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now shown that patients rapidly become much less likely to
transmit disease as soon as chemotherapy is started, especially
if both rifampicin and isoniazid are used. The classic Madras
study showed that treatment at home, provided that the drugs
were taken faithfully, caused no more risk for those living in the
patient's home than existed for contacts of patients treated
in a sanatorium at any time during the year of treatment or in
the following five years.8 Subsequent studies-such as those
by Gunnels et a19 in contacts of patients sent home after one
month of hospital treatment and by Riley and Moodie'0 in
new patients having domiciliary treatment-confirmed this
view. Infection leading to disease in contacts occurs almost
always before treatment is started.
Those who are unwilling to accept that there is rarely a

need to admit to hospital even patients with positive smears
may quote the study made by Jenkinson et al,1' who found
that sputum specimens from 15 patients who had received
six weeks of antituberculosis treatment produced active disease
when injected into guinea-pigs (there were positive tissue
smears in half and positive tissue cultures in three-quarters
of these). They concluded that having had effective drug
treatment for up to six weeks is not the same as being bacteria
free and certainly their findings support the possibility of a
continued state of infectiousness in some patients. The
outcome of transmitting tubercle bacilli into guinea-pigs by
intraperitoneal injection, however, is likely to differ consider-
ably from the transmission of tubercle bacilli from infectious
patients to contacts. Two important factors are droplet size
and frequency of cough. The frequency of cough diminishes
rapidly after the start of effective chemotherapy, and Loudon
and Spohn12 showed that children acquired less infection from
patients who coughed less.
Abandoning isolation as a policy does, however, make all

the more important a strict and effective organisation for
examining contacts. The policy that should be adopted for
examining contacts in Britain has recently been set out in
detail by the Research Committee of the British Thoracic
Association.'3
The WHO Expert Committee on Tuberculosis14 challenged

all those advocating the superiority of institutional treatment
". . . to conduct studies to determine whether their contention
is substantiated by objective evidence. . ."; and Toman'
points out that more than 15 years later that evidence has
still to be produced. There is, however, no conclusive proof
that the chance of infecting others is abolished immediately
treatment is started; so that (at least in technically advanced
countries) patients who have smear-positive sputum may
reasonably be isolated for no longer than two weeks after
chemotherapy has been started15 if, for instance, they have
susceptible contacts such as young children or immuno-
suppressed patients. The routine isolation, as a policy, of all
patients with pulmonary tuberculosis is now indefensible.
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Seating the disabled
Few of us have difficulty in resting on our bottom-indeed
we commonly spend much of our day in a position of sloth
which, at least in the short term, imposes no severe penalties.
The complex factors that maintain stability and protect us
from injury during sitting have therefore received little
attention in the orthopaedic and bioengineering world.
That the matter is complex is shown by the problems faced

by patients with absent, deformed, or poorly controlled limbs,
whether or not they are mentally handicapped. Difficulty in
staying upright, pressure sores, and the functional difficulties
combine tGmake seating for the disabled a fascinating problem.-
When medical and bioengineering experts gathered some 18
months ago there was a substantial body of practical achieve-
ment on record and some general principles to be distilled.
Publication of the proceedings' of that meeting has now per-
mitted a more general audience to understand both the needs
and the efforts that have been made to meet them. In simple
terms, there seem to be three problems: the nature of the
interface between the skin and materials with which it is in
prolonged contact; the design of appropriate seats; and com-
mercial production.

Pressure sores are extremely expensive-successful treat-
ment in a single patient may cost as much as £14 000.2 Natural
sheepskin-furry side up-is known to be effective both in
preventing and in treating them,3 but the explanation has not
been obvious. Workers at Oxford and Derby have shown that
sheepskin can absorb shearing forces and also-more im-
portantly-can absorb water vapour, and that it remains
superior to most synthetics on both counts. A rational approach
is now possible in the design of new materials, with sheepskin
as the standard.
Almost all supportive structures are currently derived from

