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B.M.A.'s Board of Science and Education,10 notably in the
availability of doctors at the site of accidents and the
equipping of ambulances with special apparatus.

But, when all is said and done about the expert treatment
of accident cases by trained specialists, two questions must
be asked. The first is, what is the role of general practitioners
in the service? Secondly, is sufficient undergraduate teaching
of this increasingly prominent part of medical practice being
given? Accidents and emergencies do not necessarily happen
within reach of an expert in the management of them. In fact
chance alone dictates that the first doctor to reach the scene
is unlikely to have special knowledge or experience of the
subject. Are medical students being trained in the skills of
first-aid treatment and beyond which will enable them in
whatever branch of medicine they become established to
cope adequately, for example, with a severe motor crash,
or a boating accident, or a case of choking in a restaurant?
At the Representative Meeting Colonel J. C. Watts'" said it
was not beyond the competence of an adequately trained
man to cope with any emergency. Is today's tining ade-
quate by that criterion?
1 British Medical Journal, 1970, 4, 68.
' Lancet, 1970, 2, 861.
3 Daily Telegraph, 1 June 1971, and 2 June 1971.
4 Annual Report of Council, Appendix 8, British Medical Journal, 1971,

2, 100.
5Duthie, R. B., Injury: British Journal of Accident Surgery, 1971, 2, 279.
Ellis, M., British Medical Journal, 1970, 4, 800.

7 Wilson, D. H., British Medical Journal, 1971, 2, 48.
a Ministry of Health, Report by the Working Party on Ambulance Training

and Equipment. Part 1 Training. London, H.M.S.O., 1966.
' Fowler, A. M., British Medical Journal, 1970, 1, 362.
10 British Medical Journal Supplement, 1971, 2, 88.
11 British Medical Yournal Supplement, 1971, 3, 67.

Reiter's Disease
Arthritis after dysentery has been recognized for many
centuries, but the syndrome of urethritis together with
arthritis and conjunctivitis in association with dysentery
was probably first recorded by Stoll in 1776.1 The same
combination of symptoms without preceding dysentery and
believed to be of venereal origin was described by Sir
Benjamin Brodie in 1818.2 In 1916 H. Reiter rediscovered
the syndrome, and his name is now generally attached to
it in the English literature.3

Interest in this condition has greatly increased in the
past 15 years and a number of less constant symptoms
have been added, so that a clearer picture emerges of
its course and prognosis. Reiter's disease may now be
diagnosed when any two symptoms of the triad occur or
even one symptom if several of the other characteristic
features are also present.4 In Great Britain Reiter's disease
is seen predominantly in young men. It occurs as non-
gonococcal urethritis with polyarthritis, especially in the
legs, and occasionally conjunctivitis, iritis, carcinate
balanitis, stomatitis, and keratoderma of the feet. The in-
cidence of the disease is estimated to be about 1% of
patients with non-gonococcal urethritis. Thus the total
number of cases is not negligible.5 In a recent paper from
Papua it was found that Reiter's disease accounted for
the bnajority of cases of arthritis in young males, and
epidemiological studies suggested a venereal transmission.6
The majority of attacks last about three months, but

recurrences are common, and the annual risk of a second
attack is estimated to be 15%.7 Sometimes the disease
becomes chronic, with recurrent iritis, painful deformities

of the feet, and atypical spondylitis. In a few of these
patients visceral lesions develop. The largest reported post-
dysenteric series of Reiter's disease occurred in Finland in
1944, when 344 cases were investigated.8 A follow-up study
on 100 of these cases made about 20 years later showed
that only 20 individuals had been free from symptoms
since the original attack; in 32 symptoms and radiological
findings of sacroiliitis or spondylitis were present; 18 had
chronic active peripheral arthritis; and in 30 chronic arth-
ritis had become inactive. Recurrent iritis was seen in six,
one of whom developed glaucoma, and there was one
case of encephalitis which resulted in Parkinsonism. Serious
heart disease was found in two patients (cardiac failure
and total heart block). The working capacity of 39 patients
was much reduced, and three were completely incapacitated.
Thus 42 of the 100 patients had a more or less severe
disability.9 Even if one assumes that the 100 who presented
themselves for re-examination were more likely to suffer
from symptoms than those who did not, the proportion
with residual damage was considerable. It was of interest
that symptoms caused by spinal changes were mild and
did not disturb the patients, in contrast to classical anky-
losing spondylitis.

