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should be used concurrently to treat severe pyogenic infection
or lymphangitis. When the mites have been dealt with any
residual infection can be treated, for example with an anti-
biotic-corticosteroid local application. Attempts to deal with
the sepsis before tackling the infestation will not succeed.
Scabies can be transmitted by sexual contact, and it is advisable
to bear in mind the possibility of associated venereal disease.
The efficient treatment of scabies in a community is a matter

of knowledge and organization. It should be possible to
eradicate such an easily treatable infestation, and its continued
existence in Britain should be a cause for concern. The provi-
sion of treatment centres would help the general practitioner,
who is the person in the best position to deal with the problem.
The advantages of treatment centres would be that a routine.
of thorough treatment could be provided which would virtually
guarantee that the person treated would be cured of his
infestation; furthermore, such a centre would be a means of
treating the rest of the household,. an operation which is
difficult at present. As long as the success or failure of treat-

ment continues to lie so largely in the hands of the patient, so
long will scabies continue.

Summary
The diagnosis of scabies is a matter of suspicion backed up

by knowledge. Suspect every patient with a persistent itch,
particularly if other members of the family, are affected.
Accurate diagnosis requires the discovery of a burrow or
acarine products. Benzyl benzoate application or sulphur
ointment should be applied to the whole skin surface below the
chin on three occasions only. Every member of the household
is treated simultaneously. Without treatment centres this
preventable disease is likely to remain endemic.
The author acknowledges gratefully the helpful criticism of Drs

J. O'D. Alexander, T. Cochrane, and T. A. Pasieczny.
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TODAY'S DRUGS
With the help of expert contributors we publish below notes
on a selection of drugs in current use.

Radioactive Phosphorus
Radioactive phosphorus 32p is prepared by neutron bombard-
ment of sulphur. It is supplied as the isotope 32P as sodium radio-
phosphate containing a small amount of carrier phosphate. It
can be obtained from the Radiochemical Centre, Amersham,
Buckinghamshire, England, and is supplied as sodium phos-
phate .32P injection B.P.

Radiopharmacology
"'P is a 13 particle emitter. This radiation has a mean energy

of 1.7 MeV, and the particles have an average range in soft
tissues of 7 mm. The half-life of the isotope is 14.3 days.
When it is injected intravenously it is at first evenly distributed
throughout the body but gradually becomes concentrated in the
bone marrow, liver, and spleen in a tenfold concentration
compared with other tissues. Some phosphorus is taken up
by bone and may be released only slowly, and can in this way
have a prolonged effect on the bone marrow. The time that
32P remains in the body is relatively short, the biological half
life is eight days with excretion occurring largely through the
kidneys. The urine of patients recently given 32P is radio-
active., It may be a radiation hazard for nursing staff dealing
with enuretic patients, for example.

Clinical Uses
Lawrence' introduced 32P in 1937 for the treatment of leuk-

aemia and polycythaemia rubra vera. Although 32P is no longer
used in acute leukaemia it is effective in polycythaemia rubra
vera, and can be used in chronic leukaemias and other malig-
nancies.

Polycythaernia rubra vera.-32P is taken up by rapidly
dividing cells and when given in doses of 3 to 5 millicuries
intravenously causes a gradual fall in haemoglobin, haematocrit,
red cell volume, and white cell and platelet counts. The amount
of 32P given in the first dose depends on the size of the patient
and the elevation of the red cell mass. The effect of 32P is
delayed for several months. Remission may require further
injection of 32P at intervals of a few months and courses of
15 millicuries may be necessary. It is essential that the patient
should have regular examinations of the blood and no further
32p should be given in the presence of a low white cell or
platelet count.

E

Patients with polycythaemia rubra vera who require surgery
are particularly at risk from haemorrhage or thrombosis.2 If an
elective operation is to be done then the patient can be made
fit for operation in two or three months' time after a dose of
32P followed by a course of venesection until the haemoglobin
is below 16 g./100 ml. and the haematocrit below 52%. If
operation cannot be delayed venesection alone should be used,
as 32P will not be effective.

Essential Thrombocythaemia.-Haemorrhagic thrombo-
cythaemia is a myeloproliferative disease closely allied to poly-
cythaemia rubra vera. It may be effectively controlled by 321',
which will reduce the platelet count to normal.

Chronic Myeloid Leukaemia.-32P may induce a remission
in this condition, and it can be maintained with further regular
small doses. This treatment has been reported3 as giving results
comparable to those with busulphan, but in Britain busulphan
is preferred because it gives smoother control.

Metastatic Carcinoma.-Metastases of carcinoma of the
breast and prostate can be affected by 32P. This treatment will
relieve pain, especially when it is used in conjunction with a
short course of testosterone.4 5 6 It does not appear to increase
length of survival. Experience in Britain is limited, but the
value of this technique in the relief of pain in carcinoma of
the prostate has been reported in a small series.7

Toxicity

32P will affect all the cells of the bone marrow, and if given
in sufficient amount will cause aplasia with its complications
of haemorrhage and infection. Patients with polycythaemia
rubra vera treated with 32P have developed aplastic anaemia,
myelosclerosis, and acute leukaemia. How far the development
of the latter two conditions is directly attributable to 32P
therapy rather than the natural consequence of prolonged sur-
vival is not clear and will have to await the results of co-opera-
tive trials.8
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