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The increase in molluscum
contagiosum
Data from both Britain and the United States suggest that
genital molloscum contagiosum has become more common
in the past decade.t-' In itself this may not matter, but the
conditionmay be a marker formore serious genital infections.
Molluscum contagiosum is a harmless skin infection

caused by a poxvirus that- affects'mostly children and young
adults. The base of each lesion is composed of acanthotic
prickle cells, and each infected cell eventually becomes "little
more than a sack of virus particles."4 The'fully developed
molluscum lesion is a papule 2-5 mm in diameter with a
characteristic dimple at its summit, and the lesions may be
profuse in atopic or immunosuppressed people. In children
the disease affects the face, trunk, and limbs, and transmission
is probably by direct contact-boys seem more susceptible
than girls.5 In adults the disease affects mainly the genitals,
and sexual transmission is suggested by its prevalence in
sexually active young people and the concurrence of other
sexually transmitted diseases. Lesions have been noted in sex
partners of those infected, but the infectivity seems to be
low.'8

Becker et al have recently analysed data on'molluscum

contagiosum in the United States derived from the National
Disease and Therapeutic Index survey of office based
practice.' They restricted their analysis to patients aged 15
years or more, which means that most cases were of genital
molluscum. First consultations for molluscum contagiosum
increased tenfold between 1966 and 1983. In most years most
cases occurred in patients aged 25-29. InfecLed women were
younger than infected men, but the number of cases in men
and women was similar. Most diagnoses were made by
dermatologists and obstetricians and gynaecologists. In
clinics for sexually transmitted diseases the increase was less
dramatic, and two clinics recorded no important change
between 1979 and 1983.' In England genital molluscum
contagiosum has been reported from clinics since 1971,-and
new cases in both men and women had quadrupled by
1985.23 Men are seen roughly twice as often as women.23
The increase might be caused by greater awareness of

genital disorders by both patients and their doctors, but as
with other viral sexually transmitted diseases-such as
herpes and warts-the increase may be real. Does this
matter? Genital molluscum contagiosum is an innocent
self limiting disease that is only occasionally complicated
by eczematisation or ulceration. Treatment with phenol,
electrocautery, or cryotherapy is not usually difficult.
Nevertheless, these lesions may be markers for other more
serious infections, and careful screening with laboratory tests
is important.
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French lessons on surveillance
of communicable diseases
Britain has several systems for collecting data on com-
municable diseases, but none is entirely satisfactory. The
national weekly return system set up by the Royal College
of General Practitioners in 1966 is designed to collect
information on common conditions that present to general
practitioners. It collects data manually on 14 diseases from
doctors in 40 practices, who together care for 0A4% of the
population. The Department of Health and Social Security
has recently agreed to pay for a doubling of the number of
practices over the next three years, and the system will almost
certainly need to be computerised. The French began setting
up such an electronic system two years ago.'
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No system of data collection can be comprehensive or
complete. Not all patients seek advice, the correct diagnosis
may not always be made, and the illness may not be reported.
There are also limitations to each source of data. Death
registrations may show trends in the incidence or severity of
these infections that may kill but are only as accurate as the
information provided by the certifying doctor allows.2 While
statutory notifications provide trends of clinically diagnosed
illness,3 sometimes over many decades, the list is currently
limited to 29 diseases and many diagnosed cases are not
notified.4 Voluntary reporting by most medical micro-
biologists in Britain of laboratory data provides more
extensive information on proved diagnoses,3 but micro-
biological examination is often not requested for many
patients suffering from the morecommon infectious diseases.
Furthermore, the sample tested may be biased-as in the
case of rubella, which is more likely to be investigated in
women of childbearing age. The Hospital Activity Analysis
is another source of data about infections that require
adniission to hospital, but outpatient data are limited to
clinics for genitourinary medicine and chest diseases. These
sources of data provide information about some infectious
diseases but are inadequate toidentify trends in those that are
seen only by general practitioners.

Further data on new episodes of illness seen in a sample of
general practices are collected with both the morbidity
statistics from general practice studies5 and the continuous
weekly returns service.6 They provide the only reliable data
for diseases such as mumps, herpes zoster, chickenpox, and
rubella, and are, with weekly total death registrations, the
earliest indication of an impending influenza epidemic.7 As
well as the national weekly returns system there are several
local general practitioner reporting systems, including one in
Guildford that uses electronic transfer for reporting.
The new French system of reporting by general prac-

titioners has been developed jointly by the Direction
Generale de la Sante, the Institut National de la Sante et de la
Recherche Medicale, and the Unite de Recherches Bio-
mathematiques et Biostatistiques of the University of Paris.'
Each general practitioner electronically transfers data to the
coordinating centre using the ordinary telephone network
and terminals supplied by the Direction Generale des
Telecommunications to all telephone subscribers at no
additional charge. Currently over 250 general practitioners
report to the centre the number of new cases of measles,
mumps, acute urethritis in men, influenza, and viral
hepatitis seen each week; none of these diseases is on the
list requiring statutory notification. The easy method of
reporting uses a simple program that prompts for the disease
to be reported, states the criteria under which that disease
should be included, and requests certain disease specific
information. General practitioners can report through any
terminal at any time ofday or night and undertake to do so at
least once a week. Additional information may be sent by the
doctor or requested by the centre using the electronic mailing
system. Any general practitioner in the network can receive
at any time weekly surveillance bulletins that are displayed
in an imaginative series of formats including graphs, histo-
grams, and serial maps. The network also distributes
information from other sources-including the number of
statutory notifications, current epidemiological news, and
administrative notices such as immunisation schedules--and
allows access to databases such as Medline. The number of

reporting practitioners is to be increased to 600, and
paediatricians and chest physicians are to be included. Soon
reporting of viral hepatitis will include microbiological
confirmation of type, epidemiological forecasting will be
developed, and users other than those at the centre will have
access to the database.
The French system is easy for general practitioners to use

and provides regular feedback. But French patients do not
register with a general practitioner and-so doctors do not keep
age-sex registers-thus no practice denominators are
available and rates are expressed as cases per reporting
general practitioner. Regional and national rates are extra-
polated using as denominators the total number of registered
practitioners and data on the age and sex populations in a
region. Bias could therefore be introduced by differing
workloads among doctors or by patients consulting more
than one reporting doctor. Few practitioners have com-
puters, and so problems of incompatibility have not arisen.
This is largely because the government has been prepared to
provide adequate resources for the development-not only
financially but also by marrying epidemiological knowledge
with computer and telecommunication expertise.
The policy decision by the Direction Generale des TO&-

communications to issue terminals to all subscribers made
this development possible. The Direction Generale de la
Sante recognised the opportunity and took the initiative at
the right time. Britain is to some extent hampered by the
development of independent computing systems that
have mushroomed in practices without effective national
guidance. If reporting from general practice is to achieve its
full contribution towards surveillance of communicable
disease in Britain a coordinated and carefully planned
approach with adequate resources is essential now.
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Correction

Reproduction and work

We regret that a few words were accidentally omitted from this leading article by
ProfessorWR Lee and Dr Elizabeth C McCloy (13 December, p 1521). The final
sentence of the first paragraph should have read: "Those factors that are
suspected of impairing reproductive function in men or women may affect either
reproductive or sexual functioning of the adult or exert an effect on development
at any stage after implantation."
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