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and almost certainly impossible while carrying a major
clinical commitment. In such circumstances entrenched
resistance may gain its apparent justification. Enthusiasts
might consider that more respect will be gained in the long run
by stating exactly what given resources can buy and ensuring
that the quality of what is then offered is measurable in its
depth rather than-as at present may be the case-in its
unrealistic breadth.

If at length some principles do emerge on which to base the
future development of academic general practice, the first
must be that academic investment should not be made con-
ditional on service-earning capacity. The second is probably
that the "continuing genuine service role" for academic
general practitioners provides a spurious and incomplete
respectability if it is maintained at the expense of providing
teaching and research of the standard the University Grants
Committee would rightly like to see more generally evident
before committing itself in print to a more progressive
position.

I 3iutislh Medical 7ournal, 1975, 4, 724.

latrogenic pancreatitis
In spite of considerable research a good deal of mystery still
surrounds the pancreas. There is no simple and foolproof way
of studying its appearance and behaviour in disease; our
knowledge of the various forms of pancreatitis is limited, and
treatment of them is far from satisfactory. Acute pancreatitis,
for example, affects about 2500 people a year in Britain (twice
as many in the United States), of whom some 500 die.1 An
association has been established with gall stones, alcoholism,
hyperlipidaemia (especially types IV and V), and virus in-
fections and this accounts for some three-quarters of the cases;
but just how these various agents damage the pancreas is not
always clear. Such factors as anatomical variations in the
biliary and pancreatic ducts, a direct toxic effect of alcohol,
increase of tissue-digesting enzymes, abnormal composition of
the bile, and immunological reactions on the part of the
pancreas have been postulated, but it may remain difficult to
pinpoint a cause in an individual patient. This is particularly
true in the case of drugs, where an association may not be
considered because of the nature of the underlying disease.

Quite a number of drugs have been reported to cause
pancreatitis, and a recent review2 of 112 cases from English
language papers up to 1975 is a useful guide for the clinician.
Corticosteroids headed the list with 51 examples. Equal
numbers of adults and children were affected, though males
predominated. There did not seem to be any connection with
the underlying disease, but patients with the nephrotic
syndrome, asthma, and disseminated lupus erythematosus were
common. The dose, duration, and type of corticosteroid were
immaterial. Prognosis for an attack of pancreatitis was poor,
probably because symptoms were masked by the drug. The
contraceptive pill also caused pancreatitis (and gall stones) on
rare occasions, and sometimes this was due to a pre-existing
hyperlipidaemia. The next largest group was antibiotics, of
which rifampicin was responsible in 20 patients, and almost
as many cases were reported with different diuretics, where an
allergic vasculitis might have been the cause. Phenformin,3
clonidine, salicylates, dextropropoxyphene, calcium (the
association with hyperparathyroidism is well recognised),

warfarin, colaspase (L-asparaginase), and azathioprine were
thought to be responsible in a few patients each, and recently
pancreatitis has been reported after paracetamol poisoning.'4
It may complicate any type of operation and may be a sequel
to renal transplantation.6 Two diagnostic procedures-
endoscopic retrograde cholangiopancreatography' and trans-
lumbar aortography8-may also be followed by pancreatitis.
The clinician faced with a patient with acute pancreatitis

should always inquire about drugs, but it is unlikely that any
single observer wvill see enough cases to be sure of an associa-
tion. If a drug is suspected it should be reported to the
Committee on Safety of Medicines, whose recently updated
list of adverse reactions contains a section on pancreatitis";
and perhaps the Pancreatic Society of Great Britain and
Ireland"' might bring new causes to light by undertaking a
survey of iatrogenic pancreatitis encountered by their members.
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Oust the louse
Head louse infestation is thought to be getting more common
in children, with an incidence of 1O`0 to 12 50 in some parts
of Britain.' -: Infestation is by no means unusual in adults.4
Lice often go unnoticed since no symptoms arise unless the
host is sensitised to their salivary antigens, when there may be
pruritus of the scalp and an urticarial eruption over the neck
and shoulders. Secondary pyogenic infection in the excoriated
scalp causes enlargement of the cervical lymph nodes, and
louse infestation must be considered a possibility in cases of
impetigo. Silent infestations may be discovered only by close
inspection of the scalp, when the ova (nits) may be seen fixed to
the hairs, though the adult lice may not be visible.
A national campaign to eradicate the head louse started in

September this year and will continue for several weeks. The
area health authorities of England and Wales are mounting the
project, which has been co-ordinated by the Health Education
Council. The main priority is the inspection of millions of
schoolchildren, though all age groups, including child play
groups and the elderly, will be examined. The public will also
be educated in how to recognise louse infestation and how to
get treatment. So they may well ask their family doctors how
it is picked up and how it can be treated. Head lice spread by
close human contact, and infestation is most common in
children below school age.5 In boys the incidence used to fall
during the school years, but in 1969 Wilson' found a smaller
difference between the rates of infestation of girls and boys at
school. Possibly the fashion for long hair in both sexes played
some part in this.

