCA

A1l the patients who had a history of symptoms of
keratoconjunctivitis sicca (KCS) were vreferred to an

Opthalmologist (JCH) for a detailed assessment to detect the
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presence of KCS.

A history of symptoms such as burning, itching, dryness,
grittiness, soreness, foreign body sensation, photophobia,
diminished vision and tearing were recorded and graded as O -
nil, 1 - mild, 2 - moderate and 3 - severe. The marginal
tear film was assessed by slit Tamp examination. The tear
film thickness at the margin of the upper and Tower 1lids
should be at least 1 mm in width and have a good convex
surface. The tear film was assessed as being normal or
reduced and the presence of any debris within it was noted. A
drop of fluorescein 1% was then instilled into each eye
followed by a microdrop of 1% Rose Bengal applied to the
superior bulbar conjunctiva with a sterile wooden applicator
stick. The presence of staining of the cornea and/or
conjunctiva was noted on slit lamp examination and was graded

as 0 - nil, 1 - mild, 2 - moderate and 3 - severe.

The break up time (B.U.T.) is a useful test for detecting an
unstable tear film which is found in mucin deficient dry eyes
and in some patients with KCS. The interval between the last
complete blink and the development of the first randomly
distributed dry spot in the pre-corneal tear film is defined
as B.U.T. The test is repeated 3 times and the average
figure is recorded. The normal values range between 15 and
45 seconds and values less than 10 seconds are highly

suggestive of an unstable tear film. The test was performed



36

without any topical anaesthesia and without holding the 1ids
open as this causes mechanical stretching of the tear film
and produces a shorter B.U.T. The Cobalt blue filter of the
slit lamp was used while scanning the corneal surface and the
patient was asked not to blink. The fluorescein in the tear
film fluoresces and dry spots are seen as dark spaces

developing in the tear film.

The standard Schirmer test was performed. A 35 mm piece of
Whatman No 41 filter paper was used and the folded portion
was placed between the 1id and the bulbar conjunctival
surfaces of the lateral part of the lower 1id. The amount of

wetting of the filter paper after 5 minutes was measured.

CARDIAC INVOLVEMENT

Clinical examination of the cardiovascular and respiratory
systems was performed by 2 observers, one of whom was a
cardiologist (JES). A1l the patients had a 12 channel
electrocardiograph  (ECG) which was analysed by the

cardiologist.

An echocardiogram was performed on each patient using an
Aloka SSD Phased Array Sector Scanner with a 2,3 Megahertz
transducer. Patients were positioned in a 30°-60° 1left
oblique position witﬁ the shoulder slightly elevated. Two
dimensional (2-D) sector scans were performed in the Tlong

axis and short axis parasternal position and also from the
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was a square-wave signal of 0,1 msec. duration. The motor

latencies were measured to the onset of the initial negative

deflection from the baseline, whereas sensory studies were

measured to the peak of the negative deflection.

MOTOR STUDIES

i)

i1)

Median nerve - The active electrode was placed on the
mid-belly of the abductor pollicis brevis and the
reference electrode was on the distal tendon. The
distal 1latency was estimated by stimulating 8 cm
proximal to the active electrode. The trunk velocity
was estimated from a stimulation in the antecubital
fossa.

Lateral popliteal nerve - The active electrode was
placed on the extensor hallucis brevis and the reference
electrode was 2,5 cm distally. Distal latency was
estimated by stimulating 8 cm proximally to the active
electrode, and trunk velocity was estimated from

stimulation at the fibula head.

SENSORY STUDIES

i)

1)

Median nerve -~ A ring electrode was used on the index
finger, with the active recording electrode positioned
14 cm proximally. Electronic averaging was used to
obtain a signal from 32 stimulations at 1 Hz.

