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and expiration if a foreign body is suspected), but at times
additional, more invasive tests may be indicated.
The long term outcome is almost always excellent for the

child with a psychogenic cough, but as the symptoms may
persist for months-or even years-an early remission will
benefit both the child's education and the family's sanity.
Usually the cough will resolve after the parents are reassured
that there is no underlying disease and that it is simply a habit
or tic. If reassurance fails or if there are other obvious
behavioural problems psychiatric referral may be helpful.3 A
recent publication from New York has suggested a more
dramatic and apparently highly effective approach which the
authors describe as a reinforced suggestion technique.4 Once
the diagnosis has been made the patient is informed that his
cough has weakened his chest and that as a result he needs a
chest support. This is provided by tying a folded bed sheet
around the child's chest, leaving a large knot over his
sternum. Any attempt to cough after tightening the knot
leads to sharp commands to "stop coughing." In 31 out of 33
patients this proved effective within 24 to 48 hours with no
subsequent relapse. This rather colourful approach may not
appeal to all. There is little doubt, however, that this
condition is grossly underdiagnosed and that a happy
outcome may almost always be achieved once the parents
understand the nature of the condition.

A D MILNER
Professor of Paediatric Respiratory Medicine,
University Hospital,
Nottingham NG7 2UH

1 Korach A. Psychogenic cough tic in children and adolescents: nine case histories illustrate the need
for re-evaluation of this common but frequently underdiagnosed problem. Clin Pediatr (Phila)
1969;8:580-3.

2 Weinberg EG. "Honking," psychogenic cough tic in children. S Afr MedJ7 1980;57:198-200.
3 Shuper A, Mukamel M, Mimount M, Lerman M, Varsono I. Psychogenic cough. Arch Dis Child

1983;58:745-7.
4 Cohlan S, Stone SM. The cough and the bed sheet. Pediatrics 1984;74:11-5.
5 Konig P. Hidden asthma in childhood. AmJ7 Dis Child 1981;135:1053-5.
6 Irwin RS, Pratter MR, Holland PS, Corvin RW, Hughes JP. Post-nasal drip causes cough and is

associated with reversible upper airways obstruction. Chest 1984;85:346-5 1.
7 Phelan P. Post-nasal drip and chronic cough. Lancet 1978;ii: 1309.

The Education Act 1981
The Education Act 1981, which became law on 1 April 1983,
has tried to provide adequate safeguards, rights, and duties
for all those concerned with the education of children with
special educational needs and to ensure these children's right
to be integrated into the life and work of the community.' It
also gives effect to the recommendations of the Warnock
report, which emphasised the importance of early identifica-
tion of children with special educational needs and, where
possible, provision for their education in normal schools.2
Although many doctors may be unaware of the statutory
obligations of the Act, there can be few forwhom it will not at
some stage have implications.
Among other things the Act requires that if a child is

identified by a doctor employed by a health authority as
having, or being likely to have, a special educational need
then certain steps must be taken. Firstly, the parents must be
informed and the matter discussed with them. Secondly, the
parents should be put in touch with any voluntary organisa-
tion that is likely to be able to give them advice or help.
Thirdly, if the child is aged under 2 years the parents must be
asked if they would like the education authorities to be
informed that their child has (or may have) special educa-
tional needs. If the child is over 2 they need to be advised that

the health authority has a statutory obligation to inform the
education authority. Finally, the education authorities must
then be informed about the child.

Sadly, but not surprisingly, the Act contains no clear
definition of what "special educational needs" means except
for the tautological and medically unhelpful statement that
"a child has special educational needs if he has a learning
difficulty which calls for special educational provision to be
made for him." The term clearly includes the 2% of children
who have severe handicaps-for example, most children
with cerebral palsy, muscular dystrophy and other disabling
muscular disorders, spina bifida, severe mental retardation,
severe psychiatric disturbances, severe visual and auditory
disturbances, orthopaedic conditions that prevent the
child walking normally, severe inoperable congenital heart
disease, and severe speech defects. Whether, however, it
includes a further 18% or so ofchildren with less severe forms
of handicap such as an intelligence quotient between 50 and
70, reading retardation 28 months behind the norm for that
age, moderately severe behaviour disorders, and illness of
more than a year's standing such as asthma or epilepsy is not
clear. At present individual education authorities may choose
for themselves how many of these children they will regard as
falling within the terms of the Act.
Once the education authorities have been informed by the

health authorities about a child they must decide what
further assessments-medical, psychological, and educa-
tional-should be made and whether a formal statement is
needed with respect to the child's future education. Parents
may themselves request an assessment of their child and,
indeed, may participate fully at all stages of the procedure.
They have access to the medical assessment that is passed to
the education authorities and if they do not agree with the
final statement from the education authorities they have the
right of appeal.

In practice, each district has a medical officer who is
responsible for liaising with the educational authorities and
through whom most communications concerning the Act are
channelled. If the education authority decides that it needs a
medical assessment on a particular child it should inform the
designated medical officer and they may choose to delegate
the task of assessment to a doctor who has been directly
concerned with the child's welfare-for example, the school
doctor, a paediatrician, or a doctor in charge ofan assessment
centre. The doctor making the assessment has to collect
information from all those who look after the child including
workers in the paramedical support services. The assessment
is, therefore, based on reports from such diverse sources as
general practitioners, orthopaedic, ear, nose, and throat, and
ophthalmic specialists, physiotherapists, occupational
therapists, and health visitors. The report for the education
authority should state exactly what treatment the child
needs, for even if the health authority is unable to provide it
the parents should know that the child has been identified as
having a need which cannot be met. They may then appeal
and give the professionals concerned the opportunity to
apply further pressure on the health authority.

