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specialised medicine to doctors who have attended
a full-time course of theoretical and practical
instruction, or an approved part-time course
in certain circumstances. The training must be
in a university centre, teaching hospital, or
approved health establishment for the specified
minimum length of time and must involve the
personal participation of the doctor training to
be a specialist in the activity and in the responsi-
bilities of the establishments concerned.
The Council for Postgraduate Medical Educa-

tion recommends that:
(1) There should be two types of recognition

in the United Kingdom:
(a) attestation, being "evidence of formal

qualifications in specialised medicine" as set out
above, and

(b) accreditation, marking the end point of
training before a doctor is likely to be appointed
as a consultant in the National Health Service.
The difference between attestation and accredi-

tation is sufficiently wide to preclude them being
brought together at present.

(2) The General Medical Council, if designated
"the competent body" as recommended in
the Merrison Report, should issue the certificate
of attestation. The certificate would normally
be issued to U.K. graduates on notification from
the appropriate College or Joint Higher Training
Committee that the doctor had met the minimum
criteria. The GMC would also have to satisfy
itself on the credentials of doctors entering
Britain from other Member States.

(3) The introduction of specialist recognition
for the EEC should not be allowed to lead to
a new grade in the National Health Service.

(4) The programme of training leading to
accreditation should remain the responsibility
of the Joint Higher Training Committees and
Colleges, and it would be appropriate for the
GMC to record the names of accredited doctors
on its indicative register.

Further information may be obtained from
this office.

G. A. MOGEY
Secretary

7 Marylebone Road,
Park Crescent,
London NW1 5HA.

OUTBREAK OF ORF IN NORTH DEVON
IN 1975

Sir,
There was a widespread epidemic of animal
vesicular disease amongst sheep in North Devon
in 1975. Animal vesicular disease ORF-is a virus
infection which causes vesicular eruptions on
the udders of ewes and during lambing time is
transferred to the mucosal surfaces of suckling
young lambs. The virus is one of the pox viruses.
When the eruptions are severe, the soreness may
prevent the lamb suckling properly and cause
a failure to thrive and, in severe cases, death.

Farmers traditionally treat the vesicles by
applying rock salt which causes scabbing and
often the lesion is said to "drop off." There is
no veterinary cure though vaccine is available
and can be used as a preventive measure. Last
year's poor market prices for sheep made the
use of such a vaccine much less an economic
proposition to a farmer, who in any case usually
looks upon the disease as more of an annoyance
than a hazard in sheep farming. In North Devon,
the local name for the disease in animals is " lure."

Infection of humans by the virus causes an
eruption not unlike an infected wart. It is given
the name contagious pustular dermatitis; it
commonly occurs on the fingers or dorsal surfaces
of the hand, sometimes on the wrist. There is
nearly always a history of direct contact with
infected sheep, though occasionally the absence
of a history of direct contact makes it seem likely
that the infection may have been transmitted
via contaminated structures such as fencing.
The lesion is classically about one centimetre in

diameter and has a firm, red base surmounted by a
reddish blue capsule, which after a few days may
turn into a greyish yellow vesicle, having the
appearance of a pustule. This may enlarge and
becomes flat topped though the bulla often becomes
encrusted and its centre may be umbilicated.
If the lesion occurs adjacent to the nail bed and
the doctor has not previously seen orf, it can
be mistaken for a paronychia. If such a mistaken
diagnosis is made and the lesion incised, the
absence of pus or exudate should, in itself, be,
a clue to the correct diagnosis.
As in animals, there is no effective curative

treatment in man. The lesion is best left and,
if possible, kept dry. It will resolve spontaneously
in three to five weeks. One of the main complica-
tions occurs when the lesion is on a particularly
exposed part of the hand, where it may be knocked
and can become secondarily infected. In this
case, a course of an antibiotic should help to
clear the secondary infection and allow natural
resolution of the vesicle to take place. Sometimes,
it is helpful to cover such exposed lesions with a
dry dressing.

I have not seen a second lesion occur in a patient
and it is thought that one infection confers lifelong
immunity.
The worst case seen, a farmer's wife, described

her lesion as very painful " because I keep knock-
ing it and keep getting it in water." After a
short spell of ten days of dry, hot weather the
lesion disappeared and some four or five weeks
later she was able to report that " the lambs
are all better too."