Sural nerve - The active, recording electrode was placed
immediately below the Tlateral malleolus, and the
reference electrode was 2,5 cm distally. Stimulation

was performed 14 cm proximally and averaging of 32
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seropositive rheumatoid arthritis (Larsen et al 1977). In a later
study, an agreement of 92% and 98% was noted when two pairs of
observers were compared (Larsen et al 1979). In other studies
(Grindulis et al 1983, Scott et al 1985) the correlation
coefficient has been determined and a very good correlation has
been observed among different observers. The statistical methods
which were used to report the correlation of the radiographic
findings between different observers have been the subject of
criticism from statisticians (Kirwan 1984, Lewis 1985). The
results of the findings between the two observers for the various
joints and the percentage agreement is shown in Table 2,2. An
agreement of more than 94% was found for all the Jjoints. An
intraobserver analysis of the radiographic gradings of the hands
and wrists showed that there was a 94% agreement when reported by

the same observer (GMM).

If patients had surgery to a Jjoint or severe deformity where
grading was not possible, then they were excluded from the
inter-racial comparison. The severity of radiographic involvement
among the races was assessed by comparing the Larsen score as

follows (Larsen et al 1977, Scott et al 1985):

a) Hands: Sum of MCP joints + PIP joints + IP joints of
the thumb

b) Wrists: Combined score for both wrists

c) Feet: Sum of 2nd to 5th MTPJs + IP joints of the big
toes

d) Total score: Hands + (wrists x 5) + feet
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The range of the score was 0-100 for the hands, 0-10 for the

wrists, 0-50 for the feet and 0-200 for the total score.

The radiographs of the cervical spine were assessed by an
orthopaedic surgeon (AF) without any knowledge of the patients
clinical data. A randomly selected group of 40 radiographs were
reported by a senior orthopaedic surgeon (IL) and a good
correlation was noted between the two observers. Atlantoaxial
subluxation (AAS) and instability were assessed by measuring the
atlanto-dentate interval (ADI) in each of the three views. An ADI
of more than 3 mm was considered abnormal. Atlanto-axial impaction
(AAI) or cranial settling was estimated using McGregors line which
extends from the posterior tip of the hard palate to the most
caudal point of the occiput (McGregor 1948). Cranial projection
of the odontoid process above this line is measured and values of
more than 7 mm were abnormal. This method has distinct
deficiencies but it was chosen as the most appropriate single
measurement available (Hinck et al 1961). The presence of

subaxial subluxation was also recorded.

The radiographs of the chest were read dindependently by a
respiratory physician (SCM), a radiologist (BM) and a cardiologist
(JES). Inter-reader differences were few and of minor extent.
These were resolved by reference to a second senior respiratory

physician (SRB) who had access to the patients clinical data.
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aminotransferase (ALT), Tlactate dehydrogenase (LDH) and
alkaline phosphatase were measured with the Technicon SMAC
12 Autoanalyser.

The serum iron and total idron binding capacity were
measured by the Ferrizine method (Hyland Diagnostics) and
the percentage saturation was calculated.

The serum ferritin level was determined with a ferritin
radioimmunoassay kit (Amersham).

The serum protein electrophoresis was performed using the
Beckman Microzone system.

The Tlevel of immunoglobulin G,A and M were measured with
the Behring Laser Nephelometer.

The erythrocyte sedimentation rate (ESR) at 1 hour was
measured by the Westergren method.

The C-reactive protein (CRP) was assayed using the rocket
immunoelectrophoresis method (antibody from Hoechst).

The level of the circulating immune complexes was measured

125 (iq binding test (Zubler et al

by using the modified I
1976) .

The presence and the titre of rheumatoid factor (RF) was
determined by the Latex test (slide agglutination
technique: Ortho diagnostics) and the sheep cell
agglutination test (SCAT; slide agglutination technique:
Rheumaton supplied by Wampole laboratories). A latex titre
of 1/80 or higher and/or a SCAT of 1/16 or higher were

considered to be seropositive.