Problems have arisen already since the Act came into
effect. In a recent survey, covering 78% of districts, nearly
half the designated officers were not of consultant status, and
in two thirds of the districts which replied, implementation
of the Act had resulted in a measurable increase in demand
for resources (report of the Association of District Medical
Officers). Nevertheless, no extra funds have been provided
to either the health or the education authorities for imple-
menting the Act.
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The greatest demand for increased funding has been due to
moving children with special educational needs out of special
schools into normal schools. This has appreciably increased
the travelling time for both the school doctors and the
community therapists. It has also meant that teachers in
normal schools have had to be counselled about the needs of
handicapped children. Suitable aids have had to be made
available for use within the school and it has frequently not
been clear whether the health or the education authority is
responsible for purchasing and maintaining this equipment.

In summary implementation of the Act has meant that,
while certain children do stand to benefit educationally, an
additional load has been placed on an already strained state
educational system by integrating children with special needs
into normal schools. On the medical side the government's
new legislation has put pressure on our already chronically
underfunded NHS and, more specifically, in one of its
sections-children with special needs-that has always had
low priority. Sadly, the failure to provide extra funds has in
some districts resulted in a deterioration of services for these
children.
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Prevention of hazardous
drinking: the value of
laboratory tests
In its first issue this year theBMJ bleakly recognised that no
changes will be forthcoming in the immediate future
in government fiscal policy to help prevent the current
epidemic of alcoholism and alcohol related disease.' Our
effort should, therefore, be aimed at the early detection of
hazardous drinking, before patients have become dependent
on alcohol or sustained organ damage, and when their
behaviour should be easier to modify. Exactly what consti-
tutes hazardous drinking has now been agreed-a regular
daily consumption of over 80 g alcohol in men and 40 g in
women-but even lower levels of consumption may be
harmful. Adverse effects on blood pressure in middle aged
men may be seen at consumption levels of 10-25 g a day,2
while in pregnant women 10-20 g a day increases the risk
of producing an infant with growth retardation.3 Early
detection of hazardous drinking remains difficult. Doctors
often fail to take an adequate drinking history,4 and self
reported alcohol consumption is notoriously under-
estimated.5 A detailed assessment of the quantity and
frequency of alcohol consumed in the preceding week
(obtained by either structured interview or self administered
questionnaire) may overcome inaccurate recall over a longer
period and is fairly representative of the average weekly
consumption.67 Nevertheless, some patients deceive their
doctors, and corroborative evidence should be sought from
relatives and friends.

A range ofwell validated questionnaires based on abnormal
drinking behaviour and attitudes-the most popular of
which are the Michigan alcoholism screening test, the CAGE
questionnaire, and the REICH interview-have proved
useful in screening for alcohol abuse in high risk populations
such as general hospital or psychiatric inpatients, but they
have a limited place in the general community.8'-0 Moreover,
these questionnaires do not detect people who do not see
their drinking as a problem.
The past decade has witnessed a search for more objective

biological markers to detect the hazardous drinker who
underreports his consumption or does not see his drinking as
a problem. A blood alcohol concentration of over
32 5 mmol/l (150 mg/l00 ml) in a patient who is not obviously
intoxicated indicates both tolerance and hazardous
drinking.11 The measurement of alcohol in the innovative
sweat patch has been reported to identify people drinking at
least 05 g/kg a day with 100% sensitivity and specificity,"2
but this has not been confirmed.'3 Serum y-glutamyl-
transferase activity and the mean red cell volume have
emerged as the most sensitive commonly available laboratory
markers. Among populations of general medical or
psychiatric patients at high risk the sensitivity of y-glutamyl-
transferase activity in detecting alcohol abuse is reported as
between 36%9 and 90%,'4 and that of the mean red cell
volume from 26%'5 to 89%.16 In populations at low risk taken
from health screening programmes the sensitivity of these
tests is reported to be as low as 18%°' and 10%18 respectively.

y-(ilutamyltransferase activity is relatively non-specific
and may be affected by body weight, non-alcoholic liver
disease, and microsomal enzyme inducing drugs. 9 The wide
variation in sensitivity of y-glutamyltransferase activity and
the mean red cell volume is due not only to the differing
subpopulations of alcoholics studied but also to the different
methods of assessing alcohol consumption, the hetero-
geneous definition of alcohol abuse, and differing normal
reference ranges: reported upper limits of reference for the
mean red cell volume range from 9020 to 98 fl. 5 (Studies using
the lower limit tend to have high sensitivity at the expense of
specificity.) y-Glutamyltransferase activity tends to revert to
normal ifalcohol abuse is long standing, the highest activities
being observed in the first five years.2' Furthermore, there is
a large individual variation of response to alcohol: a raised
y-glutamyltransferase activity will not be observed in all
hazardous drinkers and will be observed in a proportion of
social drinkers.
The application of logistic regression or discriminant

function analysis to combinations of biological markers, with
or without the inclusion of scores derived from psychosocial
or trauma questionnaires, improves sensitivity.22 23 In a
recent study of 7735 middle aged men Shaper and colleagues,
using a discriminant score based on five laboratory markers,
found an improved sensitivity over y-glutamyltransferase
activity alone but highlighted the large biological variation in
response to alcohol. They suggested that the discriminant
score may be used to identify people in whom excessive
consumption of alcohol results in biochemical and haemato-
logical abnormalities and thus who are potentially at
increased risk of developing alcohol related disease.24 This
suggestion is supported by a study of middle aged men in a
health screening programme where those with a y-glutamyl-
transferase activity in the top quintile of distribution were six
to seven times more likely to die within four years (median
follow up two years) than those with values in the lowest
quintile.29 As part of a preventive medicine programme a
special outpatient clinic has been set up for those with
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