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of poly-drug abuse this is a serious gap in intelligence.
P. H. Connell,"5 in furnishing a very complete description

of the British system and the thinking which lay behind
the design of that system, has put emphasis on the need
for careful epidemiological and sociological research. It
is much to be desired that the Anglo-American debate
will increasingly be fed by hard facts, and while eschewing
the riskier type of inference we may surely hope that
each country will learn considerably from the other's
still evolving experience.
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sibility of gonorrhoeal infection was even considered-as
indeed happened in two of their cases. These patients
are usually referred to the general physician, rheumatolo-
gist, or dermatologist, rather than the venereologist or
gynaecologist, who might more readily suspect the pos-
sibility of venereal infection. The arthritis may suggest
rheumatic fever, drug reaction, serum sickness, rheumatoid
arthritis, systemic lupus erythematosus, Reiter's disease,
or various other conditions. The rash may be mistaken for
erythema multiforme, especially the bullous type, surface
infection with ordinary cocci, or erythema nodosum.

Probably the atypical gonorrhoea syndrome will be seen
more frequently in future, and all those in general or
specialist practice who may see these patients should be
alert to the possibility. Thorough investigation of the usual
sites of gonococcal infection is essential whenever suspicion
arises. Moreover, the correct diagnosis will be made much
easier if the doctor has access to a supply of the right
culture medium for growing the gonococcus and also to
a laboratory which can undertake fluorescent antibody
studies for detecting the organism.
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Atypical Gonorrhoea
The increase in cases of gonorrhoea throughout the world
has been accompanied by more frequent recognition of
a relatively mild form of metastatic infection which seems
to be difficult to diagnose. The salient characteristics of
this condition have been described in the B.M.Y. from time
to time,1 2 but the fact that the correct diagnosis is so
frequently missed in the early stages makes them worthy
of repetition.
The syndrome occurs more often in women than in

men, presumably because uncomplicated gonorrhoea is
often symptomless or difficult to diagnose in women, and
treatment is therefore delayed. It is apt to present as a
triad of fever; polyarthritis, which may be migratory; and
lesions of the skin. The fever is usually moderate and may
begin with one or more rigors. The arthritis may affect
large or small joints and joints of the arms or legs. Effusions
may or may not be present and gonococci have been isolated
from the joint fluid in some cases. The rashes appear to
be of two kinds. Firstly there may be papulopustular
lesions, which tend to be widely scattered and are often
situated on the extremities near to joints. Sometimes
these become vesicular or pustular lesions which may show
haemorrhagic centres. The gonococcus has been grown from
the contents of vesicles or pustules in some cases. On
healing, the papules tend to become crusted. The second
kind of rash is urticarial or one resembling erythema
nodosum.

In a few patients with atypical gonorrhoea the gono-
coccus has been grown in blood culture. The patient usually
has undiagnosed genital gonorrhoea and may have
signs of salpingitis. The response to systemic penicillin
is prompt and satisfactory. J. K. Wheeler and his colleagues3
describing five cases in women, pointed out that the ap-
pearance and course of the manifestations are so variable
that there might be a considerable delay before the pos-

Pulmonary Candidiasis in
Infants
Pulmonary candidiasis was first described by A. Castellanil
in 1912 in adults, and several cases have been reported
since. In older children the disease almost always occurs
after prolonged antibiotic therapy. The incidence in infancy
is very low despite the frequency of oral and other forms
of thrush.

This rarity of pulmonary infections is attributed to a
natural resistance of columnar epithelium to invasion by
the candida, which is particularly prone to attack stratified
epithelium. In 1962 B. Emanuel and his colleagues2 des-
cribed two cases in newborn infants seen during a period
of 13 years. They reviewed the literature and found till
then only 15 authenticated cases. All these occurred
sporadically. Later A. Linhartova and W. Chung3 found
a 1% incidence among 1,000 necropsies carried out on
newborn infants. However, recently U. D. Koenig4 found
five fatal instances within a few months among 38 necropsies
carried out on infants and children. Unless this was a
remarkable chance, the condition may be occurring more
often than it is diagnosed. This is all the more likely
because the illness is not necessarily fatal and its diagnosis
in life is most difficult.
The predisposing causes are infections of the maternal

birth canal and the free but not necessarily wise pro-
phylactic or therapeutic administration of antibiotic drugs
to newborn and especially premature babies.5 In the majority
of patients oral or less commonly oesophageal thrush was
present, but it was not invariably so even in pathologically
proved cases. The correct diagnosis can rarely be made with
certainty in life, partly because the pneumonic illness has
no distinguishing clinical or radiological features and partly
because the isolation of candida from the mouth or pharynx
is no proof of the diagnosis of pulmonary candidiasis. The
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diagnosis can be made by bronchoscopic aspiration of
exudate, but this is a difficult and dangerous procedure,
which may introduce candida into the lungs and cause the
disease. A positive blood culture for candida in an infant
with bronchopneumonia is a strong presumptive evidence
of pulmonary candidiasis, and this investigation should be
considered, particularly in very ill infants with oral thrush.
The symptoms are often fulminating, but may be more

