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being able to penetrate skin that comes in contact with the
water. In man the cercariae turn into young schistosomes after
developing in the liver. After some six weeks the male and
female migrate together down the portal vein to the small
tributaries surrounding the gut, in the case of Schistosoma
haematobium travelling by an unknown route to the venous
plexus surrounding the urinary tract; there eggs are laid and
the cycle is completed.

Theoretically the disease may be controlled by interrupting
this cycle at any point-that is, by reducing contamination of
water by urine and stools; reducing the snail population;
giving drug treatment sufficient at least to stop egg laying by
female schistosomes; or reducing contact with infected water.
In practice, however, simultaneous attacks at different points
in the cycle have so far failed, partly because of the greatly
increased use of irrigation in food production. Thus the
prevalence of schistosomiasis increased after the construction
of the Aswan Dam in Upper Egypt, the Volta Dam in Ghana,
and the Kariba Dam on the Zambesi. In particular, cultiva-
tion of rice tends to favour transmission because workers are
inevitably in close contact with water, and China (where the
schistosome type is S japonicum) has been one of the most
severely affected areas of the world. There the large reservoir
of infection in domestic and non-domestic animals adds to the
difficulties of control.

Visitors to China have reported a greatly reduced prevalence
of schistosomiasis in recent years. A recently published
translation of a Chinese handbook on schistosomiasis1 gives
recommendations on prevention and treatment. Methods of
control are grouped under elimination of snails; treatment of
manure (both human and animal); provision of safe drinking
water and avoiding contaminated water when bathing; and
treatment of infected patients and animals. There is no mention
of mass chemotherapy.

All measures are centred on the commune and production
teams, and the handbook always gives the impression that
recommendations will be carried out without question or
default: all that is needed is an understanding ofthe importance
of the work and encouragement to carry it out. There is a
striking disregard for or nonchalance about the massive labour
demanded by many of the recommendations. For example,
snail-containing mud from the walls of a drained canal must
be buried in a trench dug into its base, and existing canals
should be filled in and new ones dug; molluscicides seem to
play only a minor part. Cesspools have to be dug for human
manure destined for use as fertiliser and compost made-
tasks that "require the attention of designated personnel"; and
boatmen have to empty their manure in containers along the
banks of waterways-regulations all needing discipline and
obedience.
A large section of the handbook concerns the treatment of

patients, including the management of its side effects. Some
treatment seems strange, such as the use of oral antimony; but
the details of a patient's regimen are decided only after careful
consideration of the stage of the disease and the state of the
patient. Treatment for side effects ranges from powder derived
from a ground-up roasted toad for lassitude and anorexia to
corticosteroids for acute severe reactions and insulin hypo-
glycaemia for functional neurasthenia. "Concrete analysis of
concrete conditions" and "adaptable and changeable strategy
and tactics" should be the general principles of treatment.
There are many references to what must be the Katayama

syndrome-the generalised illness during the invasive stage
of the infection. Clearly hepatitis is very common, and we
wonder how much of it is due, as claimed here, to the antimony

preparations, which elsewhere do not commonly produce
liver damage, and how much to viral hepatitis.
No mention is made of the prevalence of schistosomiasis in

the past or of any reduction produced by preventive measures.
Possibly the population can be persuaded to change their
habits and expend great labour merely by explanation and
encouragement, for the good of the people. If the measures
really are carried out it will be interesting to see whether they
reduce transmission of the disease.

Handbook on the Prevention and Treatment of Schistosomiasis (translation of
a Chinese publication). Bethesda, US Department of Health, Education,
and Welfare, 1977.

