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also been achieved by whole-body surface electron therapy.8
Intensive leukopheresis by means of a continuous-flow cell
separator has produced dramatic improvement of the skin
lesions and the blood picture in a patient with advanced
Sezary syndrome and a high lymphocyte count.9
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More about Febrile
Convulsions
The management of so-called febrile convulsions varies as
much as ideas upon their pathogenesis. At one extreme are
those who maintain that brief seizures in a 2-year old with a
feverish cold are invariably benign and can in the main be
disregarded, while ranged against this view are those who
believe that febrile convulsions are within the spectrum of
epilepsy and should be managed according to exactly the same
princip'is. Practice based on the one view might affirm the
need to control pyrexia and treat an infection, while those
motivated by anxiety about epilepsy might recommend
continuous anticonvulsant administration not only to the child
who has had a fit2 but also to his preschool siblings, because of
the familial tendency.

Clearly these differences in practice depend on whether
febrile convulsions are of themselves thought to be damaging
and potential precursors of more chronic seizure states.
Unfortunately, some retrospective studies intended to de-
lineate their natural history have embodied circular arguments
inherent in the definition of febrile convulsions.1 3 4 The best-
known English researches are those of Ounstead et al. at
Oxford,5 which suggested genetic and pathogenetic relation-
ships between fever-associated fits and more chronic seizure
states, especially temporal-lobe epilepsy in later childhood.

Such studies lead to the conclusion that there is an age-
dependent inherited tendency which may become expressed
as a convulsion under a particular stress. Most paediatricians
accept the importance of fever as such-either through its rate
of increase6 or its absolute level7 8-but in fact the evidence
that fever rather than the infection is responsible is far
from convincing. It could even be argued that stress (or rather
distress) should be more widely defined to include not only
infection,9 and perhaps fever and metabolic changes,2 but also
teething, since the evidence for infection in every case is
unconvincing and transient fever is a concomitant of most fits,
however caused. Though such fits are usually trivial if they
are severe and prolonged they may be fatal or if not may cause
permanent structural damage to the brain, including so-called
Ammon's horn sclerosis 10 11 or mesial temporal sclerosis,12 13
thought possibly to be the structural basis of many cases of
temporal lobe epilepsy. Implicit in this hypothesis is the belief
that this outcome can be prevented by appropriate therapeutic
intervention during the period of maximum risk, from 1 to 4
years.

Should, then, one commit all children who have had a
single febrile fit to continuous anticonvulsant proplylaxis as
well as to occasional antipyretics? The issue would be less
important if the effect of anticonvulsants, particularly bar-
biturates and hydantoins, were an unmitigated blessing.
Effective prevention of febrile fits requires medication to be
given regularly and not intermittently14 '5 and barbiturates
are more effective than hydantoin'4 16 17. But British paedia-
tricians acknowledge that three quarters or more of young
children show unfavourable behavioural changes on pheno-
barbitone, while gum hypertrophy, hirsutism, and a suspicion
that there may be interference with normal cerebellar develop-
ment in the very young'8 discourage the use of phenytoin.
Worse still is the anxiety that anticonvulsants may interfere
with learning in some children.'9

Since at worst, irrespective of management, only 5 to 10%
of children who present with supposed febrile convulsions
will graduate to more chronic seizure disturbance,2 the matter
of continued drug prophylaxis needs to be weighed carefully.
It would be helpful if children at especially high risk of
sequelae could be recognized, and Wallace has recently
claimed to have identified certain high risk groups.20 The
fact that it was a hospital-based study may have accounted
for the high rate of recurrence (47%) but this is unlikely to
affect the other conclusions. There was an increased risk of
recurrence in boys with a positive family history of any form
of seizure among first-degree relatives (19/29); girls in whom
the first fit occurred before 19 months (17/26); children of
either sex whose first fit was prolonged (36/60); those with
persisting neurological abnormality (38/68). The data are of
sufficient predictive value to support a policy of prophylaxis
against damaging seizures only in the first two groups, since
the others probably comprised a high proportion of children
with epileptogenic lesions anyway. Moreover, the obverse
groups did not have sufficiently low recurrence rates neces-
sarily to deny them the potential benefits of prophylaxis: 15
of 43 boys without a family history had another convulsion,
while 4 of 18 girls whose first fit occurred after 19 months also
had another fit. It should be stressed that this was not a study
of epilepsy in the usually accepted sense but of recurrence
(sometimes single) of febrile fits. Longer term and more
extensive studies will be required not only to delineate more
clearly risk factors for epilepsy itself but also to show that
drug prophylaxis can prevent its occurrence.

In the absence of better discrimination a treatment policy
should try to balance the established hazard of uncontrolled
febrile convulsions against the disadvantages of prolonged and
unnecessary treatment with drugs known to have unpleasant
side effects. Any convulsion that lasts longer than 15 to 20
minutes warrants treatment with parenteral anticonvulsants
(phenobarbitone, diazepam, or paraldehyde); accompanying
high fever may need tepid sponging as well as aspirin, which
can be given by suppository.

