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development of the hypothermia. One inquest highlighted poor hospital security
arrangements as a causative factor.
Of the 28 subjects living alone, 15 had been visited shortly before death by close

relatives (mean 2-1 days) and five by friends or neighbours (mean 2 7 days). Five
of the subjects had been visited recently by a representative of at least one of the
support services (family practitioner, nurse, home help, or social worker) (mean
2-0 days), and six subjects had been advised by a member of one of the services.
All bodies were found by the visiting groups. Eight subjects persistently declined
help despite regular supervisory visits. Five deaths were associated with
inadequate housing and heating facilities. In 10 cases potentially adequate heating
facilities were not being used at the time of death, although in eight of these cases
financial resources seemed to be adequate. In two cases self neglect was evident,
and these were unknown to the support services.

Nineteen subjects were found sufficiently quickly to allow emergency
admission to hospital (mean temperature on admission 29 2°C); this included
62% of those living alone.

Comment

Though there is a high yearly mortality related to cold weather of around
40 000, this study is in agreement with others that deaths due to hypothermia
are rare.
The study shows that 35% of deaths from hypothermia were associated

with housing and heating problems. Though the subjects in this group often
received regular visits (89%), heating facilities remained inadequate in 18%
of cases and unused in 36%. Lack of use was associated with financial
hardship in only 20% of cases, and concern over potential heating costs thus
seems to be a possible explanation for lack of use in the others.
An unexpected finding was another group of fatalities (28%) that occurred

in mentally ill subjects who had wandered away from their place of
supervisory care. It is well accepted that mental illness may create a state of
unawareness of the cold environment,2 but the risks ofwandering seem to be
insufficiently emphasised.

I thank Drs H Pilling and S Popper (HM coroners) for allowing me access to
inquest records; and Mr S P Garland and Gaynor Boon, assistant keepers, earth
sciences/meteorology, City of Sheffield Museums Department, for providing
meteorological data.

I Anonymous. Deaths in winter. Lancet 1985;ii:987-8.
2 Collins KJ. Temperature regulatiwns and hypothermia in the elderly. Oxford: Oxford University Press,

1983:91-104.
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Occurrence of different ensuing
triggering infections preceding reactive
arthritis: a follow up study
An ever increasing variety of microbes has been reported to trigger reactive
arthritis, especially in patients with HLA-B27.' Interestingly, the possible
occurrence of a different ensuing triggering infection in a patient previously
cured of joint inflammation has not been studied, presumably because these

patients are few and treated in different medical centres on different
occasions.

Patients, methods, and results

The five patients in this series were considered to have typical reactive arthritis
by virtue of the clinical picture and specific microbiological and serological results
(table). All patients were positive for HLA-B27 but none had a family history of
ankylosing spondylitis or rheumatoid arthritis. Tests made to identify the
causative infectious agent included cultures from urethral secretions, throat,
and faeces; agglutination tests for yersinia, salmonella, shigella, and group A
streptococcal antigens; enzyme immunoassay for Chlamydia trachomatis and
campylobacter; and a complement binding test for Neisseria gonorrhoeae.
Antistreptolysin 0, antistaphylolysin, and teichoic acid antibodies were measured
by radioimmunoassay. Routine viral antibodies were assayed by using comple-
ment fixation. Patients were tested for rheumatoid factor and antinuclear
antibodies. Gout and purulent arthritis were also excluded.
The interval between the initial episode of reactive arthritis and the ensuing

relapse varied between 1-5 and 11 years, during which patients were free of
symptoms in the joints. In two patients the titres of the initial triggering
infections were not available, but the diagnosis was adequately verified by a
physician (table). All patients showed typical signs of monoarthritis, oligo-
arthritis, or polyarthritis. In four patients the second episode of arthritis affected
several joints. Only two patients, however, had radiological evidence of erosions.
These two patients were considered to have a chronic Reiter type of disease,
including both extra-articular manifestations and permanent bone erosions. After
the relapse and because of the chronic nature of the arthritis three patients
(cases 1-3) were treated with antirheumatic drugs; the other two patients received
only symptomatic treatment.

Comment

Reactive arthritis often consists of a seronegative asymmetric arthropathy2
beginning one to three weeks after a triggering infection. It may show
additional features compatible with Reiter's syndrome, but whereas Reiter's
syndrome is often a chronic disease, reactive arthritis has a tendency to heal.
In most cases reactive arthritis is preceded by an enteric or venereal infection
and closely related to the major histocompatibility complex locus I, coded
HLA-B27.

Recent reports have suggested that exogenous antigens and specific HLA
molecules together with an activated immune response are responsible for
the joint inflammation in reactive arthritis. Chlamydial and yersinia
elementary bodies were detected in affected joints.34 Our previous studies
have clearly shown that T lymphocytes as immune effector cells are present
in the synovial fluid.5
The existence of succeeding triggering infections able to cause a reactive

joint inflammation in the same patient is a new finding. We found that
reactive joint inflammation in complete remission could be triggered and
reactivated by a quite different microbial antigen, causing fulminant
relapsing reactive arthritis with all the characteristic symptoms.

It thus seems that the occurrence of inflammatory reactive complications
is more dependent on the genetic constitution of the host than on the type of
triggering infection. Furthermore, in this series the clinical picture differed
between the two occasions, suggesting that factors other than heredity may
play a part. Lastly, three of the five infections caused chronic arthritis after
the second episode, possibly due to an amplified secondary autoaggressive
immune response. Patients with reactive arthritis should therefore always be
advised against exposure to enteral and venereal infections in order to
prevent chronic arthritis from developing.

