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Discussion

PROFESSOR P. BEIGHTON: I have two comments:
You are to be congratulated on your presentation. May I
suggest to all orthopaedic surgeons that any patient with
atypical Perthes' disease should be given a skeletal survey,
as it may indeed be something else. You mentioned
variations in ethnic prevalence and you quoted the
reputed low incidence of Perthes' disease amongst
Negroes. Certainly, in South Africa, this is our experience.
We do not have precise figures, but certainly in the
coloured races, it is far less common. A question: if you
encounter a patient in whom you make a diagnosis of
atypical Perthes' disease, and then you X-ray the rest
of the patient and so later make the diagnosis of multiple
epiphyseal dysplasia, do you go on to treat the patient as
an ordinary Perthes' case, with months of immobilization
and so on, or will you leave him alone?
MR P. J. WITHEROW: This is a question to which we

do not yet have the answer. I think that we would be
able to make a rational decision here, if we knew the
pathogenesis of the mild multiple epiphyseal dysplasia.
If, in fact, there is superficial fissuring of cartilage, or if
there is structural failure of the femoral head, then some
of these patients with multiple epiphyseal dysplasia, who
have not been treated in the past, because the diagnosis
has been correctly made, might have been better off had
they been treated. They certainly proceed to have dis-
turbance of the femoral head architecture and osteo-
arthritis in middle life. It is by no means absolutely
certain, but if we are doing good by treating Perthes'
patients, maybe we should adopt the same philosophy
for patients with multiple epiphyseal dysplasia affecting
predominantly the hips.
Mr H. E. D. GRIFFITHS: I would only add that if the

condition is a minor one and it does not appear for a
short period that the femoral head is collapsing, this one
can safely leave alone and say this should not be treated.

PROFESSOR BEIGHTrON: I would agree. In our experience,
we have not been treating those with multiple epiphyseal
dysplasia.
DR P. JACOBS: In multiple epiphyseal dysplasia the

lesions may be asymmetrical, so you could not employ an
ambulant method. Now we have tried treating many of
them and I have not seen any dramatic improvement in
them whatsoever. But the clinicians continue to treat
them for 18 months or 2 years, so I should say that they
should not be treated.
MR WITHEROW: We were a little exercised as to why

these children with a multiple epiphyseal dysplasia
picture were presenting in the second half of the first
decade with hip pain, with limitation of movement and
so on. The original concept of the Perthes' disease with
infarction is that you get areas where the bone is weakened
in the head with subsequent mechanical collapse, with

the change in the shape of the articular surface which
has been illustrated. Now one's concept in multiple epi-
physeal dysplasia is that there is a sort of chaotic
organization which results in an abnormal shape pre-
disposing to osteoarthritis in middle life. One is still left
however, with this question as to why these children
should start, as they so often do, having episodes of hip
synovitis and hip pain during the latter half of childhood.
We raised this question as an interesting point since there
may be some structural incompetence of the femoral
head in multiple epiphyseal dysplasia, and if so some form
of treatment might help this. But I do not think in the
present state of our knowledge that we would recommend
that one would inflict a long period of immobilization
on any child, whether with Perthes' disease or multiple
epiphyseal dysplasia.

PROFESSOR J. SPRANGER: I would agree broadly with
what Dr Jacobs said. I would not treat multiple epiphy-
seal dysplasia. But there is a form of familial Perthes'
disease which Meyer (1964) called 'dysplasia capitis
femoris' which is differentiated from Perthes' disease in
that one starts with a deformed epiphysis, whereas in
Perthes' disease there is a normal epiphysis. I think this
is the main difference between these two disorders. It is
restricted to the hip joints and is a well known entity.
This is known in a large family in Switzerland and
is familial and inherited as a Mendelian dominant.
MR WITHEROW: There is certainly a great deal of

overlap in the described groups of multiple epiphyseal
dysplasia. They do shade down radiographically to
normality. Some of the changes observed in hands and
feet and shoulders may shade into the normal spectrum.
It certainly is our impression that there is quite a good
deal of overlap between Perthes' disease and multiple
epiphyseal dysplasia, with a considerable range of
expression of the epiphyseal changes.
DR JACOBS: The condition mentioned by Professor

Spranger was described in the 1940s by Brailsford (1946)
of Birmingham as 'familial coxitis'.
DR T. C. B. STAMP: Do you think that the dwarfism

found in this group can be explained as a failure of
growth?
MR WITHEROW: One is looking at a spectrum, but if

one looks at the true Fairbank multiple epiphyseal
dysplasia, with severe multiple changes in shoulders,
hips and ankles, etc., I think that this is true. It is not
just disproportionate dwarfism, although in certain
groups of multiple epiphyseal dysplasia, it is the lower
limbs that are mainly affected and there is lower segment
dwarfism. The reduction in stem height and standing
height in Perthes' disease is very interesting and a good
deal of work has been done on levels of somatotrophin
and somatomedin in these children.
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472 Discussion

MR A. H. C. RATLIFF: Have you seen patients with
multiple lesions elsewhere in the body in whom the
changes in the hip joints have been absolutely typical of
straightforward so-called Perthes' disease? Most of the
cases you have shown I would suggest are not like
typical Perthes' disease.
MR WITHEROW: Most of the cases shown are not like

the average case of Perthes' disease, but if you look at a
lot of cases, they do fall within the range of appearances.
One would find cases very similar to those we have

shown except for the patient with the delay in the
appearance of the femoral ossification nucleus.
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