For prophylaxis, in addition to antipyretics as necessary,
regular medication with phenobarbitone or phenytoin (both
in a dosage of 5-7 mg/kg body weight daily), whichever is
tolerated better, can be offered to those children whose first
fit has been severe or has left a neurological deficit and to those
who have had two or more fits. For the child who has had
only one brief fit, advice on tepid sponging and antipyretics
is all that is needed and should prove effective in protecting
against further attacks in most cases.

1 British Medical Journal, 1972, 2, 608.
2Lennox-Buchthal, M. A., Electroencephalography and Clinical Neuro-

physiology, 1973. Supplement 32.
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Suicide in Children
The myth that children do not become clinically depressed,
only miserable, has been firmly squashed by a number of
recent observations.'-4 The misconception has survived until
now because depression in children and young people is often
expressed in indirect ways-feelings ofboredom, being fed-up,
finding nothing worthwhile to do, believing their appearance,
their selves, and the world to be all wrong-or it is cloaked by
aches and pains, dangerous excitement-seeking, or delinquency.

Children and young people do not only threaten suicide;
they may carry out their threats,5 as was highlighted by the
suicide ofa schoolgirl in Southampton.6 Shaffer made a careful
study7 of all suicides occurring under the age of 14 years
between 1962 and 1968 in England and Wales, surveying
information from school medical and social records, but he
did not talk to the families themselves-a humane limit
applied by the Registrar General. In all 31 children and young
people killed themselves during the period studied, an
incidence of 1 child in 800 000 ofthe population, only 0.08% of
all suicides ofwhatever age. No child under the age of 12 years
killed himself. More boys than girls committed suicide, and
the boys tended to use highly lethal methods such as shooting
and hanging, while girls took overdoses or used gas. Suicide
notes indicated intense feelings of anger and a wish to avoid
punishment or humiliation for disciplinary problems at school.
The age of onset at 12 years coincides with pubertal changes

with their associated adolescent turmoil,8 a maturing concept
of death, and less supervision giving more opportunity to
carry out suicidal acts. What factors should alert the practi-
tioner to think about the possibility of suicide ? Should threats
of suicide be taken seriously? Only 40% of the child suicides
had in fact made threats beforehand, while up to 10% of
referrals to child guidance clinics in one series9 had made
suicidal threats or gestures. However, it is salutory to note
that 30% of Shaffer's deaths were in children attending or
waiting to see a child psychiatrist, though very few because
of previous suicidal threats.

Suicidal threats should, then, be taken seriously as cries for
help, but they are not in fact predictive of suicide itself in
children and young people.

Personality profiles found commonly among suicides inclu-
ded solitary children ofsuperior intelligence attending grammar
schools, culturally distant from less well-educated parents;

often the mothers were mentally ill and the children depressed,
in conflict and withdrawn, having stolen or stayed away from
school. Another group were impetuous, aggressive, with
violent outbursts, suspicious and resentful of criticism and
again often in trouble at school. These are familiar clinical
patterns and there are additional factors which may give
suggestive pointers-disturbed family backgrounds and
divorce, and families where parents or siblings provide models
by having attempted or succeeded in committing suicide.
Access to means and the opportunity are the final factors,
and this can include literature describing ways of committing
suicide.
These children have met "failure" of emotional support in

their environment early in their lives, and as Winnicott stated' G
"it is the death that happened, but was not experienced, that
is sought . .. sending the body to death, which has already
happened in the psyche . . . suicide is no answer . . . it is a
despair gesture."
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Routine Chest Radiographs
in Hospital
The annual increase1 2 in the number of radiological examina-
tions is estimated to be of the order of 10%; and this is only
one aspect of the increasing cost of investigative departments.
As the numbers of examinations have increased so have their
complexity, and the trend is towards the introduction of more
completely new methods.

In the last ten years, isotope scanning, ultrasonography, and
more recently the E.M.I. scanner have been introduced to
hospital practice, and these methods are becoming a matter
of routine patient assessment in some centres. An awareness
of their increasing cost to hospitals has led not only adminis-
trators but doctors themselves to question some aspects of
current medical practice. This has occurred at the official
level,3 at the clinical level,4 and by means of reviews of the use
of particular investigations.5 6
While unnecessary or inappropriate laboratory investiga-

tions may be criticized on the basis of inconvenience to the
patient or cost to the N.H.S. the use ofx-rays carries the added
risk of radiation effects. Recently the benefits and risks ofmass
radiographic surveys, whether for tuberculosis or cancer, have
been the subject of comment.7 8 In a prospective study by
Sagel et al.9 the value of the routine chest radiograph was
assessed on the basis of 10 000 examinations obtained ex-
clusively because of hospital admission or scheduled surgery.
The results are of considerable interest. In the 521 patients
under the age of 20 no case was detected in which serious
abnormality was shown on the chest film. A serious abnor-
mality was suspected on the chest radiograph in 16.5% of all
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