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Pointers
Rh Immunization: Incidence in Rh-negative
women following a single ABO compatible Rh-
positive pregnancy found to be about 1700.
This emphasizes the necessity of offering Rh-
immune prophylaxis to such women (p. 399).

Asthma: Study of hospital admissions between
1959 and 1964 suggests increase in admissions
is due to number of severe attacks (p. 402).
" Cold" Cures and M.A.O.I. Drugs: Three
healthy volunteers taking monoamine oxidase
inhibitors had hypertensive episodes when given
proprietary " cold " preparations containing
phenylpropanolamine in its free form (p. 404).

Lumbar Puncture: Study of patients admitted
to a neurosurgical centre re-emphasizes dangers
of lumbar puncture when intracranial pressure
is high. Plain x-ray of skull helpful in diag-
nosing raised pressure (p. 407).

Osteoporosis: Thinning of clavicular cortex is
observable on routine chest x-ray, (p. 409).

IgD Myelomatosis: This presents at younger age
than other typzs, and extraosseous tumours are
commonly found (p. 412).

Hypernagnesaemia: In renal failure despite low
dietary magnesium (p. 414).

Cutaneous Anthrax: Infected bone meal was
source of infection in two patients (p. 416).

Anti-curarization: Evidence presented that
atropine administration should precede neo-
stigmine by at least five minutes (p. 418).

Short Reports: Azathioprine in rheumatoid
arthritis (p. 420) ; trichlorethylene neuropathy
(p. 422).
Behaviour Disturbances: Psychiatric aspects of
crime and delinquency (p. 424).

Today's Drugs: Pituitary hormones (p. 427).

Old-age Pensioners : Analysis of effects of
adverse social factors (p. 432).

Therapeutic Abortion: Working of the Act (p.
436) ; coroner's case (p. 454). Leader at p.
398.
Personal View: By Dr. Ian Oswald (p. 438).

Motoring: Head-lamp regulation (p. 452).

Letters: On freedomto prescribe, overinvestiga-
tion, psychiatric education, and scientists in
medicine (pp. 439-448).

Review Body's Award: Detailed recommenda-
tions (Supplement, p. 71). Leader at p. 395.

Green Paper: Scottish Council's view of
Scottish Green Paper (Supplement, p. 69).

Police Surgeons: Pay agreement (Supplement,
p. 72).

Corticosteroid Therapy and Growth
The administration of corticosteroids over long periods in " pharmaco-
logical " as opposed to " physiological " doses is well known to be
associated with undesirable side-effects-for example, osteoporosis,
Cushingoid obesity, and peptic ulcer. In children a particularly un-

welcome effect is interference with growth. The degree of retardation
of growth is related to dosage and duration of treatment, but its patho-
genesis is unknown. Production of growth hormone may be impaired'
or some at present unknown adrenal steroid suppressed.! Whatever the
mode of action, it is clearly undesirable to give corticosteroids for a long
period to a child before puberty if an alternative method of treatment is
available. It should be borne in mind, moreover, that some of the
diseases often treated in this way tend to have a self-limiting course in

childhood.
Long-term steroid treatment may be justifiably given, with great relief

to both child and parents, for very severe asthma which has resisted
conventional measures. Juvenile rheumatoid arthritis is another disease
in which steroids can bring great relief, especially when it is complicated
by iridocyclitis or pericarditis. Steroids can also induce remissions in
childhood nephrosis, but in most cases prolonged maintenance therapy is
unnecessary and undesirable.' But there is a minority of steroid-
responsive cases in which frequent relapses necessitate either long periods
on steroids or frequently repeated shorter courses of these drugs. In all
these circumstances the treatment can interfere with growth, and it is
not surprising that various regimens have been devised to minimize this
unwelcome effect.
The first was probably the intermittent regimen, in which moderately

large doses of steroid are given on only three days in each week.4 More
recently it has been claimed that retardation of growth is less when the
steroids are given on alternate days,' but these techniques can only lessen
the degree of growth retardation. M. Friedman and L. B. Strang' have
suggested that in cases of intractable asthma, rheumatoid arthritis, and
nephrosis the prolonged administration of corticotrophin (as A.C.T.H.
gel) does not have the growth-inhibiting effect of corticosteroids, though
the tendency to Cushingoid obesity is not diminished. There are, how-
ever, disadvantages in daily intramuscular injections for children.
The question also arises whether the retardation of growth produced

