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was associated with grade 2 clinical features and bacteraemia but
there was no difference whether the infants were treated
surgically or medically.
The possibility that necrotising enterocolitis may result from

infection deserves close attention.7 Specific enteric pathogens
have not been consistently isolated from infants with necrotising
enterocolitis, and the predominance of Staph epidermidis and
E coli bacteraemias reported in our study probably reflect the
commoner causes of bacteraemia generally found in special care
units.8 It has, however, been suggested that overgrowth of
organisms within the normal gut flora may produce necrotising
enterocolitis in the immature gut.9
The occurrence of six outbreaks in the winter and spring of

the second year of the study is strong support for an infectious
cause of necrotising enterocolitis.10 At least one other unit
experienced such an outbreak at this time, which was not
reported through the surveillance scheme. Within the units
where there were outbreaks no statistically significant differences
were found in endemic and epidemic cases, nor were these
infants different from those seen in other units in birthweight,
gestational age, or clinical features. Thus our data do not support
the suggestion that infants in outbreaks are heavier, but there
was some support for the suggestion that illnesses were less
severe.'"
The clinical reporting of necrotising enterocolitis has proved

valuable in defining the clinical presentation of this disease in
Britain and describing the basic epidemiological characteristics.
It is hoped that the system will continue so that seasonal and
geographical trends may be discovered and fatality rates moni-

tored, as well as providing the basis for collaborative studies
between neonatal paediatricians and other disciplines.
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Legionella infection 1981-2
Prepared by The Public Health Laboratory Service Communicable Disease Slurveillance Centre

A total of 281 cases of legionella infection was reported to the
Communicable Disease Surveillance Centre in 1981 (143) and
1982 (138). The causative organism was isolated from 19
patients and shown by direct immunofluorescence in a further
four. Another 171 patients had a fourfold or greater rise in
immunofluorescent antibody titre to ) 64. Seventy eight had a
convalescent titre of > 128 or a falling titre, and in nine the
details of the serology were not specified.
Most of the infections were due to L pneumophila serogroup 1;

10 were probably caused by other serogroups, including one
serogroup 3 and two serogroup 5 confirmed by isolation. Six
infections were caused by other species, including two due to L
bozemanji diagnosed by isolation and direct immunofluorescence
respectively.

In 10 other cases the serological findings were diagnostic but
the patients were not reported to have had pneumonia; five had
influenza like illnesses. Five of the 10 had rising titres, one to
L micdadei. One, who had a fourfold fall in titre, was part of a
common source outbreak of legionellosis on a power station
construction site.
The age distribution of the patients with confirmed pneumonia

for both years (fig 1) shows that most were in the sixth decade.
The male to female ratio was 2 3:1 in 1981 and 2 2:1 in 1982.

Thirty four patients died, a case fatality rate of 120o. Eight
of these were among 12 patients thought to have acquired the
infection in hospital. Four of them had neoplastic disease, three
had chronic renal disease, and four had severe chronic respi-
ratory or cardiovascular disease. Of the 26 others, 17 had
travelled abroad. Eight of the deaths were in people under 50
years; two of these infections were nosocomial, a child of 7 with
a kidney transplant and a woman of 42 with lymphoma; three

were in travellers (a woman of 24, a man of 41, and another man
of 47).
A history of recent travel was given by 137 patients (490,'), of

whom 121 had travelled abroad and 16 within Britain. Thirty
three people had visited the Balearics, 13 mainland Spain, 19
Italy, 19 Portugal, nine France, and eight Greece. Nine had been
to other countries in Europe and 11 to other parts of the world.

Eleven hotels were associated with more than two cases in the
two year period. Seven patients had stayed at a hotel in Palma
Nova, Mallorca, six at one in Italy, and four and nine respec-
tively were linked with two Portuguese hotels which had also had
cases in 1980. Seven more hotels were implicated in a total of 17
other cases.
The month of onset in 281 cases (fig 2) shows that the usual

peak occurred in late summer and early autumn.
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FIG 1-Age and sex of cases: 1981 and 1982.
FIG 2-Month of onset and travel history of cases: 1981 and 1982.

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J (C

lin R
es E

d): first published as 10.1136/bm
j.287.6395.826 on 17 S

eptem
ber 1983. D

ow
nloaded from

 

http://www.bmj.com/

