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SiR,—Dr R P Arnold and colleagues have des-
cribed the incidence of medical problems in adults
who were sexually abused during childhood.' They
emphasise the increased incidence of somatisation
in these adults. This concept is crucial for those
who care for patients with epilepsy as illustrated by
our recent experience of adolescent or young adult
females presenting with ostensibly poorly con-
trolled “epilepsy.” We have now seen five such
patients, who were eventually found to be suffer-
ing from psychogenic pseudoseizures rather than
true epilepsy. Subsequent inquiry disclosed a
history of sexual abuse during childhood in each
patient. This was particularly clear in the two cases
described below.

A 17 year old girl had been diagnosed as having
epilepsy at the age of 13 years. She was admitted
four years later as it had not been possible to
achieve adequate control of the attacks as an out-
patient. The attacks were of two types. The first
consisted of sudden loss of consciousness with
urinary incontinence but without a clonic phase.
The second was characterised by a generalised
clonic phase and urinary incontinence without
complete loss of consciousness. She had stopped
bedwetting only at the age of 5 years and had
developed secondary enuresis at the age of 10. Full
investigation including computed tomography
showed no abnormality. Electroencephalography
showed some bitemporal slow wave activity with
occasional sharp wave transients. Ambulatory
electroencephalography yielded normal results
even during an “attack” associated with urinary
incontinence. It therefore seemed that the attacks
were predominantly psychogenic pseudoseizures,
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and inquiries were made into her social back-
ground. These interviews disclosed that she had
been sexually abused by her brother from the age
of 8 and also in later vears by her grandfather. After
these disclosures and appropriate counselling the
attacks largelv resolved.

A 25 vear old woman presented with a 12 year
history of poorly controlled epilepsy. The attacks
of altered consciousnesss with urinary inconti-
nence had resolved at the age of 18 only to recur at
the age of 20. They once again remitted but came
back three years later, remaining poorly controlled
until she was seen. The computed tomogram was
normal. She reported attacks during 24 hours of
ambulatory electroencephalography, but there
were no corresponding correlates in the electro-
encephalogram. She complained of continuing
attacks while in the ward, none of which were ever
apparent to the nursing staff. We thought that
these attacks were pseudoseizures. Detailed
inquiry subsequently disclosed that she had been
sexually abused at the age of 10 by an elderly male
neighbour, who undressed her and lay on top of
her simulating intercourse. At the age of 20 she met
her fiancé and soon began having intercourse.
Three vears later she was assaulted by an uncle who
penetrated her vagina digitally. The number of
attacks fell abruptly after the disclosure of these
facts.

These two cases illustrate the common clinical
problem of differentiating non-organic pseudo-
seizures from true epilepsy. Detailed investigation
and extensive manipulation of treatment was per-
formed in both cases without obtaining adequate
control of the attacks. Although the urinary incon-
tinence was initially thought to favour an organic
origin for the seizures, it was in fact enuretic rather
than epileptic. Enuresis is common in sexually
abused children.’ Several interviews were needed
to elicit the full background. The second was the
most productive of factual information, the first
tending to prepare the ground and build confi-
dence to share distressing material. This
experience shows the importance of a team
approach, the physician, psychologist, and medical
social worker combining to devise a suitable line of
treatment.

Although we have reported on only two patients
in detail, we suspect that this might be a more
widespread problem than previously realised. Our
cases show further aspects of the delayed sequelae
of childhood sexual abuse during adult life and
emphasise the importance of detecting such abuse
atan early stage and depriving the abusers of access
to the child at the earliest possible opportunity.
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Attitudes to viability of preterm
infants

S1R,— The study from the Trent region by Dr AC
Fenton and colleagues of variability from unit to
unit in attitudes to the viability of preterm infants
showed that this variability had an impact on the
reporting of perinatal deaths.' The authors con-
cluded that there would be advantages in introduc-
ing the World Health Organisation’s recommen-
dation that all births and deaths of fetuses weighing
=500 g should be registered.*

The Office of Population Censuses and Surveys
discussed possible changes in criteria for registra-
tion of stillbirths in its white paper Registration:

Proposals for Change.' This was published the
previous month and reported on the results of a
consultation for changes in the law about the
registration of births, marriages, and deaths that
were set out in an earlier green paper Registration: a
Modern Service.' The green paper asked for views
about whether separate legislation should be intro-
duced to change the current legal definition of
stillbirth by reducing the current gestational age
limit of 28 weeks.

The white paper reported that “There were 102
responses on this issue, both from individuals and
from a wide variety of organisations in the medical
field. Virtually all favoured gestational age as a
means of defining stillbirths, with no significant
support for birthweight.”* This is hardly surprising
as the possibility of using birth weight was not
mentioned in the green paper. As a consequence it
is unlikely that anyone without prior knowledge of
World Health Organisation definitions would have
put them forward as a basis for future legislation.

The differences reported in the Trent region
exist to a much larger extent internationally as
countries differ in the criteria used in their legis-
lation about the registration of live births, still-
births, and infant deaths. The World Health
Organisation’s recommendations were drawn up
with the aim of encouraging countries to change
their legislation so that comparable statistics can be
produced. If England and Wales retain gestational
age without birth weight as the sole criterion for
stilibirth registration we will lose the opportunity
to do so.
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Community care

SIR,—Further to Dr Michael Ashley-Miller’s
editorial,' I should like to describe the experience
of Leicestershire District Health Authority in one
aspect of providing community care. For three
years we have been offering a medical examination
to handicapped adults. Long serving clinical
medical officers, who are members of community
mental health teams and have experience of
screening and surveillance of the developing
child, do the medicals. Liaison meetings are
held with the family practitioner committee and
with representatives of the relevant paramedical
professions.

The known population of handicapped adults in
Leicestershire is 2100. With 320 sessions a year we
offer a three yearly medical, with earlier review if
necessary. These take place countywide, in day
centres, technical colleges, and long stay hospitals.

A letter of invitation is sent to the patients,’ and
carers are invited to attend. The patient’s general
practitioner is notified of all baseline data and any
abnormal findings. (Inpatients of more than two
years’ duration have no general practitioner— this
is seen as a disadvantage.) Medical advice is offered
to staff when this is in the interest of the patient.
All data are entered on to the computer and form
part of the mental handicap register, which is to be
used for long term planning.

Anevaluation of the service —in terms of referrals
—was carried out on 10% of 1340 casenotes. In
134 patients, 59 referrals were made: a 44% referral
rate. Some patients were referred to more than one
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