
REPORT OF AFFELIATED SOCIETY.
The St. John's Hospital Dermatological Society (incorporating The London Dermatological

Society.)

A Meeting of the Society was held at St. John's Hospital for Diseases of the
Skin, 49, Leicester Square, W.C.2, on Wednesday, May 22nd, at 4.I5 p.m. Dr.
J. E. M. Wigley was in the Chair.

Clinical cases were shown as follows:-
Case 1, Dr. Sibley.-Male, aged 64, a

retired schoolmaster, who for four years
has had hypertrophy of the finger and toe
nails. The finger nails have a blackish
hue, and although one had been removed
two years ago by a doctor, it took on the
same appearance on regrowth. Micro-
scopical examination failed to reveal fungus.

Dr. Corsi suggested the diagnosis of
Lupus erythematosus, as he was of the
opinion that this condition existed along-
side some of the fingers, and on those
where the nails were affected, extended up
to the matrix. He thought he had the
right to assume that when the latter was
affected, thickening of the nails, such as
this case presented, could take place.

Dr. Goldsmith asked whether the black
colour of the nails was due to anything
that was being used in treatment, or
whether it was spontaneous. He was not
quite sure that they were very character-
istic of Lupus erythematosus. He thought
that psoriasis was a possible diagnosis, and
he considered it advisable to have a W.R.

Dr. Silcock wondered whether such
cases responded to doses of X-ray, as he
found that most dystrophies of the nails
which were not associated with pustulation
seemed to do very well with small doses
of X-ray.

Dr. Sibley replied that the patient had
been treated with pure carbolic and i pas-
tille doses of X-ray. He questioned the
diagnosis of psoriasis, as there was
nothing on the body to support this. With
regard to Lupus erythematosus, he was
not convinced that the lesions on the fingers
resembled this condition, since they were
not associated with either the pain or dis-
comfort which frequently accompanies this
disease.

Case 2, Dr. Corsi.-Boy, aged nearly 3,
who had a widespread rash on his body
since about the age of four months. When
the patient was first seen, almost the whole

of the body was covered with the rash, but
after three weeks' treatment with Ung.
Pet. Co. the affected parts of the abdomen
had become less spiny. Dr. Corsi said he
considered the case to be one of Pityriasis
rubra pilaris. Although the non-affection
of the face and scalp was against this diag-
nosis, on the other hand this case seemed
to be very characteristic of such few cases
of Pityriasis rubra pilaris that he had seen
as regards the appearance of the hands and
the soles of the feet.

Dr. Griffith was inclined to agree with
Dr. Corsi's diagnosis, and enquired if there
was any relationship between this condition
and psoriasis.

Dr. Corsi said that as regards relation-
ship, nothing definite was known about
either of them, except that they were both
familial. As far as he could ascertain,
however, there was no family history in this
particular case. With regard to the diag-
nosis of Pityriasis rubra pilaris, he found
that on curetting the lesions, signs asso-
ciated with psoriasis could not be found.

Dr. MacLeod agreed with the diagnosis
of Pityriasis rubra pilaris. He said that
this condition was not so common at that
age, and was most unusual in a child of
three. During twenty years' service in a
Children's Hospital he did not see a case
of Pityriasis rubra pilaris under the age of
10. Cases had been recorded and shown
at the Royal Society of Medicine, where
attacks of Pityriasis rubra pilaris alternated
with those of psoriasis, so that there can
be very little doubt that some relationship
exists between the two diseases. Although
he had seen children of this age with a
condition resemblinz psoriasis, he felt that
the condition must be exceptionally rare at
the age of three.

Dr. Muende said that two years ago he
saw a case in a child age 5 with an erup-
tion that appeared after an acute attack of
scarlet fever. As acute guttate psoriasis
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not infrequently occurred after tonsilitis,
he wondered if a streptococcal infection of
the throat might not be a common cause in
both conditions.

Dr. Corsi said that the text books stated
that there was no satisfactory treatment,
and that it did not get well, but this did not
conform with the remark made by Dr.
MacLeod that attacks of Pityriasis rubra
pilaris may alternate with psoriasis, which
assumed that it does get well at somne time
or other. It had been put forward that it
was a fatal disease, but he did not know
that there was cause for alarm. He had
read in a recent German book on diseases
of the skin in children that Pityriasis rubra
pilaris was distinguished from Lichen rubra
pilaris, and that whereas the latter was
fatal, the first was not.

Dr. MacLeod said that many years ago
the German school attempted to differentiate
Pityriasis rubra pilaris from Lichen rubra
pilaris, and that later Pringle insisted that
they were both the same.

Case 3, Dr. Sibley.-An artefact in a
milliner age 29, who had numerous
irregular-shaped ulcerations on the whole
of the left arm of six weeks' duration.
She said that the first patch resulted from
contact with Kleenoff, wh ich he under-
stood to be a strong alka-line suhstance.
There was no antesthesia of the skin of the
arm, nor of the palate, but the conjunctival
reflex was absent.

Dr. Griffith asked if there was any his-,
tory of mental disease, and ir. Sibley re-
plied that there was none so fa as he could
ascertain.

