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this help them? Mattingly's recent appraisal2 made the point
that, being voluntary, the register grossly underreports the
incidence of disability. In practical terms, registration makes
the individual eligible for sheltered work (of which there is not
a great deal) and for designated employment (such as car park
and lift attendants). The most useful result may be benefit
under the "Fares to Work Scheme" (leaflet PL13). An
arthritic, for instance, may manage to find a job but be exhausted
by long painful journeys on public transport. Under the
scheme, run by the Manpower Services Commission, such a
patient might receive help with taxi fares to attend open
employment.
A few years ago there were moves-now halted-to establish

hospital resettlement officers. The idea seemed excellent,
giving the resettlement officer close contact with medical and
remedial therapists' thinking on the individual patient's
prospects for recovery and functional ability. Close contact
with medical teams would allow the resettlement officer to see
patients early in their illness, preventing the loss of jobs. With
mounting unemployment this function has become even more
important: it may be more effective for the resettlement officer
and occupational therapist to visit the patient's place of
employment and suggest temporary or permanent modifications
to his work than to present a newly disabled person to a new
employer who knows nothing of his previous worth.
What does an employment rehabilitation centre have to offer

-an important question now that doctors may refer their
patients there direct? Thirty-nine per cent of the haemo-
philiacs in Stuart's survey1 had attended employment rehabili-
tation centres but "the majority found it of no value." This
comment is disconcerting. Almost 14 000 persons (including
some without handicaps) attended the centres in 1977, of
whom 86% completed the course. Only 44% of these were
employed or in training some three months later.3 No doubt
many of those accepted at employment rehabilitation centres
have been unemployed for very long periods and have severe
psychiatric illnesses or severe disability, but could the figures
not be improved-if for no other reason than that the con-
sumer's view of the centres' value might be enhanced? Could
courses be more flexible, more imaginative, or more responsive
to the individual's preferences ? Some patients' courses are
"prematurely terminated" because their functional ability has
not been improved to its maximum (by occupational therapy
and physiotherapy) before attendance. The attendance of
others is delayed, and return to work is often a tortuous and
ill-managed affair with the patient receiving little helpful
advice.

Future prospects for the employment of the physically
handicapped may be gauged from the problems of current
school leavers with such handicaps. These prospects are not
good. In 1973 Tuckey4 and her co-workers showed that of 253
such teenagers, only 65% had ever worked, and one-third of
these were in sheltered work. None had started a job leading
to professional qualifications, and only 4% were in apprentice-
ships. A survey by the National Children's Bureau showed
that only one-third of such young people who could benefit
from further education had received it. The National Union
of Students5 found that 43% 'of teachers? training colleges had
admitted no disabled students between 1972 and 1975. Small
wonder that the Warnock Committee6 commented that
"provision for young people over 16 with special needs has
received little attention ... is relatively uncharted and ex-
tremely complex not least because of the very disparate needs
of the young people themselves." Young haemophiliacs
practising selftreatment have begun to obtain better educational

qualifications: other groups of young handicapped people may
not be so fortunate. Doctors responsible for the care of these
young patients can do much to ensure that they are prepared
for and have access to all necessary training.
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Hazards of surgical glove
powders
William Halsted first used rubber gloves in the operating
theatre at the Johns Hopkins Hospital, Baltimore, at the end of
the last century-an idea borrowed from his pathologist,
William Welch, who used rubber gloves for necropsies.
Halsted's concern was for his staff rather than his patients;
his theatre sister, a Miss Caroline Hampton, had severe
eczema as a result of the carbolic acid solution used as a
disinfectant. Fortunately, rubber gloves cured her contact
dermatitis and she and Halsted later married.'

Ever since surgical gloves have been worn surgeons (and
manufacturers) have sought the ideal glove lubricant. Initially,
talc (magnesium silicate) was thought to be the answer, but
repeated reports of the formation of granulomas and adhesions
in patients operated on by surgeons using talc showed that it
was particularly vicious in this respect. Lee and Lehman2
introduced starch glove powder in 1947, claiming that it was
absorbed completely from the peritoneal cavity without ill
effect. Experiments on animals, however, showed that granu-
lomas can be produced by starch,3 4 and, before long, clinical
examples of wound granulomas and of starch peritonitis were
being reported.5
The syndrome of granulomatous peritonitis, due to starch is

now well recognised. Ten days to four weeks after laparotomy
the patient develops abdominal pain, distension, vomiting, and
a low-grade fever. The abdomen is swollen and tender. The
white cell count is often mildly raised and x-ray films of the
abdomen show distended loops of bowel. Not unnaturally, in
most cases a diagnosis is made of intestinal obstruction due to
adhesions, intra-abdominal infection, or a combination of
both. All too often these patients have a further laparotomy,
when the characteristic findings are ascitic fluid, which may be
yellow, greenish, or serosanguineous; a thickened nodular
omentum; small miliary nodules scattered over the serosa;
and dense adhesions. Examination of a specimen of one of
these granulomatous nodules under polarised light will show
the typical Maltese crosses of starch. If the correct diagnosis is
suspected clinically examination of a sample of peritoneal
aspirate obtained by fine needle puncture will show starch
granules and the suspicion may be confirmed with confidence.6

