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Appendix
CASE DEFINITION FOR LEGIONNAIRES' DISEASE

"Probable" cases had a clinical history of an acute
pneumonia or acute lower respiratory tract infection and one
or more of the following: culture of the organism and for
L pneumophila only: (a) a fourfold rise (or fall) in antibody
titre to at least 64 but no other clinical diagnosis; (b) a static
titre of256 or more but no other clinical diagnosis; (c) positive
direct fluorescent antibody test result for respiratory secre-
tions or tissue with use of specific reagents; (d) legionella
antigen detected in urine. Patients with other findings were
categorised as possible or unlikely cases.
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Prevalence ofHIV antibody in
forensic cases
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Most people infected with HIV-I will develop AIDS,
but the incubation period varies (mean 10 years, range
2-20).' Death reports on people known to be infected
with HIV-I but without AIDS permit better estimates
of the impact of the HIV epidemic.2 HIV testing of the
dead sidesteps many of the ethical and social policy
issues raised in the testing of the living.3 We report the
prevalence of HIV antibody in subjects whose deaths
had been selected for medicolegal investigation.

Subjects, methods, and results
This forensic medicine department provides a

medicolegal necropsy service for Tayside (population
394 000; 172 860 in Dundee) and north east Fife
(population 68260). Routine testing for HIV-I and
HIV-II antibody in all subjects at necropsy was
initiated in April 1990 as a health and safety measure.
Seropositive cases were not subjected to necropsy
except for compelling legal reasons. The identity of
seropositive subjects was disclosed to the Department
of Public Health only for its confidential records.

In all, 500 subjects, identified by case number, were
tested for HIV-I and HIV-II antibody. A further 11
cases were not tested because of simple omission,
container leakage, or unavailability of blood in nine
(one known to the police as a homosexual) and because
a test result was available immediately before death in
two (both intravenous drug misusers; one was sero-
positive).

Samples were tested by enzyme linked immuno-
sorbent assay (ELISA) using recombinant HIV (Abbot
Laboratories). Positive results were confirmed by a
second ELISA (Wellcome Diagnostics) and further
tests as necessary.
The 500 subjects comprised 31 children under 16

and 469 adults (mean age 58, range 16-95); 301 were
male. In all, 457 adults had no known risk factors and
all proved seronegative. Of the remaining 12, 11 were
known drug misusers (seven suspected intravenous
drug misusers) and one was suspected of being so by
association. The information sources were the police in
nine cases, hospital records in three, and general
practitioners in four.

Seven of the 12 suspected drug misusers were
thought to be positive for HIV-I antibody. On testing,
four were seropositive; this information was in hospital
records in two cases, general practitioner records in
one, and police records in all four. Of the three cases in
which the drug misusers were seronegative, two had
been thought to be seropositive by the police and one
by both the police and the general practitioner; in this
last case there was suspicion that the subject had been
impersonated to obtain HIV testing and possibly
drugs. Cross checking against the Department of
Public Health's confidential register of HIV positive
people disclosed no omissions or errors. Two of the 31
children had known risk factors: both their fathers
were positive for HIV antibody and the mother of one
was an intravenous drug misuser. Both children were
seronegative.
Of the total 511 subjects in this necropsy series, 13

were known drug misusers-nine probably of intra-
venous drugs-and five of them were positive for HIV
antibody. No other subjects tested positive.

Comment
HIV-I was first identified in Tayside early in 1984

and spread rapidly among intravenous drug misusers;
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currently, 218 of the 291 cases are in intravenous drug
misusers, who have an estimated infection rate of
20-30%. This pattern of spread is similar to that
in Edinburgh but differs from that in the rest of
Scotland.4 Our results reflect the pattern seen in the
wider population.
We found no unexpected positive test results. Others

suggest that only 40% of the deaths among men
positive for HIV antibody are in men who are known to
be positive by the time they die,5 which has important
health and safety implications for all forensic facilities.
Our results show that selective testing of subjects with
known risk factors could satisfy health and safety
needs.