Case 4, Dr. Sibley.--A severe secondary
syphilide of 5 weeks' duration in a Man
age 25. The rash was very extensive ind
polymorphic, there being almost very cype
of syphilitic lesion present, inclujinng acne-
iform and psoriasiform ones. Theiel-lwas a
mucous patch on the buccal mucos+ and
an ulcerated lesion on the fauces.! The
Wassermann Reaction was strongly posi-
tive. Dr. Sibley thought the caste was
worth demonstrating as it was one which
was not seen frequently nowadays.

Case 5, Dr. Muende.-A case of a girl
age 12, who was shown at the MTeeting
13 months ago as an acute Lupus 'rythe-
matosus, with a history very suggestive of
concurrent pulmonary tuberculosis. She
was given 13 injections of Bisrnostab

intra-muscularly, beginning with the doses
of 0.25 c.c. and inceasing to 0.75 c.c. He
showed the case to-day in order to demon-
strate the very satisfactory therapeutic
effect of bismuth, as the condition had
cleared up completely, and, in addition,
haemoptosis which was present at the
onset, stopped when the cure was complete.

Dr. MacLeod said it was a very good
case, and a good test of the value of bis-
muth therapy in Lupus erythematosus of an
acute type.

Dr. Wigley thought that the history of
haemoptosis, even with loss of weight and
in sweating, was not a definite proof of the
existence of pulmonary tuberculosis.

Case 6, Dr. Muende.-A man, aged 42,
who, since two years ago, had had pustular
psoriasis affecting both palms. rhese
patches were scaly, and showed the pre-
sence of small yellowish pustules. He had
one lesion on the right elbow suggestive of
psoriasis, and the pitting of the nails
appeared to confirm this diagnosis. He had
been given 36 doses of 1th B X-ray at some
other Hospital, and the result was unsatis-
factory. In his opinion these cases re-
sponded best to tar ointment, but he asked
the Meeting for any assistance with regard
to treatment.

Dr. Griffith asked whether pustular
psoriasis was a disease of the skin or of the
throat, as he read that a view had been
suggested that the tonsils should be
removed.

Dr. Muende replied that one had the
right to call it a skin disease, as the
lesions were manifested on the skin, and
not on the tonsils, though the condition
may be provoked by an infection of the
latter. He reminded the Meeting that some
cases of guttate psoriasis gave a history
of an acute pharyngitis prior to the skin
eruption.

Dr. MacLeod said that 'he believed this
case to be of the type that Barber and
Ingram called pustular psoriasis. He said
that he was responsible for the name of
pustular psoriasis originally. One or two
cases have been shown of this pustular
eruption associated with psoriasis else-
where, and the histological appearances
support the opinion that the postulation was
really an exaggeration in size of the micro-
abscesses.
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Dr. Silcock asked if there were any
known cases of it following a burn. He
recalled a case in Leicester which followed
a burn of the leg and feet. It cleared up a
certain amount but not wholly. The patient
was given ird pastille dose of X-ray, but
responded very badly. He asked if anyone
had done the Dick Test on pustular
psoriasis.

Dr. Muende said that Dr. Silcock's sug-
gestion of conducting the Dick Test in these
cases was a very logical one, for in his
opinion it was quite likely that such cases
would present a positive reaction.

Following upon the discussion of the
above cases, Dr. Silcock spoke of a recent
experience which he thought might be of
interest to the Meeting. He said that a
short time ago several cases had been re-
ferred to him at the Leicester Hospital as

having acute ringworm of the head, for
according to the medical officer who sent
them to him, they all fluoresced under Wood's
glass. When he examined them micro-
scopically he tound no evidence of ringworm
infection. He wished to remind the Meet-
ing that fluorescence of a kind was produced
by mineral oils, such as paraffin molle,
though animal fats failed to fluoresce. In
these particular cases it was the presence
of vaseline which misled the medical officer
in making the erroneous diagnosis.

Dr. Wigley said that in his opinion practi-
cally anything greasy fluoresced, and in
addition starch did. He felt that ringworm
of the scalp should always be confirmed by
the microscope.

Dr. MacLeod said that he was so con-
vinced abouit the typical way in which
microsporon iair fluioresced, that he was
confident i- naking the diagnosis under
\Vood's lii'

LETTER TO THE EDITOR.

SINUSITIS AND MENTAL DISORDER.
SIR,

The reference to Hysteria, criticised in your reviewr of my book last week,
may be explained as follows:-

Modern neurological research has established circu-mscribed cell groups in
the hypothalamus and brain stem, focal disturbances of Which result in a symptom-
alogy accurately defining the locality of th, lesion. Cases of Hysteria show a
symptomatology which in some cases can be analyscd into groups of symptoms
referable to functional disturbances of the corresponding areas of brain tissue (e.g.,
the righting reflexes of Magnus & de Klejn lepend lipon the functional integrity
of cell groups in the brain stem). As it is 1nown that an?emia and congestion
cause paralysis and heightened irritability of nervous tissue respectively, it is
reasonable to assume that a case showing hyst(ricat symptoms related to disturb-
ances of known brain areas has a vascular irreg2Ulqrity of such brain areas. Such
irregularities of blood-supply (described in my bbok as minute focal lesions) are
in my opinion not merely associated but are themselves the actual causes of the
symptoms, and elsewhere in the book I discuss the possible etiology of such defects
which has a bearing upon treatment.

I am,
Yours faithfully,

Hollymoor, F. A. PICKWORTH.
Northfield,

Birmingham.
June 7, I935.
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