
logist. The parents cannot accept that their child is
backward, and they have an instinctive mistrust of psycho-
logists. They have heard of dyslexia and latch on to the
idea that their child might have it. Dyslexia is a popular
and acceptable thing to have whereas being backward is
not. They consult the family doctor, who refers the child to
the local paediatrician. Constraints of time make the
general paediatric clinic unsuitable for the assessment of
these children. The general practitioner may also refer the
child to the senior clinical medical officer in the School
Health Department. He or she will have wide experience
of the range of special educational needs.
The consultant paediatrician can perform a neurological

examination to rule out obvious organic neurological
pathology. A developmental assessment may be per-
formed, but this is time consuming. It will, however,
certainly be carried out if the senior clinical medical officer
is present, as should be the case in an assessment unit or in
joint assessment clinics. Listening to the parent and taking
a meticulous history of the child and family are also time
consuming but vitally important. At the conclusion the
parents can be counselled that the person most qualified to
decide whether the child actually has dyslexia, dyscalculia,
etc is in fact the educational psychologist, who is also in a
position to determine educational needs. He or she may
institute a multidisciplinary assessment (Education Act
1981) to which the above mentioned doctors will be able to
contribute.
Another problem is that local branches of the Dyslexia

Institute (who employ their own educational psychologists)
give the impression in their leaflets firstly, that dyslexia is
common and that any one of a large number of learning
problems may point to it, whereas some educational
psychologists in the local education authority service feel it
is very rare. Secondly, there are implications that its
management requires completely different teaching tech-
niques (available at the institute) from those of school
'remedial teaching' and that the latter may do harm in
these children. The psychologists need to reach an
agreement on this issue.
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Inquiries into perinatal and early
childhood deaths in a health care
district

Sir,
Professor Brimblecombe and colleagues describe a method
of monitoring peri- and post perinatal deaths.' The reader
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might gain the impression that this is a new aspect of
research. Many areas have monitored post perinatal deaths
and confidential enquiries were recommended as early as
1970. Confidential enquiries into post perinatal deaths
have been carried out in Sheffield since 1973, and in 1979
became part of routine health services.' 3 The importance
of the Exeter study lies in combining peri- and post
perinatal deaths. We found that 13 of a total of 101 post
perinatal deaths were the result of 'perinatal causes', and
this proportion seems to be increasing. Brimblecombe
dealt with only 62 deaths: larger health districts with over
100 deaths annually have more problems. When we
attempted to extend into the perinatal period we found
that the necessary staff were not available. Brimblecombe
is aware of the financial problems and has made this the
subject of recommendations elsewhere. Could he expand
on this?

In our enquiries an evening home visit is now always
made by a doctor rather than a nurse, but our greatest
advance has been to hold the case conference on non-
hospital deaths in the family doctor's surgery, and we
strongly recommend this. Surgery based conferences are
usually attended by at most six people with direct
involvement and produce information that would not be
presented at hospital conferences. Hospital doctors also
gain understanding of community problems.

Regarding audit; confidential information should result
in improvements in services. We find that the best method
is to hold regular meetings with senior medical and nursing
administrators to discuss the results of all case conferences.
Changes in services are initiated and confidentiality is
maintained without a public report.4 We believe that it is
only through confidential enquiries that understanding of
at least some cot deaths will be attained.
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Professor Brimblecombe comments:

I am sorry if any reader gained the impression from our
paper that I regarded confidential inquiries into perinatal
and early childhood deaths as a new subject for research.
There are so many well known published reports on this
topic that I had not thought it necessary to append a full
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bibliography to our paper. The Archives of Locallv Based
Perinatal Surveys by Diana Elbourne and Lesley Mutch
(June 1984) from the National Perinatal Epidemiology
Unit at the Radcliffe Infirmary, Oxford, makes reference
to no less than 117 studies in England and Wales, and 19 in
Scotland.
The dual purpose of our paper was to describe and

discuss the feasibility of a possible model for use in a
district health authority. Our research model is now being
adopted as a service procedure in the Exeter District
Health Authority. The resource implications are one
consultant session per week (in practice this session is
being shared by two consultants-one half session per
week each-who act as alternate chairman for each
confidential inquiry), the appointment of a half time health
visitor to carry out the home visits, and part time medical
secretarial help provided without additional cost by the
existing secretariat of the District Medical Officer's staff.
This expenditure is not large for the purposes which can be
achieved.

