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of Dr. Hicks and her colleagues, but recent reports in the
lay press suggest that unpublished data exist to show that
otherw.se untrea:ed rats fed on diets containing high con-
centrations of saccharin experience an increased incidence
of bladder cancer. In the United States the Delaney Clause
makes it illegal to incorporate in food any substance that
has been found to induce cancer in animal species. If the
press reports are true, therefore, saccharin has its back to the
wall in the U.S.A.
The numbers of cases of bladder cancer in men have

gradually increased in Connecticut during the past 20
years.19-21 However, against the -background of improving
diagnostic standards, rises in cigarette smoking, and changes
in exposure t,o possible bladder carcinogens at work it is
impossiible to assess whether the consumption of either
cyclamates or saccharin has influenced the increase. The
lack of any comparable increase of bladder cancer among
women in Connecticut argues against it. Similarly, the lack
of any evidence of an excessive risk of cancer of the bladder
or of any other site except the pancreas in diabetics21 is not
what mcght have been expected if saccharin were a bladder
carcinogen for man. But mere impressions of safety for
man will not get saccharin off the Delaney hookc.

Contrary to what has hitherto been thought, recent
studies Wgest that man may not excrete in the unchanged
form all the saccharin he ingests. Some hydrolysis to ortho-
sulphamoyl benzoic acid is suspected.22 In any case, the
rules of the carcinogenesis game are that no amount of nega-
tive data from man or laboratory animals cancel out positive
data derived from only one experiment in another species.
Negative data from a study in which mice were fed on a
d-et containing 5% saccharin23 do not do so. The fact that
bladder cancers have (been seen in rats exposed only to daily
doses equivalent to perhaps 500 times as much saccharin as
even the sweetest-toothed human does not move those who
argue, on purely theoretical grounds, that reduction of dose
may reduce carcinogenic risk but not abolish it. It is just
possible that impurities which find their way into saccharin
during its manufacture, such as orthotoluene sulphonamide,
will be shown to be responsible for the bladder changes in
rats and that purer forms of saccharin will be found to
be free from such activity. Otherwise, at least in the United
States, either saccharin will have to go, or Delaney will have
to be by-passed.

There is much to be said for the view that a decision
to ban or not to ban saccharin should be made not simply
by enforcing a general rule but only after considering all
the facts. Deliberate and well-planned human epidemiologi-
cal studies are needed, and it would be prudent not to make
any radical changes in the laws relating to the use of sacc-
harnn in food unless there is more direct and more convincing
evidence that it is damaging the health of man. After the
banning of cyclamates Denis Burkitt24 drew attention to
the risks of a compensatory increase in the consumption of
sugar, and asked: "Would the replacement of cyclamates
by sugar not be tantamount to recommending a therapeutic
procedure carrying a 10% mortality to treat a disease having
a 1% mortality?" We can only hope that those responsible
for deciding about saccharin will avoid making a mistake of
that kind.
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Return to Work
The Department of Employment is conducting a welcome
review of its services for disabled people in consultation with
the National Advisory Council on the Employment of the
Disabled. It is publishing a series of four consultative docu-
men;ts, hoping to provoke general debate before the Secretary
of State reaches conclusions on future policy. The latest
document' considers the "quota system". A paper last year
discussed the Department's specialized resettlement services,
and the next two will be devoted to sheltered employment,
industrial rehabilitation, and vocational training.
The statistics now provided show that there has been a

steady decline in the register of disabled people from
906,008 in 1951 to 610,107 in 1972. Only half of the dis-
abled people in work are registered, and only three-quarters
of the unemployed who are known to (be disabled are
registered. A limited follow-up by the Department in 1970
showed no evidence that those disabled people who regis-
tered were more likely to obtain employment than those who
did not. And the proportion of firms with an obligation to
comply with the 3% quota system who did not do so rose
from 386% in 1961 to 57.8% in 1972. All the evidence
suggests that for several years there has been widespread
disenchantment with both quota and register. Though the
consultative document draws no conclusions and makes no
recommendations about their future, the implication is that
they might be abolished. They will not be missed. Both of
them have been wrong in principle, and they have provided
bad publicity for disabled workers and the disablement re-
settlement officers who help them. The co-operation of em-
ployers should be founded on confidence in an efficient, re-
liable service, not enforced by compulsory regulations. The
proposal to concentrate resources on improved employment
and training services is wise.
The document does not favour subsidies to assist workers

to obtain jobs in open industry except as an extension of
the role of sheltered workshops. Though any system of pay-
ing subsidies would be expensive and administratively diffi-
cult, and might be degrading for disabled workers, they do
deserve further consideration. There are many men and
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women who could work in open industry but whose dis-
ability is just sufficient to make them a financial liability for
the employer. These people should be offered carefully
selected jobs which they can do effectively as respected
members of the work force. They do not seek charity, but
they do need help and there ought to be a method of sub-
sidizing them without classifying them as in need of
sheltered employment.

