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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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