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Measles is different from other virus
diseases in that the susceptibility of the
human species is extreime, but the adequate
resistance of the healthy human being
towards this aggression is no less striking.
G. S. Wilson' remarked. "We have there-
fore the striking anomaly of a high degree
of inmunity to death associated with an
apparent lack of immunity to attack. In this
respect, as in certain others, measles is
unique." This is so true of the Indian
situation, where one encounters a distinct
difference between the attacks of measles in
high socioeconomic groups with that of lower
socioeconomic groups, the attacks being
much more severe in malnourished children
with lowered resistance.

In my detailed study of 336 cases of
measles from 1964 to 1966 at Hyderabad,
India, 54% had pulmonary, bronchitic, and
laryngeal infections; 37% had diarrhoeal
illnesses (of which about 10% had associated
rickets, whooping cough, mumps, and otitis
media); and 2% had classical measles
encephalopathy. One child had cutaneous
and mucosal purpura accompanied by
haemorrhages and distressing dyspnoea with
predominant neurological and respiratory
signs (the so-called "black measles"). In 7%
there was x-ray evidence of reactivation of
dormnant tubercular focus with negative
Mantoux test (an anergy, on average lasting
4-6 weeks). One child had classical tropical
eosinophilia with primary complex and a
severe attack of measles. In 6% hypo-
proteinemia was precipitated and the con-
valescence was prolonged with a ssociated
diarrhoea. These secondary bacterial infec-
tions are doubtless due to 'the epithelial
alteration (in the epithelium of the mouth
and the respiratory and digestive tract) and
to humo:ral and inununolozical disturbances.
Among the clinical manifestations, apart

from the prodromal symptoms, photophobia
is quite marked and blotched, oedematous,
weepy facies is very characteristic of measles.
Cough is dry, incessant, and tiring. Post-
measles pigmentation is a constant feature
(suggesting intracutaneous capillary haemorr-
hages) which invariably shows desquamation
on face and trunk. Lastly, one has to take
into cognizance the recently known problem
that injection of an inactivated measles virus
vaccine2 creates a predisposition to serious
clinical symptoms in cases of subseauent
natural infection. The pathogenesis of this
phenomenon so far remains obscure. These
and many other factoirs are reminders that
measles deserves much more vigilant man-
agement today.-I am, etc.,

S. R. SAXENA
Queen Elizabeth Hospital for Children,
London E.2
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Analgesics and the Kidney

SIR,-Your leading article (21 July, p. 123)
might be taken to imply that renal papillary
necrosis is the essential feature of the renal
damage associated with analgesic abuse.
However, Burry et al.,' whose observations
you commnend, found this lesion in no more
than 20 of 69 patients who had taken at least
2 kg of phenacetin. Other renal lesions were
found in 33 patients and for some of these

lesions the statistical correlation with the
cumulative dose of phenacetin was compar-
able to that of renal papillary necrosis
(Burry et al., table IV).

Since it is death of tissue in mass, renal
papillary necrosis is an acute lesion, even
when it develops in a patient who has been
taking analgesics for many years. Only one
zone of demarcation can be found between
living and necrotic tissue, and evidence of
previous, less extensive necrosis is not found
in the necrotic papilla. In animals2 renal
papillary necrosis is not invariably followed
by cortical damage, and where this super-
venes an additional pathogenic factor is im-
plicated. This finding is not restricted to
experimental animals. We are building up a
number of case histories in which analgesic-
associated renal papillary necrosis is not
accompanied by consequential cortical
scarring. Other findings which suggest that
renal papillary necrosis is not the sole pri-
maary lesion of analgesic renal damage are
the incidence of neoplastic ohange3 and the
improvement or stabilization in the patient's
condition when analgesics are stopped.4

It is extremely difficult to produce experi-
mental renal papillary necrosis with
analgesics, their metabolites, or related com-
pounds. Many of these substances are
nephrotoxic, some intensely so, but the site
of the lesion is the proximal convoluted
tubule.56 The tubular necrosis is sometimes
followed by a severe chronic interstitial in-
flammatory reaction.7 Because acute necrosis
of proximal convoluted tubules is produced
by salicylates8 9 there is some doubt that the
renal papillary necrosis inconstantly pro-
duced -by aspirin in long-term feeding ex-
periments0 11 represents a chemotoxic effect,
and in any case epidemiological studies
indicate that these experiments are not
directly relevant to chemical analgesic renal
da-mage.12
While the frequent incidence of renal

papillary necrosis distinguishes the analgesic
renal syndrome from other forms of
nephrotoxic renal damage, the evidence we
have adduced does not, in our view, suggest
that it is the rprimary lesion. If we are
correct, the retention of renal papillary
necrosis as the criterion of the analgesic
renal syndrome will continue to falsify con-
cepts of its natural history and to obscure the
chain of factors between cause and effect.
There has been remarkably little success
achieved by 20 years' investigation of what
at first semeed a straightforward problem.
Perhaps it would be opportune to reconsider
the position and, as a first step, endeavour to
define the natural history with a degree of
precision closer to the standards of experi-
mental medicine.-We are, etc.,

I. C. CALDER
C. C. FUNDER
K. N. HAM

J. D. TANGE
Departments of Chemistry and Pathology,
University of Melbourne,
Parkville, Victoria, Australia
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Irradiation Treatment of Rheumatoid
Arthritis

SIR,-Your leading article on this subject
(4 August, p. 247) certainly covers the
English literature, but makes no mention of
the vast Continental series. For instance,
Menkes et al.] describe the results of 1,240
treatments in a whole variety of joints, with
an overall improvement rate of 88 %h at one
year, and with this number of treatments
they are able to provide much in the way
of analysis of favourable and unfavourable
situations.
Your statement that "yttrium-90 appears

to be more effective and less dangerous than
Au-198" must surely be in the context of
the knee or major joints only, as the very
powerful beta emission of yttrium-90 has
produced radionecrosis of the skin when used
in finger joints,' and Virkkunen et al.;, cited
by you, noted radiation burns after using
gold-198 in finger joints. The French
workers now use yttrium-90 in the knees,
*rhenium-186 in other large joints, and
erbium-1 69 in finger joints.' 3 1

One other point of importance has been
the renewed emphasis on resting or im-
mobilizing the joint after injection. You
mention the reduction in chromosome
damage with immobilization of the knee
after injection, but there is also a very
definite reduction in the extra-articular
spread of radiocolloid, especially to lymph
nodes, with rest and immobilization.5
Others have shown that the colloid is better
retained in the treated joint with bed rest.6
-I am, etc.,

H. M. GUMPEL
Northwick Park Hospital,
Harrow, Middlesex
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Survival in Coalworkers' Pneumoconiosis

SIR,-In a recent article Dr. A. L. Cochrane
(2 June, p. 532) suggests that "there is no
appreciable disability or loss of exoectation
of life (in 20 years) associated with any
category of coalworkers' pneumoconiosis
except categories B and C"-that is, the
most severe. He concludes this from a 20-
year follow-up of the male population of the
Rhonda Fach, but unfortunately there seem
to be several noints which are open to
dispute.

Dr. Cochrane gives the percentage of the
original population surviving 20 years,
broken down by age and by category of
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