
in transition have important knowledge to share but
seek training to present that knowledge.12

Our theme issue will seek partially to redress these
issues. In particular, we are seeking papers that shed
light on the impact of transition on population health,
the experience of healthcare reform, the implementa-
tion of evidence based health care, and the reconfigura-
tion of medical training programmes. We welcome
original papers from any countries that are undergoing
transition in central, eastern, and southeastern Europe,
and also personal views and experiences of practition-
ers, especially those in primary care and public health.

We hope that this issue will encourage those who
have much to say but who so far have felt unable to say
it, and that it will serve as a forum for the exchange
of information among the countries in the region
and our readers. Please submit your papers via
http://submit.bmj.com by 31 January 2005.
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Tourette’s syndrome in children
Tic disorders are common and misunderstood

Tic disorders affect 4-18% of children at some
stage of their development.1 At one end of the
spectrum are children with brief episodes of

single tics, whereas at the other are children with
chronic multiple tics, including Tourette’s syndrome.
Tics are abrupt and recurrent motor or vocal actions.
Although involuntary, they may be preceded by a sen-
sory urge, are sometimes suppressed for prolonged
periods, or can even be triggered by external
perceptions. They are sudden and purposeless. They
can be divided into simple tics such as blinking, shrug-
ging of the shoulders, grunting, and clearing one’s
throat, and complex tics such as licking, jumping, or
touching objects. Tourette’s syndrome is the most
severe form, with multiple motor and vocal tics lasting
for a year or more.2

The best known symptom of Tourette’s syndrome,
coprolalia (a complex vocal tic with involuntary swear-
ing), occurs in less than 15%.3 This unusual symptom
has contributed to the view that Tourette’s requires
extraordinary treatment. Most tic disorders including
Tourette’s need little medical input other than help
with diagnosis and information, but an unusual or
severe movement disorder requires specialist advice,
and impairing emotional and behavioural problems
need referral to mental health services.

The onset of Tourette’s syndrome occurs around the
age of 6-7 years, and, as with other neurodevelopmental
disorders, it occurs more commonly in boys. Tourette’s
syndrome was thought to be rare, but recent school
based studies have indicated a prevalence of 1-3%, if a
broad definition of chronic motor and vocal tics is used.4

However, the syndrome itself might helpfully be thought

of as a spectrum,1 particularly in terms of the
impairment experienced by patients. Those with purely
chronic tics usually have good adaptation. The presence
of the more unusual Tourette’s phenomena such as
coprophenomena (obscene sounds or gestures) or
echophenomena (repeating sounds or gestures) are
rarer and may lead to distress and misunderstanding. A
third group, those with psychopathology, are likely to
need active and multimodal interventions.5

Parents and children need to understand that,
although all these symptoms relate to the underlying
brain disorder, interventions may be extremely
simple—for example, allowing the child to have a short
“tic break” in a long school lesson. The neurochemistry,
neuroanatomy, and genetics of Tourette’s syndrome
have been the subject of speculation and research;
dopaminergic pathways in the frontal and subcortical
regions of the brain are involved, and a strong genetic
basis exists.6 Recent studies have identified a group of
children who suddenly develop tics and obsessive
compulsive disorder associated with B-haemolytic
streptococcal sore throat infection.7 However, despite
streptococcal autoantibodies being a potential risk fac-
tor for developing Tourette’s syndrome8 there is no evi-
dence currently that these children should be
investigated or treated differently from other children
with Tourette’s syndrome, other than by looking for
and treating active streptococcal infection.9

Explanation and reassurance may be all that is
needed for children who have mild tics.6 Educating the
teachers and all professionals who come into contact
with the child is important for reducing psychological
distress. Children may be teased and bullied in the
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classroom or reprimanded by the teacher for
something over which they have no control. This can
lead to low self esteem and emotional difficulties. If the
child has tics that are uncomfortable and cause
psychological and social distress, then medication may
be considered. No drug has predictable and potent
efficacy in all children with tics—most studies show a
reduction of only about 30% in the severity of tics.10

Surprisingly few good quality, randomised control-
led trials in children are available. Double blind trials
have shown tic severity and frequency are reduced
using dopamine antagonists, such as haloperidol,
pimozide, sulpiride, and the �2 adrenergic receptor
agonist, clonidine.6 10 11 Placebo-controlled studies of
risperidone in Tourette’s syndrome have shown that it
is efficacious and has fewer side effects than the older
dopamine antagonists.12

Other problems such as obsessive compulsive
disorder and attention deficit hyperactivity disorder
are often present (50-70% of children with Tourette’s).
The combination can be difficult to treat, and specialist
advice from a child psychiatrist may be needed.

Parents often feel helpless and at a loss to know
what to do when their children have tics. Helping par-
ents adjust to the diagnosis and manage the negative
reaction of peers and public can be empowering to
families. A good understanding of the symptoms and
their fluctuations is essential. For example, children
seem able to suppress tics for periods of time such as at
school, followed by a disruptive rebound on returning
home.6

Most individuals with tics lead highly functional
lives, and the tics themselves usually wane in teenage
years. Parents should be encouraged to seek support
for themselves from various organisations such as the
Tourette Syndrome Association (enquiries@tsa.org.
uk). With a good understanding of tics and related
problems, including acceptance from teachers and

education of peers, most children with tics do not need
regular medical follow up.
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Troponin in patients with chest pain
We need to ensure that troponin is only one element of the management algorithm

For several years the measurement of serum
troponin concentration in patients presenting
with acute chest pain has been routine in most

hospitals in the United Kingdom. Guidelines now
demarcate myocardial infarction with ST elevation from
acute coronary syndromes such as unstable angina and
myocardial infarction without ST elevation. Since the
early 1990s studies have repeatedly confirmed that
troponins are released by some patients with acute coro-
nary syndromes and represent a marker of risk for sub-
sequent cardiac events.1–3 FRISC-II, TACTICS-TIMI 18,
and RITA3 all indicate that early angiography and
revascularisation can reduce the risk of events in this
cohort, thereby improving prognosis.4–6 As a conse-
quence, management of acute coronary syndromes
without ST elevation has changed dramatically in the
United Kingdom.7

Formerly, patients were treated medically and con-
sidered for early revascularisation if they had ongoing

ischaemia, which represents only about 10% of such a
group. By contrast, current guidelines recommend
early invasive treatment in patients not only with ongo-
ing ischaemia but also those with elevated troponins
with or without ST depression. In the United Kingdom
we are therefore trying to manage a substantial
proportion of patients with acute coronary syndromes
by early angiography and revascularisation, a strategy
that guarantees mismatch between demand and avail-
able resources.

This strategy necessitates a wait in hospital for
transfer to a tertiary centre for most patients. Further-
more it has led to suboptimal and inequitable manage-
ment for, perhaps, most patients for the following
reasons. Firstly, patients awaiting transfer occupy a
huge number of bed days,8 even when asymptomatic
and mobile. This delay is detrimental to both patients
and their families and the efficiency of hospitals.
Secondly, as invasive facilities cannot cope with this
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