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Epidemiology

Report from the PHLS Communicable Disease Surveillance
Centre

Notifications of meningococcal meningitis in the first quarter of
1986 were the highest quarterly total since 1976, and notifications of
malaria in the year 1985 reached the highest annual total recorded
since 1920. There were 23 cases of the acquired immune deficiency
syndrome (AIDS) reported in March in Britain, making a total of 53
in the first quarter of the year and altogether 328 cases since
surveillance began.

Meningococcal meningitis
Cerebrospinal fever was first made statutorily notifiable in 1912;

the name was changed to meningococcal infection in 1949 and
changed again to meningococcal meningitis in 1968. Despite these
changes, and a level of undernotification which may at times be as
high as 50%, notifications have provided a valuable indication of
trends in the incidence of the infection for most of this century.
There were epidemics after the first world war and in the early

1930s, and a very large epidemic during the second world war,
which peaked in 1940 with nearly 13 000 notifications. These
epidemics were probably due to group A strains of Neissenia
mernngitidis. A smaller epidemic due to group B strains took place
between 1972 and 1976, reaching a peak of 1296 notifications in
1974.

In 1985 there were 549 notifications-compared with between
401 and 525 in the years 1977 to 1984. The increase continued into
1986, and in the first quarter there were 246 notifications. Usually
about one third of notifications occur in the first quarter of each
year, so that the total for 1986 might be expected to be between 600
and 800-about the same as in the years 1972 and 1976 but about
half that in 1974, the peak of the 1972-6 epidemic.
The characteristic age distribution of meningococcal infection,

with over half the notified cases of meningitis being under the age of
5 years, changed during the wartime epidemics of N meningitidis
group A infection, when many cases occurred in young military
recruits. A similar change in age distribution was observed in two
small localised outbreaks in Plymouth and in Gloucestershire in the
early 1980s, which were due to sulphonamide resistant group B
strains of N meningitidis type 15. The age distribution of all
notifications in England and Wales also showed an increase in the
proportion ofcases in teenagers and young adults aged 15 to 24 years
between 1975 and 1986, but the significance of these age changes is
unknown.

Before the advent of sulphonamides the fatality rate from
meningococcal infection was as high as 80%, but since the 1950s it
has been about 10%. The fatality rate is higher in fulminating
septicaemic cases than in cases reported as meningitis. Because only
meningococcal meningitis is notifiable and often is not fully
notified, whereas registered deaths include both septicaemic and
meningitic cases, the case fatality ratio of deaths to notifications
gives a falsely high figure of about 20%. Thus in 1985 there were
94 registered deaths and 549 notifications, a case fatality ratio of
17%. These data also show that the case fatality ratio varies with age,
being highest in the very young and older age groups and lowest
between 5 and 25 years.
Though effective vaccines have been prepared against N menin-

gitidis of groups A, C, Y, and W-135, no vaccine has yet been
produced against the group B meningococcus, the organism

responsible for most infections in Britain. Control of the disease in
Britain depends, therefore, on prompt clinical recognition of the
infection and immediate treatment. Chemoprophylaxis is recom-
mended for close contacts- for example, members of the same
household or people sharing dormitory accommodation-and
because many strains ofN meningitidis in Britain are now sulphona-
mide resistant the drug of choice is rifampicin, 600 mg twice daily
for two days for people of 12 years and above, 10 mg/kg for those
aged 1 to 12 years, and 5 mg/kg for those under 1 year.

Malaria

Malaria is another statutorily notifiable disease, reports of which
increased in 1985, though, unlike meningococcal meningitis, all the
cases were imported. It was first made notifiable in 1919, and in
1920, the first full year of notification, there were over 4100 cases in
civilians alone. Similar but much smaller peaks occurred after the
second world war and after the Korean war, but in the 1960s
notifications fell to their lowest recorded level-between 62 and
100 each year. The present rise in notifications began in the early
1970s and reached 1625 in 1978 and the same number again in 1979.
The numbers then fell to just over 1000 in 1983 but rose again in
1984 and 1985 to 1396 and 1698 respectively, the last being the
highest figure recorded since 4168 in 1920.

