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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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thinking, distinguishes it from psychoses of later onset,5 which
seem to be more closely related to adult psychotic illness. In
contrast to most child psychiatric disorders the families tend
to be of higher social class.

Early attempts to understand the nature of the disorder
equated social withdrawal and poor social contact with the
coldness and aloofness of some upper class parents; and it was
thought that language developed poorly as a consequence.6
This critical and simplistic model of the "refrigerator parent"
has not been confirmed,7 8 and current research indicates
that infantile autism may be the behavioural expression of a
wide variety of biological, developmental, and psychosocial
influences.1 2 For instance, it occurs more often than might be
expected by chance in the rubella syndrome,9 epilepsy,10
histidinaemia,11 and congenital blindness.12 The blind child
successfully uses the earliest sensory modalities of touch,
movement, rocking, and smell (the normal "autistic" phase),
but after six months-when vision becomes more necessary
for development-the blind child tends to remain fixed at a
primitive level of bodily function, isolating himself, taking
pleasure in sameness, and seeming to find the outside world to
be threatening and to be avoided. Without adequate stimulation
he can develop mannerisms and repetitive activities, clearly
using an autistic mode of functioning.

Looking at the autistic child's range of difficulties in under-
standing, thinking, and speech, we see larger problems in the
use oflanguage, withrestrictionofgesture, body language, mime,
andsymbolic play of a far greater degree than occurs incompar-
able children with receptive language disorders (dysphasia).13
The earliest language signs-early babbling-are deficient.14 In
a sense autistic children have a language communication
problem equivalent to the blind child's lack of sight, with not
dissimilar consequences. Only very recently have the earliest
stages of pre-speech development and communication been
identified, with recognizable body language being differentiated
as early as two months.15 The complexity of these earliest
mother-infant relationships and the role of the infant and
mother are also only just beginning to be elucidated.16 The
basic cause of the major communication and emotional
difficulties still remains unknown in many cases, but a basis
for further understanding may be to hand.

Psychoanalytic work'7 has indicated that autistic children
seem to keep painful, primitive emotional feelings in control
by their intense compulsive, obsessional behaviour, maintaining
control of a threatening environment as they experience it
and feel it. In conjunction with language difficulties such an
attitude may distress and discourage parents whose "appro-
priate" approaches are ignored and not understood. The
parent may respond understandably with anger and rejection
or with helplessness and withdrawal. Accordingly, early inter-
vention is needed to help the parent communicate with
and maintain contact with her autistic child. This calls for an
early index of concern for the child who is self-isolated and
whose speech is delayed, even when this does not amount to
an autistic syndrome. Treatment'819 can be based on the
child's home, with several techniques to help the parent
foster development in all directions; these may include be-
haviour therapy and counselling for the parents about their
feelings toward the child. Such work can also be carried out
in a preschool day centre,20 while inpatient management of
mother and young child may be helpful both diagnostically
and to cope with symptoms such as severe feeding difficulties,
supporting the mother in facing the autistic child's controls
and distancing techniques, and helping her to come closer to
him.
As for school-age children, a structured approach emphasiz-

ing skills appears to lead to the greatest benefit educationally,22
but the atmosphere must be empathic and therapeutic, and
there should be small numbers of children with one-to-one
contact of teacher and child if possible. Autistic children
benefit greatly in a unit designed for their needs, but such units
ideally need the services of a full team-psychiatrist, psycholo-
gist, child-psychotherapist, and social worker. In fact school
provisions throughout the country are highly uneven and
inadequately developed.
As befits a condition 30 years old, there is current concern

with the needs of young persons who may need sheltered
work and hostel accommodation. One of the more important
prognostic factors seems to be the basic intellectual ability
of the child and the schooling he has received. In later adoles-
cence social withdrawal often lessens, but language remains
impaired, though it can develop at a surprisingly late stage.
Late speech development occurs, however, only in a few cases
where the child is without speech by school age.23
The unknown features of infantile autism are lessening,

but early intervention and planned long-term care are neces-
sary,24 with access to a wide variety of preschool school-age,
and adolescent settings, both on a day and residential basis,
if the child and his family are to be helped as they should be.
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Chest Radiographs in
Asthma
Two recent reports by G. Simon and his colleagues have
drawn attention to the radiological abnormalities that can
occur in children' and adults2 with uncomplicated asthma. In
73% of 218 children the radiograph was normal. Some 15%
showed a pattern of simple overinflation, with long narrow
lungs and a thin vertical heart, while 12% showed the same
pattern but in addition had enlarged hilar vessels. Those with
the most marked radiological abnormalities had the most
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