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Prospects in rehabilitation

The reader of this editorial should have a fervent hope: to join
Oliver Wendell-Holmes in a rapid disintegration when that
time comes. He put it vividly when talking of a "one hoss
shay," which fell apart "all at once, nothing first, just as a
bubble when it bursts."' To do otherwise, to have a chronic
psychiatric or physical condition, exposes the sufferer and
his carer to a bleak future, an eternity of negation, often of
poor or incomplete care, to lost opportunities and lost jobs
for both, leaving them frequently with a mean, sad
remainder of life.
Daphne Gloag has charted these topics with skill and

sensitivity.27 Her series ofarticles-"Needs and Opportunities
in Rehabilitation"-has shown a huge range of problems in
Britain, some simple, some extremely complex. Across the
country she found a variety of solutions and a stimulating
range of ideas that would solve many of these problems-yet
the overwhelming impression is not of opportunities but of a
"vast amount ofunmet need."
The National Health Service was set up at a time of great

need when the death rate a year per 1000 live births was 34;
when treatment facilities for cancer, provided for by law only
as late as 1939,18 had not been implemented; when tuberculosis
of the lungs represented 0-2% of all cases of injury and illness
in 1949 (based on the "Number and average monthly
percentage distribution of illnesses and injuries according to
the short list by sex and age"'9).

Its aims were clear: to create a healthier population which
would eventually make fewer demands on its medical
services. Clearly it has been successful: most people now
living in Britain can expect at least five decades of good
health. But from this success has developed its present main
limitation: poor health maintenance (particularly of its older
members). Our population is more grey haired now than
then. Acute and subacute infections and trauma now represent
less of a burden; maternal and child mortality rates have been
reduced. But, instead, we have much chronic disease.
Amelia Harris estimated (in the late 1960s) that some three
and a quarter million people in Britain had a disability; in a
third of these this was severe, often of neurological or
locomotor origin.20 Yet the apportionment of resources in the
NHS bears no relation to these figures, in terms of physicians
concerned with their (long term) care, in related manpower
(there is a great shortage of occupational therapists and
physiotherapists), or in relevant domiciliary services.
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To continue in this way is expensive. Krusen's recent
American text spelt out the huge economic costs ofdependency
and of treating partially and imperfectly; in the United States
these costs constitute some 7% of the gross national product
(distributed among 5% of the population); among the
working population aged 20-65 disability payments amount
to $47-6 billion annually; medical programme expenditures
to this group amount to $13 billion annually.2'
Here in Britain some patients get a better deal than others,

as noted by Lady Hamilton in her recent Harding lecture
("Am I Living in the Right Place?" (1984)). "Good services
are often developed as a result of the enthusiasm of individuals
rather than according to overall strategy.... Many people
with severe neurological disabilities who have no contact
with first class rehabilitation facilities may remain more
handicapped than they need be." As Gloag pointed out, some
are near well organised rehabilitation sources; others are not.
She notes that there are some 250 per 100 000 population
with head injuries a year, of all grades of severity, perhaps
yielding some 1000 "lame brains" a year." 12 Many of these
patients are inappropriately placed or place enormous stresses
on their families and have few opportunities of capitalising on
any useful recovery that may occur in the ensuing years.

Successful change in treatment patterns has been effected
in cardiac medicine.8 In the early 1970s few departments
offered any rehabilitation. Before that many patients sat
immobile as frightened rabbits in a hospital bed for six weeks
and then went timidly home a few weeks later. Research has
shown graded activity to have great value. Now many
departments encourage patients to rise early from their sick
bed to structured exercise, rehabilitation, and knowledgeable
reassurance. The results are measurably better.

In psychiatry, too, patterns of treatment have changed:
many patients, with both mental illness and mental handicap,
may be successfully treated outside large psychiatric institu-
tions, given sufficient support. But much preparation of the
community is required to ensure that large psychiatric
hospitals are closed in such a way that patients will thereafter
receive adequate care, and much anxiety remains about the
inadequacy of current provision.