The antinuclear factor (ANF), smooth muscle antibody and
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continuous, a one-way analysis of variance was done. If
the F-test was significant, a pairwise t-test was performed
and the level for significance was adapted according to
Bonferroni to provide for multiple testing procedures
(Neter and Wasserman 1974).

If two variables had categorical data and one was a
continuous variable, then a two-way analysis of variance
was done. If there was no interaction, the main effects
were tested to detect any significance (t-test).

If the data were paired, then the McNemar's test of
symmetry was used for categorical data and the paired
t-test was applied for continuous variables.

If a relationship was studied between continuous variables,
then Pearson's correlation coefficient was used.

For multivariate analysis, if one wanted to determine which
variables were the most important to discriminate between
races and to differentiate between two groups, a
discriminant analysis was used.

According to Bonferroni, if multiple testing is done (eq,
pairwise), the level of significance for the individual
tests must be adapted for the number of tests performed on
the data. Since this was a probing survey, we wished to
detect. all possible differences and / or relationships.
Thus the Bonferroni recommendation was ignored (unless
otherwise stated) and all values significant at the 5%

level were reported together with the actual p-values.
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CHAPTER 3

DEMOGRAPHIC DATA

RACE, AGE, SEX AND DURATION OF RHEUMATOID ARTHRITIS

A1l 256 patients who were studied fulfilled the American
Rheumatism Association (ARA) criteria for the diagnosis of
classical or definite RA (Ropes et al 1958); 84% had classical RA
and 16% had definite RA. There were 104 Coloureds (40,6%), 100

Caucasians (39,1%) and 52 Africans (20,4%).

The age of onset and the age at the time of assessment in the
threé racial groups are shown in Figure 3.1 and Figure 3.2. The
duration of RA is shown in Figure 3.3. The mean age at onset of
RA, mean age at the time of assessment, mean duration of RA and
the sex ratio for the Coloureds, Caucasians and Africans and the
total study population are shown in Table 3.1. There were 189
females (73,8%) and 67 males (26,2%) with a female to male ratio

of 2,8 : 1.

There was no significant difference in the ratio of females to
males in the 3 racial groups (p=0,36).There was no interaction
between race and sex with respect to age at onset, age at the
time of assessment and duration of RA. There was a relationship

between race and the age at onset, age at the time of assessment
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and duration of RA. Therefore, the races were compared further

for each of these 3 variabales.

The age of onset of RA in Causcasians was significantly different
from that of the Coloureds (p=0,0012) and Africans (p=0,0002).
The mean age at assessment was significantly higher in Caucasians
compared to Coloureds (p <0,0001) and Africans (p <0,0001), and
also in Coloureds compared to Africans (p <0,0011). There was no
significant difference in the duration of RA in Caucasians in
comparison with the Coloureds (p=0,1054) but the mean duration of
RA in Africans was significantly less than Coloureds (p=0,0074)

and Caucasians (p=0,0001).

AREA OF RESIDENCE

The area of residence of the patients is shown in Table 3.2.
Eighty four percent of the patients were living within the
municipality of Cape Town or within the Cape Town Divisional
Council and a further 7,0% were resident in other municipalities
in the Peninsula. Only 9,0% of the patients were living outside

the Cape Peninsula.

ATTENDANCE °7 "77°ITAI S ANR ADMTSSION DATA
There were 124 patients (48,4%) who were attending a follow up
clinic at the Princess Alice Orthopaedic Hospital, 120 patients

(46,9%) attended the arthritis clinic at Groote Schuur Hospital
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and 12 patients (4,7%) attended other hospitals or clinics. One
hundred and forty six patients (57,0%) had been admitted to these
hospitals during the course of their disease. The total number
of hospital admissions was 373 and therefore, the mean number of
admissions for those who were hospitalised was 2,6 per patient.
One hundred patients had 227 hospital admissions for surgery and
therefore, in this group, there were 2,27 admissions per patient
for surgery. The rest of the admissions were for medical reasons,
usually the control of an acute flare, rehabilitation or other

problems related to RA.

