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SIR,-I was rather disturbed to see, in your
otherwise excellent leading article about
febrile convulsions (10 June, p. 608), that
the writer recommended hospital admission
for all children having such a convulsion.

Provided the criteria laid down in the
article are met it seems to me that hospital
admission is contraindicated, because for a
child of this age to be admitted to hospital
with probably painful investigations, includ-
ing lumbar puncture, being undertaken, and
in most cases not being able to have his
mother with him in hospital, is an emotion-
ally traumatic and damaging situation when
there is no medical necessity for such a
course of action.
Of course, if there is any doubt about the

diagnosis hospital admission is essential, but
febrile convulsions are frequently seen in
general practice and if carefully managed,
with adequate explanation to the parents,
and the prescription of prophylactic and anti-
convulsants for future febnle episodes, far
less damaging anxiety is generated and no
emotional harm comes to the child.-I am,
etc.,

D. R. FRAMPTON
Brentwood, Essex

SIR,-The leading article "Febrile Convul-
sions in Early Childhood" (10 June, p. 608)
will have been read with particular interest
by general practitioners.

Early on it is stated that to be categorized
as a febrile convulsion "the fit should not
be repeated with the same infection" since
it "only occurs with a rapid rise of temp-
erature." This being so, is it logical besides
practical, in advising "a cool bath as a first
aid measure" and in administering "intra-
muscular paraldehyde," which has been re-
placed by diazepam in most doctors' bags?

Further, what are the advantages of send-
ing the child "immediately to hospital"
when a febrile convulsion has been diag-
nosed? The causal infection can be treated
as easily at home, the trauma of hospital-
ization avoided, and the paediatrician de-
livered from the problem of wuhether to
lumbar puncture.-I am, etc.,

ROBERr GREEN
Burnham, Bucks

SIR,-Your leading article "Febrile Con-
vulsions in Early Childhood" (10 June, p.
608) is couched in such dogmatic terms that
it tends to confuse a not very complicated
subject by oversimplification. There are at
all events a number of assertions that many
would regard as questionable.
The term "febrile convulsion" is com-

monly used to mean a convulsion associated
with a fever and not associated with a life-
long abnormal tendency to convulsions. It
is generally agreed that such convulsions
only occur in young children. It follows that
the diagnosis of "febrile convulsion" in this
sense (and it seems the most useful sense
in which the term may be used) can only
be made in retrospect, since it is only in
later childhood that one can be sure the
patient did not have a life-long tendency to
convulsions. At the time of the convulsion
one may make a presumptive diagnosis of
"febrile convulsion," and the criteria pro-
posed by Livingston' are a useful guide in
this matter.
To say that "febrile convulsions" do not

occur after the age of 6 is an oversimplifica-

tion; to say that "febrile convulsions" only
occur with a rapid rise in temperature is
not helpful, since parents are seldom able to
produce a graph of their child's tempera-
ture before and during the convulsion in
question; to say that a further convulsion
should not occur with the same infection is
an oversimplification; to say that the fit
should not last more than 10 minutes is an
oversimplification; to say there should be
no Todd's paralysis after is an over-
simplification. The presence of any of these
atypical features in the history *renders the
diagnosis of "febrile convulsion" less likely.
It does not rule it out. Similarly, the state-
ment that the electroencephalogram after the
infection has subsided is normal is a gross
oversimplification. It ignores the whole
question of the difficulty of interpretation of
children's electroencephalograms and the
provision of electrodiagnostic services for
children in this country. A much more
realistic viewpoint on this subject is ex-
pressed by Holowach and co-workers.2 From
their work it appears that there is very little
correlation between the electroencephalogram
and the prognosis for fits in children.

Lastly, the dogmatic assertion that "if it
is available, intramuscular paraldehyde
should be given" is surely obsolete. Why
paraldehyde with the need for glass syringes
and non-disposable needles and the danger
of sterile abscesses? Diazepam acts equally
quickly, is equally effective and safe, needs
no special syringes or needles, is less irritant,
and should be in every general practitioner's
bag.-I am, etc.,

G. P. MCMULLIN
Chester Royal Infirmary, Chester
I Livingston, S., The Diagnosis and Treatment of

Convulsive Disorders in Children, Springfield,
Charles Thomas, 1954.