Jagelman and Ellis4 showed that merely washing the gloved
hands in copious amounts of sterile water was insufficient to
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remove all the starch, and indeed that the granules then
tended to clump together. However, a detergent solution
gives better results. Another approach is to find a safer
powder: recently sodium bicarbonate has been suggested.
The dusting powder is not only used to help the surgeon in

putting on his gloves but is also necessary in the manufacturing
process. Surgical gloves are made by dipping hand-shaped
moulds into latex, and release agents are placed on the surface
ofthe mould before the dipping process to facilitate subsequent
removal of the glove. In 1975 a disconcerting report by
Henderson and his colleagues7 from Cardiff showed that
surgeons' gloves studied by electron microscope microanalysis
showed the presence of talc as well as large amounts of zinc
and sulphur. These particles of talc were present on the outer
surface of the gloves and were extremely small, some 20 nm in
diameter. Apparently talc was still used in the manufacturing
process and the filter systems were failing to prevent access of
these fine talc crystals. The same authors studied sections from
six examples of starch granulomas, and here, too, they showed
quantities of talc particles as well as the starch. Recently,
Tolbert and Brown8 have confirmed the presence of talc on
the outside surfaces of the surgical gloves produced by six out
of the eight major American manufacturers. Some of these
particles remained on the surfaces of the glove even after
careful lavage in isotonic saline solution and wiping the gloved
hands with fresh lint-free cloths.
The risks of granuloma formation after the use of glove

dusting powder are small, but they have not been eliminated:
the search for the ideal lubricant has clearly not ended.
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Management of Crohn's
disease: Time for audit?
"Medical treatment is purely palliative and supportive," wrote
Crohn almost 50 years ago, discussing the management of the
disease that bears his name.' At that time he believed that
surgery was the treatment of choice for regional ileitis, but a
sceptic might think his words not so wide of the mark in 1980.
The introduction of steroid treatment during the 1950s
promised easy control of the disease. Nevertheless, sub-
sequently retrospective studies showed that steroid drugs often
gave only short-term benefits and might even be harmful.2-4
Controlled prospective trials then became the order of the day.
Sadly, after more than 10 years' work and a mountain of
contradictory data on steroids, sulphasalazine, and immuno-
suppressive agents we are still unable to recommend any
particular regimen.5

Scientific decision making is particularly difficult in Crohn's
disease because of the multiplicity of sites affected and the

protean clinical manifestations. Investigations of even large
series of patients tend to finish up as analyses of many small
subgroups. Clinical decision making may be made easier by
using the patient as his own control, and hence regular follow-
up is important because it helps the doctor to get to know his
patient, besides performing clinical and laboratory assessments.
Regular observation may create its own problems, such as the
patient with few symptoms but laboratory evidence of
inflammation. Should the doctor then treat the patient or the
abnormal blood test results ? In Britain most physicians use
the minimum treatment to keep the patient comfortable and
at work. Korelitz6 has recently criticised this policy of passive
observation, however, advocating early suppression of
indicators of disease activity. There is no evidence from
controlled studies to support either view.

In the United States a national study was set up to determine
which therapeutic agents would suppress the acute disease and
maintain remission over two 17-week periods.7 Not only have
the design and interpretation of the trial been criticised but the
response was monitored by a disease activity index which was
so complicated that it was best derived by a programmable
calculator. Active disease was most effectively suppressed by
steroids, but sulphasalazine was also better than placebo; a
combination of the two drugs conferred no added advantage.
Azathioprine was ineffective. No drug was better than placebo
in maintaining remission and all three regimens produced side
effects.

Except in some centres,9 the use of azathioprine has never
been wholeheartedly endorsed because of the fear of side
effec;s; for instance, Willoughby10 recommended that treat-
ment should be limited to a one-year course to prevent the
possible development of malignancy. Such restrictions cause
further problems, because most patients become drug
dependent and relapse on withdrawal. A report of a recent
double-blind cross-over trial has renewed interest in immuno-
suppressive treatment in the United States.11 Treatment with
6-mercaptopurine reduced the need for steroids, closed
fistulae, and ameliorated signs and symptoms. The response
was often slow and might be delayed for up to four months
after onset of treatment. Side effects occurred in 10% of
patients but were reversible. The dosage had to be monitored
by the haematology laboratory in much the same way as
anticoagulant treatment-a requirement that should at least
discourage indiscriminate use of the drug.

In the light of these recent studies and reviews, how should
the busy clinician attempt to manage his outpatients with
Crohn's disease? Probably the best approach is to measure a
simple index of disease activity12 and use the least harmful
regimen that will control symptoms. Drugs to suppress
diarrhoea and relieve bowel spasm and pain may be used with
caution. A diet containing unrefined carbohydrate with extra
fibre as raw fruit and vegetables may prevent relapse without
inducing intestinal obstruction13; the role of added bran has
not been determined. Anaemia and other nutritional deficits
should be corrected. Though the documented evidence is
sparse, sulphasalazine seems worth prescribing for both acute
symptoms and prophylaxis. Steroids should be given if the
symptoms do not come under control, and if the patient needs
hospital admission corticotrophin may be the drug of choice.
An attempt should be made to wean the patient off steroids
after a few months, but many become drug dependent and will
relapse. Further attempts at slow reduction of steroid dosage
should be made thereafter. Surgery should be considered and
reconsidered at all stages of the disease, but we have no
satisfactory data to tell us when and how to operate.5 Immuno-
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