STATUS AT THE TIME OF ASSESSMENT

The majority of the patients i.e. 235 patients (91,8%) were
out-patients at the time of assessment. Fifteen patients (5,9%)
were in hospital for medical management; they were assessed prior
to discharge from hospital. Three patients (1,2%) were admitted
for surgery and were assessed prior to surgery, while a further 3
patients (1,2%) who had surgery, were seen prior to discharge

from hospital.

MARITAL STATUS

The marital status of the patients is shown in Table 3.3. The
majority of the patients listed under the category 'other', were
people who were separated from their spouses but were not legally

divorced.
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.3
- MARITAL STATUS
COLOUREDS CAUCASIANS AFRICANS TOTAL TOTAL %
(n=104) (n=100) (n=52) (n=256)
arried 14 14 10 38 14,8%
ried 54 58 30 142 55,5%
orced 9 3 3 15 5,9%
owed 24 23 4 51 19,9%
er 3 2 5 10 3,9%
3.4

DOMINANT SIDE

COLOUREDS CAUCASTANS AFRICANS TOTAL TOTAL %

(n=104) (n=100) (n=52) (n=256)
97 90 46 233 91,0
6 8 2 16 6,3

"/ LEFT 1 2 4 7 2,7










































TABLE 4.3

COMPARISON OF THE FINDINGS IN THE MALNOURISHED PATIENTS

AND THE REST OF THE PATIENTS

(Percent es within each group in parentheses)

MALNOURISHED REMAINDER
n=51 n=169
Age (mean) 51,20 + 13,20 53,05 + 12,42
Sex Female:Male 32 : 19 132 : 37
Duration of RA
(mean - months) 155,35 + 108,07 144,43 + 111,33

Rheumatoid Factor

Postive 44 (86,3) 126 (74,6)
Negative 7 (13,7) 43 (25,4)
Articular Index Score 6,00 + 5,93 5,80 + 5,02
ESR 92,86 + 47,72 65,54 + 45,59
CRP 29,82 + 27,37 21,82 + 19,37

Functional Class
1 16 (31,4) 45 (26,6)
2 22 (43,2) 104 (61,5)

3 13 (25,5) 20 (11,8)

75

p VALUE

0,3594
0,0424

0,5369

0,0887
0,8105
0,0003
0,0209
0,0235



TABLE 4.4

COMPARISON

F THE FINDINGS IN OBESE PATIENTS AND

(Percenta

AGE (mean)
SEX Female:Male
Duration of RA

(Mean - ronths)

Rheumatoid Factor

Postive

Negative

Articular index Score

ESR

CRP

Functional Class
1
2

THE REST OF THE PATIENTS

OBESE

n=23

52,81 + 12,69
20 : 3

150,28 + 109,91

16 (69,6)

5,68 + 5,12

72,20 + 47,50

24,04 + 22,00

6 (26,1)

15 (65,2)

s within each group in parentheses)

REMAINDER
n=197

51,04 + 12,00
144 : 53

118,48 + 113,28

154 (78,2)

43 (21,8)
7,30 + 6,06
69,18 + 47,65
20,78 + 19,34

55 (27,9)
111 (56,3)
31 (15,7)

76

p VALUE

0,5265
0,2067

0,1919

0,4290
0,1581
0,7779
0,4972
0,6100
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CHAPTER 6