In follow-up studies of non-dysenteric and presumably
venereally transmitted Reiter's disease a very similar picture
emerged.4 10 G. W. Csonka and colleagues reported four
cases of carditis and aortic incompetence in patients with
severe Reiter's disease," and in a recent paper J. M.
Cliff described three further cases of long-standing Reiter's
disease with cardiac conduction defects and aortic incom-
petence.12 In all his cases there was an unusual bony
bridging between the vertebral bodies of the dorsal spine
and sparing of the anterior spinal ligament. One patient
died in left ventricular failure, and at postmortem exami-
nation the incompetent valves were found to show dense
connective-tissue replacement and inflammatory foci com-
posed mainly of lymphocytes-similar to the finding in
ankylosing spondylitis with aortic lesions.'3 The prognosis
in cases with aortic incompetence is variable, and several
patients are known to have remained well compensated
for many years. Other visceral lesions reported have in-
cluded pulmonary disease, such as pleurisy8 and pneu-
monitis.'4 More important are lesions of the nervous system.
No characteristic or uniform picture has emerged, but
several cases of meningoencephalitis,'5 16 one of which was
fatal,'7 and recurrent facial nerve paralysis have been ob-
served.'8 Secondary amyloidosis, with persistent diarrhoea
and severe amyloid deposition in the colon requiring total
colectomy, occurred in one patient after two years of
active Reiter's disease and appears to be a very rare
complication.'9

Apart from the visceral symptoms, which are not common,
one of the most unpleasant features of Reiter's disease
is undoubtably its tendency to recurrences. Even though
later attacks tend to be milder and show fewer symptoms
than the first attack, this is not always so, and in any
case recurrences increase the chances of permanent dis-
abilities, such as painful deformed feet or impaired vision
after recurrent iritis. Curiously, patients who suffer from
recurrent iritis commonly show a significant decrease in
the activity of peripheral arthritis. Between attacks of Rei-
ter's disease symptom-free intervals of a few months to
36 years have been noted.4
From these studies it is clear that Reiter's disease can

no longer be regarded as a condition which heals spon-
taneously without giving rise to residual changes.20 While
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deaths are rare and mostly due to cardiac or neurological
lesions or to reactions to treatment, the prognosis for full
functional restitution is only fair, though still better than
in rheumatoid arthritis or classical ankylosing spondylitis.
1 Stoll (1776), cited by Paronen, I., in Acta Medica Scandinavica, 1948,

Suppl. 212.
' Brodie, B. C., Pathological and Surgical Observations on Diseases of the

Jroints. 1818. London, Longman, Hurst, Rees, Orme and Brown.
3 Reiter, H., Deutsche medizinische Wochenschrift, 1916, 42, 1535.
4 Csonka, G. W., Ergebnisse der inneren Medizine, 1965, 23, 126.
5Csonka, G. W., British Medical Journal, 1958, 1, 1088.
Maddocks, I., British Journal of Venereal Diseases, 1967, 43, 280.

7 Csonka, G. W., Arthritis and Rheumatism, 1960, 3, 164.
8 Paronen, I., Acta Medica Scandinavica, 1948, Suppl. 212.
' Sairanen, E., Paronen, I., and Mahonen, H., Acta Medica Scandinavica,

1969, 185, 57.
10 Csonka, G. W., British Journal of Venereal Diseases, 1959, 35, 77.
1' Csonka, G. W., Litchfield, J. W., Oates, J. K., and Willcox, R. R.,

British Medical Journal, 1961, 1, 243.
12 Cliff, J. M., Annals of the Rheumatic Diseases, 1971, 30, 171.
13 Gatter, R. A., and Moskowitz, R. W., Diseases of the Chest, 1962, 42, 433.
4 Ansell, B. M., Bywaters, E. G. L., and Doniach, I., British Heart Journal,

1958, 20, 507.
15 Lauda, E., Wiener klinische Wochenschrift, 1946, 58, 55.
16 Csonka, G. W., Annals of the Rheumatic Diseases, 1958, 17, 334.
17 Oates, J. K., and Hancock, J. A. H., American Journal of the Medical

Sciences, 1959, 238, 79.
1CGsonka, G. W., in press.
19 Bleehen, S. S., Everall, J. D., and Tighe, J. R., British Journal of Venereal

Diseases, 1966, 42, 88.
20 Ford, D. K., Annals of the Rheumatic Diseases, 1953, 12, 177.

