
SYMPOSIUM
ANKYLOSING SPONDYLITIS

identifying AS is critical. This requires 
skill in sifting inflammatory disease from
the sea of patients who present with
back pain. Early diagnosis and therapy
may reduce the impact of this condition
on the individual and also help save
healthcare costs in the long term. 

We would strongly recommend
referral of suspected cases to the local
rheumatology service. MRI helps identify
patients early in the course of the disease
and current management strategies,
including anti-TNFs, are very effective at
reducing symptoms and improving
quality of life. However, despite all the
recent advances, anti-inflammatory
drugs, patient education and
physiotherapy remain the cornerstone 
of therapy.
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We welcome your feedback
If you would like to comment on this
article or have a question for the
authors, write to:
editor@thepractitioner.co.uk 

Useful information 

National Ankylosing Spondylitis
Society (NASS)
NASS is an independent charity that
provides information for patients, their
families and healthcare professionals. 
www.nass.co.uk 

A HUNDRED YEARS AGO
Extracted from a 1911 issue of The Practitioner

IS THE object of the Medical Society entirely
fulfilled in the routine work of our meetings? I
find that, whilst those who are in general practice
constitute one-third of our number, only one
communication in 15 comes from them – that
they have read but four papers before the Society
during the past 10 years.

It is my particular desire on the first occasion of
my acting as President to submit a plea for a more
equal participation in our work by the Fellows in
the two fields of observation: hospital and general
practice. 

The all-important subject of the cause of
compensation in valvular disease of the heart is
most fully appreciated in its practical bearings by
the man who is in intimate relationship with the
patient, and knows – and has for many years
known – his circumstances and concerns.
Cardiac embarrassment and dropsy have made
their appearance, not from simple lapse of time,
but because the man has been worried; or has
been living foolishly in respect of exercise, or
food, or alcohol; or has insidiously developed
renal disease. It is as much from a knowledge of
these, and the many other causes of cardiac
failure, that the practitioner can teach us not only
how he can restore compensation by attending to
them, and possibly to them alone; but also how he
can anticipate and prevent failure, by giving his
patients timely warning against such determining
circumstance. In this he unquestionably has a
great advantage over those of our Fellows who

acquire their knowledge by observations in the
wards and out-patients’ rooms of hospitals.

What is the part played by incidental, casual,
so-called “determining” or “precipitating”
circumstances in the production, course and
terminations of disease? A man recognised to be
gouty meets with an accident and is sent to bed.
Whether he be a rich man in his own house or a
poor man in a hospital, he has acute gout in a
great toe on the third day. I want his doctor, who
has an intimate experience of plenty of cases of
the kind, to tell us whether the seizure has been
provoked by the injury, or by sudden change
from exercise to rest in bed, or by the over-
feeding which such patients commonly receive. 

Let me call to mind some of the great things
that have been accomplished by the family
practitioner. I have but to mention the name of
Edward Jenner, Fellow of our Society. Was not
Koch a general practitioner; and Duchenne of
Boulogne? And was it not the work
that Manson did on filarial
disease, when a practitioner
in China, that led him to
the induction of the
relation of malaria to
blood-sucking insects?
Something short of the
results of the
achievements of these
men in general practice
would satisfy me.

the GP AnD the

MeDicAl society
By J. Mitchell Bruce, M.A., ll.D. (hon.), MD, F.r.c.P.
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PHOTO QUIZ ANSWERS

CASE 4 WHITE NAIL
A Onycholysis 
B Contact irritants, trauma and moisture

CASE 5 TEENAGER’S TONGUE
A Geographic tongue
B Around 2% 

CASE 6 ANNULAR FINGER RASH
A Target lesions 
B Erythema multiforme

CASE 1 PALMAR LESION
A Dupytren’s contracture 
B Margaret Thatcher

CASE 2 TEENAGE FOOT
A Juvenile plantar dermatosis 
B Reduce friction by wearing well-fitting
shoes, lubricate dry skin with emollients and
keep feet cool and dry. If this does not help
topical steroids can be tried.

CASE 3 BALD PATCH
A Exclamation mark sign 
B Topical steroid creams




