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A rose by any other name ...

IN ANCIENT times, lesions of the mucosal surfaces of the oral
cavity were recognized as common afflictions of children.

Hippocrates (460-370 BC) referred to such lesions, calling them
'aphthae'. Over the centuries, successive clinicians have described
in greater detail some of the different conditions originally included
in the term-thrush, diphtheria, cancrum oris-and today the word
is used to denote shallow white ulceration of the buccal surface of
the lips, cheek or fauces. The best recognized form of aphthous
ulceration tends to recur, and it is not usually associated with sys-
temic upset or with convincing evidence of virus or other infection:
this is the common 'recurrent aphthous ulcer' (Sircus et al. 1957).
During my early years in general practice I became aware of a

condition which commonly afflicted young children, in whom
aphthous ulcers were associated with systemic illness, occasionally
of marked severity. Although colleagues in the area referred to it
as 'trench mouth', the clinical picture was altogether different from
the description of that disease in a standard undergraduate textbook
of medicine (Card 1957). It was not thrush, because it did not
afflict babies, it had a different clinical appearance and it was always
associated with some systemic upset.

The condition clearly merited further study.

Material and methods
Clinical details were noted on all febrile children who developed

aphthous ulceration at any time during the course of their illness, in
a prospective study of approximately three years from 1 November
1963. The patients were seen in the course of day-to-day work by
one member of a group partnership of seven doctors. The practice
*Based on part of a thesis presented for the degree of M.D., Edinburgh
University.
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is set in a semi-industrial area with large adjacent housing schemes,
and the age and sex composition (figure 1) shows a higher propor-
tion of children than is characteristic of the total Scottish population.
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Figure 1.
Edinburgh practice population-Percentage, age and sex distribution

1 October 1960

Certain laboratory investigations (detailed later on) were carried
out during the survey, and these were augmented by studies on
children, matched for age and position in the family, who had not
suffered from 'febrile stomatitis'. These control children were
selected alphabetically from the practice records using the 'F-book'
(Kuenssberg 1964).

Results
Fifty children fulfilled the simple criteria, and presented a remark-

ably uniform clinical picture. Febrile stomatitis occurred steadily
throughout the year (table I). The age distribution of the children

TABLE I
PRIMARY H. SIMPLEX. SEASONAL INCIDENCE. 50 CASES.

-NOT RECORDING
ANNUAL

JAN. FEB. MAR. APR. MAY JN. JY. AUG. SEP. OCT. NOV. DEC. TOTALS
1963 11964 0 0 1 2 1 2 1 2 1DDDB 12
1965 3 0 3 0 3 2 1 2 3 2 1 20

1966 1 O 3 -43 3 3 17

TOTAlS L 0 7 6 7 7 2 5 4 2 2



showed a peak in the second and third years of life (figure 2), in
marked contrast to the exanthemata, with their well-known peak at
the age of five years (figure 3).
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The clinical picture

The patient, usually a child of about 18 months, had become
unwell for no obvious reason 4-5 days previously. Listless, off his
food, with a clear nasal discharge, he is at first thought by his
parents to have a cold. The onset of painful excessive salivation
then suggests that he is 'teething', and the picture may become con-
fused by the appearance of abdominal pain and diarrhoea. At this
stage, mother may notice 'blisters' in the mouth, but this valuable
clue was missing at the initial consultation in one in three of the
affected children.
The striking clinical finding is the oral lesion (often multiple)

which has by now shed its roof to become a painful shallow ulcer,
usually restricted to the anterior aspect of the mouth (figure 4).
The gums are usually swollen, and the submandibular submental
and upper deep cervical lymph nodes are enlarged and tender.
Macules and vesicles are seen in the peri-oral region (figure 5) and
one in seven children also exhibited a similar lesion on a digit
(figure 5).
A second case of febrile stomatitis occurred within an affected

household on eight occasions, while in two other households sibs
were afflicted with a mild pyrexial illness having no other features
(figure 6).