Currently about 8-5% of all deaths in Scotland

and 23% of all deaths in England and Wales come
to medicolegal necropsy. Although not randomly
selected, this population contains an appreciable
number of subjects at high risk of HIV infection and
more general testing might provide useful epidemio-
logical information.2
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Psychiatric morbidity and
substance abuse among
residents of a cold weather
shelter
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Single homeless people are recognised to have a high
prevalence of psychiatric morbidity. Schizophrenia is
particularly common, with most British studies sug-
gesting a prevalence of 20-40%."1- Alcoholism is usually
slightly lower at 15-20%.'2 Most clinics and research
projects have concentrated on hostels and day centres;
little work has been reported on those who sleep rough.
During severe cold weather in January 1991 the
government decided to make shelters available to
people sleeping on the streets of London. We assessed
the health and circumstances of the residents of one
such shelter.

Subjects, methods, and results
All residents of the shelter between 9 am and

midnight on 15 January 1991 were approached for
interview; 96 consented, five refused. The interview
included a semistructured questionnaire on demo-
graphy, history of homelessness, psychiatric illness,
substance abuse, and criminal history and an assess-
ment of current mental state. The clinical assessment
was supplemented by use of standardised instruments:
the brief psychiatric rating scale, the brief Michigan
alcohol screening test (10 item version), and the
severity of alcohol dependency questionnaire. The
table summarises the results.
For those who had ever attended Great Chapel Street

Medical Centre, Soho, data on place of birth and
marital status were compared to clinic records. The
overall agreement was 84%, suggesting that these data
items were reliable and repeatable.

Comment
The demographic features of the study population

are similar to those of previous studies of homeless
people. The group was well defined, though not
necessarily representative of all who sleep rough.
Before entering the shelter 83% had been sleeping
rough. The data described therefore apply to homeless
people who sleep rough rather than the hostel dwelling
populations generally studied. Possibly some of those

Characteristics ofresidents ofa cold weather shelter

No(%)of
residents Mean/median
(n=96) values

Mean age (years) 40 (range
18-65)

Men 94 (%)
Sleeping rough previously 80 (83)
Median duration 8-5 months

(range 3 days-
24 years)

Never married 71 (74)
Mental illness

Previous psychiatric contact 28 (29)
Previous psychiatric admission 17 (18)
Presence of psychosis (brief

psychiatric rating scale):
Definite 8 (8)
Possible 4 (4)

Substance abuse
Lifetime illicit drug use 34 (37)
Daily alcoholic consumption Mean 185,

(g pure alcohol) median 80
(range 0-820)

Alcoholic (brief Michigan
alcohol screening test,
score 5) 51 (53)

Alcoholic dependent (severity
of alcohol dependency
questionnaire, score ¢30) 26 (27)

Criminal history
Previous convictions 68 (71) Mean 8-7,

median 4
Custodial sentences 50 (52)

Sleeping rough on
last release 27 (54)

sleeping rough did not use the shelters, introducing a
selection bias, but our impression from clinics for
homeless people was that few remained on the streets.
The prevalence of alcoholism and alcohol depen-

dency was strikingly high, and all those interviewed
had longstanding alcohol problems. The Los Angeles
Skid Row study similarly reported that 63% had at
some time met criteria for alcoholism and 41% had a
current diagnosis.4 This profile differs from that of
homeless men in hostel and lodging house studies,
where the proportion of men with psychosis has been
found to be higher and alcohol problems lower.' 2 This
may be because men with serious alcohol problems are
not tolerated in such settings.
We were surprised by the low level of current

psychosis, but of the 12 non-psychotic patients who
had previous inpatient stays, only one proved to have a
past diagnosis of psychosis. This supports the finding
of a low prevalence of psychosis in the sample.
The high prevalence of previous convictions was in

keeping with previous studies.3 Most subjects had a
negative view of their experience of prison, and few felt
they had had any help on discharge; this suggests that
an opportunity of therapeutic aftercare was missed.
Many of those with immediate health problems or

alcohol abuse were reluctant to see doctors and accepted
illness as part of their lifestyle. However, evidence

1028 BMJ VOLUME 304 18 APRIL 1992