This study was supported by grants from Finska Lakaresallskapet, the Juselius
Foundation, and the Oskar Oflund Foundation.

Clinical and serological data on the five patients and details ofensuing infections and time intervals between initial attack (I) and relapse (II) of complicating symptoms of arthritis

Sex and age Interval Sedimentation rate I/
Case (years) before relapse Rheumatoid factor/ sedimentation rate II
No at relapse Triggering agent I/symptoms Triggering agent II/symptoms (years) antinuclear antibody (mm in first hour) xRayfindingsl/xrayfindingsII

I M 40 Yersinia enterocolitica 1/1280/ Chlamvdia trachomatis 1/128/ Normal/metatarsophalangeal
oligoarthritis, iritis polyarthritis 11 Absent/absent 64/43 erosions

2 M 22 Salmonella verified serologically/ Yersinia enterocolitica 1/5120/
monoarthritis in knee oligoarthritis, conjunctivitis,

balanitis, urethritis 6 Absent/absent 50/80 Normal/sacroiliitis
3 F 32 Yersinia enterocolitica 1/20480/ Salmonella 1/320/polyarthritis, iritis

polyarthritis 9 Absent/absent 73/44 Normal/normal
4 M 39 Neisseria gonorrhoeae verified Salmonella (positive cultures)/

serologically/monoarthritis polyarthritis 10 Absent/absent ND/I 15 ND/ND
5 M 21 Salmonella 1/320/monoarthritis in Yersinia enterocolitica 1/1280/

knee oligoarthritis 1-5 Absent/absent 59/38 Normal/normal

ND=Not done.
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Variability in reviewing attenders at
accident and emergency departments in
England
The yearly rate of new attendances at accident and emergency departments
in England increased steadily between 1949 and 1984 from 89 to 218 per
1000 population, while the ratio of reattendances to new attendances (the
reattendance rate) fell steadily from 1 6 to 0-3 (inter-regional range 0 2-0-4).'
We examined the district rates of reattendance between 1974 and 1985
because an even wider range between districts would have policy implications
for the delivery of primary care.

Methods and results

Yearly numbers of new and total attendances at accident and emergency
departments between 1974 and 1985 for each of the 191 English health districts
existing in 1985 were provided by the Department of Health and Social Security.
Reattendance numbers were calculated as the total attendances minus the new
attendances. Where district boundaries had altered before 1985 attendances were
reattributed from the original districts to the new districts, consistent with the
1985 boundaries. The socioeconomic state of health districts was classified
according to the Office of Population Censuses and Surveys' cluster analysis of the
1981 census:'high status, rural, town, city, local authority housing, or London.2
The means of the annual reattendance rates for 1974-85 were used to

represent the average levels of reattendance. They were distributed around a
median of 0 44 (interquartile range 0-25, table). There was a 26-fold difference
in range (0-04-1-06). Socioeconomic classification and grouping of districts
according to health region explained only 3% and 11% of this variation,
respectivevy.
The simple linear regression coefficient of the rate against time indicated a

significant (p<005) falling trend in 133 (70%) health districts. The median rate
of change was 16 fewer reattendances per 1000 new attendances per year (range
-113 to + 16). The Spearman rank correlation coefficient between the mean

annual reattendance rate and the time trend was -0 37 (p<0O01).3 Thus the
yearly reattendance rate in districts where the level of reattendance was high fell
significantly more quickly than in districts where it was low.

Comment

The wide geographical variation in reviewing first attenders is surprising.
Systematic undercounting is unlikely as the Department ofHealth and Social
Security guidelines to regions define reattendance. Moreover, failure to
count every visit would risk understating departmental workload and
disadvantage any bid for resources. Certain accident and emergency
departments may undertake specialty functions such as orthopaedics, so that
their reattendances include orthopaedic outpatient visits, etc. Such
departments are not performing the modern role planned for them.
Differing diagnostic case mixes are another possible explanation. This
would imply that certain departments were seeing patients with less severe
conditions who in other areas might have been cared for by general
practitioners. Accident and emergency departments are assumed to
substitute for the normal delivery of primary care by general practitioners in
socioeconomically deprived areas.45 Yet socioeconomic classification of
the health districts failed to show that the deprived districts had higher
reattendance rates. Nor were districts with extreme reattendance rates
grouped in particular regions. Other demographic characteristics of first
attenders, like age, may determine reattendance, but the most likely
explanation is that accident and emergency departments differ widely in
their medical policies for reviewing patients.
Most accident and emergency departments were reviewing patients less

often. The size of the reductions, however, varied. Departments with higher
reattendance rates showed greater declines. It may well be that the
burgeoning demand for such services has outstripped supply and led to a
reduction in the reattendance rate as full capacity is approached.

If all accident and emergency departments who reviewed patients more
often than the national median reduced their follow up rate to the median the
number of reattendances would decline by roughly 1 million. This might
mean transferring some of the workload to general practice, however, not
reducing it totally.

We thank Mr John Charlton and his colleagues in the Statistics and Research
Division of the Department of Health and Social Security in London and the
North Flyde Central Offices in Blackpool for providing the SH3 returns of
accident and emergency attendances. The Medical Care Research Unit is
supported by the Department of Health and Social Security and Trent Regional
Health Authority.

Mean yearly reattendance rate at accident and emergency departments in English health districts 1974-85

Reattendanceratepernewattendance <0 1 0 1- 0-2- 0-3- 0 4- 0 5- 0-6- 0-7- 0-8- 0-9- 1 0-1 09
No of health districts 6 9 32 35 43 35 13 10 5 2 1

I Department of Health and Soci4l Security. Health and personal social services statistics for England.
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