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Stanley Royd: the epidemiological lesson

The report of the committee of inquiry into an outbreak of
food poisoning at Stanley Royd Hospital described the
detailed and painstaking investigation carried out by its three
members and ended with many welcome recommendations
which should help to prevent food poisoning in hospitals in
the future.' Yet we believe that one vital ingredient was
omitted.
As the committee pointed out, the recommendations that

prevent the immediate cause of outbreaks of food poisoning
-those concerned with faults in the preparation and handling
of food-have all been made previously. The problem has
been that they are not always put into practice. The tragedy
which occurred at Stanley Royd and the monitoring arrange-
ments suggested by the committee should ensure that in
future these existing recommendations will be enforced
continuously throughout the National Health Service. We
commend the comnmittee's recommendations. for kitchen
inspections, particularly the inclusion in this work of the
control of infection officer, who should be a medical con-
sultant, usually a microbiologist. The committee also recom-
mended the appointment of a control of infection nurse in
each health district, a long overdue development, and we
suggest that there should be at least one such nurse in each
district.
The committee also recommended that the Public Health

Laboratory Service and its Communicable Disease Surveil-
lance Centre (CDSC) should play a more active part in the
control of outbreaks and in training.and teaching,.and these
should be important developments which will help control of
infection officers and medical officers for environmental
health. Now that the threat to the future ofthis service by the
review of the Department of Health and Social Security has
been removed public health laboratories and the CDSC
should be able to- take on these tasks.
The missing factor in the committee's recommendations

concerned the epidemiological aspects of the outbreak. The
report failed to.'identify the need for a more professional
approach to epidemiological investigations. The investigation
that was undertaken may best be described as "epidemiology
by committee": various staff-inexperienced and untrained
in epidemiological methods-were given tasks of interview-
ing affected hospital staff and patients and investigating
possible sources of the outbreak without any prior instruc-
tion. Such.epidemiological defi-ciencies are sadly.not unique:

a study reported in the BMJ of hospital outbreaks between
1980 and 1982 found that the data necessary to determine the
source of infection were often not available.2 In the Stanley
Royd outbreak the, acting local medical officer for environ-
mental health should in our view have been responsible to the
infectious diseases committee for leading and managing the
epidemiological investigation, not simply coordinating it as
its chairman. The report criticised the. regional medical
officer for what appear to be inadequacies of the local
epidemiological investigation, for which he had no responsi-
bility.

In its recommendations the committee mentioned the
need for local outbreak plans. These may indeed be helpful,
but the prior distribution of standardised food history
questionnaires is, we believe, of little value and may be
misleading because they may not take into account factors
important in a particular outbreak, especially as most of
those due to salmonellas in hospital are not food. borne.2
Epidemiological data on both cases and controls and clinical
data are as vital as the bacteriological findings in determining
the source and vehicle of infection.3 The prime need is for an
epidemiologist to take charge ofthe investigation and control
of an outbreak. It is not enough for thi-s local epidemiologist,
be it the medical officer for'environmental health or the
control of infection officer, to, "co-ordinate the epidemio-
logical investigation," as the committee recommends. One or
other ofthese medical staffshould have specific responsibility
for managing the outbreak on behalf of the control of
infection committee.
At present, the local epidemiologist is usually a community

physician appointed as proper officer for infectious disease-
by the local authority, and in this capacity he .or she is
described as the medical officer,for environmental health.4
Often such physicians are poorly trained in the investigation
of outbreaks, as the committee appreciated. Usually they
have no staff available to help them in this work, and
sometimes they have many additional duties (as indeed was
the case in Wakefield). Furthermore, their responsibility for
the prevention of non-notifiable diseases, in the control of
infections in hospitals, and in the wider aspects ofprevention
of non-communicable disease is not clear.
The committee was asked to recommend ways of improv-

ing the investigation and control of outbreaks in the -future.
In our-view the most important improvement that is-needed
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escaped the committee-namely, the appointment ofmedical
epidemiologists, appropriately trained and with adequate
support staff, to take local responsibility for the ascertain-
ment, prevention, and control of all disease whether infec-
tious or not. This task is important enough for them not to be
encumbered by administrative or other duties. The timely
setting up by the Secretary of State of an inquiry into the
future development of the public health functions under the
chairmanship of the Chief Medical Officer, Dr Donald

Acheson, will no doubt consider this need-and, we hope,
begin a revival of British public health.

I Department of Health and Social Security. The report of the committee ofinquiry into an outbreak of
food poisoning at Stanley Rayd Hospital. London: HMSO, 1986.