GENERAL FI TURES, ASSOCIATIONS AND COMPLICATIONS

INTRODUCTION

Prior to the preser ition of the findings in the various joints,
information about the prevalence of pain in the various joints, the
Ritchie articular in :x score and the frequwncy of the various ARA
diagnostic criteria which were recorded are presented in this chapter.
The presence or absence of hepatosplenomegaly and lymphadenopathy were
also noted in all the patients. Other observations such as the
frequency of septic arthritis or bﬁrsitis, the prevalence of a
ruptured Baker's cyst ind the hypermobility score are also included in

this chapter.
1. JOINT PAIN

The prevalence of pain in the various joints (past or present) is
shown in Table 6.1. The most frequent sites for pain were the
hands (98,4%), wrist (98%), knees (93,8%) and the shoulders
(93,4%). Pain in the hips was noted in only 35,2% and 52,7% had
pain in the tem; -omandibular joints. There was no correlation

between the number of painful sites and the duration of RA.
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TABLE 6.2
DISTRIBUTIOI OF THE RITCHIE ARTICULAR INDEX SCORE
COLOUREDS CAUCASIANS AFRICANS TOTAL TOTAL %
(n=104) (n=100) (n=52) (n=256)
0 17 21 6 44 17,2
1 14 6 3 23 9,0
2 7 9 4 20 7,8
3 6 9 1 16 6,3
4 6 4 2 12 4,7
5 4 10 2 16 6,3
6-10 25 27 18 70 27,3
1-15 18 10 8 36 14,1
6-20 5 2 5 12 4,7



TABLE 6.3

THE FREQUENCY O THE VARIOQUS ARA DIAGNOSTIC CRITERIA FOR RA

Morning stiffness
Pain in joint
Swelling of joint
Swelling of another
joint

Symmetrical joint
swelling
Subcutaneous nodules
Radiographic changes
Rheumatoid factor
Synovial fluid
Nodule histology

Synovial histology

94

JLOUREDS CAUCASIANS AFRICANS TOTAL TOTAL %

(n=104)
104
104
104

104

104
31
101
80

(n=100)

100
100
100

100

100
28
100
78
15

15

(n=52)

52
52
52

52

52
13
52
44

(n=256)

256
256
256

256

256
72
253
202
24

24

100
100
100

100

100
28,1
98,9
78,9
9,4
2,7
9,4
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ASSESSMENT OF FUNCTION OF THE HAND

The distance from 1 2 tips of the fingers to the proximal palmar
crease was measured in millimetres (mm) and the mean values for
each of the fingers in the right and left hand and the overall
means for both hanc_ are shown in Table 9.2.9. The impairment of
function was most evere in the index finger followed by the
middle, ring and little fingers respectively for both the right
and left hands. The distribution of the scores for each of the

fingers is shown in Table 9.2.10.

COMPARISON OF THE PREVALENCE OF FTS, DEFORMITIES AND HAND

FUNCTION IN THE 3 F ES

The number of people who had FTS, SND, BD and UD in the different
races is shown i1 Table 9.2.11. There was no significant
difference in the prevalence of SND and FTS. Boutonniere
deformity was more common in Africans in comparison with
Caucasians (Fisher's exact test p=0,0076) and UD was commoner in
Caucasians when c¢_npared to Africans (Fisher's exact test:

p=0,0064).

The mean number of fingers with FTS, SND, BD and UD is shown in
Table 9.2.12; there vas no significant difference among the races
in the prevalence f FTS; SND was commoner in Coloureds in
comparison with Afr :ans (p=0,0045); BD was commoner in Africans

(p=0,0017) and Coloureds (p=0,0157) in comparison with Caucasians
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and UD was commoner in Caucasians than Africans (p=0,0105).

The mean values for the total distance from the tip of the
fingers to the palmar crease for all the fingers of the right and
Teft hand is shown in able 9.2.13. The values for Africans were
significantly Tlower than the Coloureds (p=0,0002) and the

Caucasians (p=0,0002).

DISCUSSION

The involvement of the thumb in RA results in the disturbance of the
normal biomechanics; activities such as buttoning of clothing or
manipulation of small objects may be difficult due to lack of control
or instability of the thumb (Nalebuff 1984). Initially four types of
thumb deformities were rep ted (Malebuff 1984). The commonest type
of deformity in the thumb is the Nalebuff type 1 or Z shaped deformity

which was noted in 62 hands (12,2%).