by corticosteroids is temporary or permanent. It is known that growth
begins again after the steroids are withdrawn,6 but it is less certain that
the child reaches his full potential height. Some children may remain
permanently stunted. To determine with certainty whether they do
would probably require a trial involving several centres to obtain a large
enough number of suitable cases. None the less, two recent studies on
comparatively small numbers of patients have yielded encouraging
information. C. N. Lam and G. C. Arneil7 found that intensive steroid
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therapy of up to six- months' duration in children with
nephrosis did not affect their eventual height at the end of
five to 10 years. Of seven children treated for six to 18
months only two were considered to be shorter than they
should have been. K. F. Kerrebijn and J. P. M. de Kroon'
studied the effect on height of steroid therapy in various
dosages in asthmatic children. Impairment of growth was
considerable when the daily dose of prednis(ol)one exceeded
4 mg. per sq. metre body surface per day (4.5 mg. per sq. m.
is about 5 mg. per day in the average 10-year-old). Skeletal
maturation was even more markedly inhibited, which might
indicate that the recorded inhibition of growth need not
necessarily lead to a decrease in adult height. In an effort to
test this possibility these workers attempted to estimate the
acceleration of growth (" catch-up growth") after stopping
steroids. The number of cases was too small to permit
definite conclusions, but the impression gained was that
catch-up growth is slow and variable (possibly depending on
duration of treatment and dosage). Height increased rela-
tively more than skeletal age, so it seemed unlikely that
steroid treatment, unless very prolonged, will reduce final
adult height. It was also found that while skeletal maturation
lagged behind in the asthmatic children sexual maturation
did not do so. The present evidence would suggest, there-
fore, that while prolonged steroid treatment may not result
in permanent stunting of growth a considerable period of
time must elapse after withdrawal of treatment before the
prepubertal child regains his proper rate of growth.

While the growth-retarding effect of corticosteroids in
pharmacological doses is undoubted, it has usually been
thought that height is unaffected when these drugs are used
in " physiological " doses, as in congenital adrenal hyperplasia
or Addison's disease.9 10 However, an analysis of 16 patients
with the salt-losing form of congenital adrenal hyperplasia
treated with hydrocortisone and deoxycortone acetate by R.
Rappaport and colleagues"1 showed considerable retardation
of both height and bone age during the first two years of
life. This was attributed to overdosage with hydrocortisone,
but it would be difficult to see how the use of larger than
" physiological " doses could have been avoided during the
intercurrent infections, which are virtually unavoidable at
this age period. Even after the age of 2 years those children
with normal urinary excretion of pregnanetriol remained one
to three standard deviations below the normal mean height,
whereas those of normal height had raised urinary preg-
nanetriol levels. While Rappaport and his colleagues con-
cluded from their study that the " physiological " dose of
hydrocortisone is 30 to 40 mg. per sq. m. body surface per
24 hours, it can rarely be possible in practice to adhere strictly
to this dosage, especially during acute infections and other
periods of stress.
The long-term growth pattern of children who are receiv-

ing steroids for congenital adrenal hyperplasia awaits detailed

study, but the position has been further complicated by the
suggestion of workers in the U.S.A.12 and Israel"3 that, while
cortisone in "physiological " doses allows normal height
increments, the longer-acting depot preparations such as
6a-methylprednisolone and 6a-fluoroprednisolone, given in
equivalent doses, cause considerable suppression of growth.
While it may be, as these workers suggest, that cortisone or
hydrocortisone is preferable to the newer corticosteroids in
congenital adrenal hyperplasia, much more work is required
in this field. In particular, it has to be more clearly defined
whether the steroid dosage should be adjusted so as to main-
tain normal urinary excretion of 17-oxosteroids and preg-
nanetriol, or whether the aim is to be normal growth in
height and skeletal maturation. It seems probable that these
two objectives will often be incompatible, at least in the
dangerous salt-losing cases. Most paediatricians would
accept some retardation of growth, which is not necessarily
permanent, in preference to the risk of recurrent adrenal
crises.
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Training in Psychiatry
The majority of doctors practising in Great Britain today
had little systematic undergraduate training in psychiatry.
They were unprepared for the enormous amount of disability
due to psychiatric disorder among their patients. This
deficiency of medical education is being remedied. Psychi-
atry has now been recognized as a major clinical subject, and
there is general agreement about the need for the preclinical
teaching of behavioural science. To put this policy into
practice will take some time. Are psychiatrists ready to take
up the task assigned to them ? A series of articles and
memoranda published in the British 7ournal of Psychiatry
indicates that they have given thought to it.

Proposals for modern methods of teaching psychiatry do
not in Britain come up against old-established tradition as
they do on the Continent. A survey carried out by G. M.
Carstairs and his associates' showed a great diversity in the
amount, content, and methods of teaching psychiatry and
behavioural science in the British medical schools. Facilities,
teaching time, and manpower differed enormously. In most
schools improvement of the deficiencies, especially in the
teaching of normal behaviour and in the provision of clerk-
ships, was said to be under way. The main objectives of
the teaching of psychiatry have been the subject of a special
study by H. J. Walton.2 A questionary and personal inter-
views explored the knowledge skills, and' attitudes which, in
the opinion of a sample of teachers of psychiatry, medical
students should be enabled to learn. Individual teachers were
found to differ in the emphasis they put on psychological
perceptiveness, -scientific study of behaviour, ability to relate
to psychiatric patients, descriptive psychiatry, and therapeutic
outlook. Because of the high incidence of psychiatric symp-
toms and their close relationship to normal mental pheno-
mena, the student is more personally involved in the study
of psychiatry than in that of any other clinical subject. It
may cause anxiety or relieve it. A controlled experiment'
suggested that emphasis on seminar teaching and group dis-
cussions tended to reduce the student's own need for
psychiatric attention, while traditional teaching by lectures
and demonstrations had no such effect.
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