
"bargaining in bad faith" on the part of the
politicians emerged; and the same government is
currently dismantling the fee for service system of
remuneration in favour of salaries, to the general (if
not universal) dismay of the medical profession.
The trends of an underfunded socialised health

care system accompanied by increasing govern-
ment encroachment and bureaucratisation will be
familiar to British doctors. American colleagues
with whom I have spoken on such matters view
these developments with alarm and dismay, not
envy.

N H BRAMWELL
McMaster University Medical Centre,
Hamilton L8N 3Z5,
Canada

1 Minerva. Views. BrMedJ7 1989;298:766. (18 March.)

Prevalence of reflex anal
dilatation
SIR,-Papers such as that of Drs A Stanton and R
Sunderland' further emphasise the need for a
common vocabulary among doctors examining
children.2 3
Though Drs Stanton and Sunderland stated that

they followed the method of Hobbs and Wynne,
we were not told what they considered to be
evidence of reflex dilatation. When the buttocks of
any child are held gently apart some relaxation of
the external sphincter may be seen.4 In true reflex
dilatation there is also dilatation of the internal
sphincter, usually up to 2-3 cm, giving a view of the
interior of the rectum, sometimes with faeces
visible. Furthermore, the anus commonly closes
only to reopen after a short interval, thus clearly
distinguishing reflex anal dilatation from the
permanently dilated sphincter found with a
chronically overloaded rectum.3I5 The age range of
children seen by Drs Stanton and Sunderland is
wide but it may well be that those with anal
dilatation of only 0 5-1 0 cm were not exhibiting
true reflex anal dilatation.

Drs Stanton and Sunderland did not tell us the
clinical indications for their rectal examinations,
but the high number of these (at least 18 children)
may explain the reluctance ofsome to return to the
clinics. A parent taking a symptomless child for a
routine examination in a community clinic has
every right to be distressed if the doctor performs
an unexpected invasive examination. For the child
this may even be perceived as an assault.

Clearly the guidance by the Department of
Health and Social Security6 on the follow up of
children with signs makes good sense when there is
a suspicious non-medical history or when a child
has symptoms. These are the circumstances in
which doctors will normally be called on to
examine children.

MARGARET A LYNCH
Newcomen Centre,
Guy's Hospital,
London SE1 9RT
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SIR,-It is a pity that Drs A Stanton and R
Sunderland' have not followed the advice of the
Cleveland inquiry that doctors should agree on
consistent vocabulary to describe physical signs
which may be associated with child sexual abuse.

In failing to define precisely their methods and
findings it is difficult to compare their results with
those of others.

It is. for example, impossible to reconcile their
finding this sign in 14% (28/172) children attend-
ing for routine examination in community health
clinics, general paediatric outpatients, and patients
attending a renal clinic with our prevalence of 4%
of children referred with suspicions of abuse.2
Assessing the extent of sexual abuse among the
population of children they examined is also dif-
ficult as there must be few of us who would accept
that asking the parents is a reliable indicator. Had
they examined for other physical signs or searched
for symptoms known to be associated with sexual
abuse we might have had more faith in their
conclusions.
Drs Stanton and Sunderland have, however,

shown large differences in their results between the
children attending a community clinic and those
attending a renal clinic, although they gave no
information on the diagnoses of those children.
This in itself implies that "reflex anal dilatation"
could hardly be viewed as a normal finding and that
as the Cleveland inquiry concludes "the sign of
anal dilatation is abnormal and suspicious and
requires further investigation".

Perhaps Drs Stanton and Sunderland would
now like to say exactly how they attempted to
reassure the parents of those children in whom
they found this physical sign.

C J HOBBS
JANE M WYNNE

St James's University Hospital,
Leeds LS9 7TF
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AUTHORS' REPLY,-We are grateful to Drs Hobbs
and Wynne for the opportunity to expand on our
report. We are surprised that they now find the
technique and definition of reflex anal dilatation
inadequate: to ensure consistency we used the
method they have described.'

