
deficiencies have been identified in 41 of 115 cases in which
the original diagnosis was revised; 20 had a defect of 3
oxidation (mainly medium chain acyl coenzyme A dehydro-
genase deficiency), nine an organic acid disorder (for example,
propionic acidaemia) and five a urea cycle defect (for example,
omithine transcarbamylase deficiency).2 10 Initial samples
should therefore include a urine specimen for organic acid
analysis (by gas chromatography-mass spectrometry) and
plasma for acyl-camitine analysis, either of which could be
diagnostic or virtually so. Ideally, specimens should be
collected before correction ofhypoglycaemia as this can result
in early disappearance of diagnostic metabolites. If a patient
dies, other specimens should be taken, particularly skin
biopsy specimens for fibroblast culture and enzymatic assay.
Details of appropriate samples and storage conditions have
been published recently.'" Biochemists and pathologists
need to be as conversant with these recommendations as
paediatricians.

Patients with Reye's syndrome should be managed in a
paediatric intensive therapy unit. The aim is to re-establish
normal homoeostasis-by correcting hypoglycaemia,
dehydration, acidaemia, and raised intracranial pressure-
and to control seizures and fever." Measurement of capillary
(and venous) blood glucose and other markers of inherited
metabolic disorders are crucial but may be overlooked.
Correction of hypoglycaemia must be followed by an uninter-
rupted infusion of 10-15% glucose. Measurement and control
of intracranial pressure is thought to be important and has
recently been reviewed.'2 Evidence suggests that cerebral
perfusion pressure (the difference between systolic blood
pressure and intracranial pressure) should be maintained
above 40 mm Hg to ensure a satisfactory outcome.'3 Ambu-
lance transfers from peripheral hospitals should occur only
after direct medical liaison and meticulous implementation of
these principles.

Assessing the effectiveness of management is difficult in a
heterogeneous disorder such as Reye's syndrome. Among
those attending normal schools two factors seem to influence
subsequent psychometric and academic performance-age at
the time of illness (infants being more adversely affected) and

severity of coma.'4 Of 48 patients treated in Northern Ireland
between 1979 and 1984, eight have died and another five
sustained severe neurological disability. Poor outcome has
been associated with early onset of seizures, profound
hypoglycaemia, and coma.'"

Reye's syndrome, which is a diagnosis of exclusion, is a
marker of serious metabolic upset. It demands immediate,
specialised investigation and management. The dangers of
using aspirin in children with common viral illnesses must be
kept before the public.
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The need for chaperones

Better to err on the side ofcaution

A chaperone is "one, especially an older woman, who
accompanies a girl for protection, restraint or appearance's
sake."' While this definition has evident implications for the
behaviour of both parties in an encounter, medical usage has
traditionally focused on the protection of the doctor, typically
male, against unfounded allegations of impropriety by the
patient, typically female. Stacey has described the "myth of
the sinning patient and the upright but sorely tempted
doctor"2 and has reviewed evidence that suggests that patients
as well as doctors may require protection.'
On p 986 Speelman and colleagues report that female

general practitioners use chaperones very rarely and two
thirds of male general practitioners use them never or
infrequently. About one in six male general practitioners,
however, said that they always used a chaperone,4 a figure
comparable to that reported 10 years ago.5

Patients also vary in their views; three out of four women
surveyed in one general practice said that they would like to be

offered a chaperone for a vaginal examination, although only
6% would accept the offer if it was made by their own doctor
and 17% by a different doctor.6 In contrast, some doctors who
never use a chaperone stated that the offer of a chaperone
introduced either mistrust or an unwanted sexual element
into the consultation.5 According to a study by Bell some
women would find the presence of a third party embarrass-
ing, while others would find it reassuring to have a nurse
present.7
When should a doctor offer or arrange to have a chaperone

present? For those wishing to protect themselves against all
unwarranted accusations of indecency, the provision of a
chaperone for every vaginal examination will provide only
limited protection. Pelvic and genital examinations are not the
only, or even the major, source of problems. Medical defence
organisations point out that darkening the room-for
example, for retinoscopy or funduscopy-or examining the
female torso, perhaps in the context of a chest infection, may

