
treatment by general practitioners. The main finding was that
treatment by specialist mental health professionals was about
10% more successful than that usually given by general
practitioners. Counselling (including social work), behaviour
therapy, and general psychiatry proved to be similar in their
overall effect. The influence of counselling seemed to be
greatest on social functioning, whereas behaviour therapy
seemed mainly to reduce contacts with the extramural
psychiatric services.

General practitioners are currently collaborating with
paramedical workers and statutory and voluntary agencies to
provide the overwhelming bulk of psychiatric care in Britain.
At the same time general practitioners in many parts ofBritain
have no. alternative to referring patients to a psychiatrist.
The evidence supports the effectiveness of the different
therapeutic approaches, though none of the studies is entirely
satisfactory. Moreover, most ofthe advantages ofintervention
by a non-psychiatrist have been shown in patients with non-
psychotic disorders. The role and skills of psychiatrists in
reinforcing the effectiveness of the general practitioner and'
the primary care team remains an unresolved issue.

GREG WILKINSON
Senior Lecturer,
General Practice Research Unit,
Institute of Psychiatry,
London SE5 8AF
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Orthotic services: a need for change

Separate the fees forfitting and manufacturing

The service to provide external splints and appliances-now
called orthoses-has been virtually privatised since the
beginning of the NHS. It costs about £38m yearly. About 130
different firms tender prices for a year at a time for supplying
some 1400 different standard orthoses. The firm chosen to
supply a hospital will send their fitter (or orthotist) to attend
clinics. The patient is measured or a cast made, and the
appliance is eventually fitted. The contract states that this
must be done within six weeks.

There have been complaints about the orthotic (and
prosthetic) service for years, and several reports have made
essentially similar recommendations. `The consensus is that
patients are not getting the service or the technology that is
available. The reports have recommended that orthotic and
prosthetic services should be less separated, that the NHS
hospital workshops (currently constituting less than 3% of the
service) should be fostered, and that the contracting system
should be changed.
One problem is the way that orthotists' services are

organised. Several district health authorities have examined
their orthotic services, and Southampton Health Authority
has, for example, concluded that it could save up to £68 000 a
year by employing its own orthotist manager.5 Bristol and
Weston Health Authority has been doing this for years, and
Bloomsbury Health Authority would if it could recruit

orthotists. The Whitley scales of pay for NHS orthotists (on
the rates of medical physics technicians) are, however, some
£2000-4000 a year less than the salaries available in the
private sector-not counting the car and other perks com-
monly available. They are thus insufficient to attract (or
retain) orthotists. Health authorities seeking to employ their
own orthotists have to resort to devious arrangements to find
salaries approaching those in the commercial sector.
The contract price, which is now agreed by district health

authorities, is for both fitting and supplying orthoses. The
price is the same, for example, for a calliper for an easily fitted,
normally shaped leg as for a calliper for a difficult leg
requiring multiple fittings and much skill and attention from
the orthotist. Under the present system these cases present a
difficulty for commercial orthotists, who have a professional
duty to the patient and a commercial responsibility to their
employer. Too often the patient is left with an ill fitting, ugly,
and non-effective appliance.

If the charges for the two distinct parts of the service-that
is, fitting (including casting, measuring, and so on) and
manufacturing-were to be separated orthotists could be paid
directly for their principal duties: fitting patients. If their
employment was unconnected with the commercial aspects of
manufacture they would be better able to select impartially
the best buy for the patient (and the economy). Hospital
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managements buying orthotists' services directly would be
more likely to ensure better use of their time, and patients
would be better served.
A mechanism to provide a contract for orthotists' services

is urgently needed. Whitley scales will always lag behind the
commercial sector, and the present government is unlikely
to nationalise orthotists. As suggested by McColl for prosthe-
tists,6 orthotists might be persuaded to become independent
and self employed or even to get together and form a
contracting service independent of manufacturers.
With the prosthetic and wheelchair services coming into

the NHS on a regional basis by 1991 we have an opportunity
to integrate prosthetic and orthotic services and rehabilitation
engineering into centres of excellence. Each centre should be
associated with a university to attract research and innovation,

help lift the service out of the doldrums, and provide those
who are chronically disabled with the best technology.