Course and prognosis. Most children were moderately ill, causing
their parents disturbed nights over 3-4 days; there was a gradual
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Figure 4.
Figure 5.

return to health in the following week. One child was ill enough to
require admission to hospital, and four children had not regained
their normal good health even after several months.

Sequelae. At follow-up over a period of 18 months, approxi-
mately half the children had suffered from a variety of sequelae, the
commonest being herpes labialis, often with super-added bacterial
infection. Mouth ulceration, occasionally with systemic upset, had

TABLE II
SHORT TERM FOLLOW UP

POSSIBLE SEQUELAE DIFFERENCES BETWEEN 47 MATCHED PAIRS OF CHILDREN

(a) Herpes facialis
Present in index, absent in controls ................ . .. 20
Present in controls, absent in index .............. .. . .. 3

P < 0.01

(b) Impetigo
Present in index, absent in controls ................. . . 6
Present in controls, absent in index ................. . . 5

(c) Further mouth ulceration
Present in index, absent in controls ................. . . 5
Present in controls, absent in index ................. . . 0

P < 0.05> 0.01



sometimes recurred, but the differences between matched index and
control children were not statistically significant on the numbers
available (table I1).

Laboratoryfindings. The clinical
similarity between the digital
lesion (figure 5) and 'Nurse's
whitlow' (Stern et al. 1959)
prompted determined efforts to
incriminate the herpes simplex
virus as the cause of the illness
here described. Material from
the oral lesions was taken on
wooden-shafted swabs, which
we{& broken into Bijou bottles
containing chilled Eagle's medium.
The specimens were transmitted
to the virus laboratory as rapidly
as possible. Herpes-virus hominis
was isolated from 19 of 21 cases
thus swabbed. Occasional smears
were also examined for Vincent's
organisms but none were found.
At the end of the survey period,

blood samples from index and
matched controls were examined
for herpes virus hominis neutral-
izing antibody (Peutherer and
Smith 1966) and complement fix-
ing antibody (Smith et al. 1967).
The differences between the
matched pairs are shown in table
III.
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Discussion
The consistent clinical picture presented by the 50 children in this

series suggested they were all suffering from one disease, which was
identical with the descriptions by Scott (1954) and Brain (1956) of
'primary herpetic gingivostomatitis'. This is one of several clinical
patterns of disease produced by infection of a susceptible person
with the herpes simplex virus. Proof of the virus aetiology of the
present series lies in the relative ease with which herpesvirus was
isolated from the lesion, in the antibody studies and with the even-
tual appearance of herpes labialis in many of the children.

This primary herpetic oral lesion was by far the commonest form
of stomatitis encountered in children in the practice during the

TRENcH MOUTH IN CHILDREN 27



TABLE III
ANTIBODY LEVELS IN CHILDREN

(a) Complement fixing antibodies 45 matched pairs
Present in index, absent in controls .. .. .. .. 33
Present in controls, absent in index .. .. .. .. 1

P < 0.01

(b) Neutralizing antibodies in 27 matched pairs
Present in index, absent in controls .. .. .. .. 19
Present in controls, absent in index .. .. .. .. 0

P < 0.01

study. The disease was as common as chickenpox, and the studies
by others suggest that it occurs as frequently as mumps or rubella
(Miller et al. 1963). Nevertheless, there is evidence that family
doctors frequently fail to recognize the condition for what it is: for
example, a firm diagnosis of herpetic stomatitis had been made by
the general practitioners of only three patients in a series of 43
hospital cases studied by Duncan and Ross (1966). This lack of
awareness may be the result of several factors. The disease has been
described only comparatively recently, and it has still to be accorded
its due place in the textbooks.
It is a disease seen far more TABLE IV
frequently in general practice PRIMARY H. SIMPLEX. 50 CASES.
than in hospital, and hospital INTIAL DIAGNOSES.

