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Communicable Diseases

Lassa fever 1982
Prepared by the Public Health Laboratory Service Communicable Disease Centre

Two cases of Lassa fever were reported in the United Kingdom
in 1982, both of them in Nigerians in London who had recently
arrived from Nigeria. These were the first cases reported in the
United Kingdom since 19761; altogether eight known importa-
tions of the disease have now been recorded with no spread of
infection.

Case reports

An 18 year old woman teacher who had been living in Jos, Nigeria,
until 23 December 1981 flew to London to join her husband, a
student in Southwark. She developed symptoms about 27 December
and was admitted to St Thomas's Hospital on 4 January 1982 with a
febrile illness. There was no sore throat or pharyngeal exudate, and
other clinical features did not suggest Lassa fever: indeed her white
blood cell count of 22-9 x 109/1 with 65% polymorphs was against this
diagnosis.' After other likely causes for her continued pyrexia had been
excluded, however, she was transferred to high security accommoda-
tion at Coppetts Wood Hospital where blood specimens were subse-
quently positive for Lassa virus. She made a slow recovery and was
discharged 11 weeks after admission when her urine was free of virus.
A 21 year old woman who had lived in Jos City for nine months

travelled to London, arriving on 30 September. On 10 October she
developed a febrile illness with rigors which did not respond to self
administered antimalarials. She was admitted to St Mary's Hospital,
Paddington, on 17 October and two days later transferred to Coppetts
Wood Hospital. She had a mild illness with no sore throat or other
symptoms or signs suggestive of Lassa fever. Her white blood cell
count was also high, 21 6 x 109/1, of which 84% were polymorphs.
Lassa virus was isolated from her blood on 23 October. She made an
uneventful recovery and was discharged after four weeks in hospital.

Control measures

The Department of Health and Social Security has recently set up
a working party to review the control of viral haemorrhagic fevers and
to make appropriate recommendations for the amendment of the
Lassa fever memorandum.3
The control measures taken in these two cases differed from those

recommended in the memorandum in two main ways. Firstly,
emphasis was placed on surveillance of people who had physical
contact with the patients or their specimens and self surveillance was
undertaken; secondly, less stringent disinfection of premises occupied
by the patient was carried out.2
The contacts of the first patient were classified into two groups: (1)

high-risk (first-line)-people who had physical contact with the
patient or her specimens and (2) low-risk (second-line)-people who
had been in the same room as the patient, including face to face
contact, at any time after the onset of her illness until isolation. There
were 124 high risk contacts, most of whom were clinical or laboratory
staff in hospital and 49 low risk contacts.
The contacts of the second patient were considered as a single group;

there were altogether 70, most of them hospital staff.
In both episodes the dai-ly physical examination, including throat

examination, suggested in the memorandum3 was not carried out, but
daily temperatures were recorded. If the contacts were considered to
be reliable they were permitted to record their own temperatures and
telephone the result daily to the Medical Officer for Environmental
Health. High risk contacts of the first patient and any contact of the
second whose temperature exceeded 38°C (100 4°F) at any recording

were to be admitted directly to Coppetts Wood Hospital; in the event
none of them developed pyrexia of this degree. Low risk contacts of
the first patient who developed pyrexia at this level were to be observed
at home or in the isolation unit of a general hospital for 24 hours and
then transferred to Coppetts Wood Hospital if the fever persisted. Two
of these contacts had fever of 38°C or above, but in neither did this
persist, and they were not admitted to Coppetts Wood Hospital.

The residences of the patients in both these episodes had not
been grossly contaminated with possibly infectious blood, urine,
or pharyngeal secretions and formaldehyde fumigation was
therefore considered unjustified. Indeed, had this been carried
out the home contacts would have had to be moved elsewhere for
24-48 hours, possibly increasing the chance of any dissemination
of infection. Surfaces in the homes were simply wiped with
hypochlorite, particular attention being given to the lavatories
and bathrooms.

Conclusion

No secondary cases occurred; furthermore, 159 contacts of
the first patient were examined serologically and no spread of
infection was shown. In future special attention should be given
to the identification of high risk hospital contacts and less
emphasis given to low risk community contacts of cases of Lassa
fever.
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Over the years I have seen a handful ofpatients with a similar syndrome.
About a week after a particularly stressful event or when they are
relaxing perhaps a week after some intense hard work they develop a
febrile illness with joint aches and pains and a scarlatina form rash. In all
the patients this syndrome occurs at regular intervals. Is this a recognised
phenomenon ?

Many febrile illnesses may be accompanied by joint pains. Infective
illnesses caused by bacteiia-for example, gonococcus, meningo-
coccus, streptococcus, biucella, salmonella, shigella-or by virus-for
example, rubella, mumps, glandular fever, or rickettsia-are all seen
with joint pain or swelling, or both, and many are accompanied by a
rash. All of these, however, are likely to be self limiting. For a disorder
to recur implies a persistent cause such as a metabolic disorder or
autoimmune abnormality. Systemic lupus erythematosus, polyarth-
ritis nodosa, and some forms of juvenile chronic polyarthritis
frequently recur and have a rash, but I know of no instance where this
could be described as being related regularly to stress or relaxation.-
JOHN A MATHEWS, consultant rheumatologist, London.
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