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munity medicine, general practice, health organization at
local levels, and staffing problems. They deserve to be widely
read, and the initiative of the Nuffield Provincial Hospitals
Trust in commissioning them is welcome.
The new shape of the N.H.S. is far from settled and

the health professions must make sure that in the reshaped
N.H.S. their concerted views, based on thorough research,
are continuously available to local and central health authori-
ties. The Department of Health rightly attaches importance
to preserving clinical freedom, but it hopes that doctors
will exercise this freedom "in the knowledge of the available
resources and of national and local priorities and objec-
tives."6 If the profession can do this its claim to a bigger
share of national resources for the N.H.S. will carry more
weight.

I Department of Health and Social Security, National Health Service
Reorganization, Consultative Document. London, 1971.

2 Welsh Office, National Health Service Reorganization in Wales,
Consultative Document. June 1971.

3 Reorganization of the Scottish Health Services, Cmnd. 4734. Edin-
burgh H.M.S.O., 1971.

4 Government of Northern Ireland, The Administrative Structure of
the Health and Personal Social Services in Northern Ireland. Belfast
H.M.S.O., 1969.

5 Challenges for Change, Essays on the Next Decade ih the National
Health Service. Commissioned by Nuffield Provincial Hospitals
Trust, Oxford University Press, 1971.

6 The Expenditure Committee (Employment and Social Services Sub-
committee) Minutes of Evidence, 323-ii. London, H.M.S.O., 1971.

Herpetic Whitlow:
A Medical Risk
Septic fingers are a common cause of attendance at doctors'
surgeries. They are nearly always due to Staphylococcus
aureus, but some-especially those acquired by nurses and
doctors-may be caused by herpes simplex virus.1-7
The main sites of this form of herpes, which is known as

herpetic whitlow, are the distal segments of the fingers, of
which the thumbs and forefinger's are most often involved.
At first glance the lesions can easily be mistaken for
staphylococcal infections, but there are a few clues which
indicate their viral origin. The earliest sign of infection is
an area of tenderness and erythema in which small vesicles
soon appear. These enlarge and may coalesce to form a large
vesicle, which is typically surrounded by a bright border of
erythema. Sometimes secondary vesicles appear in the sur-
rounding skin. The vesicle fluid is serous rather than puru-
lent and creamy as in bacterial infection. The lesions are
usually extremely painful, and the patient complains of
throbbing-which is often severe-in the affected finger.
Fever, lymphadenitis, and lymphangitis are seen in a few
patients, but the majority do not have any constitutional
disturbance. After about ten days the pain subsides and the
vesicles start to dry up with crust formation and some
desquamation of the superficial layers of the skin. Healing
is usually complete, and the course of the infection lasts
from two and a half to three weeks. Though most herpetic
whitlows are primary infections, in a few patients the in-
fection becomes recurrent at the site of the original
lesion.' 2 8
Most of the cases reported have been in doctors or nurses,

and the main source of infection seems to be the oropharyn-
geal secretions of patients-especially if they have a trache-
ostomy. The route of infection appears to be by contamina-
tion of minor cuts and breaks in the skin by virus-containing

secretions. In their classic description of the disease H. Stern
and colleagues2 found that herpes simplex virus was present
in the bronchial secretions of 6 5% of patients with trache-
ostomies compared to an incidence of only 1 2% in the
saliva of unselected patients on admission. Nurses in neuro-
surgical units are particularly liable to develop herpetic
whitlow, and the infection sometimes takes the form of small
outbreaks there. Among doctors infection is most common
in surgeons and anaesthetists.

Herpes simplex virus does not infect by direct inoculation
people who have herpes antibody. Since the incidence of
herpes antibody in young adults is about 70% and rises
steadily with increasing age, it follows that most people are
immune to this form of infection. The incidence of herpes
antibody among students and nurses is lower than in the
general population, because they are younger. For ex-
ample, more than half of the students and nurses examined
in Edinburgh and Oxford by I. W. Smith, J. F. Peutherer,
and F. 0. MacCallum were found to be non-immune to
herpes simplex.9 This fact, together with the increased risk
of exposure to infection in certain kinds of medical unit,
explains why these infections are mainly seen in doctors and
nurses.

Herpetic whitlow should be treated conservatively with a
dry dressing applied to the lesions and administration of
analgesics for the pain. Surgical intervention is to be avoided
unless there is considerable tension, when a simole incision
may help to reduce pain. Idoxuridine apolied locally in the
form of a 5% solution in dimethyl sulrhoxide reduces the
duration of the lesions in herpetic infection of the face,'0
and it may have a similar beneficial effect on hernetic whit.
low. In a few patients the lesions become superinfected with
Staphylococcus aureus, and in these circumstances anti-
biotics may be prescribed, though they naturally have no
effect on the course of the viral infection.
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Pregnancy Testing
One of the inevitable outcomes of greater sexual freedom
in our society has been a sharp increase in the demand for
pregnancy testing. As recent correspondence in the B.M.7.
has shown, this has placed an additional strain on general
practitioners and hospital laboratories alike. The delays
sometimes encountered in getting a test result have led to
the growth of private laboratories offering this service, which
have been allowed to advertise it since the change in attitude
by the Advertising Standards Authority in 1966. Despite
this, however, the profession's attitude has always been
clear. Firstly, whether these laboratories provide direct access
to the public or serve the doctor they should be directed
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by a properly qualified person (not necessarily medically
qualified). Secondly, the clinical interpretations of a labo-
ratory finding should be given only by a registered medical
practitioner. Lastly, a positive result should be communi-
cated immediately to the patient's own doctor.

