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Man -bites dog
"When a dog bites a man that is not news, but when a man
bites a dog that is news"-and recently a man did just that.'
But man also seems to be increasingly likely to bite man, and
human bites in New York City rank third after dog and cat
bites, with an annual incidence of 12/100000 population.2
Human bites are potentially more serious than bites from
domestic animals, and about three quarters are related to
aggressive behaviour (the rest are accidental). Children may
be the victims, and bites are often seen on "battered
children."2 3 Bites may occur accidentally when people are
nursing psychiatrically disturbed patients, and they are an
occupational hazard for dentists. They may also occur during
sporting or sexual activity.
Two thirds ofbites are on the arms, with halfofthese being

on the hands.2 Hand bite wounds can be separated into two
main types: straightforward bite wounds and the more
serious clenched fist injuries that occur when an individual
punches another's teeth with a closed fist. The teeth may
enter skin and penetrate the extensor tendon, joint capsule,
and the metacarpophalangeal joint, damaging the articular
surfaces. The patient may well present with what appears to
be an innocuous skin wound because the fingers are held in
extension-the skin and tendon wounds are thus no longer
adjacent and the' full extent of the injury is masked. The
doctor may miss this injury with disastrous consequences for
later hand function. Delay of 12 hours or more in obtaining
treatment for penetrating injuries leads to a 60% complica-
tion rate.4
Human bites appear to have a greater potential for causing

deep necrotising infection than animal bites.5 6 The severity
may vary with dental hygiene; bacterial counts"from even
healthy mouths are'high, but they have more aerobic flora
than mouths of people with poor dental hygiene. Bites from
children seem less hazardous-perhaps because they have
more aerobic flora.7

Goldstein et al looked at 34 patients with human bites, 16
of which were clenched fist injuries.8 When first seen all the
clenched fist injuries and eight of the 18 simple bites
appeared infected: 33 of the 34 patients had aerobic or
facultative pathogens isolated, and 18 also had anaerobes. a
Haemolytic streptococci followed by coagulase negative
staphylococci, Cotynebacterium spp, Staphylococcus aureus,
and group A streptococci were the most frequent isolates.
Bacteroides spp (especially Bacteroides melaninogenicus) were

the most common isolated anaerobes. Group A streptococci,
S aureus, and Eikenella corrodens were usually associated with
infection. Other workers have reported the frequent isolation
of penicillin resistant Gram negative organisms,9 but Gold-
stein et al found few.
S aureus has been isolated in up to four fifths of infections

caused by human bites in some series'0 and is often associated
with severe infections and complications.4 Mann et al found
that half of human bites that had a poor outcome had been
infected with S aureus.7

In one series E corrodens was isolated from 29% of human
bites."I There has been debate over the pathogenicity of-this
organism in man, but Schmidt and Heckman found that pure
infections were associated with long term complications,
which they thought supported its pathogenic role.'2

Syphilis has been reported as being transmitted by a
human bite,'3 and hepatitis B virus may also be trans-
mitted,'1'6 which is a problem for those caring for the
mentally handicapped. Human immunodeficiency virus has
been isolated from saliva,'7 1 but there is as yet no substantial
evidence to show that it can be spread by biting.
We believe that in managing human bites an aggressive

approach is necessary and delay dangerous. Inpatient treat-
ment is usually needed. Generally early exploration of
wounds to determine the extent of damage with irrigation
and any necessary debridement is important and elevation of
the hand helpful. Taylor agrees that only those who present
very early with scratches and abrasions can afford to be
treated without surgical intervention.'9 Patients who present
without signs of infection with an undetected joint or tendon
injury may later develop sesptic complications despite being
given what seems adequate antibiotic treatment, which
illustrates the importance of wound exploration. Clenched
fist injuries must be regarded as infected, and after taking
specimens for culture the doctor should start antibiotics
immediately. Broad spectrum antibiotics are necessary until
the culture and sensitivity reports are available.
Most anaerobic Gram negative rods of the oral flora are

penicillin sensitive, and so treatment with penicillin plus a
penicillinase resistant penicillin (such as cloxacillin) to cover
S aureus is satisfactory.'9 20 Some, however, recommend
using flucloxacillin or a cephalosporin alone pending the
results of culture.610 Taylor suggested using cephalosporins
or erythromycin for patients allergic to penicillin'9; he did not
note any reactions to cephalosporins in his patients. Those
who have found a high percentage of Gram negative organ-
isms in human bite wounds recommend using penicillinase
resistant penicillin with an aminoglycoside.7 Others consider
penicillin resistant Gram negative bacilli to be uncommon
and treat them only when results of culture are available.20
Clostridium tetani is rare in human bites,2' but tetanus
prophylaxis is provided by many doctors and is still probably
desirable.'0 19

