
TABLE Iv-Replies given by 800 surgeons to questions on testing patientsfor HIV antibodies before operation

Answer

Question Yes No Did not answer

Do you think that:
The current guidelines that a patient's permission is always required

before he or she may be tested for HIV antibody are satisfactory? 75 62897
All high risk patients should be routinely tested for HIV antibody

before surgery? 672 41 87
All patients should be tested for HIX' antibody before surgery? 286402 112

39 Surgeons did not answer any part of the question, including the 37 who replied in the pilot study, which omitted
this question; 11 answered no to all three parts of the question, and some did not answer all parts of the question.

legal department (personal communication) believes
that an employer could be considered negligent
for failing to vaccinate or provide proper protective
clothing for its employees.
The routine use of double gloves, eye protection,

and impervious gowns and immunisation against
hepatitis B are simple, easily adopted precautions that
considerably reduce the risk of exposure to patients'
body fluids. Any further reduction in risk requires
more effort by the surgeon and theatre team, particu-
larly for those who handle needles and do not regularly
practise a no touch technique. The adoption of such
methods will become widespread only when surgeons
perceive the risks to which they are exposed as great
enough to warrant revision of their operating tech-
nique. This does not yet seem to have happened as
although most of the respondents to this survey take

great care in those cases that they perceived as high
risk, they still expose themselves to considerable risk
from patients not known to be infected with HIV or
hepatitis B virus.

I thank my wife, Bridget Porteous, for her invaluable help
in conducting this survey.
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Impact of childhood cancer on return to normal schooling
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Abstract
Most of the research into the psychosocial impact of
treatment for cancer in children has concentrated on
effects on the family rather than on the children's
return to school. Thus parents and teachers were
questioned about the problems experienced by 117
children who returned to school after spending time
in hospital. The children comprised 51 with cancer
and two groups of control children (34 with chronic
diseases such as renal disease and cardiac con-
ditions and 32 with orthopaedic conditions such as
thoracic scoliosis, club foot, and injuries resulting
from trauma). Children in all three groups experi-
enced problems on returning to school, the greatest
number and variety occurring in the children treated
for cancer and the fewest in the children with ortho-
paedic conditions. The variety of physical problems
was greatest and the variety of academic problems
was least, with psychological and behavioural prob-
lems intermediate. Several problems seemed to be
related to drug treatment. Several children missed a
considerable amount of full time education. Many
teachers were unsure of the academic expectations
and physical capabilities of children returning to
school.
To facilitate a smooth return to school for a child

with cancer improved liaison is needed between
the hospital, school, and home during the child's
absence and teachers need to be better informed.

Introduction
Cancer affects one in 10000 children, with about

1200 new cases occurring in Britain annually.' In
recent years developments in the treatment of child-

Lood cancer have resulted in substantial improvements
in survival rates. Data from the United Kingdom
Children's Cancer Study Group, which treats more
than three quarters of all childhood malignancy in the
United Kingdom, show a five year survival of 63% for
the 1982-3 cohort of 1694 children (O B Eden, personal
communication). Most children now return to school
at some point during the course of their disease, many
doctors recommending that they should do so as soon
as possible so that at least part of their lifestyle is
normal. The low prevalence of childhood cancers
means that few teachers have experience of a child
returning to their class after treatment for cancer, and
they may be anxious because of lack of knowledge.

Extensive research has been carried out in the
United States into the impact of treatment for child-
hood cancers on school life.25 In the United Kingdom
most research has focused on the effects on the family
rather than on the school environment. We studied
problems associated with children's return to school
with a view to developing material to help those
concerned with this transition.

Patients and methods
We studied 117 children (51 with cancer and 66

controls) who were returning to school after spending
time in hospital to identify any problems particular to
children returning to school after treatment for cancer.
The children with cancer consisted of 36 boys and 15
girls who had been aged 4 to 16 at diagnosis (mean age 9
years 7 months) and who were selected consecutively
from ward or hospital registration lists. Children with
brain tumours were excluded from the study as they
present a special case and will be the subjects of a later
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study. Each child with cancer was matched by age and
sex with two children, if-possible, one with a chronic
disease (n= 34) and one with an orthopaedic condition
(n=32), who formed the control group. The children
with chronic disease had renal disease, cardiac
conditions, and other chronic illnesses. The children
with orthopaedic conditions had been treated mostly
during planned admissions for conditions such as
thoracic scoliosis, club foot, and injuries resulting
from trauma.

Parents and the teachers most concerned with the
child's return to school were interviewed by a re-
searcher with a structured questionnaire. They were
asked about the physical, academic, psychological, and
behavioural problems on the child's return to school.
As the study was mainly qualitative results were
analysed by content analysis.

