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Poliomyelitis worldwide
Twice this century the picture of poliomyelitis in Britain has
undergone dramatic change. The first occasion was the replace-
ment ofendemic by epidemic poliomyelitis mainly as a result of
the reduction in overcrowding and improvements in hygiene.
Instead of the steady circulation of poliovirus among young
children and a relatively constant but small incidence of clinical
illness, intermittent circulation permitted a build-up in
the numbers who had not been infected. An increasing pro-
portion of those susceptible came from older age groups, more
likely to develop paralytic disease, and a new pattern emerged
of outbreaks of paralytic poliomyelitis.
The second change came with the introduction of polio-

myelitis vaccines, since when paralytic disease has become a
rarity. The experience of other developed countries has
mirrored that in Britain, and poliomyelitis is now under
control wherever immunisation is practised effectively. What,
however, is the present pattern of poliomyelitis in developing
countries ?

Since 1969, when the World Health Assembly created a
system for international surveillance of poliomyelitis, more
countries have been providing epidemiological data, which are
collated and published each year. A recent report from the
World Health Organisation' provided figures for 1978 from
150 countries containing more than 9000 of the world popu-
lation.
The total number of cases notified was 35 590, a slight

reduction from the two previous years. Reporting is certainly
incomplete, as surveys of the residual disabilities of paralytic
poliomyelitis have shown. For instance, in Ghana one sensitive
method proved to be a postal survey through head teachers
requesting information about lame pupils.2 This survey
suggested official underreporting by a factor of more than 10
and that the incidence of paralytic disease when polio is
endemic may be comparable with that of the worst epidemic
periods in developed countries such as Britain. Despite the
deficiencies in the official statistics, however, certain trends
can be detected by comparing the figures with those from
earlier years; and those developing countries where the disease
is controlled can be distinguished from those where it is not.

In WHO's European Region most notifications were from
Turkey, though outbreaks occurred in both the Netherlands
and Spain. In Spain mainly infants and children were affected,
only one of whom had received three doses of oral poliomyel-
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itis vaccine. In the Netherlands the outbreak was in a group of
people who for religious reasons refused all immunisations,
and it subsequently spread to similar groups in Canada and
the United States. Only 12% of cases in this outbreak were in
children under the age of 5 years. In the 35 reporting countries
of the African Region only South Africa showed a sustained
decrease in notifications; while in Kenya, where epidemics
occur in roughly three-year cycles, the number of notifications
was the highest ever. Afghanistan and Iraq had the highest
reported incidences in the Eastern Mediterranean Region,
though large numbers of cases were also notified from
Pakistan and Egypt. Though Egypt has had compulsory
immunisation since 1965, supplemented by a mass campaign
during 1976-7, notifications still rose in 1978; and a survey
showed that 80% of the patients had received fewer than three
doses of vaccine or even none at all. In the South-east Asia
Region the total number of cases notified was less than in the
previous two years, owing mainly to a steady decline in the
large contribution from India. In the Western Pacific Region
Vietnam has shown a steady rise over the past five years, a trend
not shown by any other reporting country in the group. Lastly,
in the American Region more developing countries have
controlled poliomyelitis than in other regions; 99% of the
cases came from only 13 of the 41 reporting countries, these 13
containing almost half of the population. Most cases were
reported from Brazil, Colombia, and Mexico.
The overall picture, therefore, varies both within and

between regions, but in most developing countries polio-
myelitis remains uncontrolled. The disease is still endemic in
most countries, and estimates of the resulting disability are
likely to be too low. The World Health Assembly launched its
expanded programme on immunisation in 1974-with the aim
of assisting governments to provide immunisation against
poliomyelitis, among other diseases, to every child in the
world by 1990. Besides the administrative difficulties, one
of the problems in tropical climates3 is poorer rates of sero-
conversion in response to oral poliomyelitis vaccine; but this
can usually be overcome by repeated doses of vaccine. An effec-
tive "cold chain" is necessary, though live vaccine can be
stabilised for a short time by sucrose or magnesium chloride
against inactivation by heat during the final stage in the field.
The outbreak in the Netherlands is a reminder of the

epidemic potential of pockets of susceptible individuals. The
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uptake of immunisation must be maintained here in Britain,
and the traveller abroad should have been fully immunised.

1 Anonymous. Poliomyelitis in 1978. World Health Organisation Weekly
Epidemiological Record 1979;54:361-8.

2 Belcher DW, Nicholas DD, Ofosu-Amaah S, Kratzer JH. Comparison of
methods for estimating the frequency of paralytic poliomyelitis in
developing countries. Bull WHO 1979;57:301-7.

3 D6mok I, Balayan MS, Fayinka OA, Skrtic N, Soneji AD, Harland
PSEG. Factors affecting the efficacy of live poliovirus vaccine in warm
climates. Bull WHO 1974;51:333-47.

