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cally made any difference to the outcome.
.After exclusion of patients with a

positive Monospot test for infectious
mononucleosis the 100 patients were
divided into two groups. Patients in the
experimental group were met by the doc-
tor personally who introduced himself. A
full ear, nose and throat examination was
then carried out in a dark room with a
head mirror and otoscope. The patient
was given full information about the
diagnosis, treatment and prognosis and
told that they would feel better in 24
hours. A prescription for penicillin V was
handwritten for the patient and a hand-
written sick certificate produced if re-
quested. The mean length of consultations
for this group was about 10 minutes.
The doctor did not introduce himself

to patients in the control group and after
a brief examination with a torch and
spatula in the ordinary consulting room
they were given a pre-printed prescription
and a pre-printed certificate, if requested.
They were given the briefest details about
the diagnosis and were told nothing of
progress. The mean length of this con-
sultation was about six minutes.

After two days three measures were
made: throat symptoms, effect of treat-
ment and satisfaction with the informa-
tion given. lIWenty five out of the 50 pa-
tients in the experimental group and nine
out of the 50 in the control group felt
'much better' after two days. In the ex-
perimental group 42 patients felt the treat-
ment had helped compared with 28 in the
control group. Forty five patients in the

experimental group felt they had receiv-
ed sufficient information compared with
only 13 of the controls.
Although the study set out to maximize

the 'doctor' effect, it is a neat study which
reminds me to spend more time with pa-
tients suffering from sore throats. Since
controversy still rages about whether an-
tibiotics should be prescribed for ton-
sillitis, the message from this paper is
'Whatever you do for the patient with a
sore throat, do it enthusiastically.

(J A)
Source: Olsson B, Olsson B, Tibblin G. Effect
of patients' expectations on recovery from acute
tonsillitis. Fam Pract 1989; 6: 188-192.

Contributors: Moya Kelly, Jonathan Anderson,
Frank Sullivan, Glasgow.

INFECTIOUS DISEASES UPDATE

Meningococcal vaccination
There is now a tendency to use men-
ingococcal vaccine more often for
travellers to Africa. The reason for this is
twofold; first, the vaccine is now available
on ordinary prescription and is convenient
in that it requires only one dose for two
to three years' protection against the A
and C strains. Secondly, perhaps owing to
better international reporting, we have
heard of outbreaks not only in the African
'meningococcal belt stretching from the
Gambia in the west across to Ethiopia in
the east, but also from further south in
Kenya, linzania and Zambia. Outbreaks
in these other countries do not appear to
be confined to the dry season - approx-
imately December through to April in the
meningococcal belt. The vaccine is not
very expensive (approximately £8 per
dose) and it may be reasonable to recom-
mend it for the longer stay traveller or for
those intending to mix regularly with local
populations. However, it does not give
reliable protection to the very young.

(E W)

Oral ulceration.in childhood
The major cause of extensive oral ulcera-
tion in children under five years of age is
gingivostomatitis owing to infection with
herpes simplex virus type 1. However,
herpes primary infection is often asymp-
tomatic and by adulthood 30% to 100lo
of individuals will have serological
evidence of past infection. While the con-
dition is 'common individual practi-
tioners see few cases and unfamiliarity
may allow misdiagnosis as thrush or
bacterial sepsis for example.

After an incubation of two to 12 days,
possibly after exposure to cold sores, there

is a pyrexial illness often with toxicity.
Small fragile vesicles which may never be
seen intact, develop on the mucosal sur-
face of the lips, tongue, gums and buccal
mucosa. They rapidly ulcerate to reveal
shallow 1-4 mm diameter white based
ulcers with an erythematous margin. Pain
may be associated with refusal to eat and
there may be cervical lymphadenopathy.
Auto-inoculation can cause cutaneous le-
sions usually of the face or fingers. The
ulceration progresses over four to five days
and takes 10-14 days to heal. Oral
acyclovir given early in the course of
herpetic gingivostomatitis may reduce the
duration of ulceration and speed up heal-
ing. Complications include febrile convul-
sions, but the most common worry is
dehydration. Unwillingness to drink may
be so marked as to require intravenous
fluids to be given. A very rare but severe
complication is encephalitis. Individuals
with eczema are vulnerable to Kaposi's
varicelliform eruption, a widespread skin
spread of the virus.
Aphthous ulceration which is com-

moner in older people remains confined
to the mouth and is not itself associated
with pyrexia or cervical lymphadenopathy.
In older individuals the primary infection
may be more posterior (tonsils and
pharynx) leading to confusion with the
ulceration of herpangina (usually owing
to coxsackie group A viruses), bacterial
tonsillitis/pharyngitis (which are often ex-
udative) or infectious mononucleosis.
Associated vesicles on the hands and feet,
especially when part of outbreaks, suggest
hand, foot and mouth disease.
Widespread lesions, usually more bullous
than vesicular, suggest Stevens-Johnson
syndrome.
Confusion with acute ulcerative

gingivitis owing to bacteria may occur, but
this tends to affect older individuals and
is associated with necrotic areas on the
gums. The widespread mucosal ulceration
of Vincent's stomatitis is also uncommon,
and compared with herpes stomatitis,
hallitosis, cervical swelling and systemic
upset are more marked.

(P McW)

Influenza
1989 was an unusual year for influenza.
A small epidemic was first experienced,
as expected, during the late winter and
early spring of 1988-89. This was followed
by a further outbreak during the summer
particularly in Scotland and finally there
was an early onset of the 1989-90
epidemic which is still active at the time
of writing. The main cause of the current
outbreak appears to have been influenza
A type H3N2 of a subtype which has been
around for several years. All age groups
appear to be affected but particularly the
young. The common complication of
bronchopneumonia has been seen but also
the less common myocarditis and
Guillain-Barre syndrome. The early onset
of this winter's epidemic meant that some
of the at-risk groups had not yet been of-
fered immunization.

Recently, 'flu like illnesses' have also
been caused by parainfluenza viruses,
responsible for cases of croup and
laryngitis, and the respiratory syncytial
virus, causing infantile bronchiolitis and
upper respiratory tract illnesses.

(E W)

Contibutors: Dr P McWhinney and Dr E Walker,
Communicable Diseases (Scotland) Unit, Ruchill
Hospital, Glasgow G20 9NB (041-946-7120), from
whom further information about the current topics
can be obtained.
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