2 Palmer SR, Rowe B. Investigation of outbreaks of salmonella in hospitals. Br Med J 1983;287:
891-3.

3 CruickshankJC. The investigation of salmonella outbreaks in hospital.J HospInfect 1984;5:241-3.
4 Department of Health and Social Security. NHS local government reorganisation circular. London:

Department of Health and Social Security, 1973. (HRC (73) 34. Circular 58/73.)

Asymptomatic microscopical haematuria
As the number of routine medical examinations increases
more asymptomatic abnormalities are being detected in
patients of all ages. One such abnormality-finding micro-
scopical haematuria on urine stick testing -is of importance
to urologists and renal physicians. A paper at p 681 reports
that almost two fifths of patients with asymptomatic micro-
scopical haematuria seem not to have been investigated
further by their general practitioners. Is there any evidence
that ignoring positive results is harmful, or are proprietary
stick tests simply too sensitive?

Certainly urine stick tests are very sensitive: they detect
as few as 5 x 106 red cells per litre of urine (manufacturers'
data). Clinicians have tended to ignore a positive stick test
result when urine microscopy has failed to confirm the
presence of red cells. Yet microscopy (as performed in some
laboratories) may be an insensitive indicator ofred cells in the
urine.' For reliable results the urine should be centrifuged
and the spun deposit resuspended before microscopy. In
normal circumstances a red cell count ofmore than 100x 106/1
in centrifuged urine is taken as abnormal.2 If these strict
conditions are applied the results of stick testing and
microscopy usually agree, and where there is a discrepancy it
is probably safer to disregard the stick test findings.2 The
most important feature of microscopical haematuria for
urologists, however, is that its degree is a poor guide to the
seriousness ofany underlying lesion.
What, then, are the implications of microscopical haema-

turia? In patients aged over 40 the finding should always be
taken seriously. Full investigation by urine culture and
cytology, intravenous urography, and cystoscopy is manda-
tory after exclusion of a local genital cause for the bleeding.
At least a fifth of cases investigated have a substantial
urological abnormality, and in half of these the lesion is
malignant.34 Of those patients who have no detectable
abnormality, 2% develop a lesion within the next three
years.5 Concurrent treatment with anticoagulants should
never be blamed for microscopical haematuria since many
patients who develop haematuria while taking warfarin have
urological disease.6 Similarly, prostatic bleeding should
always be diagnosed by exclusion of other disorders. When
no firm cause for the bleeding can be established a follow up
protocol should be instituted continuing for a minimum of
three years. The recommendation that finds general favour
with urologists is to repeat analysis of the urine and cytology
every six months, with repeat cystoscopy and urography at
yearly intervals if bleeding continues.4

In patients under 40 full investigation is also indicated,
although only 2% will prove to have a serious urological
lesion.3 In a few young patients transient haematuria will be
due to athletic activities such as jogging, rowing, or karate.7
Such microscopical haematuria usually lasts less than 48

hours' but may on occasion persist,9 in which case full
investigation is needed. In most young patients, however, no
firm diagnosis can be established, and the condition is
traditionally termed "benign" (or essential) haematuria.
Some of these patients have glomerulonephritis-though in
the absence of proteinuria, cylindruria, and hypertension
the prognosis is good and diagnostic renal biopsy is not
indicated. The full investigation of young patients (which
should always be done'") need not include cystoscopy unless
specifically indicated: malignancy is extremely rare in this
age group even after protracted follow up."I

Routine urine testing is rarely performed in infants and
children so the problem does not often arise. The most
common causes for microscopical haematuria in children are
glomerulonephritis,'2 sickle cell disease,'3 and urinary
tract infection, with most of the remainder being termed
"benign." Investigation, therefore, should be aimed at
excluding renal disease: particular attention should be paid
to the presence of white cells, casts, and protein in the
urine. Finding these warrants referral to a paediatrician or
nephrologist. Cystoscopy is seldom indicated in children.
When a definite cause for microscopical haematuria is

found in older patients urological referral is mandatory.
Early investigation, diagnosis, and treatment of bladder
cancer, from which half will be found to suffer, is bene-
ficial.'4 '5 In those patients in whom no abnormality is
detected careful follow up with repeated investigations is
essential, as explained above. Younger patients, however,
can probably be given a clean bill of health after-three years
provided there is no evidence ofrenal parenchymal disease or
hypertension.

NIGEL BULLOCK
Consultant Urologist,
Addenbrooke,s Hospital,
Cambridge CB2 2QQ
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