Potential rabies
In 1970 33 people were treated prophylactically in Britain after
presumed exposure to rabies abroad. By 1976 the number had
risen' to 183. Why the increase ? True, more Britons travelled
abroad in the 1970s than ever before, and rabies is moving
inexorably westwards in Europe year by year, but there must
be other explanations for the sixfold increase in the numbers
treated. The reasons include a greater public awareness of the
risk of contracting rabies from an animal bite (which in turn
springs from the campaign2 to stop the disease entering the
United Kingdom) and the development and availability ofmore
effective vaccines.3 By fortunate circumstance the incubation
period of rabies is long enough (generally 20-60 days) to make
active immunisation with vaccine feasible after exposure to the
virus.
As usually presented to the doctor, the predicament is

that of a person who has recently entered or returned to
Britain and who has been bitten or licked by an animal
(usually a dog or cat) while abroad. At the time or subsequently
this animal may have behaved abnormally or at least
suspiciously. The decision to vaccinate or not depends on
an assessment of the risk, and this hangs largely on having as
accurate and detailed an account of the episode as possible.
It is usually easy to find where on the geographical map the
bite occurred and probably the exact date and the degree of
exposure-whether it was a frank bite or a lick. Rabies is said
not to enter through unbroken skin, but the exposure of an
abrasion to saliva can transmit the virus, and patients who had
even casual contact with a rabid animal may request vaccina-
tion. The behaviour of the animal concerned may be more
difficult to determine, as may any information about its
subsequent fate on investigation, but this is crucial information.
A synthesis of all these factors provides the final estimate of
the risk of rabies, from which in each case a decision has to be
made about prophylaxis.
Few places outside the United Kingdom may be taken

reliably as being free from rabies, though some island countries
including Iceland and Australia are protected, like Britain, by
the sea. Any bite by a mammal-but in particular a dog, cat,
or fox-in most places on the earth prompts serious considera-
tion. The fact that the animal has bitten without provocation
may argue strongly for rabies, but more precise information is
desirable-in particular, it is helpful to know whether the
animal was alive ten days later, since after that period the
animal may safely be assumed not to have been infectious at the
time when it bit. Such information may, however, be difficult
to gather retrospectively from abroad. The animal may have
been killed and its brain examined for rabies antigen, in which
case a definite positive diagnosis may have been made.
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The family doctor and the hospital casualty officer are
usually among those first consulted, and even though expert
advice is available they have to decide whether a prima facie
case exists for prophylactic treatment. Nevertheless, a decision
to administer rabies vaccine is rather easier than it once was.
The current vaccines, such as the human diploid cell system
vaccine,4 are not only more effective but also more acceptable
than their predecessors. They require fewer injections of
smaller volumes, given less frequently, and with relatively few
side effects. Furthermore, human (as opposed to animal)
immune rabies globulin is now available, and while this may
slow down the development of active immunity it does not
prevent it, and in the meantime it gives immediate protection.
What about local treatment of the bite ? Most patients seen in
Britain will have had some form of treatment, but, if not, the
usual advice is that a recent wound should be thoroughly
cleansed and iodine or alcohol applied.5 If human immune
rabies globulin is being used some should be infiltrated
locally.
On the major decision about active and aggressive

prophylaxis the buck stops with the doctor, but guidelines may
be given. If a patient presents with a history of a physically
effective exposure to the saliva of an animal, in a place other
than one of the rabies-free areas of the world, and the animal
has either been found at necropsy to be rabid or is untraced
after ten days, there is a prima facie case for undertaking
rabies prophylaxis. This is never to be undertaken lightly, but
at least it can now be done with more peace of mind, and a
greater expectation of success, than ever before.
I Gardner, S D, Health Trends, 1977, 9, 35.
2 Macdonald, J, Health Trends, 1977, 9, 33.
3 Turner, G S, Recent Advances in Clinical Virology, 1977, 1, 79.
4 Aoki, F Y, et al, Lancet, 1975, 1, 660.
5 Klenerman, L, Coid, C R, and Aoki, F Y, British MedicalyJournal, 1975,

3, 740.