In our clinical practice we always take full
histories from a child and the parent and perform a
full examination; as we stated, we found nothing
in the 200 unselected children we examined to
suggest possible sexual abuse. In the present
state of knowledge we cannot be absolutely certain
that we did not overlook cases of sexual abuse, but
continued follow up has not yet given rise to
anxieties about this. Conversely, we have seen
other children with reflex anal dilatation in whom
we are certain there has been no abuse; one
of these has been described elsewhere.2 We are
troubled at the prevalent Kafkaesque attitudes that
constrained us to use quotation marks when
describing our patients as "normal" children.

Drs Hobbs and Wynne state that they have found
reflex anal dilatation in 4% of children referred
with suspicions of abuse; they informed Lord
Butler-Sloss that they found it in 42% of such
referrals.3 This prevalence in such children is not
relevant to a study of normal children and is of
limited value until that among normal children is
known. We have been advised of another study in
press of healthy children in whom the prevalence
of reflex anal dilatation was appreciably higher
than that found by us when lateral traction was
maintained for four minutes and similar when
it was maintained for 30 seconds (J McCann,
personal communication).
We discussed the different prevalences of reflex

anal dilatation in different conditions and how this
might help in understanding the phenomenon.
The diagnoses for the children in the renal clinic
were: recurrent urinary tract infection (three),
vulvovaginitis (two), ureteric reflux (three) and

megaureter (one). Drs Hobbs and Wynne quote
part of a paragraph of the Butler-Sloss report,
which refers to reflex anal dilatation; they omitted
the conclusion: "It is not in itself evidence of anal
abuse."
Whenever we find reflex anal dilatation in a child

we tell the parents. Having satisfied ourselves that
further action was not necessary in the children we
studied, we asked their parents if there was
anything else they wished to discuss and then
offered to be available should they wish to discuss
this finding or any future anxieiies about possible
abuse. In Birmingham there has been a long tradi-
tion of close collaboration between all agencies in
investigating and treating all types of child abuse.

R SUNDERLAND
ALAN STANTON

Family Services Unit,
Selly Oak Hospital,
Birmingham B29 6JD
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Non-accidental injury
SIR,-Dr Nigel Speight's article on non-accidental
injury' provides a good basic guide for non-
paediatricians, and we applaud this reminder that
doctors have a duty to refer all suspected cases that
come to their notice for further investigation.
We take issue with him, however, on his flow

chart and his assumption that it is the paediatrician
who decides whether an injury is non-accidental
and only if he or she fails to make this decision is
the psychosocial assessment taken into account.
An experienced paediatrician can often distinguish
non-accidental injury with little doubt, but most
cases are not florid and may amount to nothing
more than a single injury plus an experienced
health visitor's suspicion-where then is the
paediatrician who expects to make a "correct and
definite diagnosis"?

In many countries the area child protection
committee's recommendation is that the first line
of referral is to the social services department and
that, though most front line doctors will want a
paediatrician's opinion on an injury, the case
conference should occur at an early stage and not
await the "final diagnosis." This is the dangerous
road we followed in the past and surely now, after
Cleveland, we must be preaching that child abuse
is not primarily a medical condition and, although
paediatricians have an important diagnostic role
in most cases, we are only one part of a multidisci-
plinary team, with whom we should endeavour to
develop a more equal and mutually supportive
relationship.

MARGARET BARKER
PETER JOHNSTON

Child Development Unit,
West Dorset Health Authority,
Dorchester,
Dorset DTI 2LB
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SIR, -Dr Nigel Speight states that retinal haemor-
rhages are virtually diagnostic of non-accidental
injury.' This is a common misconception that
has also been carried over into the courts. The
presence of fundus haemorrhages in an infant,
whether they be subhyaloid haemorrhages or
other forms of retinal haemorrhage or vitreous
haemorrhage, may occur from any condition that
causes severe and sudden raised central venous
pressure and intracranial pressure, and, while
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