RGSPLATTS
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Stanmore,
Middlesex HA7 4LP
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Genital herpes during pregnancy

Routine virological screening is futile

Neonatal herpes infection occurs in about one in 500 preg-
nancies in parts of the United States' but is rare in Britain.
Between 1976 and 1985 there were over six million births in
England and Wales but only 18 neonatal deaths from herpes
and 111 laboratory identifications of the virus in neonates (not
all of which were necessarily associated with illness) (N S
Galbraith, personal communication). Herpes infection of the
new born is thus much less common than infection with
genital herpes simplex virus in women of reproductive
age. The transmission of herpes infection from mother to the
fetus or baby is high (40%) in primary maternal infection but
low (3%) in recurrent maternal infection.
At the Birmingham Maternity Hospital, where 5000 babies

a year are delivered, there have been two neonatal deaths from
disseminated herpes infections over the past 10 years. Both
mothers were without symptoms and gave no history of
infection. The first baby, delivered at term by forceps
because of delay in the second stage of labour, was well for the
first two days and died on the seventh day; maternal swabs
taken on the eighth day showed herpes. The second baby was
born at 33 weeks' gestation by caesarean section because of a
compound presentation in early labour and a suspicion of
malignancy of the cervix. This baby died on the 12th day;
virological investigations were not performed at the time, and
later viral investigations gave negative results. The woman
had a normal delivery of a healthy infant 13 months later. The
delivery ofthe baby who died occurred at a time when we were
screening all mothers with a history of genital herpes, and the
prevalence at that time in our hospital was 0.6%.2 No swab
gave positive results for herpes infection in the mother of the
baby who died.

Screening has been advocated by some3 and questioned by
others.4 Large studies have shown, however, that maternal
cultures taken before birth do not predict which infants are at
risk of exposure to herpes simplex virus at delivery.5 In one
study herpes simplex virus was shed during labour in 14 out of
6904 (0 2%) consecutive patients.6 Only one of the 14 women
had a history of genital herpes whereas 12 had serological
evidence of a previous infection. The laboratory takes three to
four days to recognise the patients who are without symptoms
but are shedding the virus: the information is thus of no value
in labour but may be useful to the paediatrician. Asympto-
matic shedding of the virus is, however, brief-probably less
than three days. Brown, in a large study lasting over eight

years, recalled immediately every patient who had positive
results on culture during pregnancy and yet did not have
positive results when the culture was repeated.7
The huge increase in caesarean sections, particularly in the

United States, because of possible herpes infection in the
mother has been questioned' because of increased maternal
and neonatal mortality and morbidity. It has generally been
assumed that if caesarean section is done before the mem-
branes rupture the baby is safe, but at least 19 cases of
neonatal herpes have occurred when the caesarean section was
performed before the membranes ruptured.9 Intrauterine
infection is probably not as rare as has been thought.
What this means for the practising obstetrician and neo-

natal paediatrician is that it is futile to do routine cultures on
women entering pregnancy with a history of genital herpes.
Instead, all women entering labour should have a careful
history taken about any recent herpes infection in themselves
or their partner. Patients giving a history of recent infection
should have an examination ofthe vagina and the cervix with a
speculum and a tactile examination of the external genitalia.

If there is any suggestion of a lesion on digital examination
the patient should be examined with a speculum. All women
with premature rupture of the membranes have such an
examination, and any suspicious lesions should be noted and
virological studies performed if necessary.

If a lesion suspicious of herpes is seen swabs should be
taken for culture and the women considered for delivery by
caesarean section if labour is in the early stages. If there is no
obvious lesion in the genital tract vaginal delivery should be
allowed. If labour is progressing rapidly the baby is probably
already infected and should be managed accordingly.
The evidence suggests that routine use of oral acyclovir in

pregnancy in women in whom herpes infection is reported
should be discouraged, but acyclovir may be useful for the
patient with a herpes lesion on the cervix at around 32 weeks'
gestation. Brown gave a 14 day course of acyclovir to such a
patient, who subsequently delivered normally a healthy infant
(Z A Brown, personal communication).

Infants exposed to asymptomatic viral shedding during
labour should have specimens for virological investigations
taken from the eyes, nasopharynx, umbilicus, and any
abrasions caused by forceps or puncture sites from scalp
electrodes. Maternal serum samples should be examined to
see whether the infection is primary or recurrent. Acyclovir
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