Data provided by the PHLS Malaria Reference Laboratory show
that the recent trends in notifications were mainly due to variations
in reports of Plasmodium vivax malaria acquired in the Indian
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FIG 1-Malaria Reference Laboratory data Britain 1973-85.
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subcontinent (fig 1), but that these obscured a continuing increase
in P falciparum malaria, mainly in travellers from West Africa,
which more than trebled between 1973 and 1985. Chloroquine
resistant strains ofP falciparum are now widespread in Asia, South
America, and east Africa and are also present in Bangladesh and
north east India, but fortunately do not appear to have arisen in
west Africa.

Malaria prophylaxis is the most important preventive measure for
travellers from Britain, but general advice about protection against
mosquito bites should not be omitted. This is given in the
Department of Health and Social Security pamphlet Protect Your
HealthAbroad (SA35/1986), which is available to doctors and to the
public. Recommendations include keeping the arms and legs
covered when out of doors after sunset, sleeping in screened
accommodation or under mosquito nets, and using insect sprays
and repellants. The specific advice on chemoprophylaxis currently
recommended by most authorities is proguanil (Paludrine) 200 mg
daily and chloroquine 300 mg weekly for travellers to areas where
there is, or may be, transmission of chloroquine resistant P
falciparum malaria. In other areas either of these two drugs may be
used.

AIDS
During March 1986, 23 cases of AIDS were reported to the

Communicable Disease Surveillance Centre, bringing the total to
328 since reporting began; 289 (91%) ofthem were in homosexual or
bisexual men.

Although the number ofcases reported each quarter is increasing,
the rate of increase appears to be diminishing (fig 2). This may
indicate that the epidemic in homosexual and bisexual men is
beginning to plateau, but it may indicate a decline in reporting or an

50

4.0

No of
cases

2D

1 2 3 4 1 2 3 4 1 2 3 4 1 2 3 4 1
1982 193 198L 185 1986

FIG 2-Acquired immune deficiency syndrome, Britain: cases by quarter of
reporting.

increasing time lag between diagnosis and reporting. Possibly cases
are now being more frequently seen by clinicians outside the
specialty ofgenitourinary medicine, not all ofwhom may be familiar
with the national reporting system. All clinicians are therefore
invited to report in confidence to the Communicable Disease
Surveillance Centre, 61 Colindale Avenue, London NW9 5EQ
(telephone 01 200 6868) any case of suspected or confirrmed AIDS
that comes under their care. A standard questionnaire will be sent
for completion, and, again, this is in strict confidence. These
questionnaires are analysed by only one medical epidemiologist at
the Communicable Disease Surveillance Centre, are kept under
secure conditions, and are not available to any other staff. They
are essential in providing detailed information fir the national
surveillance ofAIDS.

Lesson of the We

Use of steroid eye drops in general practice

MICHAEL J LAVIN, GEOFFREY E ROSE

Treatment with steroids, whether systemic or topical, reduces the
body's ability to mount an inflammatory response to an injury,
whether infective or non-infective.'"3 Treatment with steroids
entails the administration of a preparation of suitable potency, at a
dosage and by a route that will ensure that the drug reaches
therapeutic concentrations where necessary, during the appropriate
phase (that is, the inflammatory phase) ofthe disease. It must also be
remembered that, by suppressing the inflammatory response,
steroids adversely influence the processes acting to localise infective
agents and influence the duration and course of the repair of
damaged tissues.24

It is within the eye, perhaps, that tissues are most susceptible to
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General practitioners are advised not to prescribe
topical ophthalmic steroids without first seeking the
opinion ofan ophthalmologist

steroid treatment. Ocular steroids may reach high concentrations in
the anterior segment of the eye,5 and some of the complex
structures-for example, the cornea-are particularly at risk, not
only from external infections but also from the damage caused by
reparative scamng.
We report on a series of patients with ophthalmic problems who

had received treatment with topical steroids before presentation.

Patients and methods
During October and November 1985 we examined about 1800 patients

presenting at the casualty department of this hospital for the first time; these
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