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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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In this study 20 children who had measles of the type
seen in Europe and North America excreted giant cells for
a mean of three days; 20 patients with moderately severe
measles with skin staining excreted these cells for a mean
of six days; and 14 children with severe measles of the
type described by Morley' excreted the cells for 8-29 days
(mean 14 days). The severe cases had most of the expected
complications-extensive epidermal desquamation, keratitis,
stomatitis, and acute enteritis and bronchopneumonia. What
was presumed to be the prolonged excretion of virus, as
shown by the presence of giant cells, appeared to be related
to the severity of the illness, and recovery was associated
with cessation of giant cell excretion. There was, as might
be expected, a striking difference in the nutritional status
of the two groups, the 14 severely ill patients having a
lower mean weight than those with mild disease.
Thus one of the main distinguishing features of measles

in Africa-namely, the unusual skin changes, with de-
squamation and extensive mucosal lesions in the mouth and
alimentary tract-may be related to prolonged excretion of
virus. If so, what are the mechanisms responsible? A simple
explanation of the difference between the pathogenesis of
"European" and "African" measles is that in the latter an
impairment of cell-mediated immunity is associated with
protein-calorie malnutrition, as a result of which there is a
failure to eliminate virus from the tissues. But this has yet
to be proved. It is known that malnutrition is associated
with impaired sensitivity to tuiberculin and that measles
itself leads to a temporary depression of cell-mediated im-
munity. At present, however, methods of measuring this
type of immunity lack the quantitative and qualitative pre-
cision of methods available for measuring humoral immunity.
Nevertheless it would seem that much has still to be learned
about this peculiar disease in terms of the interaction be-
tween viral proliferation, malnutrition, and immune
mechanisms.

1 Morley, D. C., American journal of Diseases of Children, 1962, 103, 230.
2 McCarthy, K., American Journal of Diseases of Children, 1962, 103, 314.
3 Scheifele, D. W., and Forbes, C. E., Pediatrics, 1972, 50, 867.
4 Gresser, I., and Katz, S. L., New England Journal of Medicine, 1960, 263,

452.
5 Beale, A. J., and Campbell, W.,Journal of Clinical Pathology, 1959, 12, 335.
6 Suringa, D. W. R., Bank, L. J., and Ackerman, A. B., New England

Journal of Medicine, 1970, 283, 1139.

Crohn's Disease in the
Elderly: A Diagnostic
Problem
For many years Crohn's disease was thought to affect prim-
arily young adults with less than 10% of all cases presenting
over the age of 50.1 2 Lately it has become apparent that the
disease has a more uniform age distribution, so that it is al-
*most as likely to develop after middle age as in younger
patients.3-5 Subsequent epidemiological studies in central
Sweden, Aiberdeen, and Basle have even suggested that there
may be a bimodal age incidence, with a first peak occurring
in young adults and the second around the age of 70.6-8 This
second peak is mainly due to women suffering from Crohn's
colitis. Disease limited to the terminal ileum still tends to
affect younger patients.8 A similar bimodal age incidence has
also been described in ulcerative colitis.3 9 A current analysis

of patients referred to St. Mark's Hospital over the past 20
years confirms that younger people tend to develop disease
of the small intestine.10 This was true whether or not the
colon was also involved, though other workers have reported
that ileocolitis, like colitis, shows a bimodal age distribution.8
Patients with extensive disease of the colon but without ileal
les ons shomed a uniform scatter throughout all age groups.
However, those whose disease was confined to the distal
colon and rectum were usually over 50.
The recent dramatic increase in the annual incidence of

Crohn's disease is largely due to an absolute increase in the
numbers of women with colonic involvement,7 so that a par-
ticular pattern of Crohn's may be expected in the elderly.
The patients will mainly be women whose disease is limited
to the colon and will often present with an unusual left-sided
segmental colitis, a pattern similar to that found in diverticu-
lar disease of the colon or, les-s commonly, in ischaemic col-
itis. W. A. H5offman and M. A. Rosenberg11 have now des-
cribed clinical details of four women with Crohn's colitis,
three of whom first developed symptoms over the age of 65.
They were all initially thought (to have diverticulitis coli and
treated accordingly with unsatisfactory and even disastrous
results. The message is that Crohn's disease or ulcerative
colitis should be considered in the differential diagnosis of
elderly patients who complain of diarrhoea, rectal bleeding,
aibdominal pain, or change in bowel habit. Furthermore,
when patients with apparent diverticulitis fare badly after
treatment, especially surgical operation, the diagnosis should
always be reviewed.
The first problem for the clinician is to reduce the num-

ber of cases in which diverticulitis is diagnosed but no diver-
ticula are found on histological examination, the picture be-
ing one of pure Crohn's disease. But diverticula are common
in the elderly, and so the second problem is to recognize
patients in whom the two conditions coexist. G. T.
Schmidt and his colleagues'2 found diverticula in 26 out of
137 casces of Crohn's disease of the colon. In 14 the diag-
nosis of Crohn's disease was not made before operation,
and in four it was not even established by histological study
until the resected bowel was re-examined later. The remain-
der were diagnosed by biopsy of the rectal mucosa or anal
lesions. Fortunately certain clinical features may help to dis-
tinguish Crohn's disease with diverticula from pure diver-
ticular disease.'2 13 Though both groups of patients may have
pain, diarrhoea, internal fistula, or abdominal mass, the
presence of blood in the motions suggests Crohn's disease,
especially when the patient persistently passes small quan-
tities. Bleeding in diverticular disease is uncommon, inter-
mittent, and relatively severe. An anal lesion, recto-vaginal
fistula, or extra-intestinal complication such as erythema
nodosum, pyoderma gangrenosum, finger clubbing, arthritis,
or uveitis all suggest Crohn's disease. If sigmoidoscopy dis-
closes proatitis, then diverticulitis is unlikely, though in-
flammation of the rectal muscosa or pus in the lumen may
occasionally be found. Laboratory investigations give ab-
normal results in both conditions, but rectal biopsy may
show features characteristic of Crohn's disease.'4 Even the
presence of non-specific inflammation militates against the
diagnosis of diverticulitis. It may prove impossible to differ-
entiate between the two conditions radiologically. Projec-
tions of barium may radiate perpendicularly from the bowel
lumen in both conditions, but they tend to be more irre-
gular, deep, and spiky in Crohn's disease. Other points
favouring Crohn's colitis are mucosal ulceration, especially
when it involves the rectum or colon at a distance from the
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