In a public school of 350 boys, many of them
farmers' sons, four other cases were seen, all
having a history of direct contact with infected
sheep during the Easter vacation. All these
cleared spontaneously after an interval of three
to five weeks.
As we now approach the 1976 lambing season,

I thought this report of a small outbreak of a
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rural disease might be of interest. A description
of this condition used to appear in the Handbook
of School Health issued by the Medical Officers
of Schools Association but the fifteenth edition
contains no reference to the disease.

I am sure I am not alone in seeing cases and I
would be interested to hear about outbreaks
occurring this year. I would particularly like to
hear from any doctor who has seen a second
infection in a patient.

M. S. HALL
Senior Lecturer in General Practice

Department of General Practice,
Postgraduate Medical Institute,
Exeter University,
Barrack Road, Exeter Ex2 5DW.
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PERSISTING URINARY INFECTIONS
IN PREGNANCY

Sir,
Urinary infections (bacteriuria 350,000 organisms/
ml) were diagnosed by our laboratory in 154
pregnant women during the period June to
December 1974. In order to detect those who
had persisting urinary infections, and were thus
liable to develop subsequent pyelonephritis,
a letter was sent, with the laboratory report,
to the medical practitioner of each of these 154
women explaining the necessity for follow-up,
and asking him/her to send further dip-slide urine
cultures.
Follow-up dip-slide cultures were received

from 94 of the women. Of these 94, 54 showed
no bacteriuria in follow-up specimens; in 23,
bacteriuria cleared after being present in two
or more follow-up urines with at least two weeks
between specimens; 17 (18 per cent) showed
either persisting or recurring infection; none
of these had cleared when follow-up ceased.

In 60 (39 per cent) of the 154 women with
bacteriuria no follow-up specimens were received
even after a further written request to the general
practitioner concerned. These figures support
previous reports Kass (1962) that a considerable
proportion of pregnant women have persisting
urinary infections; and indicate that in spite
of the recognised danger of subsequent pyelone-
phritis, the follow-up of a considerable proportion
of patients with antenatal urinary infections is
unsatisfactory.

E. D. S. MuRRAY
Laboratory,
Ayrshire Central Hospital,
Irne,
Ayrshire KA12 8SS.
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TESTING FOR CO-OPERATION
IN TODDLERS

Sir,
When about to examine the ears of a strange child
aged from one to five years, the doctor hopes his
attempt will not be aborted by unreasonable
screams and struggling. Such screams, once
induced, may be repeated on future (perhaps
more important) occasions. This potentially
damaging confrontation can be avoided, and
friendship with the patient maintained by a
simple test used, I am sure, by many doctors,
but seldom recorded.
The child whose anticipated response to exam-

ination is in doubt will often be clinging to
mother, or sitting on her knee. The doctor casually
strokes the patient's cheek with the back of his
forefinger in an attempt to elicit a smile. If the
child tolerates physical contact between his or
her cheek and the examiner's playful finger,
even grudgingly and without without a smile,
then full examination of both ears will be permitted
without difficulty. If the child flinches away,
there will be a screaming struggle if the examiner
proceeds further.

This test will prevent unnecessary damage to
the doctor-patient relationship in the age-group
defined. By minor modification (e.g. by stroking
the abdomen) it can be applied to other parts
of the body under suspicion.

D. M. SMITH
The Health Centre,
Castlefields,
Runcorn,
Cheshire. WA7 2HY.

WAITING ROOM POSTERS
Sir,
To many health workers health education is
synonymous with displaying posters in prominent
positions bearing health messages and distributing
leaflets about healthy living.

In 1970 an attempt was made to determine the
value of displaying posters by asking consecutive
patients some days after their attendance at
the practice centre whether they had observed
a colourful poster about obesity displayed in the
waiting room. They were sent a questionnaire
to complete after the poster had been removed
and asked the colour and the message of the
poster.

Method
The redecoration of the waiting room in 1975
with a newly painted display board, offered an
opportunity to test the value of poster display
once more. A poster regarding safe handling
of fireworks on 5 November in striking red,
yellow, and black colours was displayed on the
days prior to that date. It was the only poster
on display and it was taken down as soon as
150 patients had visited the waiting room. The
150 patients were sent a letter asking whether
they had noticed the poster, its colour and the