The clinical and histologi 11 pattern of tendon lesions in RA were
reported by Kellgren and Ball (Kellgren and Ball 1950). The
prevalence of flexor tenos' »vitis ranged from 5% - 38% in different
clinical studies reviewed b Gray and Gottlieb; they noted FTS in 55%
of their 100 patients and mean of 3,1 tendons were involved per
patient (Gray and Gottlieb 977). There were 145 patients (56,6%)
who had FTS in the present survey and the mean number of tendons
involved per patient was 2,9. The tendons which were most frequently

involved were the index & 1 middle fingers followed by the ring,
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boutonniere deformity, 44 patients (17,2%) had ulnar deviation and
56,6% had flexor tenosy »>vitis of one or more fingers. There was more
severe impairment of h d function in Caucasians in comparison with

Africans.
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handedness and clinical dinvolvement of the hand in RA, and did not
find any evidence of s‘ »1ificantly greater joint destruction in the
dominant hand (Hasselku: 2t al 1981). However, increased severity of
radiographic changes ha:¢ >een reported in the dominant hand (Mattingly

et al 1979, Owsianik et 1 1980).

The aim of this survey w.5 to determine

a) Whether there was a relationship between handedness and
i) the prevalenc of SND, BD, FTS and ulnar deviation
ii)  the severity ° radiographic changes in the hands
iii) the function of the hand based on the assessment of the
finger tip to palmar crease distance for all the fingers.
b) Whether there were¢ any differences in the distribution of the
deformities, the severity of radiograohic changes and function in
the different fingc.s.

c¢) The factors which contributed to impaired flexion of the fingers.

RESULTS

1. DEFORMITIES OF THE FINGERS

The prevalence of FTS, SND, BD and ulnar deviation 1in the
different fingers the right and left hand is shown in Table
9.3.1. There was significant difference in the proportion of
patients who had S ), BD, FTS and uncorrectible UD in the right

hand in comparison with the left hand.
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; were found to occur in the index and middle
). Mattingly et al also found that the MCP
iddle fingers were more severely damaged than
these findings were confirmed in this survey

The combined MCP and PIP score for each
e index and middle fingers in the right and
right index and right little fingers (Table
the severe changes in the index and middle
F the greater use of these fingers. The
umb (MCP and IP) was significantly less than
nd PIP) for each of the other fingers in the
dattingly et al also found that the joint

1 the thumb (Mattingly et al 1979).

deviation and handedness has been studied
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previously and conflictil results have been noted (Kemble 1977,
Fearnley 1951, Treuhaft .al 1971, Lush 1952). There were no
significant differences ir :he prevalence of ulnar deviation, SND, BD
and FTS in the dominant and non-dominant hand in this study. An
analysis of the factors wl :h may contribute to impaired function of a
finger (flexion score), s wed that the most important factors were

the severity of radiograpl : changes and the presence of SND.

In conclusion, there as significantly greater radiographic
involvement of the dominar.. hand and the index and middle fingers were
most severely involved. The function of the hand was also more
severely impaired in the « 1inant hand. The severity of radiographic
changes and the presence « SND were the most important factors which
contributed to impaired wunction of the fingers. There was no
significant difference ir the prevalence of FTS, SND, BD and ulnar

deviation in the dominant nd non-dominant hand.
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TABLE 9.3.1
PREVALENCE OF SND, "9, UD AND FTS IN THE DIFFERENT FINGERS
(n=210)
DEFORMITY FINGER
THUMI INDEX MIDDLE RING LITTLE
SND (R) 25 33 31 31
(L) 30 41 32 25
BD (R) 3 24 25 10
(L) 4 19 20 18
FTS (R) 11 74 63 30 21
(L) 23 54 46 30 25
ub (R) 20 23 24 26

(L) 24 25 22 21






TABLE 9.3.3
COMPARISON OF LARSEN
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_ORE FOR EACH FINGER (MCP + PIP) WITH