Airport Disasters
About a third of all accidents involving civil transport air-
craft occur within a few miles of an airport, and it is of
some comfort to know that these are the places where ex-
perience and the most up-to-date equipment to handle the
emergency should be available. The greatest hazard to the
occupants of a crash-landed aircraft is fire. An analysis of
13 accidents in which fire broke out after landing showed
that, though only 5% of the 700 passengers were injured
fatally as a result of the forces of impact, over 40% died
subsequently from the effects of fire. There are two main
hazards-smoke and fumes within the crew and passenger
compartments, and the immense problem presented by large
quantities of fuel carried under the fuselage and within the
wings of the aircraft.

Changes in aircraft design are being studied to limit the
possibility of an outbreak of fire and to reduce its effects.
Investigations include the development of crash-resistant fuel
tanks with emulsified or gelled fuel and the search for interior
furnishings with low inflammability and low capacity for
producing smoke. But for many years to come the survival
of passengers and crew will depend largely on the rapid and
effective deployment of the fire and rescue services. An air-
port demands an operation which is wholly efficient and the
service must be equipped with the most up-to-date appliances
designed to handle the large jet transports of today. A few
seconds' delay or a wrong decision in the siting of the appli-
ances can be crucial, because if the aircraft's tanks rupture
the fuel spreads rapidly across the ground and with it a
highly dangerous mist and vapour. The outbreak of an ex-
ternal aircraft fire leaves only about 30 seconds for the
passengers to escape. The services of the community in the
neighbourhood are also available, but their arrival at the
airport rendezvous will take several minutes, and it is
essential that unhindered access to the disaster is ensured.
The geography of airports is complicated, so that techniques
should be developed to provide immediately an emergency
route to the scene. The control of services to meet a disaster
requires the skill and knowledge of an experienced officer. He

must have an efficient communications system. A mobile
control centre at the scene of the disaster should provide
direct contact with the airport services, including air traffic
control, and with outside bodies such as police, fire brigades,
and ambulance services.
The accident to a Boeing 707 at Heathrow Airport, Lon-

don, during 1968 prompted much thought on airport dis-
asters, and the report' on it recommended that a working
party should be set up to study the problem. It was sug-
gested that the terms of reference should include liaison
between the airport and outside authorities, the fire and
rescue equipment, and the manning and training of the ser-
vice. A report from this group is expected later this year. It
will be received with much interest, and it is to be hoped
that financial considerations will not influence the actions
which the working party will no doubt recommend.
1 Board of Trade. Report on the Accident to Boeing 707-465 G-ARWE

at Heathrow Airport, London on 8 April 1968. London, H.M.S.O.,
1969.

Scotland's White Paper
Scotland has been both practical and economical in its
approach to N.H.S. reorganization. The Scottish Home and
Health Department had the good sense to consult with
interested bodies, including doctors,' before writing its first
-and only-green paper.2 It also had the foresight to
initiate a study on the problems of medical integration3 well
in advance of legislation. As a result, discussion on health
service reform in Scotland has been notably less hurried and
better informed than that in England. With a White Paper
now ou* and the results of the Brotherston report on inte-
gration just available, doctors in Scotland, who will be sent
copies of both documents, have until 1 November to give
their views on the Government's intentions.

Proposing that Scotland should be divided into 14 area
health authorities the White Paper says much as had been
expected, with the Government sticking firmly to its policy
of small non-elected boards. It has conceded the B.M.A.'s
minimum demand that the professional advisory machinery at
all levels should have statutory backing. Nevertheless this
will be small comfort to the majority of doctors, who regard
substantial elected professional representation on the boards
as imperative. There is to be no regional tier, which some
hospital doctors had favoured, while the number of area
authorities is to be rather less than the profession had
suggested, and their boundaries will probably be more closely
aligned with those of the new local authorities than many
doctors think desirable.

Over-centralization of administration is always a danger
in any large organization, particularly one run by Govern-
ment. Since the N.H.S. started this has always bothered the
profession, which is also chary of dominance of the Service
by lay management. The vagueness of the Government's
intentions in England and Wales has prompted speculation
as to precisely how the N.H.S. is to be managed, so in
Scotland the spelling out of the structure and functions of
central planning council and the common services agency
merits study by everyone interested in the future of the
N.H.S.
The planning council, "with statutory status as an

advisory body to the Secretary of State," will replace the
Scottish Health Services Council but its composition will be
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