2 Holowach, J., Thurston, D. L., and O'Lery, J.,
New England 7ournal of Medicine, 1972, 286,
169.

Antibodies in Malignant Disease

SIR,-Recent studies have demonstrated the
presence of antibodies in the sera of patients
with a variety of malignant diseases (14
November 1970, pp. 418 and 483). Histologic
and roentgenologic observations of the
remission of distant metastases following
multiple in situ freezing of the primary
prostatic tumour in patients with metastatic
adenocarcinoma of the prostate' suggested
the possibility that factors other than freez-
ing might be involved in both primary and
secondary cell destruction and led to the
speculation that some aspect of the host's
immunologic system might be operative in
the remission of metastatic lesions or in the
aetiology of adenocarcinoma of the prostate.
In accord with such speculation, we have
attempted to investigate some of the facets
of the immunologic system as well as the
antigenic composition of carcinomatous
prostatic tissue as compared to that of
normal and benign prostatic tissue23 with
the hope of providing some insight as to the
possible pathosis of the prostate.

In this regard, as reported by Drs.
J. M. A. Whitehouse and E. J. Holborow
(27 November 1971, p. 511) IgG antibodies
to nuclei and to an antigen in or to bile
canaliculi in the serum of patients with
various stages of prostatic cancer have been
observed by indirect immunofluorescence.4
Subsequent immunofluorescence studies of
these sera permitted the identification of

antibodies to nuclei and to what appeared
to be the cytoplasmic membrane of secretory
epithelial cells of monkey prostatic tissue.5
Immunofluorescence studies of serum from
one patient with metastatic adenocarcinoma of
the prostate disclosed comparable staining
reactions when examined with frozen sec-
tions of his own prostatic tissue.5
The demonstration of antibodies in the

sera of patients with adenocarcinoma of the
prostate appears to offer further evidence
that antibodies (autoantibodies?) against
normal, and perhaps malignant, tissue con-
stituents are produced in malignant disease.
The development of such antibodies in
malignancy may occur as suggested by Drs.
Whitehouse and Holborow in consequence of
alterations in the membrane of malignant
cells and may therefore possibly be viewed
as a by-product of oncogenesis rather than
the direct cause.-I am, etc.,

R. J. ABLIN
Memorial Hospital,
Springfield, Ill., U.S.A.
1 Ablin, R. J., Soanes, W. A., and Gonder, M. J.,

Cryobiology, 1971, 8, 271.
2 Ablin, R. J., Bronson, P., Soanes, W. A., and

Witebsky, E., 7ournal of Immunology, 1970,
104, 13h9.

3 Ablin, R. J., Cancer, 1972, 29, 1570.
4 Ablin, R. J., and Soanes, W. A., Annals of

Clinical Research, 1971, 3, 226.
5 Ablin, R. J., Soanes, W. A., and Danaher, J.,

Zeitschrift fur Immunitaetsforschung, 1972,
142, 432.

Early Symptoms of Coronary Heart Disease

SIR,-We read with considerable interest
the report by Drs. D. Short and Mary
Stowers on the problem of early recognition
of coronary heart disease (13 May, p. 387).
We agree entirely with their comments re-
garding the great need of an objective test
which would infallibly identify patients
suffering cardiac pain. It was with this in
mind that the technique of fast atrial pacing
with an electrode-sampling catheter in the
coronary sinus was developed in our depart-
ment, and the changes resulting in the lactate
concentration in blood from the coronary
sinus as a result of the stress of atrial pacing
have helped make the diagnosis of ischaemic
heart disease in several of our patients with
atypical chest pain.
However, their statement that "Even

coronary arteriography is not an infallible
means of determining whether chest pain is
of coronary origin or not in an individual
case" is, we consider, misleading. By im-
plication, it might be construed that
coronary arteriography is sometimes helpful
in the diagnosis of cardiac pain.

Although the diagnosis of angina pectoris
cannot always be made entirely from the
history, nevertheless the presence of gross
atheroma radiologically is consistent with the
absence of cardiac pain and, less commonly,
classic angina may be associated with a
coronary arteriogram which, according to
present day techniques, appears to be
normal. Coronary arteriography has no place
in the diagnosis of doubtful angina and its
only indication in ischaemic heart disease is
to visualize the coronary arteries when
coronary arterial surgery is under considera-
tion. To use this investigation for any other
reason ex-poses the patient to unwarranted
risk.-We are, etc.,

SAMUEL ORAM
PETER KIDNER

BRIAN LIVESLEY
King's College Hospital,
London S.E.5
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