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INTRODUCTION 
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INTRODUCTION AND AIM OF WORK 

Levamisole, a potent anthelmintic drug against 

most nematodes, has recently been used as an immuno­

stimulatory agent, and in several controlled studies, 

its therapeutic effect has been established in pati­

ents with rheumatoid arthritis. 

Aim of this work is to evaluate the effect of 

levamisole in the Egyptian rheumatoid arthritis pat-

ients • 

·' 



REVIEW OF THE LITERATURE 



RHEtn.:ATOID ARTHRITIS 

Definition (Mason,l979) 
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Rheumatoid arthritis is a symmetrical peripheral 

polyarthritis characterised by infla.mtlation of the 

synovium which leads to destructive joint change. 

Although arthritis is the most prominent manifes­

tation many other systems may be involved so that it 

can be more correctly called rheumatoid disease. 

EpidemiologY :(Mason, 1979) 

In general females are affected three times as 

commonly as males. The peak age of onset is between 

35 and 50 years; but no age is exempt and rs.nges from 

childhood to the age of over 75 years. 

Aetiologv (Mason, 1979) 

• Infection : 

The rule of infection as an aetiological factor 

is still undetermined. A number of claims have been 

made that mycoplasmata and diphtheroids have been iden­

tified within rheumatoid synovial cells, but their role 

in the aetiology of rheumatoid arthritis remains un-

proven. 
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• Genetic : 

Familial aggregations of the disease have been obs­

erved. This is associated with more severe disease (sero­

positive and erosive), and the prevalence in the first 

degree relatives of such patients being three or five 

times greater than in normal controls. 

Pathology : (Sokoloff, 1979) 

Synovitis occurs in joints, tendon sheaths,and bursa. 

No pathognomonic features are found but the presence of 

lymphocytes and plasma cells occurring in clumps is cha­

racteristic. In the joint the proliferating synovium 

erodes the cartilage of joint margin invading the sub­

chondral bone, producing the characteristic erosive change, 

visible radiologically, Once the bone cortex is breached 

the pumping action of synovial fluid when the joint is 

used may enlarge this to produce a cystic appearance. 

The proliferating synovium also spreads over the surface 

of the cartilage forming a pannus. 

In the advanced stages absorption of bone ends may 

take place, and in weight-bearing joints trabecular coll­

apse may occur. Such changes with involvement of periarti­

cular soft tissues lead to subluxation,instability and 
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deforrnity. Ankylosis occasionally occurs. 

Subcutaneous nodules occur in 25% of patients with 

rheumatoid arthritis,being found only in those with posi­

tive tests for rheumatoid serum factor. They commonly appear 

in pressure areas-over the olecranon, sometimes within 

the bursa at this site,and on the extensor aspect of the 

forearm. Similarly they may be found over the sacrum or 

ischial tuberosities. Not infrequently they occur in 

association with tendon sheaths, particularly in the hand, 

especially in relation to the flexor tendons in the palms. 

They are also found in relation to the Achilles tendon. 

Such nodules are characterised by the presence of a cen­

tral area of fibrinoid necrosis, surrounded by a palisade 

of epithelioid cells. 

Lymphocytes and plasma cells are prominent in the outer 

layers.Arteritis is an important feature and accounts for 

many of the systemic features of R.A. This may involve 

the smallest vessels where intimal hyperplasia results 

in local ischaemia. 

In the larger vessels necrotic changes in the arter­

ial well resemble those seen in polyarteritis nodosa. 
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CLINICAL PICTURE 

The clinical manifestations of rheumatoid disease 

are highly variable. But its fully developed picture is 

easily recognized. Oiason, 1979). 

The onset of articular signs of inflammation is 

usually insidious with prodromal symptoms of malaise, 

weight loss,vasomotor disturbances (e.g paraesthesia, 

Raynauds disease), and vague periarticular pain or sti-

ffness. (1:oberg & Edeland, 1973). 

Less often the onset is acute,apparently triggered 

by a stressfull situation such as infection,surgery,trauma, 

emotional strain or the postpartum period. 

The out-standing symptom of rheum8toid arthritis is 

pain which is often severe,although it may be of any 

degree of intensity. The pain is particularly severe when 

the diseuse is acute and the capsule ifJ not yet chronic­

ally stretched. 

This pain is typically aggravated by the use of the 

affected joint and weight-bearing stress,and relieved by 

rest. (Dorwart & Schumacher, 1974). 

In any case,there is characteristically symmetrical 

joint swelling with associated stiffness,warmth,tenderness, 
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and pain. 

This joint affection is progressive symmetrical 

peripheral polyarthritis. 

The pettern of joint involvement is one that inc­

ludes the proximal interphalangeal and metacarpophala­

ngeal joints of the hands,the wrists, and the lateral 

four metatarsophalangeal joints of the feet. 

New joint involvement develops irregularly to inc­

lude the larger limb joints,ankles,knees,elbows,and sho­

ulders and often later the hips. The temporomandibular 

joints may be affected,usually transiently. 

The spinal joints are usually spared with the impo­

rtant exception of the cervical spine where involvement 

of the atlnnto axial joint, and of the facetal joints of 

the upper cervical spine is characteristic (in contrast 

to decenerative joint disease which affects the lower 

cervical spine).(Dorwart & Schumacher, 1974). 

Involvement of the crico-arytenoid joint and those 

of the middle ear has been descrjbed. 

The predominant sign of rheumatoid arthritis is joint 

swelling,and it is impossible to diagnose this disease 


