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form should the follow up take? Firm conclusions and deci-
sions ? Probably not yet. Caution and further study? Most
certainly.
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Stroke and the Family

The rising tide of stroke disability in Great Britain has now
reached a level at which there are nearly 100,000 heavily
handicapped hemiplegics.1 A recent report from the Royal
College of Physicians2 has outlined the deficiencies in ser-
vices available to these patients, commenting in particu-
lar on the general lack of interest in their welfare. A sense
of isolation is felt as much, or more, by the relatives than by
the patient in many households; only those who have ex-
perienced it fully appreciate the despair which sometimes
overcomes a wife or husband who, without warning or training,
has to assume for months or years a responsibility combining
the skills of nurse, remedial therapist, psychologist, and speech
therapist. This role, which calls for unfailing optimism, resili-
ence, and the patience of Job, also calls for a measure of sym-
pathetic understanding and support from community ser-
vices and society which is seldom forthcoming.
The need for this kind of help for the families of stroke

patients is well known to those who are specially interested in
the management of hemiplegia, and it is recognized practice in
stroke rehabilitation to arrange appropriate counselling to pre-
pare relatives for the task before them when the patient leaves
hospital.3 Each member of the rehabilitation team-physician,
nurse, therapist, and social worker-has something special to
contribute. Discussion may call for reassurance, prognosis, and
a description of the plan of treatment with emphasis on the
need to exploit spontaneous recovery however slow and in-
complete and to use ingenuity in obtaining as much co-
operation from the patient as possible. Advice may cover the
details of diet, hygiene, control of bowel and bladder, mani-
cure, the scope of self-care and activities of daily living, and
adaptations in the home. It may be necessary to illustrate the
daily stint of passive and self-aided movements needed to
prevent contractures, the help required with balance and
walking exercises, the fitting and use of appliances as part of
dressing routine, and the approach to communication prob-
lems of aphasiacs. A booklet4 on the care of stroke patients is
included in the Family Doctor series.

All this is essential to the restoration of social function in a
hemiplegic patient, and in return relatives may divulge in-
formation they alone know which may influence the pattern of
treatment and the patient's future. Details of previous
history and the nature of the onset of the stroke are essential
to accurate diagnosis and prognosis, much as knowledge of
former personality and motivation (the "life style" of the
patient) helps towards an estimate of prospects and the likely
reaction to illness.

If arrangements such as these are necessary to ensure the
well-being of the patients, the relatives too are entitled to
special consideration of their anxieties and exigencies. They
need opportunities to meet where they may find sympathetic
understanding, counselling, and a sense of support through
discussion, not only with professional advisers but with
others who share, or have experienced, the difficulties of a
family coping with hemiplegia. A forum such as this may be
provided by a stroke society, but voluntary endeavour on
behalf of the hemiplegic patient seems to be less enthusi-
astic than the support given to other kinds of handicap,
and the equipment and atmosphere of a geriatric day hos-
pital probably provides the most appropriate setting.
A programme offamily stroke education5 may include occas-

ional short talks on specific topics from professional members
of the rehabilitation team, but the most successful use of their
time is made when they act as a panel in periodic sessions of
informal question and answer guided by a chairman or moder-
ator able to stimulate active participation from the family
members. The real test of success is the emergence of self-
help groups willing to promote social integration of patients
and relatives, to co-ordinate transport arrangements, and to
initiate or encourage voluntary endeavour of one kind or
another.2 3
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Infantile Autism
It is now 30 years since Kanner' presented his account of a
group of 11 children with a "disorder of affective contact"
characterized by an inability to develop relationships with
people, delay in speech acquisition, non-communicative use
of speech, repetitive manneristic behaviour with distress at
any change, a good rote memory, and a normal physical
appearance. Since then, there has been ample confirmation of
the existence of Kanner's syndrome-infantile autism.

Rutter2 stated recently that to make a firm diagnosis
three special characteristics need to be present: firstly, a
profound and general failure to develop social relationships,
with a tendency to self-isolation, avoidance of direct eye-to-
eye gaze, and limited attachment to and differentiation of
significant adults; secondly, retardation of language develop-
ment, with impaired comprehension, echoing of what is
heard and reversals of pronouns (calling himself "you" and
not "I"); and, thirdly, ritualistic or compulsive phenomena-
repetitive play with unusual objects in unusual ways.

Other characteristics not exclusive to autism include stereo-
typed repetitive movements of the fingers, hands, or the whole
body-flicking, spinning or twirling; short attention span;
hyperactive behaviour; self injuring; feeding difficulties; and
delayed bowel or bladder control. Intellectual abilities range
from the severely subnormal to the normal, skills often being
uneven with better non-verbal skills.
The incidence4 of infantile autism is 4 5 in 10,000. It arises in

the first two years of life, and this early age of onset, together
with absence of symptoms such as hallucinations or delusional
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