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of abdominal symptoms was more than twice as great as that
in a matched control group who had not had recurrent abdomi-
nal pains as children.

Interestingly, 11 of the 18 with persistent abdominal
symptoms had an extended period in adolescence without
symptoms-they grew out of it-and then subsided into it
again. The severity of symptoms in 5 of the 18 was sufficient
to interfere with normal active life. In addition 11 of the 34
had other symptoms ranging from migraine, headaches, and
back pain to "bad nerves." Once again this was a higher
incidence than in the control group.

In general it seems that despite sympathetic management
in childhood about half the children with recurrent abdominal
pain will have troublesome abdominal symptoms as adults.
Clearly the syndrome is not as benign as has been suggested.
Reassurance and symptomatic treatment may help the child
at the time, and also help the family, but it does not neces-
sarily alter the long-term prognosis.4 An important aim in the
medical care of children is to prevent childhood conditions
from interfering with normal development and adult health.
At present this aim is not achieved in the management of the
large numbers of children with recurrent abdominal pain.
There is a need for further research into the causes of the
syndrome and for therapeutic trials in the hope that we may
be able to prevent little bellyachers becoming big bellyachers.
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Chronic Paronychia
Chronic paronychia is a common enough clinical problem, yet
failure of response to treatment is a recurrent source of dismay
to patient and doctor alike. The condition is most often seen
in housewives, nurses, cleaners, or others who often have their
hands in water. There is a moderately inflamed swelling over
the nail matrix and down one or both sides of the nail; several
fingers may be affected. Occasional episodes occur of more
acute inflammation and pain, and over the course of time the
nail plate itself becomes distorted and sometimes discoloured,
usually with transverse ridging.
Recent research interest has been concerned mostly with

the microbiological features of the lesion and with treatment
directed against the infection, but success in treatment depends
more on an understanding of the anatomical and behavioural
factors in pathogenesis. The organism most commonly found
is Candida albicans, though other Candida species are also
common, as are the bacteria of the gut flora; Pseudomonas
aeruginosa is responsible for blue-green discolouration of the
nail plate; Staphylococcus pyogenes is found especially in
episodes of acute and painful exacerbation.' A recent epi-
demiological study2 of the sources and spread of C. albicans
in chronic paronychia in Israeli women showed that the
source of the yeast was usually the mouth or bowel (but not
the vagina) of the patient or a member of her family; it also
showed that the middle finger of the dominant hand was
usually affected first, followed by an adjacent finger or the
equivalent finger on the other hand.

C. albicans and the associated bacteria are not, however,
primary pathogens, and it is their propensity for colonizing
moist skin folds that brings them into prominence in this
condition just as it does in submammary or groin intertrigo
in obese subjects, or in perleche due to habitual licking, or to
infolding of the corners of the mouth after dental clearance,
or simply because of fat cheeks. In all these conditions it is
important for the doctor and the patient to understand the
parts played by moisture, warmth, and friction in providing
an environment suitable for invasion by common and usually
harmless organisms.

Patients should be discouraged from fiddling with their
nail folds-for instance by detaching the cuticle and pushing
it back, thereby opening up a space and introducing organisms
at the same time. A similar manoeuvre by the doctor, using a
sharpened orange stick dipped in phenol or gentian violet may
be therapeutic once the condition has developed, but manage-
ment should be directed more towards prevention. While it
is impossible for affected patients altogether to avoid immer-
sing their hands in water, they should be told to keep such
immersion to a minimum. If rubber gloves are worn for
washing clothes or dishes they should be removed after about
ten minutes and the hands dried, as prolonged wearing gives
rise to a very humid, warm climate within the gloves. While
the hands are dry, both before immersion in water and as
soon after as possible, nystatin ointment can be rubbed gently
into the nail folds to act against any yeasts already present and
as a barrier against further invasion. Though this may mean
more than a dozen applications a day it is important that the
patient understands that that is what the doctor intends.
During episodes of acute exacerbation gentamicin ointment
may be used, with a course of an oral antibiotic such as
erythromycin.' Resolution usually takes several weeks or even
months, but slow progress should not discourage the patient
or her doctor from persisting with treatment and-more
important in the long run-with the appropriate preventive
measures.
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77.

Never Forget Syphilis
Our forefathers saw a great deal of syphilis in all its mani-
festations, but experienced physicians were well aware of the
ability of the disease to deceive and advised their contem-
poraries never to forget it. Mistakes occurred, because
infection was apt to remain latent for years, and when
manifestations occurred they were quite likely to resemble
those of other diseases. A further handicap, which still
persists, is that syphilis was regarded as a disgrace as well as
a disease, and physicians who liked and respected their
patients suffered in this matter from what Stokes' called "a
low index of suspicion." By comparison syphilis is now an
uncommon disease, at any rate in Britain, and generations of
doctors are unfamiliar with its manifestations and perhaps
unaware of its pitfalls. Nevertheless, it still occurs, and its early
stages are being found a little more often. With modern ease
of communications and the modern tendency toward& readier
acceptance of intercourse outside marriage it may be that the
disease will again become much more common.
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Secondary syphilis may present as pyrexia of unknown
origin, the fever being usually low-grade; it may be inter-
mittent, continuous, or remittent. Sometimes the patient
complains of sore throat-for which it is only too likely that
penicillin will be prescribed in dosage inadequate to cure the
disease. Headache, malaise, loss of weight, hoarseness,
alopecia, aching pain in long bones, muscles, or joints: any one
of these may present as a single symptom or in any com-
bination. Exceptionally the presentation may be with jaun-
dice,2 anterior uveitis, or choroidoretinitis, or various nerve
palsies. The patient may be aware of a non-irritant rash on
chest and abdomen, which may be pink rather than dull-red
in the early stages, or of non-tender swellings of lymphatic
nodes. If for some reason penicillin is given it may be followed
within hours by a Jarisch-Herxheimer reaction with increased
fever, exacerbation of symptoms, and perhaps the appearance
of hitherto absent signs of the disease. Such an occurrence
should always give rise to suspicion.
Once the possibility of syphilis is suspected the diagnosis

