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Circuilating Antibodies and
Antigens in Schistosomiasis
Most of the major endemic infectious diseases in tropical
countries have shown a proportional decrease in prevalence
with the increase in their economic growth. Schistosomiasis
is an exception: in many areas economic development con-
sequent on the provision of water resources either for irriga-
tion or for hydroelectricity has caused an increase in the
numbers of water snails, the intermediate hosts of the para-
sites. The result has been that the disease has not only become
more prevalent in much of the tropical world but its severity
(which is related to the parasite densities in the individual)
has also increased, owing to more intense transmission.
Many of the more severe complications of schistosomiasis

are due to fibrosis, such as the clay-pipe-stem fibrosis of the
liver first described by St. Clair Symmers and the fibrosis of
the urinary system which leads to the contracted bladder
and hydronephrosis. These complications are the end result
of a granulomatous reaction around the eggs in the tissues,
and it has been shown that this is mainly due to a cell-mediated
immunological response.' Damage to the kidneys may also
occur as a result of immunological reactions, with the deposit
ofimmune complexes in the glomeruli.2 3
The amount of infection in the individual and in the com-

munity may be determined by detecting eggs in the urine of
patients with Schistosoma haematobium and in the faeces
of patients with S.mansoni and S.japonicum, but there are
difficulties in collecting specimens in field surveys, and
especially repeated specimens, for the evaluation of control
measures. Many attempts have been made to develop alter-
native immunodiagnostic methods; methods now in use
include skin tests, complement fixation, haemagglutination,
fluorescent antibody, or a variety of gel diffusion tests all
dependent on the demonstration of antibodies. But they all
suffer from the same defects, in that they often produce
non-specific cross reactions with other helminths and especi-
ally with other species of schistosomes from birds and animals
-for example, the schistosomes of birds which produce
swimmer's itch. This common dermatological condition
occurs in most parts of the world: it affected competitors in
a water skiing competition at Rickmansworth in Britain in
1970 and several of the patients produced positive serological
reactions for schistosomiasis.4 A similar situation with false
positive fluorescent antibody reactions has been reported from
Sardinia, where there is no human schistosomiasis, but where
S.bovis is common in cattle.5 Though these cross reactions
cause considerable confusion in diagnosis they may be to
some extent protective-the phenomenon of zooprophylaxis,
defined6 as "the prevention or amelioration of disease in man
as a result of previous exposure to heterologous infection of
animal origin" and first exploited by Jenner in the use of
cowpox to protect against smallpox.
Attempts to measure antibodies in the sera of patients

suspected of being infected with schistosomiasis are not only
plagued by these non-specific reactions; they are also confused
by the fact that antibody titres are not indicative of active
infection, nor is there any correlation between antibody
levels and parasite densities or with the degree of resistance
to reinfection, and false negative reactions may occur in
people who are passing eggs.7
Measurement of antigens secreted in the urine might be

thought likely to be more informative, but experimental
studies have shown that they can be detected only in mas-

sively infected animals with parasite densities far in excess
of anything recorded in man.8-10 More recent observations
by Madwar and Voller" and Phillips and Draper12 from the
London School of Hygiene and Tropical Medicine and by
Mary Smith and her colleagues from the nephrology unit
in the Claude Bernard Hospital in Paris have suggested that
either free antigen or antigen-antibody complexes may be
detected in a considerable proportion of patients with schisto-
somiasis. The circulating antigen was detected by a gel diffu-
sion method and complexes unmasked either by splitting
with citric acid and detecting both antibody and antigen by
counter-current immunoeletrophoresis or by showing inhibi-
tion of complement-dependent rosette formation. These
observations are of immediate relevance- for the diagnosis
and understanding of some of the pathological features of
schistosomiasis. The methods used may have a wider applica-
tion in other parasitic infections and in other diseases where
circulating immune complexes are ofimportance.
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Benign Focal Epilepsy of
Childhood
Pharmacological research has brought not only a valuable
range of medicaments but also a greater enlightenment and
better rationale to therapeutic practice, yet there is still much
about therapeutics which is empirical, even frankly un-
scientific. This is particularly true in two common disorders,
migraine and epilepsy. In both conditions not only is the
natural history variable but there are also important-indeed
valuable-placebo effects, the existence of which is barely
acknowledged by some investigators. In children treated with
some widely used anticonvulsants1-3 concern about behaviour
and learning and metabolic and nutritional side effects has
led to a proper questioning of the goals of treatment and the
place of drugs.4 Anticonvulsants are suppressive rather than
curative, but in many cases the self-limiting nature of the
disorder brings to an end the need for medication.
The benign nature of some childhood seizures might be

inferred from a comparison of the prevalence of seizures in
children and young adults. Even allowing for the frequency in
preschool children of febrile convulsions, which are usually
benign, seizure disturbance is still more common in childhood5
than in adult life. A susceptibility to fits in association with
otherwise mild intercurrent infections declines sharply after
the third year, while petit mal of the so-called centrencephalic
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type tends to remit in later childhood at about the time of
puberty.
A recent paper from Lerman and Kivity in Israel6 serves

as a reminder ofthe benign character of another fairly common
form of fit "characterized by brief hemifacial motor seizures,
preceded by a somatosensory aura and sometimes promulgating
to a generalized convulsion, especially in the most common
nocturnal form. The typical electroencephalographic correlate
is a midtemporal or a Rolandic (centrotemporal) spike focus,
or both, that may be unilateral, bilateral, or shifting from side
to side. The discharges are often activated by sleep. These
seizures usually appear in the first decade of life and disappear
in the second, and, as a rule, they occur in otherwise healthy
children who show no evidence of cerebral lesions."