chronic, and death usually occurs within two weeks of birth.
Cough, cyanosis, dyspnoea, fever, and vomiting are as little
specific of the aetiology as are the radiological signs of
focal or confluent consolidation. Occasionally the individual
pulmonary shadows are so fine and so numerous that they
may be mistaken for miliary tuberculosis. Mortality is high,
possibly because the correct diagnosis is so rarely made in
life. At necropsy the macroscopic picture of confluent
bronchopneumonic consolidation is not characteristic, but
histological examination will ranidly give the correct diag-
nosis. With periodic-acid Schiff stain large numbers of
yeast cells can be seen, usually within the desquamated
alveolar epithelial cells. The yeasts show all stages of
development of the fungus, including mycelia and spores.

Little is known about treatment, and amphotericin-B has
not been mentioned by the writers on this subject. The
intravenous administration of amphotericin-B, however, is
the specific treatment for systemic candidiasis. If there is
a very strong reason to suspect pulmonary candidiasis,
blood should be taken for culture, and, if positive, this
drug should be given. Antibiotics are contraindicated. Un-
fortunately amphotericin-B is difficult to administer, especi-
ally over a long period of time, and is highly toxic. It
should be used only under the most careful clinical and
laboratory control.
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Vocational Training in
General Practice

As in other branches of medicine, vocational training in
general practice is now here to stay. Given good will and
enthusiasm, training schemes can be set up, attract recruits
of a high calibre, and run successfully, as the recent series
by our special correspondents has shown. Yet these accounts
have also underlined two important points. Firstly, as in the
early development of any new scheme, the keynote must
be flexibility-in the details of the curriculum, the types of
hospitals used for the house posts, and the selection of
trainees and trainers. Each centre must be encouraged to
experiment to find the pattern that suits it best, and to
record its findings for the benefits of others. For example, at
present there are widely diverging views of the amount of
training needed in obstetrics and gynaecology; a good case
can be made for a shorter period of training in this
specialty in areas where there is little domiciliary obstetrics
and few general-practitioner maternity units.

Centres too must make full use of particular local
enthusiasms or excellence, whether about practice organiza-

tion, research, or psychotherapy. The older royal colleges
have long allowed candidates training for the higher diplomas
relatively wide choices of broadly suitable posts and it is to
be hoped that in general practice a similar policy will
evolve.

Secondly, the success of the vocational schemes will prob-
ably lead to two developments: the existing ones will con-
tinue, and probably expand, while new ones will be started
as a result of local initative or central pressure. Yet any
large-scale development must overcome the present financial
drawbacks. Because so far they have been started by local
initiative-and often by the persuasion of one or two gifted
enthusiasts-the schemes have been run on a shoestring,
and have exploited the good will of the participants. Th"s
trainers receive £100 a year less for a teaching session
than they would for a comparable period spent as a clinical
assistant in hospital-no allowance is made for the time the
course organizer spends in administration; and the partners
in a teaching practice are asked to take on some of the
routine duties normally done by the tutor, again without any
reward. Another unresolved problem is the additional cost
of the extra space in practice premises needed for teaching
purposes. At present also the trainees lose financially by
taking the course-estimates have ranged as high as £5,000,
compared with what they could have earned if they had gone
straight into practice. It may be argued that any doctor
studying for a higher diploma has to accept some limitation
of income, and this applies already to hospital staff. Never-
theless, the shortage of recruits to general practice combined
with the magnitude of this differential may tempt many able
young doctors into practice soon after registration before
completing or even starting vocational training, and some
solution to the problem should be found.

In Europe. there has been growing concern about the
future of general practice and discussions on the training of
doctors for it have been taking place within the European
Economic Community, so far without any agreed solution.
On the one hand the Permanent Committee of Doctors has
adopted the two-year-old programme of postgraduate train-
ing-along similar lines to courses in Britain-proDosed by
the Union of European General Practitioners (U.E.M.O.).
On the other hand the Euronean Parliament considers the
answer for general practice lies in a radical revision of the
basic training of doctors wishing to be general practitioners.'
Probably if the U.K. ioins the Common Market it will be in
time for doctors in Britain to have some influence on 'the
course of this debate, and the practical experience already
gained here could well be of some assistance to our Euro-
pean colleagues.
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Smallpox
Abandonment of routine vaccination against smallpox was
recommended by the Joint Committee on Vaccination and
.Immunization and accepted by the Department of Health
last week. The committee's reasoning was essentially the same
as that put forward in the B.M.Y. three weeks ago' that the
balance of risks has now tipped against routine vaccination-
except for those likely to come into personal contact with
smallpox sufferers.

Smallpox vaccination will still be a prerequisite for travel-
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