Despite adequate initial treatment complications may still
occur. Loss of function, joint stiffness, septic arthritis,
osteomyelitis, or tenosynovitis may result from what ap-
peared a trivial injury. Even septicaemia and death, although
rare, have occurred. Human bites must never be considered
trivial, and accurate diagnosis and treatment must be the
aim.
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Acyclovir update
Acyclovir is a potent drug of low toxicity for treating
infection with herpes simplex viruses types 1 and 2. and
varicella zoster virus, and on occasions its use may be
life saving.12 The threat of generating resistant strains by
widespread, possibly unnecessary, treatment remains, but
reports of clinical problems because ofresistant strains and of
loss of sensiivity-during prolonged use of acyclovir are
remarkably rare.3 This largely theoretical danger should not
prohibit using the drug in a patient with important herpes
virus infection.
Herpes simplex viruses and varicella zoster,virus produce

most of their-clinical effects by destroying epithelial cels by
replicating inside them. Once this damage has been done the
healing time in. an immunocompetent individual is largely
unrelated to the virus. In immunocompromised patients,
however, failure to curtail viral replication may, lead to
prolongation of local lesions and dissemination, of infection,
which necessitates a different strategy for using acyclovir.
Treatment should be considered at any stage ofan infection
with herpes virus in immunocompromised patients, but in
those with normal immune responses clinical benefit is likely
only if acyclovir is given soon after the onset of lesions -or
preferably during the prodromal period. This is illustrated in
the trial of oral acyclovir in varicella zoster virus reported by
McKendrick 'et al (p 1529). Doctors should not start
treatment after uncomplicated infections, minor cold sores,
or genital lesions have started and should-recognise that these
conditions are often past thetreatable stage when the patients:
present. J

Recent rep.orts -have strengthened the case for using
acyclovir in important acute disease caused by herpes
simplex viruses.2 It helps with herpetic whitlows4 and eczema
herpeticuin,' and the beneficial effects in herpes simplex

encphalitis' have- now been confirmed.7 Ther n a-
tions of the authors of the confirmatory study imply that
acyclovir should be withheld from patients. with herpes
simplex encephalitis until a specific diagnosis is made by
biopsy of the brain.7 Nicholson, however, suggests that
treatment-should be started -at the0earliest suggestion of the
diagnosis.! En Britin, where herpes simplex virus is the
commoynest cause of encephalitis, Nicholson's approach
seems the most- sensible as acyclovir has a ^low toxicity and
occasionally immediate benefit is seens in-patients with no
oalising signs and- no abnorhalities on the brain srcan.
Visible lesions maiy be seen if computed tomography is
repeated several days later,-and a retrospective serological
diagngsis might be made. Ctaniotomy may-be indicated ifthe
patient fails-to improve on acyclovir or if fo:al signs develop.
We are waiting for the results ofthe analysis carried out by

the National Institute of Allergy and InfectiousD-iseases
collaborative antiviral study group of the efficacy ofacyclovir
in neonatal infections with herpes sitnplex virus, but the lack
of toxicity- in neonates means that there-is no reason to
Withhold it.- Therel is no evidence that giving acyclovir to a
pregnant woman will protect the offspring from infection,
and whether it is-safe to do so is-not known.
Only those patients most severely affected by varicella

should be treated with acyclovir, but successful oral treat-
ment ofherpes zoster ofthe ophthalmic nerve and other sites
(p 1529) suggests that such treatment might eventually-be-
undertaken in general practice-but several points must be
remembered. The main objectives oftreatment at present are
to inhibit the pain that the patient siffers in the acute phase
and to prevent the full developmnent of skin lesions; although
some of the late ocular complications of ophthalmic herpes
zoster are reduced, acyclovir does not reduce the intensity or
duration of postherpetic neurilgia.9
Low dose acyclovir 'treatment for herpes simplex virus

infections is expensive, and the high oral dose necessary in
herpes zoster is likely to increase the cost appreciably. As"
herpes zoster occurs at some time in about half the popula-
tion doctors will have to be selective in whom they treat. The
drug has-to be considered for immunocompromised patients
with herpes zoster, but until the efficacy of oral treatment
is certain they should continue to' receive intravenous
acyclovir. Oril- treatment for herpes -zoster in the immuno-
competent should probably,be reserved for those who have
very early lesions and for those in whom the attack threatens
to be widespread or in a critical position, particularly the
face. This is easier said than done because predicting the
severity of an attack at the time' of presentaton is very
difficult.
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