Unfortunately, it is not clear from this clinical and E.E.G.
study to what extent the authors may have been biased in their
selection of cases by some knowledge of the prognosis, and one
may also question the specificity of the E.E.G. abnormalities,
though they have been emphasized by others.7 8 Nor is it
possible from the Israeli report to judge the frequency of this
condition in comparison with other epileptic conditions in the
childhood population or in first degree relatives-both
essential items of epidemiological and genetic information.
Nevertheless, the authors do establish a case for considering
this a benign and probably not uncommon disorder which they
call "',enign focal epilepsy of childhood." Some of the patients
were treated with prophylactic medication after a single fit,
presumnibly because their physicians were worried by the
E.E.G. findings, but Lerman and Kivity agree that a single
fit is not sufficient indication for regular prophylaxis. For the
rest, response to medication, particularly phenytoin, was said
to be good, but in the absence of control studies it is difficult
to know if remission occurred because of or in spite of anti-
convulsants. A few children continued to have fits, particularly
in sleep, despite drugs, but evidently they were none the
worse and also remitted in time.

Perhaps the most important lesson for the paediatrician is to
recognize that this essentially benign disorder exists, often
with a family history,9 and that it appears to be a self-limiting
condition. If it is not easily and simply controlled the tempta-
tion to give complex combinations of depressing drugs should
be resisted. Without further evidence, it is perhaps invidious to
suggest that improvement on drugs might represent in part a
placebo response. As always, for the patients it is probably
just as important to have a caring, committed doctor.
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No Case for Change
The case against private practice is straighforward enough. So
long as the resources available for health care are limited-as
they certainly are at present-and medical and surgical skills
are in short supply, the inevitable rationing, it is argued,

should be done on the basis of need rather than the ability to
pay. Such an approach is possible in an ideal world, or in a
totalitarian state where private medicine may be abolished by
decree. Here in Britain a blanket ban on private practice would
be seen as an unacceptable infringement of individual liberty,
so that all Mrs. Castle's Consultative Document suggests is the
separation of private practice from N.H.S. hospitals. What the
dogmatists of the left do not accept is that this compromise
will achieve very little and may indeed cause a great deal of
damage to the Health Service.
The document itself (printed in full at p. 497) is remarkable

in advancing no argument whatsoever for the proposals it
contains: it simply reiterates that the separation of private
practice from the hospital service is Labour Party policy. The
separation proprosed will not stop the rich from buying time,
attention, and privacy; and, indeed, by encouraging the growth
of private clinics and hospitals the move might lead to an
expansion of private practice rather than its decline. To
counteract any such trend a licensing system is proposed-
said to be designed "to ensure that the development of the
private sector does not operate to the detriment of the N.H.S.
... by absorbing, either nationally or more locally, any undue
proportion of scarce skills achieved by training at public
expense." In fact the prime purpose of the licensing arrange-
ments will be to hold the number of private beds at their
present level. Such a system could be operated reasonably, but
with the current trend for appeasement of noisy pressure
groups a dog-in-a-manger attitude seems more likely. In these
circumstances no one should be surprised that plans are being
examined for clinics in the Republic of Ireland and the
Channel Islands. The document suggests that blood trans-
fusion and other donor services would continue to be available
to the private sector, and that expensive apparatus (such as
radiotherapy units) might be shared on a contract basis. Again
such proposals have to be seen in the current political climate,
in which obstruction and abuse are all too common. The long-
term aim seems to be to force doctors to choose either to work
full time for the N.H.S. or not at all. Such a retrograde step
would destroy all the effort made in the last 30 years to abolish
a double standard ofmedical care, and medicine would become
as much of a political football as has education.

For the whole controversy is politically inspired. Since its
inception a few N.H.S. consultants have abused their privi-
leges, but abuses in the context of private practice are no more
frequent or more culpable than the prolonged absences from
their units of a few academics, or the laziness or incompetence
or ill-manners of the small minority of bad characters which
exist in any profession. There is no evidence that the co-
existence of private practice and the N.H.S. necessarily leads
to abuses; and indeed there are strong arguments for the
practical advantages of the current system. Providing private
facilities within the hospital reduces consultants' travelling
time-making them more readily available for emergencies-
and prevents wasteful duplication of laboratory facilities and
staff. Since the start of the N.H.S. every independent assess-
men1 2 of the issue has concluded that the balance of advant-
age lies in preserving the current arrangements. Mrs. Castle's
proposals will cost the country £30-50 million; she surely has
an obligation to make a better case for change than the un-
supported dogma presented in her document.
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