These three conditions emphasize that medical con-
siderations are fundamental to pregnancy testing and to
any action that may follow it. As in the case of therapeutic
abortion, the demarcation between "medical" and "social"
reasons for a pregnancy test is becoming increasingly
blurred. But it remains the doctor's job to advise his patients
on every aspect of pregnancy-its avoidance, whether it is
present and the action to be taken if it is-on the basis of
all the information he needs, pathological tests included.

It is in this context that the launching of a commercial
home pregnancy test this week must be considered. This is
claimed to be a simple, accurate, and early test which women
can perform on themselves before visiting their doctor. But
the fact that a woman knows she might be pregnant implies
that she should have medical advice whether the result is
positive or negative. She may need advice on contraception
if this is not being used or has failed; a decision on posssible
abortion if the right indications are present; support by
the social agencies and possible adoption if an unmarried
girl decides to proceed with the pregnancy. And in the
relatively rare event of a high titre of human chorionic
gonadotrophin being found, specialist help may be needed
to eliminate the presence of a hydatidiform mole or a
chorionepithelioma.
Now that simple, accurate tests for pregnancy are avail-

able these should preferably be performed in the surgery,
where they should be available on request. These need not
necessarily be performed by the doctor himself but by a
trained member of his practice team. Unfortunately, at pre-
sent family doctors have little encouragement to undertake
this additional work. A clear-sighted decision by the Depart-
ment of Health to reimburse the extra expense involved
would help to restore pregnancy testing to its rightful con-
text-an essential part of general medical care.

Laparotomy for Fever
Most surgeons can recall one or two patients with pro-
longed pyrexia of initially unknown origin in whom after
a long series of unhelpful diagnostic tests a definite
diagnosis is made only at laparotomy. Sometimes-for
example, in the case of localized intra-abdominal abscess-
the exploration allows for ready cure of the condition by
a simple procedure, such as drainage. In other instances,
though little or no helpful treatment can be offered, as
in a case of malignant disease, at least a firm knowledge of
the pathological process can allow the avoidance of further
unnecessary tests, or futile and sometimes upsetting treat-
ment.

It is always a difficult matter to decide when to under-
take laparotomy on such patients, and since no individual
clinician is likely to accumulate a large experience of this
problem we have to rely on retrospective studies from
institutions or groups of surgeons over a period of some
years for factual data on such questions as the mortality
and morbidity risks of laparotomy, the likely yield of useful

information, the diseases most likely to be encountered,
and the types of treatment most often required. From such
a survey of their own and other people's experience a group
of surgeons from Iowa' have made a plea for a little more
readiness to undertake exploratory laparotomy in patients
presenting with continuing unexplained pyrexia, and they
have suggested one or two guidelines that might prove
helpful in reaching a decision to operate and in the actual
conduct of the operation.

Firstly, they suggest that a period of three weeks of
abnormal rise of temperature is usually required before
having resort to surgery. Such a minimal time period
would normally permit the elimination of most commonly
occurring viral and bacterial systemic infections. While
this generalization would seem to be reasonable, the timing
of surgical intervention must depend to some extent on the
rate of any changes in the patient's general condition.
Secondly, it is helpful if in addition to the pyrexia there
are any other clues to the possibility of an intra-abdominal
disorder, such as anaemia, disturbance of weight or
appetite, or a reproducible biochemical abnormality. Dis-
turbance of one or other of the tests of liver function was
more frequently encountered in the Iowa survey than other
abnormalities, and therefore it has been suggested that
a little more weight might be given to such a finding than
to other factors. It is disappointing that these biochemical
changes were often of a non-specific nature and did not
necessarily correlate with the ultimate diagnoses. There is
thus a shortage of specific signs which might act as leaders
to the clinician in helping to arrive at a decision for
laparotomy. Hence the difficulty of generalizing about
either the need for surgical exploration or its timing. The
two sides must be weighed-namely, the risk of laparo-
tomy when no definitive surgical procedure may be required,
and the risk of overlooking an easily correctable lesion
which, untreated, may have serious consequences.
The few reports which have been published suggest

that positive results from abdominal laparotomy are en-
countered in about two-thirds of the patients submitted to
it, and of these about 40%0 prove to have malignant disease.
The majority of the remainder have some form of intra-
abdominal infection. It might be argued that even in those
who prove to have incurable malignant disease it is of
value to make the diagnosis certain. It might also be argued
that in those who have a completely negative laparotomy
the exclusion of intra-abdominal disease may be a worth-
while contribution to the management of the patient. Much
more difficult to ascertain is the number of patients who
prove to have had missed remediable abdominal disorders
among those who are not submitted to timely laparotomy,
but who are subjected to unduly prolonged observation
and blind conservative treatment. It seems likely that the
number of such unfortunates is small, but if laparotomy
is a relatively safe procedure in such patients then a case
could certainly be made out for both wider and earlier
application.
A third question raised by the Iowa surgeons is the

advisability of performing splenectomy when the laparo-
tomy is otherwise apparently negative. Certainly it would
seem a reasonable procedure if there were any gross signs
of abnormality either of size or consistency of this organ,
but it would seem much less justified when the spleen
appears normal. On balance there would seem little justi-
fication for removal of the apparently normal spleen in
these circumstances.
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