Crossman diaries
The latest of the Crossman diaries' provides the first day-to-
day account of the problems of steering the National Health
Service as seen from the driver's seat. As such, this record of
Richard Crossman's period in office as Secretary of State for
Social Services from 1968 to 1970 is unique. A very idiosyn-
cratic account, it bears in every sentence the imprint of his
volatile personality and strong prejudices. Like all the best
diaries, it is convincing precisely because it reveals its author's
character rather than because it is an objective or accurate
chronicle of what happened. Inevitably, the Crossman version
of history will be challenged by other participants in the events
he described; but, this said, the diaries do illuminate the prob-
lems faced by all Secretaries of State, whether Labour or
Conservative, and the difficulties inherent in the present
system of political control over the NHS.
Most conspicuously the diaries emphasise that the affairs of

the NHS are only one among many competing preoccupations
for the Secretary of State. Not only is he responsible too for
social security-a subject which claimed much of Crossman's
time at DHSS, since he was busy devising a new national
superannuation scheme-but also he is deeply concerned with
Cabinet and Parliamentary business. In addition, he is a party
politician busy addressing meetings all over the country and
attending conferences. So issues arising out of the affairs of the
NHS, and even major policy decisions like the future organisa-
tion of the Service, have to be dealt with as and when time
permits. The routine is breathless and punishing.

No doubt these problems could be ascribed to ministerial
overload-too many issues chasing too little time-or to
Crossman's disposition to meddle in everything, from incomes
policy to economic strategy. Yet many of the difficulties seem
to be inherent in the nature of the office. As a member of the
Cabinet, the Secretary of State has a duty to concern himself
in decisions which eventually will have implications for the
NHS. He cannot put himself at a distance from the manage-
ment of the economy-since quite clearly the financial prob-
lems of the NHS largely reflect the economic problems of the
country. Moreover, it is essential for the Secretary of State to
carry clout in Cabinet. Crossman, for example, had a running
battle with the Chancellor of the Exchequer in defending
(largely successfully, it seems) the NHS from threatened cuts
in public expenditure. Rather than demanding that the
Secretary of State should devote more time to the NHS,
doctors might therefore be more sensible to settle for a strong
minister of state responsible for all day-to-day decisions.
The Crossman diaries also underline just how much the

policies of any Secretary of State are circumscribed by his
Cabinet colleagues and the Civil Service machine. When pre-
paring his reorganisation Green Paper Crossman was anxious
to devise a more decentralised system with greater representa-
tion by the professions and local authorities. In the outcome,
however, he seems to have been defeated by the Treasury,
which successfully insisted that central finance must also mean
central control, thus limiting the scope for decentralisation.
Again, the Secretary of State is largely dependent for informa-
tion on his civil servants and (even discounting Crossman's
notorious unfairness) clearly standards varied rather widely at
the DHSS. Indeed, Crossman drew much of his inspiration
for new ideas from visits to individual hospitals and the experi-
ments of pioneering doctors. His real criticisms are reserved
not so much for the medical profession as for the administra-
tive machine: "One of the things which strikes me about the
hospital service is how bad they are at not disciplining and
dismissing," he records in his diary; "a man could have had
no training when he started in 1948 and be there 20 years later,
mucking things up, but never be sacked because of the
Whitley Council or some other objection."

Yet, despite his obvious commitment to improving the
NHS and creating a more flexible service, Crossman ended
up incurring the suspicion and hostility of the medical pro-
fession. Indeed, at the end of the diary we leave him feeling
betrayed by the doctors at the time of the crisis over the
Kindersley pay award in 1970-a feeling which was emphatic-
ally reciprocated. He was doing his best, he felt, by fighting on
the doctors' behalf in Cabinet, yet they did not appreciate his
efforts. This experience seems to underline a basic dilemma
for all Secretaries of State. All office holders are in the un-
enviable position of being regarded as the agents of Govern-
ment by the Health Service professions and as agents of the
professions by their ministerial colleagues. They cannot hope
to win so long as decisions about pay in the public sector are
made a political issue and so long as the implications of any
settlement for other occupations are considered to be more
important than the intrinsic merits of any individual claim.
Inevitably, they sooner or later lose credibility as champions
of their own service. That is perhaps a lesson which the mem-
bers of the Royal Commission on the NHS might ponder as
they read the Crossman diaries-which, despite their full
filing cabinet, ought to be obligatory homework for them, as
for all those interested in the concerns of the NHS.

Crossman, Richard, The Diaries of a Cabinet Minister, vol 3. London,
Hamish Hamilton and Jonathan Cape, 1977.
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