Results
Overall the parents identified more problems than

the teachers, though teachers of the children with
cancer and those with chronic disease identified more
academic problems than parents. For each type of
problem (table) the greatest variety of problems
mentioned concerned the children with cancer.

Physical problems-Although more children with
orthopaedic conditions seemed to have physical
problems on their return to school, the range of
problems was narrow and related to the practical
difficulties of participating in school life with crutches
or an arm or a leg in plaster. Most of the problems
reported to have been experienced by the children with
cancer and those with chronic disease seemed to be
directly related to treatments and drugs that they were
taking: these included increased appetite, cushingoid
appearance, muscle wasting, and various changes in
behaviour and mood. Children with cancer also had
joint pains, muscle weakness, nausea, mouth ulcers,
and other side effects of cytotoxic drugs.
Academic problems- Some children fell behind in all

subjects and others fell behind in specific subjects,
particularly mathematics and foreign languages. Even
after returning to school some children receiving long
term maintenance treatment found it difficult to catch
up and keep up with subjects that they missed because
clinic appointments were on the same day every week.
The academic problems of children with chronic
disease, particularly those with renal disease, were
often described by their teachers as long standing,
being the result ofrepeated bouts of illness and absence
from school over several years.

Psychological problems-Various worries were
reported for children in all three groups. For those
with cancer these included worries about loss of hair
and actual or anticipated teasing. For most children
many of the worries disappeared on their return
to school. For a few children with cancer or with

chronic disease, particularly those who had begun
renal dialysis or had had a kidney transplant removed,
more severe problems of extreme and long term
unhappiness were reported.

Behavioural problems-The main behavioural differ-
ence between the children with cancer and the other
groups was the high proportion of children with cancer
who showed negative types of behaviour (table). A
minority of parents suggested that their children's
drugs might be partly responsible for this behaviour.

Other problems-Children with cancer were absent
from school more often than the other children
because they had an increased number of episodes of
infection, attended hospital for treatment and follow
up clinics frequently, and stayed away when outbreaks
of chickenpox and measles occurred among classmates.
Difficulty in securing transport to and from school was
mentioned by a few parents in all three groups.

Education during absence from school-Children are
often taught while they are in hospital and may use the
home tuition service during convalescence. Several
mothers of children in all three groups reported having
had difficulties in obtaining appropriate work from the
child's school. Almost a quarter of parents from each
group had not had but would have liked a home tutor.
Difficulties that faced parents included delays in
organising home tutors and rulings and guidelines
issued by the local education authority on the provision
of home tutors. Parents and teachers, however, were
agreed on the importance of planning a coordinated
programme of work to be followed during the absence
from school.

Liaison with teachers before child's return to school-
Only 13% of teachers of children with cancer had been
contacted by the school health service before the
child's return to school. A few teachers would have
welcomed more liaison on potential problems. Many
teachers of children in all three groups believed that
they needed more medical information to give them
confidence when dealing with their pupil.

Discussion
Modern treatments for childhood cancer have trans-

formed this condition into one of many chronic
diseases afflicting children. This study supports a
suggestion that the school problems of children with
cancer can best be seen as part of the general problem
of effective schooling for children with chronic
diseases.6 The problems that occurred and their preva-
lences in the three groups of children studied suggest
that the experiences and needs of children with cancer
are most similar to those of children with chronic
disease.
The effect of drugs on physical and mental well-

being has been well documented.`9 Some of the
worries identified in this study have been described
previously.'" In particular, worries about appearance,

Problems experienced by children with cancer, with chronic disease, and with orthopaedic conditions on their return to normal schooling after a
period in hospital

Children with
Children with cancer Children with chronic disease orthopaedic conditions

Physical problems Tiredness (65%), mobility (30%), muscle and joint Tiredness (65%), slowness, change in Plaster casts, crutches
pains (24%), handwriting (12%), change in appearance, weight gain
appearance, prostheses, gait/balance,
coordination, nausea, weight gain

Academic problems Falling behind (51%), concentration (29%), worry about Falling behind (32%), concentration Falling behind (41%)
school work (26%)

Psychological problems Worry about: physical appearance, health and future, school Worry about: physical appearance, Worry about physical
work (47%); emotional fragility (33%) health and future (32%); emotional appearance (19%)

fragility
Behavioural problems Negative behaviours: aggression, tantrums, irritability, Negative behaviour (26%) Negative behaviour (13%)

defiance (45%); withdrawal
Other problems Increased infections, forced absences, frequent Transport, dietary, work sent home Transport

appointments, transport, dietary, work sent home
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return to school, and catching up on missed work were
found in all three groups. A recent report by the
Department of Education and Science indicates the
need for rapid identification of children, in hospital
and at home, who would benefit from home tuition and
for coordination of the educational services available to
them.'1
One recurrent suggestion was that improved liaison