In an effort to improve the lot ofyounger patients, many of
whom had lived for years in geriatric wards, young chronic
sick units were opened. For a decade they have quietly done
useful work, largely undocumented until recently.22 While
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they are now designated young disabled units and serve the
needs of those who are grossly handicapped, they are often
unable to grapple with the problems of the aggressive and the
apathetic at the same time and in the same place. The needs
of these various groups are being brought to light, and many
would agree that most of these needs should be satisfied "in
the community" with such persons adequately supported in
their own homes wherever possible.
Thus many disparate groups have been identified, and all

districts are faced with the need for planning resources to
meet them in the most effective way. To provide for such a
range of requirements requires a widespread awareness of
patients' needs in many medical spheres. Since most handi-
capped people should remain for most of their lives at home,
much attention must be given to training of general practi-
tioners. Yet a recent survey suggests that, perhaps because of
the pressure of their work, few general practitioners are
aware of the usefulness of their local aids centre.23 Wright and
colleagues showed that few undergraduates and just as few
postgraduates had any training in rehabilitation.24 Yet-as
Gloag states-primary carers must be made aware of this
need. Questions on rehabilitation should feature in medical
students' final examinations, and relevant rehabilitation
training must become mandatory in vocational training for
general practice.
Whatever solution is found for the most effective organisa-

tion of district and regional resources change will occur only
in those districts with at least one doctor committed to
ensuring the best use of therapists and therapies, and
colleagues who understand and support him. Every district
should, therefore, have one medical coordinator of services.
Traditionally rheumatologists have performed this function
well, but there is every reason to hope that neurologists,
general physicians, and others will increasingly enter the
discipline. In addition, several other consultants will be
needed to practise their own long term care of their own
patients, as learnt in their training programmes. For highly
complex multiple disabilities multidistrict or regional services
will be required (such as is currently found with spinal
injuries).

Finally, though many research projects have been under-
taken (Gloag's series is a valuable guide to these and other
initiatives) many basic questions remain unanswered. We
need to know more about recovery from brain damage; there
is an urgent practical need to define the best ways of
retraining those with memory, attention, and cognitive
impairments. Occupational therapy departments are experi-
menting with the use of microcomputers for patients which
promise to have potential for both assessment and training.
Further relevant research is urgently required.

M ANNE CHAMBERLAIN
Consultant Physician in Rehabilitation Medicine,
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Onchocerciasis now
Onchocerciasis, "river blindness," is caused by Onchocerca
volvulus, a nematode worm transmitted by a small biting fly
of the genus Simulium. Victims suffer from a chronic itchy
dermatosis and in the most severely affected from blindness.
Of the 20-50 million people infected, 95% live in Africa,
mainly in the great western African savannas. There is no
reservoir of the infection in animals.
When an infected Simulium fly bites, infective larvae enter

the wound and develop in about a year to become adult
worms in the subcutaneous tissues. The worms are motile,
slender creatures up to 70 cm long, living either free or
imprisoned in fibrous nodules over bony prominences. After
mating, the fertilised females produce larvae called micro-
filariae, which migrate into the skin. When taken up by a
Simulium fly during feeding the microfilariae develop in the
flight muscles before migrating to the mouthparts, when the
fly becomes infective. Adult worms may live up to 20 years,
the females producing microfilariae throughout their lives.
The normal life span of a microfilaria is about one year. The
nodules themselves cause only a minor cosmetic blemish,
and the serious pathological process caused by the disease is a
sequel to the death of microfilariae. When a microfilaria dies
it becomes the centre of an inflammatory focus containing
eosinophils, lymphocytes, and macrophages. This subsides
when the microfilaria has been totally destroyed and its
remnants disposed of in the regional lymph nodes. Unidenti-
fied toxins destroy elastic tissue in the skin, leading to
premature aging called presbydermia. In black skinned
people a characteristic depigmentation called "leopard skin"
may occur.

Microfilariae in the eyes cause the most serious effects.
They include sclerosing keratitis (in which the cornea is
invaded by connective tissue), chronic iridocyclitis, and the
posterior segment lesions choroidoretinitis and optic atrophy.
Secondary effects such as cataract and glaucoma may occur.

In some parts of Africa up to a tenth of the population is
blind because of onchocerciasis. This has led to a great effort
by the World Health Organisation to control the disease in
Africa, but efforts have been greatly hampered by a lack of
acceptably non-toxic drugs to kill the parasites and their
young. So the World Health Organisation has been compel-
led to undertake long term vector control by applying
insecticides to the rivers in which the larval stages of the
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