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positive Monospot tests. Three had specific serological evi-
dence of Epstein-Barr virus infection at some time in the
past, but the other three did not. Clearly, in some individuals,
the Monospot test may give an anomalous and at present
inexplicable false-positive result. Nevertheless, these findings
are uncommon, and their occasional appearance should not
detract from the value of the Monospot test as a rapid and
easily available test for mononucleosis to Epstein-Barr virus-
though it should remind us that no one test is infallible.
Fortunately, recourse to one of the conventional-if more
laborious-tests, and the increasing availability and use of
tests for antibodies to Epstein-Barr virus, should resolve most
difficulties.
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Pregnancy in the
underweight woman
A woman who is underweight before becoming pregnant runs
an above-average risk of giving birth to an underweight
infant.1 2 A recent paper by Edwards and his colleagues deals
in more depth with the maternal and fetal outcome in such
cases.3
The results of this study show that in women who are 10%

or more below the standard weight for height before pregnancy
both mother and baby have an increased risk of complications.
The infants tend to be premature and to have low apgar scores,
and at 1 year to show inadequate growth with evidence of
delayed neurological development. The mothers have a higher
incidence of anaemia and premature rupture of membranes;
underweight women, on the other hand, are less prone to
develop pre-eclampsia. Although we need to know much more
about the determinants of fetal growth, undernutrition before
pregnancy clearly has both immediate and long-term implica-
tions for the health of the infant-whose optimum growth and
development are related to the nutritional state of the mother
not only during but for many years before pregnancy.4 Never-
theless, underweight was not included in the otherwise
comprehensive list of risk factors formulated by Wiggles-
worth.5

Obstetricians must therefore identify the underweight
woman as at increased risk and ensure that she has intensive
antenatal supervision and hospital confinement. With the
increasing opportunities for counselling women before they
embark on pregnancy doctors should encourage those who are
underweight to improve their nutrition before becoming
pregnant. At the same time they should identify and attend to
factors such as smoking and chronic infection that may be
associated with the poor nutritional state. Vitamin supplemen-
tation may also be extremely valuable in underweight patients
with associated iron-deficiency anaemia reflecting long-term
suboptimal nutrition; and it could possibly have a beneficial
influence on the incidence of neural tube defects, particularly
in high-risk areas,6 though we need the results of a controlled
trial before we can be sure. The neonatal paediatrician also
should be alerted to the delivery of such women so that the
babies are followed up carefully, with proper attention given
to their nutritional requirements during the first year of life.
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Contraception by female
sterilisation
Sterilisation is being used increasingly often as a routine
method of contraception in women and especially in those
who have only ever used the contraceptive pill as an alternative.
Many different techniques are effective, but the surgical
complications will be least when experienced surgeons use
laparoscopy or a mini-laparotomy approach.

Laparoscopy has a small advantage over mini-laparotomy: it
is quicker and less painful, has fewer complications, and offers
a better view of the pelvis.1 2 If the necessary equipment or
experience is lacking, however, mini-laparotomy is a satis-
factory second choice.2 3

Techniques ofocclusion that require complex reorganisation
of the tubes are difficult unless a full laparotomy incision is
made-and a full laparotomy implies a longer hospital stay
and higher incidence of complications. A bewildering choice
of clips, rings, suture, cutting, and coagulation is available to
surgeons using the limited approaches. Mini-laparotomy
allows the fallopian tubes to be cut, cut and tied, tied, or
clipped, while laparoscopy allows them to be coagulated,
coagulated and cut, clipped, or ringed. Though many surgeons
still use electric diathermy, this carries an extra risk of visceral
burns and also destroys relatively much of the tube. If the
tubes are coagulated and cut there is an additional risk of
bleeding from vessels in the mesosalpinx, and further diathermy
may then lead to serious damage to the tissues. Tubal rings
are relatively difficult to apply; they also cause more post-
operative pain and damage much of the tube.4-6 Furthermore,
all these techniques that damage relatively much of the tube
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