It is noticeable that unions are not mentioned in the con-
sultative document. This is a mistake. At times unions are
difficult and even obstructive, but often their co-operation is
helpful in ensuring that their members get a proper oppor-
tunity to return to work. A nationwide campaign by the
unions to help disalbled workers would transform their
prospects.
Any scheme to help people to return to work should apply

to all who have a disa(bility due to illness, injury, or con-
genital deformity. It might even include people whose prob-
lems are more social than medical. But should there be a
distinction between temporary and permanent disability? By
far the commonest problems are those of people with tempo-
rary disaibilities who should return to their own jobs or at
least to work with their own employers. What should be the
arrangements for them when the services are improved?

In planning for rehabilitation it is a common mistake to
imagine that it is usually concerned with clear-cut, easily
defined disorders. But the main difficulties are with diseases
that follow a variable and complicated course, and particu-
larly those that are not readily understood by lay people.
With rheumatoid arthritis, severe hand injuries, epilepsy,
drug addiction, or schizophrenia doctors and those who work
with them make elaborate assessments, often over long
pericds. Consequently the doctor or his representatives must
be regularly involved in deliberations on the person's return
to work. His knowledge should not be put on a brief stan-
dard form and passed to an employee of the Department of
Employment who has little understanding of complex medi-
cal problems. Furthermore, as the consultative document
points out, a man's ability to work depends to a large extent
on his personal, social, and psychological problems, as well
as his motivation and his attitude to himself and to society.
The assessment of such problems is commonly the respon-
sibility of the health and social services.

In the past officials of the Department of Employment
have said that their services are totally separate from medi-
cal rehabilitation, but this should not be so. Consideration
of work should begin early after injury or the onset of
disease, when the patient is deeply worried about his future
capacity to work and the doctor is still responsible. Almost
invariably it is unwise to wait until medical care is complete
and the best opportunities of re-employment have passed.
One of the commonest obstacles to successful return to

work is inadequate communication between doctor and em-
ployer. However willing the employer may be to help, he
cannot afford to take risks in employing a person with a dis-
order he cannot understand, and unless someone explains the
medical condition to him the patient is liable to remain un-
employed. Any new service must provide better links be-
tween doctors and employers, perhaps by trained personnel
with careers based on an understanding of indust:y, of
medicine, and of all that goes between, acting like social
workers. Participation of doctors in meaningful discussions
concerning vocational resettlement would put their know-
ledge to the best advantage and stimulate their interest. The
present system of filling in forms for anonymous Govern-

ment cfficials who decide what to communicate to employers
is irefficient and blunts any medical enthusiasm.
As the Department of Employment is reconsidering its

role, so should the medical profession. Return to work is one
of the most important outcomes of medical care. It should
be the constant concern of doctors and an integral part of
modern medicine.

I Department of Employment, Quota Scheme for Disabled People, London,
H.M.S.O. 1973.

Pathogenesis of Measles
A decade before the prevention of measles by active im-
munization became a reality the disease was one of the
commonest infectious diseases of children. But long before
any prospect of specific protection appeared it was realized
that the natural history of the disease had undergone a
change.

During the present century in Great Britain the morbidity
from measles continued at a constant high level from 1940
to 1966 with a regular biennial epidemicity and some half-
million cases notified every epidemic year. But the mortality
fell dramatically during this same period. The same pattern
has been observed in many other industrialized or de-
veloped areas of Europe, North America, and in Asia, but
not so in tropical countries. As D. C. Morley' has so
vividly described in his accounts of measles in a West
African village, the disease is vastly different there in both
morbidity and mortality. Moreover, a third of all cases in
such areas are seen in children between the age of 5 or 6
months and their first birthday. Measles in Britain under the
age of 1 year is uncommon. We have, therefore, a major
difference in the natural history of a universally common
disease. What are the reasons for this? Are they related to
host or parasite? It is most likely to be the host, because
there is no evidence to suggest the existence of variations in
antigenicity or virulence of the measles virus.2 Recently
D. W. Scheifele and G. E. Forbes,3 from Kenya, postulated
differences in the pathogenesis of natural measles as seen in
the developed countries and in tropical areas. This would be
in keeping with the observed differences in the clinical
picture.

In a typical case of umnodified measles in a child in
Britain the incubation period between contact and appear-
ance of the rash is approximately 14 days. The prodromal
symptoms of coryza, conjunctivitis, nasal discharge, cough,
and fever precede the rash by three to four days and the
Koplik spots on the buccal mucosa by one to two days.
During this time virus can be recovered from the blood,
nasopharyngeal secretions, and urine. Within two to three
days of the appearance of the rash antibody is detected in
the bloodstream, and virus can no longer be recovered from
the blood or nasopharynx, though it can be recovered from
the urine for slightly longer periods.4 Thus the period of
infectivity is comparatively short. In their study of measles
in 54 Kenyan children Scheifele and Forbes3 found differ-
ences in the period of excretion of giant cells in the naso-
pharynx. And, though it was not possible to correlate this
observation with virological and immunological studies, it
is reasonable to assume that the presence of measles-type
giant cells in the nasopharyngeal mucus is an indication of
the presence of the viral antigen.5 6
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