A computer in every
surgery?

Many people are profoundly suspicious of computers-
George Orwell, repeated mistakes in bank statements, im-
penetrable letters from the Inland Revenue, and the prospect
of accidental nuclear obliteration have all seen to that. No
such apprehension, however, was found in the working party
of the Royal College of General Practitioners, which has
produced a report, Computers in Primary Care, giving en-
thusiastic support to the introduction of computers into
general practice. "We believe," says the report,' "that a com-
patible computer system could, and should, be in widespread
use in general practice within five years and adopted by
virtually all practices within 10 years."

Ironically after 20 years ofthe College's arguing for improve-
ments in manual records its working party has now decided
that to hope for widespread improvement is unrealistic.
Once the working party had set out the features of an ideal
practice "information system" (records are suddenly regarded
as too restricted a term) it concluded that these objectives
could never be fulfilled by a manual system. Thus computers,
rather than A4 records, have become the favoured replacement
for the existing "Lloyd George" envelopes.
The report lists the theoretical advantage of computerised

over improved manual systems: less time and effort for
conversion from the existing to the new system; the latter
could be more comprehensive, accurate, and legible; and,
most importantly, it could actively educate and remind the
doctor of, for example, possible drug interactions in a way
that a passive manual system could never do. It says nothing
of the caveats that have to be applied to these claims. True,
the computer could be an aid in activities as ambitious as
research and as mundane as completing tax returns, but a
computer does not automatically improve reaearch. Retro-
spective examination of huge quantities of ill-defined informa-
tion that cannot be validated is no substitute for small exact
studies. Preventive medicine might have found its Messiah in
the computer-with its vast capacity of cross-indexing: for
instance, all the obese, smoking women over 35 taking the
contraceptive pill could be identified at a moment's notice.
But what comes out of computers is only as good as what goes
in, and if general practitioners do not record who smokes, do
not weigh their patients, or forget to record the result then the
computer will be no improvement.

All the advantages that are supposed to flow from com-
puterised records remain theoretical: there is no hard evidence
that they can improve patient care and reduce morbidity and
mortality. And, as the report observes: "Technological
solutions to the general practice computer system problems

already exist but they are relatively expensive and unreliable."
Indeed, if your "floppy discs" fail you may lose your whole
record system in seconds, and most experts advise the use of a
duplicate set. Nevertheless, the report is probably right that
the technical problems will be solved in the next few years.
One snag is the cost, which remains formidable. The hardware
for a system such as that envisaged by the working party would
cost £40 000 at present and, it estimates, £10 000 at today's
prices in five years' time. The software and maintenance costs
will also be considerable, and then the whole system may need
to be changed after five years. Thus it might cost well over
£100m to introduce computers into every general practice in
Britain in 10 years' time.

Perhaps the problem for computer enthusiasts will not be
technical or financial but the innate and justified conservatism
of both doctors and patients. Are doctors who have largely
failed to improve their manual records-20 years after the
RCGP pioneered new systems-really going to take up the
challenge of computers so quickly? And are patients, many of
whom are worried by the proliferation of computers, going to
welcome the arrival of microcircuits and video displays in the
general practitioner's surgery, one of the last havens for those
battered by modern society? Before investing their capital
most general practitioners (not to mention the impoverished
Department of Health and Social Security) will want to see
hard evidence that computers improve patient care. One way of
doing this would be to encourage a few more, rigorously
organised, pilot trials in different types of practices. Pioneers
must remember, however, that sceptics will want evidence that
any improvement in patient care has been due to the computer
and not the enthusiasm of the general practitioner working it.
The report says that improvement of manual records has

been "an achievement reserved for obsessional and fanatical
exponents of the art and science of general practice." In the
year 2000 might we not be saying the same thing about
computerisation ofrecords ?

Computer Working Party. Computers in primary care. London: Royal
College of General Practitioners, 1980.

Corrective shoes for children
When a drug or appliance is prescribed to prevent disease we
have to ask for evidence that without it the disease would
still have occurred. Such evidence is difficult to obtain,
especially when the treatment is given to prevent something
in later adult life, when the child will almost certainly outlive
the investigator. Nevertheless, we no longer purge children
routinely to prevent constipation or tie young girls to back
boards to prevent bad posture. Now Staheli and Giffin' have
questioned the widespread prescription in childhood of cor-
rective shoes.
Our feet are no more alike than our faces. These differences

are evident in infants and toddlers. The mother who sees a
foot that does not look right takes the child to a doctor and
often ends up buying "corrective" footwear. Staheli and
Giffin surveyed opinions from 400 paediatricians, paediatric
orthopaedic surgeons, unspecialised orthopaedic surgeons,
and "podiatrists" (chiropodists) in the United States, asking
them whether they would treat intoeing with shoe wedges,
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