BMJ VOLUME 307 16 OCTOBER 1993 951



give rise to misunderstandings. They emphasise the impor-
tance ofclear explanation as the examination proceeds and the
potential consequences offailures ofcommunication (Medical
Defence Union, Medical Protection Society, personal com-
munications). Furthermore, complaints of indecent assault
have been made by patients of both sexes and are not limited
to allegations against a doctor ofthe opposite sex.
The numbers of cases dealt with by the defence organis-

ations are too small to draw conclusions about other risk
factors, but evidence exists that young, medically inexperi-
enced women consulting unfamiliar doctors are more likely to
accept the offer of a chaperone,5 and it may be prudent for
trainees and locums to consider their use in these circum-
stances. Beyond this, the exercise of wisdom, discretion, and
even intuition is likely to represent a more effective strategy
than a belief that a chaperone is never appropriate.
When a chaperone is used, she is likely to be a practice

nurse, although receptionists, dispensers, and practice
managers may also take this role, an arrangement likely to
surprise some patients. Unsatisfactory tactics, such as leaving
the surgery door ajar or keeping the intercom open between
surgery and reception, have also been described.8 Doctors
and, to a lesser extent, patients have stated that the presence
of a third party can compromise the doctor-patient relation-
ship and hamper communication; conversely, some patients
may be more likely to discuss their fears and concerns with a
nurse, although other members of the practice team might be
less able to provide this support.
What should our patients expect? Principally that any

consultation or examination is carried out in an atmosphere of
care, confidentially, and trust with the general practitioner of
their choice, where anxieties are sought and addressed and
where explanation and understanding are assured. This
involves sensitivity to patients' social and cultural back-

grounds and to their abilities to understand the information
we provide. Patients should also expect that an examination
will be expertly performed so that it is as physically and
mentally comfortable as possible, although this cannot be
taken for granted.9

Considerable literature exists about patients' preferences
for the gender of their general practitioner,10 1' but our
knowledge of their preferences regarding chaperones is slight,
and more information would be useful. The offer of a
chaperoned examination is likely to be acceptable to most
patients, but accepted by a minority; equally, few patients are
likely to object to the routine presence of practice nurses,
particularly when they provide support for the patient and
assistance to the doctor. The challenge is to create a climate of
trust and honesty within which patients who may be confused
or upset about events occurring in the surgery are able to
articulate their concerns and obtain explanation and re-
assurance where appropriate.
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Melatonin

Hormone ofdarkness

A recent review of melatonin was entitled "Time in a Bottle,"
and there could be no more apt description of this old
hormone with its newly discovered function.' Just imagine it;
we can now use melatonin to help coordinate, regulate, and, if
necessary, readjust the body's internal biological clock.
Annual biological rhythms are probably not very important

in human affairs, although long winter nights produce
seasonal affective disorder in some people. Bright lighting,
which inhibits melatonin secretion, may be an effective
treatment. But what of those 24 hour circadian rhythms that
have much greater effects on our lives, such as the rhythms of
sleeping and waking, body temperature (highest in the
afternoon), cortisol (highest at dawn), prolactin (highest
during the night), melatonin (absent during the day), and
intellectual performance (best at midday)?
Normally they are in synchrony with one another; but

perturb the system by working night shifts and attempting to
sleep by day, or by crossing time zones and succumbing to "jet
lag," or by going blind, and you soon become aware ofwhat it
is like to live in a state of desynchrony. A growing body of
clinical evidence exists to show that timed melatonin ad-
ministration is of considerable benefit in allowing the re-
entrainment of these disturbed rhythms.2
Recent research has begun to show how melatonin pro-

duces its entraining effect. The body's 24 hour "clock"

seems to reside in the suprachiasmatic nucleus of the
hypothalamus, one of the few sites in the brain to have high
affinity melatonin receptors. Keep a rat in constant dim light
and its 24 hour rhythms of eating, sleeping, feeding, and
drinking become disrupted, but give the rats a daily injection
of melatonin at the same time each day and all these rhythms
will become reentrained. The metabolic activity of the
suprachiasmatic nucleus is altered by melatonin administra-
tion,' suggesting that it is the hormonal transducer of
darkness. Melatonin transmits information to the inner
depths of a brain that lacks the ability to tell the difference
between night and day.

In humans melatonin is produced at a rate of about
30 ,ug/24 hours, almost all of it being secreted by the
pineal gland during the hours of darkness.3 When physio-
logical amounts of melatonin are given to subjects, there is a
fall in basal body temperature comparable to that normally
seen during sleep.4 This fall may affect other bodily rhythms
-for example, intellectual performance and body tempera-
ture tend to go hand in hand.

In humans, large doses of melatonin, ranging from 5 mg to
5 g have a marked short term hypnotic effect. One group in
the Netherlands have started phase 3 clinical trials of a
contraceptive pill containing 75 mg melatonin and 500 ,ug
norethisterone. The group hopes that this will put women
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