should not be difficult. It is best clinched by finding the
causative organism, which may be present in a previously
undetected primary lesion and in other surface lesions, es-
pecially moist papules and mucous patches. Serological tests
are always positive. The importance of making a correct
diagnosis is clear enough. Failure may result in disaster for
the patient and his family, and the infection may spread
widely and inconspicuously among promiscuous people-
syphilis is common among practising male homosexuals.
Treatment is relatively short and straightforward and the
results are excellent; but the physician should be alive to his
responsibility for contact tracing, which, after accurate
diagnosis and treatment, is the best method of containing the
spread of this insidious disease.

Stokes, J. H., Beerman, H., and Ingraham, N. R., Jr., Modern Clinical
Syphilology, 3rd edn. Philadelphia, W. B. Saunders, 1944.
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Endocrine Treatment in
Hirsutism
Idiopathic hirsutism is a disfiguring complaint in women. It
may have profound psychological and social consequences,
so any effective treatment is welcome. If the excess hair is
relatively sparse but troublesome through being coarse
electrolysis may be effective, though it is time-consuming
and expensive and may lead to scarring of the hair follicles.
Other local measures include abrasive pads and depilatory
creams; many women find shaving objectionable as it is
usually identified with the male and in those with a severe
problem provides only a transient and partial solution.

If successful, a therapeutic attack based on endocrine
principles would, therefore, have much to offer. In recent
years there have been two main lines of approach. The first
of these has been the use of corticosteroids, since excess
adrenal androgen may be responsible for some cases of hirsut-
ism. In these circumstances a small dose of dexamethasone,
say 0 5 mg at night and 0-25 mg in the morning, is given.'
In theory this should induce enough partial adrenal suppres-
sion to reduce the secretion of adrenal androgens but not
enough to cause a harmful adrenal atrophy; but this and other
potential side-effects make the physician wary of prescribing
corticosteroids.

The oral contraceptive pill has also been used to treat
hirsutism. The rationale is complex. The ovary may be the
source of androgen in some patients with idiopathic hirsutism,
and the progestogen inhibits luteinizing hormone and therefore
ovarian androgen production and also increases the metabolism
of testosterone.2 The oestrogen component opposes the peri-
pheral action of testosterone and has an important action in
increasing the capacity of the plasma globulin to bind sex
hormone, resulting in a diminution of the free, physiologically
active fraction of circulating testosterone.3 Sometimes it may
be helpful to give both glucocorticoid and oral contraceptive
together.
An alternative is to give an antiandrogen, cyproterone acetate.

This substance, used sporadically for a number of years, has
been recently reassessed.4 It inhibits hair growth by a direct
effect on androgen receptors in the hair follicle as well as
by an additional progestational action on testosterone metabo-
lism. Cyproterone acetate has not, however, found general
favour because of the fear that a male fetus born to a woman
on this treatment could well be feminized, and the long-term
effects of this drug are in any case not known.
The results of hormonal treatment for idiopathic hirsutism

are notoriously difficult to evaluate objectively, and the
responses may take up to a year to appear. Many of the
reports are anecdotal. But attempts to make a scientific
judgement on the basis of rate of hair growth4 5 indicate that
an endocrine approach to idiopathic hirsutism may ofier
some hope for a difficult and distressing condition.
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A New Line on
Dysmenorrhoea
In 1970 the Index Medicus listed 17 entries under the heading
of dysmenorrhoea; in 1974 there were eight. This might mean
that there has been a worldwide decline in the incidence of the
condition, but more likely the fall off in publications reflects a
waning interest. There has just been nothing new to say.

Treatment should be dictated by cause. When the cause of
dysmenorrhoea is mechanical-endometriosis and fibroids are
cases in point-the treatment, if not easy, is straightforward.
But such secondary forms of dysmenorrhoea are a small pro-
portion of the cases which present in practice. Most often no
overt cause for the dysmenorrhoea can be found. In this more
common, primary dysmenorrhoea one is left with an unhappy
conglomerate of somewhat speculative possibilities. Psycho-
genic factors, uterine hypoplasia, and cervical spasm have all
been invoked. The fact that anovulatory cycles result in pain-
less bleeding and that dysmenorrhoea starts only when regular
ovulatory cycles have been established has led to the suggestion
that an endocrine factor is implicated. The evidence about the
nature of this endocrine factor is somewhat contradictory. The
association with ovulatory cycles suggests that progesterone
secretion may be relevant. When ovulation is suppressed with
oral contraceptives the bleeding often becomes painless, but
in suppressing ovulation potent synthetic progestogens are
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