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Such information is not readily available, and the assumptions that I
have made are not entirely satisfactory. Clearly, further research is
needed and should be focused much more on measurement of the
quality of life and on costs (both public and private). Far too much
attention has been paid to the rate of survival, which, in the case of
coronary artery bypass grafting and many other therapeutic pro-
cedures in which the main benefit is improved quality of life, is
potentially misleading.

Resources need to be redeployed at the margin to procedures for
which the benefits to patients are high in relation to the costs, such
as the insertion of pacemakers for heart block, hip replacement,
replacement of valves for aortic stenosis, and coronary artery bypass
grafting for severe angina with left main disease and triple vessel
disease and moderate angina with left main disease. These treat-
ments should take priority over additional facilities for patients
needing kidney transplants and coronary artery bypass grafting for
mild angina with left main disease, moderate angina with triple
vessel disease or one vessel disease, and severe angina with one
vessel disease, for which the costs per quality adjusted life year
gained are higher.

I thank Martin Buxton, Philippa Hughes, Jeremy Hurst, and Peter
Mancini for their help.
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From the CDSC

Reye's syndrome surveillance scheme: third annual summary
report
The third year of the Reye's Syndrome Surveillance Scheme ended
in July 1984 and the findings are summarised below. During the
first' and second years of the surveillance scheme, which covered the
period 1 August 1981 to 31 July 1983, 30 and 52 case reports
respectively were received.

In the surveillance year 1983-4 (1 August-31 July) 90 reports of
patients meeting the case definition were received, though the
diagnosis was subsequently revised in eight of them. Sixty (67%) of
the cases were first reported by paediatricians. The sources of the
other 30 were: pathologists (five), death certificates (12), the
National Reye's Syndrome Foundation for the United Kingdom
(eight), laboratory reports (three), and one each from a parent
directly and a general practitioner. Questionnaires or case sum-
maries were obtained for 79 of the 82 cases. In the analysis below the
eight patients with revised diagnoses have been excluded.
The distribution of the 80 cases for whom this information was

provided was widespread throughout the British Isles, although, as
in previous years, the number reported from Northern Ireland was
disproportionately large. The incidence in children under 16 years
old in the British Isles overall was 0 7 per 100 000, whereas that in
the province of Northern Ireland was 4,per 100 000.
As in the previous two years' surveillance there was no clear

seasonal trend. The highest number reported in any one month was
10.
*Case definition-"Acute non-inflammatory encephalopathy of uncertain cause with
microvesicular fatty infiltration of the liver confirmed by biopsy (histology or
ultrastructure, or both) or necropsy (macroscopically large pale and fatty liver and
histological or ultrastructural confirmation); or suggested by a serum aspartate
transaminase or alanine transaminase concentration or blood ammonia concentration
greater than three times the upper limit of normal for the laboratory."

For the analysis, a case was considered "definite" Reye's syndrome if there was
histological confirmation of the clinical diagnosis; it was "possible" if there was
encephalopathy with raised transaminase concentrations with either (a) no histological
examination, or (b) some unusual clinical, biochemical, or histological feature but no
more reasonable explanation for the encephalopathy.

The ages of the patients ranged from 8 days to 13 years with a
median of 15 months, compared with 14 months in previous years
(fig 1). Forty five (55%) of the 81 patients for whom the information
was reported were boys compared with a more nearly equal sex
distribution in previous years. Twenty three (60%) of the 38 cases
below the age of 1 year were boys.
Of the 74 patients whose ethnic group was reported, 69 (93%)

were white Caucasians, two were Asians from the Indian sub-
continent, two were of mixed race, and one was Caribbean.
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FIG 1-Age and sex of 81 patients with Reye's syndrome.

Outcome

Information on outcome was available for 79 patients. Thirty five
(43%) survived without any apparent sequelae; 34 (41%) died, and
10 (12%) survived with neurological damage. The proportion of
normal survivors has shown a steady increase over the three years of
surveillance from 20% in 1981-2 to 43% in 1983-4 (fig 2).

All 37 cases (45%) examined histologically were reported to show
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the characteristic hepatic histological changes of Reye's syndrome,
14 after antemortem liver biopsy and 23 at necropsy.
There was evidence of viral infection in 12 patients out of42 who

were investigated virologically. Two girls aged 3 and 5 years had
clinical chickenpox confirmed by IgM and raised antibody titres.
Influenza A infection was identified by a fourfold rise in antibody
titre in a 7 year old boy. Influenza B infection was diagnosed in two
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FIG 2-Outcome in children with Reye's syndrome over three years.

children, both boys, of 10 and 12 years, each with a single high
complement fixation test antibody titre greater than 256. Mumps
was identified in one child, an 8 month old boy, by a fourfold rise in
complement fixation titre; echovirus type 33 was also isolated from
his faeces. Respiratory syncytial virus was identified by a fourfold
rise in antibody titre in a 7 year old boy. Of the gastrointestinal
infections, rotavirus was identified in the stools of three children, a
boy of 19 months, a girl of 2 years, and a 6 month old boy. A 6 year
old boy, whose stool also contained campylobacter, had a single
raised antibody titre to adenovirus. An untyped adenovirus was also
isolated from the stools of a 3 month old baby girl.
The diagnosis was revised in eight patients, six after histo-

chemical examination of liver tissue, which did not show the
enzyme changes usually found in Reye's syndrome. They were all
babies under 6 months old, all of whom died. Another child had a
revised diagnosis of ketotic hypoglycaemia, and the eighth child had
an overwhelming viral infection, possibly hepatitis. A further
patient, whose diagnosis has not yet been revised, is currently under
investigation for possible growth hormone deficiency.