THE CORRESPON

\G FINGER IN THE OPPQSITE HAND

MEAN SCORE RIGHT

THUMB 3,309+1,991
INDEX 4,167+2,361
MIDDLE 4,219+2,33¢
RING 3,824+2,409
LITTLE 3,952+2,48(

* paired t-test

TABLE 9.3.4
PAIRWISE COMPARISON OF

LEFT
3,10041,729
3,933+2,203
3,895+2,277
3,562+2,294

3,519+2,141

NUMBER

210

210

210

210

210

p VALUE*

0,0311

0,0049

0,0030

0,0164

0,0002

1E MEANS OF THE TOTAL SCORE (PIP + MCP)

FOR EACH FINGER |\

'H OTHER FINGERS OF THE SAME HAND*

RIGHT 3 2

4,219+2,339 4,167- ,361

FINGER
5

LEFT 2

4

4

5

1

3,952+2,480 3,824+2,409 3,309+1,991

1

3,933+2,203 3,895 277 3,562+2,294 3,519+2,141 3,100+1,729

*NB: 1) Two means not underlined by the same continuous line differ

significantly
2) Comparison by m
significance ad

:ed according to Bonferroni

1s of the paired t-test with test level of
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past or present pain in the forefoot was
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+ RA (Vidigal et al 1975). Crowding or
yresent in 33,2% and callosities under the
1 in 37,1% of the 255 patients in this
callosities under the MTPJs in over 30% of
1S on the dorsum of the toes were noted in
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midtarsal joint was noted in 28% and the
00 patients (Vidigal et al 1975). However
oted in 62% and 32% of the midtarsal and
/. In the present study, a history of past
‘oot was obtained in 57,4%. Tenderness was
talar joints and 24,6% of the midtarsal
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the midfoot was noted in more than 10% of
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iographic changes from grade 2 to 5 were
s. Clinical involvement of the ankles has

(Vidigal et al 1975, Minaker and Little
ges have been noted in 26% to 40% (Vidigal
). Vainio noted that radiographic changes

- stiffness of the ankles rarely occurred

» MTPJs were present in 88% of 200 patients
presence of grade 2 or more severe changes
, was noted in 230 patients (90,2%) in this
icant difference in the mean scores of the
mean radiographic score was highest in the
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1977). Vainio found that
involved, followed by the

toe (Vainio 1956).

Sixty percent of the p
modified shoes but only
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study, 72 patients (28,2
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TABLE 14.1.3

SERUM ALBUMEN
<35 g/¢
>35 g/¢@

SERUM GLOBUL INS
<35 g/e

36-40 g/@

11-45 g/@

16-50 g/@
>50 g/¢@

COLOURcDS

98

103

53
23
12

103

\LKALINE PHOSPHATASE

<115 u/@
116-150 u/?®
151-200 u/¢®
201-250 u/?
251-300 u/?

59
30
12

103

CAUCASIANS

14
85

99

98

60
24
13

99

AFRICANS

48

51

22
11
11

51

27

51

TOTAL

23
230

253

152
49
26
14
11

252

146
70
32

253

207

TOTAL %

9,1
90,9

100,0

60,3
19,4
10,3
5,6
4,4

100,0

57,7
27,7
12,6
1,6
0,4

100,0
















































































































































TABLE 16.4

15T

2ND

MTPJ

Exostectomy

Osteotomy

Arthrodesis

Excision arthroplasty
Replacement arthroplas
Soft tissue

Other

to 5TH MTPJs

Excision arthroplasty
Osteotomy

Arthrodesis

Soft tissue

JRE FOOT SURGERY

255

Number of Number of Number of

Feet Patients Patients %
8 7 2,7
10 8 3,1
14 11 4,3
5 3 1,2
1 1 0,4
6 4 1,6
2 2 0,8
36 23 9,0
1 1 0,4
1 1 0,4
7 5 2,0
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