the ingenious "bean bag" technique and its modification, in
which a bag loosely filled with polystyrene granules is moulded
around the body and the contour "frozen," so permitting a
cast to be taken from which definitive seat and support can
then be fashioned. Satisfactory one-off moulds are being
obtained from this technique and from the less popular mould-
ing of a support from slow cold curing polyurethane,4 but their
comparative evaluation is only just beginning. No "best buy"
can yet be recommended-nor is there yet a solution to the
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problem of supply. Possibly the development centres that
have contributed so much will try to meet demands through-
out Britain, or the matter may be handed over to industry.
As is so frequently the case with new technological develop-
ments in the Health Service, no single organisation has clear
responsibility for initiating and seeing through the creation of a
seat-support for the disabled. A team approach may be the
counsel of perfection, but who is to assemble and lead the
team ?

These difficulties recognised, there is little doubt that the
development engineering skills are available to provide
adequate seating for the disabled. Whether use is made of
these skills will doubtless depend on the determination of
clinicians and the allocation of all-too-scarce resources.
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Doctors in Malta
No end is yet in sight to the dispute between the Maltese
government and its doctors.' In 1977 laws were introduced
requiring all newly qualified doctors to spend two years in
Government hospitals and clinics; and the government also
assumed control of the island's medical council, so taking
away from the medical profession the right to regulate
standards. When Maltese doctors protested they were locked
out of their hospitals, which have since been staffed by doctors
from Libya, Pakistan, and eastern Europe.

This month the Maltese government has extended its
powers to cover all premises used for the practice of medicine,
so making independent practice there virtually impossible.
Throughout the dispute the BMA has supported the Medical
Association of Malta and has assisted Maltese medical students
in completing their interrupted studies in Britain.

Doctors and other health professionals here can help by
refusing invitations to teach or examine in Malta until normal
relations are resumed between the island's government and
its doctors.
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Regular Review

Do drugs change the course of rheumatoid arthritis?

V WRIGHT, R AMOS

Interpretation of the efficacy of the drug treatment of rheuma-
toid arthritis is made difficult by the problems of assessing the
progress of the disease. Many of the early methods were
laudable attempts to introduce order into chaos, and some are
still in common use but are not assessments of the rheumatoid
process itself; they are either subjective (pain score, early
morning stiffness) or semi-subjective (articular index, grip
strength) measures ofsymptoms or offunction.
More recent methods of assessment are frequently based on

laboratory measurements and are both more objective and
reproducible; and they can be shown to alter coincidentally
with clinical improvement or deterioration. Methods such as
thermographyl and isotope uptake2 measure some of the signs
of inflammation, but there is no evidence that these are any
more fundamental to understanding the progression of the
disease than the earlier, less objective measures. Similarly,
measurement of acute-phase proteins or of the erythrocyte
sedimentation rate (ESR)3 4 reflects secondary phenomena
rather than fundamental changes. Nevertheless, they have
some important advantages.

Estimation of the titres of rheumatoid factor in the blood is
useful in population studies, a poor prognosis generally being
associated with high values; but the test is of limited predictive
value in individual patients; recognition of IgG rheumatoid

factors not detected by conventional means may improve its
clinical value. In general, tests of immunological function are
still in their infancy and are frequently difficult to interpret.
The serum concentration of histidine is consistently lower
than normal in patients with rheumatoid arthritis, but this
finding has not received widespread attention in the assess-
ment ofthe disease.5-7

Probably the best method to detect unequivocal progression
of rheumatoid arthritis is radiological assessment. While the
presence of erosions does not necessarily indicate poor func-
tion, advancing bony destruction must contribute to increasing
deformity and further disability. Moreover, the appearance of
new erosions is clear evidence of a continuing attack on the
joints by the inflammatory process. Nevertheless, radiological
assessment is not always straightforward: radiographs can
provide only retrospective evidence; with advancing disease
further bony damage becomes increasingly difficult to assess;
in some circumstances (in certain occupations, for example)
erosions may increase in size in the absence of active inflamma-
tion, suggestingthat mechanical factors cancontributeto damage
once it has been started byanymethod. Finally, evidence (or lack
of it) ofthe progression of erosions in some joints does notmean
that they are progressing (or not progressing) in all joints.

If, therefore, drug treatment is to alter the outcome of
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