Clinical features and prognosis of
Reye's syndrome

Sir,
The paper by Glasgow' raises questions as to the
homogeneity of the 23 children reported as having Reye's
syndrome as the prodromal illness was not biphasic in all;
persistent vomiting was not a feature in some; seizures
occurred in stages II and III in 14; the liver was not
pathologically large in 12; and some did not have
appreciable increases in ammonia or transaminases, or
both. Thus, it is likely that neither the diagnostic criteria
nor the Lovejoy classification (where seizures occur in
stage V and less often in stage IV) could have been
applicable to some of these children.
Among the 23 children there may be a phenotype we

have described as Singapore syndrome,< that is a Reye's
syndrome-like illness with early seizures.3 In our report of
20 children,4 there was no mortality, and none required
'prophylactic' hyperventilation, intracranial pressure
monitoring, mannitol, or barbiturate coma. Advocating
invasive management of children in stage II Singapore
syndrome is therefore questionable.

J E J AIYATHURAI AND H B WONG
University Department of Paediatrics,

Singapore General Hospital,
Singapore 0316

Dr Glasgow comments:

I am very grateful for Dr Aiyathurai's interest in and
comments on my recent paper' which detailed four years'
experience of Reye's syndrome in Northern Ireland.

Firstly I should like to clarify that all of the 23 patients
more than fulfilled the diagnostic criteria for Reye's
syndrome, as used by both the Boston workers5 and the
British Paediatric Association-Public Health Laboratory
Service surveillance study." These criteria are more strin-
gent than those used by Corey and colleagues during the
1974 epidemic of Reye's syndrome in the United States.7
The one patient who did not have appreciably elevated
transaminases did, however, have an increased blood
ammonia concentration, a very prolonged prothrombin
time, and a compatible clinical history, and the necropsy
findings also supported the diagnosis.

Secondly, there is a degree of variation within the
diagnostic criteria in clinical presentation, degree of
biochemical abnormality, complications, and outcome.
Vomiting, for example, is a variable symptom which may
be changed by a mother's persistence in offering feeds or
the sick child's ability to drink. In my experience the
consistency of the liver is a more telling clinical sign than
hepatomegaly.

Thirdly, only 11 of 23 patients had seizures-two were
judged to be in Lovejoy stage II and the rest in stage III or
higher. There are two possible reasons for seizures
occurring earlier than stage IV or V:

(1) In 22 of our 23 patients hypoglycaemia was found
and this seems to increase the likelihood of seizures.

(2) Paediatric staff in peripheral hospitals in Northern
Ireland are, in general, very familiar with the
symptoms of Reye's syndrome, which makes early
diagnosis and, therefore, treatment possible at a
stage when recovery is more likely. Patients who
have seizures, however, tend to do less well than
those who do not have them.

I would dispute, therefore, the suggestion that for some
of our 23 patients the diagnostic criteria do not apply. It
seems less important, however, that cases of Reye's
syndrome conform strictly to the stages described by
Lovejoy and colleagues.5 Our current practice is to
emphasise four key aspects of neurological function which
we find to be more useful clinically than the composite
staging that can be derived from them. (Table)

Aiyathurai and colleagues have previously described the
Singapore syndrome2 in which children were admitted to
hospital with pyrexia, seizures, and features of encephalo-
pathy suggestive of Reye's syndrome. These children had a
much better outcome, however, considering that their
treatment was mostly conservative. It is difficult to make a
fuller comparison between our experience of the two
syndromes as technical constraints have limited the pub-

Table Central nervous system modified Lovejoy staging

Stage Level of Respiration Response to Pupils
consciousness paivt

I Drowsy Normal Appropriate Normal
11 Restless/agitated Rapid Appropriate Normal
III Light coma Rapid Decorticate Normal
IV Deeper coma Variabic Dccercbrate Fixed

dilated
v Deeper coma Apnoeic Flaccid Fixed,

dilated
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