between all the parties would improve reintegration
into school. Eiser maintained that closer liaison
between the school and hospital would be advan-
tageous,'" and Checkryn et al emphasised the import-
ance of frequent exchanges of information between the
health care team and teachers.4 We found that most
teachers of children with cancer were fairly well
informed about their pupils' illness, but they would
have liked more medical information and an indication
of potential problems; like Fowler et al we found that
teachers of children with chronic disease and with
orthopaedic conditions were less well informed about
the health of their pupils.'3
Many teachers suggested that the school health

service could play a more active part in liaising between
the hospital and school. This might be facilitated
by reducing the delay in sending discharge letters
to general practitioners, who would then be able
to inform school medical officers earlier.'4 An infor-
mation pack similar to that produced for general
practitioners could be prepared for senior clinical
medical officers to help them liaise with schools.'5
Nowadays children receiving treatment for cancer

do not have to be kept away from school because of
outbreaks of chickenpox or measles unless these occur
in their own classroom. Once the child has been given
an injection of varicella zoster immunoglobulin or
normal immunoglobulin he or she should return to

school immediately. Consultants could vary the day of
clinic appointments for children receiving long term
maintenance treatment and so avoid repeated loss of
the same lessons.

Finally, if teachers are to be better prepared on the
individual needs of their pupils they must be made
aware of potential physical, academic, psychological,
and behavioural problems.

We thank the Cancer Research Campaign for funding this
study and the consultants, teachers, and families who took
part.
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ANY QUESTIONS

What does the description jitter factor mean when used in connection with
electromyography?

Conventional electromyography studies the response of a motor unit,
which is defined as a group of muscle fibres innervated by a single neurone.
Refinement of this using a suitable electrode allows recording from single
fibres. If the response from two adjacent fibres is recorded in normal
subjects a difference in latency of up to 50 Vs is commonly found. A larger
discrepancy in disease might be due to block of axon conduction, delay at
the neuromuscular junction or muscle fibre, or slowing of conduction
velocity. This variation between fibres is known as jitter. The technique is
time consuming and requires particular care in interpretation.

Increased jitter is found in myasthenia and is useful in the diagnosis of
mild cases. It is also shown when reinnervation is occurring. Abnormalities
are to be expected in a variety of diseases of nerve and muscle. Jitter is
useful for clinical purposes in early diagnosis but the findings are non-
specific and must be interpreted in relation to the clinical condition. -
BRYAN ASHWORTH, consultant physician, Edinburgh

Halliday AM, Butler SR, Paul R. A textbook of clinical neurophysiology. Chichester: Wiley, 1987.
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What is the most suitable antidepressant drugfor patients with epilepsy?

Depression is one of the most frequently encountered psychiatric problems
in patients with epilepsy. All antidepressant drugs that are not monoamine
oxidase inhibitors and some that are lower the seizure threshold,' so the use
of antidepressants in patients with epilepsy is a common clinical dilemma.
Among the routinely prescribed and clinically most effective anti-
depressants there is little evidence in practice to support claims of
the superiority of any one compound over another in terms of effects
on seizure threshold. Newer antidepressants, particularly selective
5-hydroxytryptamine reuptake inhibitors, have not yet been adequately
evaluated in these patients. As no particular antidepressant can be

considered hazard free in patients with epilepsy the specific choice of
antidepressant should be dictated by factors akin to those in other patients.

Careful and frequent supervision of patients with epilepsy who start
antidepressant drugs is mandatory, with hospital admission indicated in
those with poor seizure control or those at risk of status epilepticus. Some
evidence suggests that the rate of introduction of antidepressant treatment
is an important factor in precipitating seizures.2 Compounds should be
started at a minimal dose followed by incremental increases. -R J DOLAN,
consultant psychiatrist, London
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Are welders at risk ofdeveloping rodent ulcers?

The spectrum of light produced by welding, especially arc welding, does
contain ultraviolet light, mostly ultraviolet B but some ultraviolet A,
the exact quantity and quality depending on the type of welding and
the gas and metal used. It is this radiation that causes welder's blepharo-
conjunctivitis, which is prevented by the wearing ofadequate goggles. The
likelihood of developing skin cancer provoked by ultraviolet light would
be enhanced in those welders who have the appropriate skin type -that is,
those who do not tan well on exposure to ultraviolet light, whether
ultraviolet A or ultraviolet B, and those who do not wear adequate
protection for their skin either in the form of a hood, visor, clothing, or
sunscreen.

Chronic exposure to radiation is considered to be the cause ofmany but
not all rodent ulcers. It is difficult to quantify the risk from welding
because the particular area of skin exposed to the ultraviolet light produced
while welding is likely to be exactly the same as that exposed to the sun's
ultraviolet light rays on everyday outdoor exposure, and the proportionate
exposure would be virtually impossible to assess. -ALAN B SHRANK,
consultant dermatologist, Shrewsbury
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