Comment

The number of reports of Reye's syndrome has trebled in the
three years since surveillance began. This probably reflects a greater
awareness both of the condition and of the surveillance scheme,
although a real increase cannot be ruled out. The only changes from
the descriptive epidemiological features reported in the first and

second years are, firstly, the improvement in outcome-which may
reflect more reporting of less severely ill cases-and, secondly, the
excess of boys, particularly among cases under 1 year old. This
observation may be relevant in view of the sex linked mode of
inheritance ofsome of the inborn errors ofmetabolism which mimic
Reye's syndrome. In particular the differences from the findings
reported from national surveillance of Reye's syndrome in the
United States of America remain: a younger age, no clear winter
peak, no excess in black infants under 1 year, and higher mortality.
It is perhaps noteworthy that influenza activity in the past three
years has been low, although one "peak" of cases of Reye's
syndrome in May 1984 occurred one month after the peak of labora-
tory and Royal College of General Practitioners influenza reports,
which occurred in April of that year.

Four studies linked to the surveillance scheme are currently in
progress. An epidemiological risk factor study has been designed to
determine possible associations between Reye's syndrome and
exposure to the various aetiological agents which have been
suggested by other research-for example, aspirin, insecticides,
aflatoxin. The parents of 90 patients have been interviewed, and
pilot studies of hospital and community comparison groups are
about to be started. The risk factor study will be completed by the
end of 1985. Secondly, a follow up study of survivors is being
undertaken in order to determine long term outcome. Thirdly, a
population based study of incidence, using IHospital Activity
Analysis data, is in progress. Fourthly, an independent review of
the histological specimens submitted to the Reye's syndrome tissue
bank is being conducted in conjunction with the liver unit of King's
College Hospital.

Seventeen reports were received in the first six months of the
1984-5 surveillance year, compared with 26 in the same period last
year.

We acknowledge the cooperation of paediatricians in reporting cases of
Reye's syndrome and the help given by microbiologists, pathologists, the
Virus Reference Laboratory, and the Office of Population Censuses and
Surveys. We should be grateful to continue to receive early reports of cases.

Communicable Disease Surveillance Centre
Public Health Laboratory Service
London NW9 5EQ
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MATERIA NON MEDICA

Medicine and bank notes

If you look at the back of the current English ten pound note you will see
Florence Nightingale gazing serenely beyond your left shoulder. Florence,
as we all know, was the founder of the British nursing service, and was
chosen as a national heroine to be commemorated in this way. It is indeed a
common practice for national heroes to be honoured on the bank notes of
their countries of origin; but did you know that it is possible to trace an
outhne of the whole history of medicine on paper currency?
The story starts with King Hammurabi of Babylon (reigned 1792-1750

BC). He is seen on the Iraqi five dinar note receiving the famous codex oflaws
from the Sumerian sun god, Shamash. The codex sets down, among other
matters, the rewards and punishments for the successful and incompetent
surgeons ofthe day. From then on, at an ever quickening pace, there appears
a succession of personalities who have each made their own contribution to
the healing arts. Asklepios, the Greek god physician, and Vesalius, the
Belgian anatomist, appear on opposite sides of the Belgian 5000 franc note of
1971. The modern concrete tomb ofthe 10th century physician, Avicenna, is
seen on the 1981 Iranian 200 rial note. Hermann Boerhaave's'benign features

appear on the Netherlands 20 gulden note of 1953. This affable Dutch
physician is remembered as the "Father of the bedside manner." An
altogether more sombre Dr Wagner-Jauregg, who cured depression with his
malaria therapy, gazes gloomily from the 500 schilling note from Austria
(1953).

In addition to physicians and surgeons, many other characters with
medical connections (saints, royalty, politicians, writers, and painters) can
be found gracing the world's bank notes. Curiously, though, neither of the
two medical giants of the ancient world-Hippocrates and Galen-is to be
found on any paper money anywhere.
One ofmy favourite notes is the beautiful French five franc note issued in

the 1960s. Each side bears the portrait of Louis Pasteur. Examine the note
carefully and you will see his life's work before you. On the back are two
mirror image crystal forms (his work on tartaric and racemic acid); open and
sealed glass retorts (fermentation studies); a microscope (bacterial diseases);
silkworm caterpillar in a glass jar (silkworm disease); and a statue of a boy
wrestling with a mad dog (rabies vaccine). In the decorative border appear
vines and grapes (wine fermentation studies); cockerels (chicken cholera);
sheep (anthrax); and rabbits (used in producing rabies vaccine). On the front
of the note is the Pasteur Institute, founded by the great man in 1888, and
still a very active research centre today.-R UNDERWOOD, general practi-
tioner, Ormskirk, Lancashire.

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J (C

lin R
es E

d): first published as 10.1136/bm
j.291.6491.329 on 3 A

ugust 1985. D
ow

nloaded from
 

http://www.bmj.com/