experience, because itisshared FEBRILE STOMATITIS 31
among paediatric, infectious FERLSTMTTS 3
diseases and dental depart- UPPER RESPIRATORY
ments, is all the more diluted.
The undergraduate may thus INFECTION
gain a false sense of per- P U0 3
spective-that is, if he learns
about the disease at all. "TEETHING 2

Furthermore, the diagnosis is
not always obvious at the "MEASLES" 1
initial consultation: it is all too
easy to label such cases 'teeth- "ENTERITIS" 1
ing', 'pharyngitis', ' P.U.O.'
(table IV) and to consider the PARONYCHIA 1
oral lesion, when it is seen, as TOTAL 50
a secondary and insignificant
phenomenon.
Does it matter what name is given to the condition? 'Trench

mouth', with its association with Vincent's organisms, is a term which
obscures the virus nature of a disease which is potentially fatal
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(Hansen 1961, Carter 1961), sometimes attended by serious com-
plications, such as severe dehydration (Scott et al. 1941), haemolytic
anaemia (Todd and O'Donohoe 1958) or encephalitis (Smith et al.
1941), and often followed by the misery of recurrent herpes labialis.
'Trench mouth' also suggests that penicillin might be an effective
form of treatment, when in fact it is not.
The range and variety of medicaments which have been advocated

in the treatment is eloquent testimony to their inability fundament-
ally to alter the course of the disease, which is fortunately self-
limiting. Management of the children in this study consisted of
ensuring an adequate fluid intake, and the symptomatic relief of
malaise by paediatric aspirin mixture B.N.F. in small doses. An
important feature was the disproportionate parental anxiety aroused
by this disease, a point specially mentioned by Court (1963). This
was best handled by reassurance, based on the certainty of a firm
diagnosis. For this reason alone, this is a condition which deserves
much wider recognition by the family doctor.

Summary
A prospective study by one family doctor in an urban group practice revealed

the common occurrence of a form of febrile stomatitis afflicting in the main,
children under three years but over one year of age.

Analysis of the clinical features showed the prominence of upper respiratory
catarrh as a presenting symptom. Laboratory and clinical evidence incriminated
the herpes simplex virus.
Primary herpetic gingivostomatitis is frequently not recognized for what it is,

and the importance of making a true diagnosis is briefly discussed in relation to
management of the child and his parents.
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General practice in this country has not always kept pace with the
advances made in medical science during the past few decades. This is,
however, not entirely the fault of the individual family doctor, since he
has not always been provided with the necessary means to keep abreast of
these advances in knowledge.
An x-ray unit offering limited facilities (barium meal, cholecystograms,

plain x-ray abdomen) to general practitioners was opened in Cardiff in
February 1964. In the first two years of operation, 2,060 examinations
were performed, 50.3 per cent showing significant abnormalities. At the
same time there was no comparable reduction in the work of the main
x-ray department dealing with outpatient referrals. This suggests that
many of these patients would not have been referred- if the general-
practitioner unit was not in operation.

Electrocardiograph service for general practitioners: An appraisal. J.
SEYMOUR, M.B., M.R.C.P., N. CONWAY, M.B., M.R.C.P. and E. BRIDGER,
F.S.C.T. Brit. med. J. 1968. 1, 305.

An electrocardiograph service for patients referred by general practi-
tioners was started in the Middlesex Hospital in mid 1965. In the first
30 months 2,956 patients have been referred by 429 doctors. Organiza-
tion and administration of this service required 'considerable effort' but
this was outweighed by its value. Chest pain was the most common
indication for referral accounting for 71 per cent of requests. The overall
incidence of abnormality was 36 per cent, compared with 33 per cent in a
recent' survey of referrals requested by all departments in the hospital
other than cardiology.

Difficulties arose in the interpretation of minor ECG changes especially
when the referring doctors did not indicate whether or not the patient
was taking digitalis. The service is not intended to provide a cardio-
graphical opinion as well as an ECG interpretation, and is not designed to
cope with acutely-ill patients who were sometimes referred.


