
250 BRITISH MEDICAL JOURNAL 3 FEBRUARY 1973

Dermatitis from Applied
Medicaments

A group of dermatologists known as the International Con-
tact Dermatitis Research Group has for some years been
carrying out standard patch-testing with allergens, including
commonly used medicaments, likely to be the cause of
allergic contact dermatitis. A preliminary report of their
findings was made in 1969,1 and they have now published
their detailed findings in relation to applied medicaments
in 4,000 consecutive patients seen in five European clinics
(two in Sweden and one each in Denmark, Germany, and
Great Britain).2 The medicaments tested were neomycin
sulphate, iodochlorhydroxyquin (Vioform), chlorquinaldol
(Sterosan), wool alcohols (a derivative of anhydrous lanolin),
and paraben esters (used as a preservative in many creams
and some ointments). Benzocaine was also included, but
some positive reactions to this might be due to a cross-
reaction to para compounds, such as paraphenylene-diamine.

Overall 560 (14%) of the patients were considered to have
an allergic contact dermatitis from applied medicaments.
The total in Germany was considerably higher than in the
other countries-26% compared with 9% in Great Britain.
Patients over 40 years old were more often affected than
younger persons. Neomycin caused the greatest number of
reactions, followed by wool alcohols, but all the medica-
ments tested gave a fair number of positives. Among the
4,000 patients included in this study 45% were considered
to have an allergic contact dermatitis. Thus the 14% due
to applied medicaments represented almost 1 in 3 of all
positive reactions.
The types of dermatitis tested were placed into six clinical

diagnostic categories-contact, seborrhoeic, atopic, num-
mular, stasis, and unclassified. The sites of dermatitis (hand,
foot, lower leg, other) and the duration were also recorded.
There were striking differences in the number of patients
giving positive reactions according to the site and type of
dermatitis. In stasis dermatitis in women no less than 58%
reacted to one or more of the medicaments; in hand eczema
8% of men and 8% of women gave positive reactions; but
in atopic dermatitis only 3% were positive to the test
medicaments. This is surprising in view of the length of
history in these patients.
The five medicaments used for testing were thought to

pick out 80% of all cases of contact dermatitis due to treat-
ment. The choice was based on Scandinavian experience but
was found to be inadequate for Germany and Italy, where
prescribing habits and self-medication differ to some extent
from the practice in other countries. They are probably
adequate for Great Britain.
The importance of these findings lies in the fact that a

great number of these patients had been worsened by treat-
ment. An allergic contact dermatitis had been superimposed
on a pre-existing dermatitis of some other typ n __
particularly true of stasis eczema, so that great care must
be shown in prescribing for this common condition.
Not everyone thinks it wise to carry out a battery of patch

tests on every patient with eczema, but this group of in-
vestigators have done invaluable service in showing up short-
comings in management. Their findings should lead to a
change in prescribing hatbits. Neither wool alcohol nor
neomycin is an essential ingredient of any topical applica-

tion. As habits change, however, other medicaments may
be shown to be just as harmful.

I Fregert S. et al., Transactions of the St. Yohn's Hospital Dermato-
logical Society, 1969, 55, 17.

2 Bandmann, H. J., et al., Archives of Dermatology, 1972. 106, 335.

Occupational Medicine?
Doctors and nurses working in industry have generally wel-
comed the recommendations on safety of the Committee on
Safety and Health at Work' under the chairmanship of Lord
Robens, but they have been dismayed and frustrated by the
committee's views on the interaction of health and work.
The frustration arises from a chapter in the report devoted
to the organization of occupational medicine.

In it, despite evidence from the B.M.A., the Society of
Occupational Medicine, the T.U.C.,2 and the Royal College
of Nursing, t;he previously published policy documents to
which these bodies refer, and the reports of the Dale3 and
Porritt4 committees, the Robens committee adopts a defini-
tion of occupational health (para. 356) which is in large
agreement with the view of the Department of Employment:
"We have taken occupational health to mean that which is
concerned with the reactions of workpeople to their work-
ing environment, and with the prevention of ill-health aris-
ing from working conditions and circumstances." It thereby
rejects a major component of occupational health, the miti-
gation of the effects of ill-health on the capacity to work.

This leads to the following definition of occupational
medicine: "A specialized branch of preventive medicine
concerned with the diagnosis and assessment of health haz-
ards and stresses at work." The implication is that all the
work which occupational physicians and occupational health
nurses do in relation to rehabilitation and resettlement at
work, assessment of capacity for various types of work,
health education, support of group mental health, investiga-
tion and control of sickness absence, and, because they are
on the spot, the treatment of minor illness and accidents at
work is not part of occupational health. Clearly occupational
physicians and occupational health nurses have failed to be
sufficiently explicit and convincing about what occupational
medicine iS.5

Professor W. R. Lee,6 in this year's Mackenzie industrial
health lecture on "An Anatomy of Occupational Medicine,"
suggests that "occupational medicine is that part of medi-
cine which is concerned with the problems which arise on
the line of contact between medicine and industry." He
develops the view which may be summarized in the words
that occupational medicine is concerned with the "effect of
work on health and of health on the capacity to work."
The Robens Committee definition of occupational medi-

cine concentrates on the approach and crossing of the line
from industry to medicine-that is, the development of in-
dustrial disease; important though this is, it excludes the
movement in the other direction. Yet occupational physic-
ians and occupational health nurses spend up to 90% of
their time in aiding the resettlement and rehabilitation of
people who have been or are becoming sick or disabled and
need a change in their work. If an industry lacks an occu-
pational health service, the employees who are developing
or who have had an illness which can affect their capacity
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to work are ill served, because their doctors cannot have ac-
curate details of the physical and mental demands of the
patient's normal occupation and of the environment in which
it is done. A patient can seldom give his doctor a valid des-
cription of his work because he fears that, if he minimizes
the demands of his job, his doctor will recommend a return
to normal work and thus do his condition further harm,
while, if he exaggerates, his doctor will recommend a change
of work with all it entails and confirm his worst fears albout
his prognosis.7

