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of very fine scissors can be pushed proximally
under the nail and a triangular offending
piece cut away. The first part of this opera-
tion, though fearsome looking, is almost
painless, but closing the scissors pushes the
nail edge further laterally, and causes sharp
pain. A straight distal pull completes the
removal of the nail piece. In scary subjects
a small basal block with 1% lignocaine can
be used, but I have never had to do so. Next
the new nail edge has to be prevented from
cutting into the soft tissue by packing with
a small amount of cotton-wool as often as
required, and the removal of all pressure by
socks and shoes. The ideal is to wear an
open sandal, as in the tropics. This must be
continued till the nail is fully grown again,
and the soft tissues have returned to normal,
a matter of three months at least. Next the
soft-tissue infection is dealt with by systemic
antibiotics and local spirit-based applications,
and treatment continued till the soft tissue
returns to its normal bulk, at least three
weeks, but sometimes never. Future preven-
tion is by careful attention to foot hygiene,
correct socks and footwear, keeping the skin
of the folds tough and dry, and at the first
sign of swelling or redness the re-commence-
ment of lateral packing with cotton-wool, to
keep soft tissue and nail edge from contact.

In a certain number of cases recurrence is
inevitable because of permanent soft-tissue
thickening, refusal to avoid trauma and badly
fitting footwear, poor co-operation, and in
some cases borderline nail deformity, either
original or caused by the infection. Opera-
tion consists in excising a longitudinal " V "

section of nail edge and nail bed, together
with as much of the nail fold as is necessary,
and a thorough excision of all the correspond-
ing part of the basal growing area. The skin
edge is sutured to the nail-bed edge. Heal-
ing is very slow, but gives a perfect result
permanently. I prefer to wait till sepsis is
eradicated before operating, as the basal dis-
section can enter the interphalangeal joint.

Ingrowing toenails occur almost exclusively
in the large toes, and more commonly on the
lateral side.-I am, etc.,
Walton on Thames, K. F. D. SWEETMAN.

Surrey.

The Scabies Epidemic

SIR,-Two recent cases illustrate an
important point. The first, a man in his 40's,
had itched for six months. It began shortly
after a road accident and was said by two
medical boards to be nervous in origin and
secondary to his accident. The lesions con-
sisted of a few scratch marks on the limbs
and a pin-point vesicle without erythema on
the side of one finger and another on the
outer side of one foot. Being slightly sus-
picious I examined scrapings of the roof of
each vesicle in potash solution and found,
surprisingly, an acarus in each. Re-examina-
tion of the patient revealed no clinical
evidence of scabies. There were no burrows,
the distribution was quite atypical, the
lesions exceedingly few, and there was no
family history of itching.
The second case, an 8-year-old boy, was

seen in February 1967 with an eruption of
non-specific scattered papules in the limbs
and trunk, some urticated, some excoriated.
Although the appearance was not particularly
like scabies, scrapings from the fingers and

feet were examined, with negative results.
He was treated as a case of papular urticaria
for the next three months, during which time
another dermatologist agreed with this diag-
nosis. Today the lesions were similar but
rather more numerous. There was no clinical
evidence to suggest scabies except a wide-
spread itchy rash. Scrapings were again
negative. However, his father on question-
ing revealed that the rest of the family had
begun to itch in the past four weeks. The
father had minimal non-specific eczematized
papules on the fingers and wrists. I scraped
one patch of eczema and found an acarus in
a potash preparation.

These two cases, the like of which I have
frequently seen, show that scabies is often
atypical. The contention of Dr. L. J. Bacon
(6 May, p. 373) that the diagnosis of scabies
depends upon finding a live acarus is mislead-
ing. I agree with him and with Professor
J. T. Ingram (20 May, p. 506) that extract-
ing an acarus from a burrow is relatively
simple and very gratifying (except to the
acarus). What if there is no burrow to be
seen; if the eruption is atypical and very
scanty, as is often the case in clean persons;
and if there is as yet no family history ?
Demonstration of a live acarus in such cases
is well-nigh impossible, whereas the examina-
tion of potash scrapings is a very easy, quick,
and reliable method of confirmation. It is
clear to me that the diagnosis of scabies does
not depend on finding a live acarus but on
the recognition of the pattern of the eruption,
on familiarity with individual lesions and
with complications, on awareness that
atypical cases are common and that the
disease has a familial or domiciliary incidence.
Above all it depends on the constant suspicion
that an itchy patient may have scabies, even
though the evidence is scanty. Microscopic
confirmation is a desirable addition to this
list, whenever possible.