For some years pediculosis has been treated with DDT or
gamma benzene hydrochloride, but in 1971 Maunder6
reported that in at least 20 areas in Britain lice had become
resistant to organochlorine insecticides. Furthermore, they do

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J: first published as 10.1136/bm

j.2.6094.1043-a on 22 O
ctober 1977. D

ow
nloaded from

 

http://www.bmj.com/


1044 BRITISH MEDICAL JOURNAL 22 OCTOBER 1977

not kill ova, and repeated applications are required. Malathion
is now the treatment of choice. It kills the lice and the nits
easily and has a persistent effect.2 6 Malathion is applied in a
050` solution in spirit until the scalp is thoroughly moist. The
hair should then be allowed to dry naturally without the use of
external heat. After 12 hours the hair should be shampooed
and combed while wet with a fine metal comb.The nits will
still be firmly anchored to the hair and may not all be removed,
but they will be dead. A second treatment is unnecessary.

In a survey carried out in the primary schools of Armagh7
other members of the family were infested in one-third of the
cases identified. Thus all close contacts-and this includes
mothers of the children-should be inspected, and all those
found to be infested treated straight away with malathion. In
Armagh even after initial success the reinfection rate was high
-13.8% in boys and 17 40o in girls after two months. Regular

follow-up inspection and retreatment are, therefore, essential.
Probably the most important factors in the success of treat-

ment are the education and co-operation of the mother of the
family. Here home visits by nurses and health visitors are of the
greatest value. The HEC hopes that the head louse will be
completely controlled by 1980.8 If the campaign is successful
then a similar attack should be instituted against Sarcoptes
scabei, which still flourishes in the population and causes more
discomfort and loss of time from work than Pediculus
humanus.
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New placental proteins

Human chorionic gonadotrophin has been with us for 50 years;
human placental lactogen came 34 years later. Both are recog-
nised to be protein hormones secreted by the placenta into
the maternal circulation. Next in the opening of our knowledge
of the biochemistry of pregnancy came several enzymes, such
as heat-stable alkaline phosphatase, also produced by the
placenta. These are analogues of enzymes produced by non-
pregnant women and not very exciting to the reproductive
physiologist. Then immunological techniques were applied to
searching for new proteins in the blood of pregnant women,
and a veritable Pandora's box was opened. Some, such as
alpha-fetoprotein and carcinoembryonic antigen, are produced
by undifferentiated tissue-not by the placenta but by the
fetus. They are also produced in the non-pregnant by a variety
of cancers. Finally, several proteins associated with pregnancy
are produced not by the conceptus but by the mother. Some,
such as sex-hormone binding globulin, are constituents of
normal plasma and are merely greatly increased in pregnancy.
Others, such as pregnancy-associated alpha2-glycoprotein, are
peculiar to pregnancy or certain tumours. Pregnancy-
associated alpha2-glycoprotein is relatively easy to detect
immunologically, and has been independently discovered
several times in recent years. It has been given no fewer than
nine different names by various authors. Not surprisingly,
confusion has been worse confounded.

In the last seven years at least four different proteins have
been isolated from the placenta or pregnancy plasma. Like
chorionic gonadotrophin and placental lactogen they are
specific to pregnancy, produced in the placenta, and secreted
almost entirely into the maternal blood stream. The first, a
beta,-globulin, was found independently in three countries:
and for once the Russians' have the priority, though they were
followed in short order by the Germans2 and the Americans..3
The remaining three, pregnancy-associated plasma proteins
A and B and placental protein 5, have been chemically
characterised4 5 but little is known about them.
At present attention is centred on the first of the four new

placental proteins, PS 1G. As the name indicates, it is a
glycoprotein with the electrophoretic mobility of a ,
globulin. Immunofluorescence techniques have localised it in
the cytotrophoblast of the placenta and of chorioepithelio-
mata.6 It is secreted almost entirely into the maternal circula-
tion, only traces being found in cord blood. The concentration
of PS31G in maternal plasma rises steadily during pregnancy
until at term it reaches 200 tg ml-which exceeds that of any
known hormone (human placental lactogen, its nearest rival,
has a concentration of about 8 ,ug ml at term). These high
concentrations make it easy to measure by techniques such as
immunodiffusion, well within the compass of the smallest
hospital laboratory; and the first reports of assays of PSS1G
as a measure of placental function have been enthusiastic.'
Two other uses of PSD1G hold exciting possibilities.

Investigators at St Bartholomew's Hospital have evolved a
radioimmunoassay for PS,1G and detected it in blood within
14 days of ovulation.8 This opens the prospect of a new preg-
nancy test-and one which, unlike measurements of human
chorionic gonadotrophin, is not plagued by cross-reactions
with pituitary gonadotrophin. The fact that PSF3G has no
pituitary analogue also raises a second possibility. The use of
antibodies to HCG to cause abortion is vitiated by the fact that
such antibodies will also inactivate luteinising hormone and so
disarray the menstrual cycle. Cynomolgus monkeys produce
a PSS31G, and when injected with antisera to human PS'31G
they abort.9 Hence the possibilities of fertility control by
passive or even active immunisation against PSh1G are being
examined by WHO teams in various parts of the world.

So far almost nothing is known about the function of
PS,1G; suggestions have included the possibility that it is a
regulatory agent in carbohydrate metabolism or that it is a
carrier protein for oestrogens. These seem unlikely, but its
possible role as an immunosuppressive agent must be seriously
considered. It could be that PS51G is a link in the chain of
events which prevents a mother from rejecting the conceptus.
The bodies which administer research grants in Britain tend
to support safe predictable research and may, in the present
financial climate, fight shy of speculative projects. It would be
sad if we have to wait years for research overseas to tell us why
the placenta pours so much of this protein into the maternal
circulation.
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