But perhaps there is a chink of light. In discussing the
functions of the Employment Medical Advisory Service, now
started (which is to have the equivalent of 110 full-time
doctors), the Robens committee says that it should include
"not only the provision to government and industry of medi-
cal advice on occupational health and hygiene but also advice
on the medical aspects of training, rehabilitation and other
employment matters . .. the health of young people at work
... we think that medical aspects of training and the study
of broad problems such as mental health in industry and
sickness albsence also fit naturally into this picture." The
committee therefore thinks that, though many of the func-
tions undertaken by existing occupational health services are
not part of occupational health, these very functions should
be carried out by Employment Medical Advisers. The com-
mittee does not explain how 110 E.M.A.s are to provide a
service for two-thirds of the employed population, while 600
full-time and perhaps 1,500 part-time occupational physic-
ians are at present providing occupational health services of'
some kind to the other one-third.
There is another anomaly in the committee's recommen-

dations. The committee proposes more self-regulation with-
in industry on safety matters while blessing the Employment
Medical Advisory Service, which is to be imposed from out-
side industry and may duplicate t;hose very occupational
health services which industries have provided for self-help.8
This help not only includes that part of occupational health
dismissed by the Robens report, which is greatly valued, but
also giving impartial advice on the toxicology, ergonomics,
and effects on the general environment of new projects at
the earliest stage of development-advice based on the im-
plications for the industry and its employees as a whole-
without the delay and formality of consulting outside bodies.
There are to be consultations between the Secretary of

State for Employment and interested bodies before legisla-
tion is introduced to implement the recommendations of the
Robens committee. The basic difficulty is that the Depart-
ment of Employment is responsible for the prevention of in-
dustrial disease, and, though it does not want to know it, the
Department of Health and Social Security has responsibili-
ties for advising workers on their fitness to undertake par-
ticular types of work through the procedures for certification
of incapacity to work. An exception, however, is the medical
supervision of government training centres and industrial re-
habilitation units, which is allocated to the Employment
Medical Advisory Service even though the Tunbridge Com-
mittee9 on rehabilitation recommends that formal rehabilita-
tion should be the responsibility of the National Health Ser-
vice. But a wider concept of occupational health and occupa-
tional medicine is needed, perhaps based on Lee's advice
that the definitions should come from asking the question
"Why is it done?" rather than "What is done?" or "Who
d:oes it?"
I Department of Employment, Safety and Health at Work, Report of the
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H.M.S.O., 1972.
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5Duncan, K. P., Occupational Medicine Following the Robens Report.
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7Raffle, P. A. B., Proceedings of the Royal Society of Medicine, 1965, 58, 826.
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New Cause of Tennis Elbow

Tennis elbow, or lateral epicondylitis, is a common affliction
of middle age, characterized by pain over the outer aspect of
the elbow, aggravated on radial extension of the wrist.
Though it has been considered to be a self-limiting condi-
tion which seldom persists for longer than 12 months,' the
inconvenience and sometimes the real disability that result
from it cause the patient to seek treatment. Many types of
treatment have been practised. They include splinting, deep
massage, ultrasonic therapy, and local injections of hydro-
cortisone with or without local anaesthetic, and some measure
of success has been claimed for all of them. Operative
intervention has usually been reserved for lesions that have
resisted conservative treatment.
Many operations for the treatment of tennis elbow have

been described, including ablation of the common extensor
origin,2 resection of the orbicular ligament,3 Z-lengthening of
the extensor carpi radialis brevis tendon,4 and denervation of
the radio-humeral joint.5 All have given a good proportion
of success, which the sceptic may attribute to the combina-
tion of operative trauma and enforced rest that seems to be
the only factor common to all procedures.
Though the disease is common the exact pathology re-

mains obscure. Inflammatory tendonitis, strain of muscle or
ligament, bursal irritation, nipping of synovial fringes, de-
generative changes in the orbicular ligament, and a tear of
the common extensor origin from the underlying periosteum
have each been held responsible for the symptoms. The
latest addition to the list is that described by N. C. Roles
and R. H. Maudsley6 as the radial tunnel syndrome. In its
course from the lateral side of the lower third of the upper
arm to its emergence as the superficial radial and posterior
interosseous nerves in the forearm the radial nerve traverses
a restricted space bounded by the structures forming the
radio-humeral joint behind, the brachioradialis and extensor
carpi radialis longus and brevis laterally, and the biceps and
brachialis medially. Distally, the posterior interosseous nerve
passes betnween the superficial and deep portions of the
supinator. At various points along its route the nerve may be
subject to entrapment-namely, over the anterior aspect of
the capitulum of the humerus or the radial head,7 by the
fibrous edge of the superficial layer of the supinator,8 or by
a medial extension of the extensor carpi radialis brevis.
One mode of presentation is posterior interosseous

paralysis. Roles and Maudsley suggest that another may be
as a case of resistant tennis elbow. From a study of 38
elbows of 36 patients they describe a syndrome and signs
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