Control of scabies depends not only on
accurate diagnosis but on adequate treatment.
Failure of the latter is usually due either to
inadequate application of the chosen medica-
ment or to omission to treat all contacts. Your
leading article (22 April, p. 193) rightly
emphasizes the latter but might for complete-
ness' sake have included the baby-sitter as a
possible source of infestation. Inadequate
application of medicament usually means
applying it to the visible spots only. I find
that to overcome this it is often necessary to
tell a patient in detail how to apply the
preparation, and that when I say " the whole
body below the collar line " I mean just that.
As for contacts, all should be treated whether
they show signs of the disease or not-
remembering that the symptomless incubation
period may last from one to two months.-I
am, etc.,

J. O'D. ALEXANDER.
Department of Dermatology,
Royal Infirmary,

Glasgow C.4.

SIR,-Professor J. Ingram's assertion in
his letter on scabies (20 May, p. 506) that
the risk of benzyl benzoate dermatitis can be
forgotten, as it is so rare, needs I think to be
qualified. This is so if the emulsion is
applied only in the prescribed manner-
that is, applications on two or three succes-
sive days only.

I recently had a patient who, as the result
of some earlier failure of communication, had
for a long time been intermittently dabbing

benzyl benzoate on herself wherever she had
an itchy spot. This resulted in a severe
dermatitis.

I make a point of ensuring that a patient
with scabies understands that the application
must not be repeated after the prescribed
treatment.-I am, etc.,
B.F.P.O. 34, M. B. MUMMERY.
Germany.

Benzyl Benzoate

SIR,-The recent increase in the incidence
of scabies has drawn the attention of one of
us to the important fact that a proportion
of cases have not responded to treatment with
benzyl benzoate application (B.P.). At first
one was inclined to blame the patients for
not carrying out the treatment as instructed,
but on questioning this seemed doubtful.

Samples of commercially available benzyl
benzoate application (B.P.) have been
examined and some have been found not to
comply with the British Pharmacopoeia re-
quirements. A considerable variation in the
physical properties of the product from
different manufacturers was found and in one
instance the benzyl benzoate content was as
low as 20.7%.

It is suggestive, but not conclusive, that
this may be contributing to failure in the
treatment of some cases of scabies and we
feel that further investigation is necessary.-
We are, etc.,

JoHN L. FRANKLIN.
Westminster Hospital, J. A. BAKER.
London S.W.1.

Mental Health Services for Children

SIR}-Congratulations to the British
Medical 7ournal for the enlightened first
leader on the occasion of Mental Health
Week (3 June, p. 585). The problems of
the mentally ill adolescent have been much
in the news recently, but there are still only
11 units in the country with some 230 beds,
and hardly any specially trained staff. The
child psychiatric service, because it does not
deal with "hooked" pop singers, has had
little publicity. There are only some 400
child psychiatric beds, and very few family
units where the parents can also be accom-
modated. But, as your leader points out, it
is not only beds that are missing.
The family doctors of this country are

being besieged with the emotional problems
of families on their lists, which amount to
possibly 500% of all attendances. Taking an
average of 4.5 items of service per person
this gives the staggering total of over 100
million such items a year.

It is pertinent to ask what is being done
by the chain of " child guidance clinics " to
help the general practitioner in this mam-
moth task ? The answer, needless to say, is
practically nil, as most of the high-powered
child psychiatrists, psychiatric social workers,
and educational psychologists are analytically
orientated, and direct their energies towards
a very few children. The urgent waiting-
list in many areas is three to six months.

Let us have a new look at the services and
see if it is not possible to use the few highly
skilled workers where they are most needed
-to support the family doctor.-I am, etc.,

Ilford, ARNOLD ELLIOTT.
Essex.
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