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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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Psychotherapy has been described as the only method of
treatment peculiar to psychiatry. The teaching of the
techniques, almost all of which developed outside the medical
schools, presents special problems. There are too few suit-
ably qualified teachers. Aberdeen is the only medical school
which has had the boldness to introduce a diploma course in
psychotherapy. W. M. Millar and his colleagues' have out-
lined objectives and the teaching methods employed in their
one-year course. It aims at presenting to trainees a variety
of models of psychotherapy and to assist them in developing
techniques and approaches best suited to their individual
personalities, talents, and interests. Both individual and
group methods are taught. This pioneer venture deserves
support.

If Britain should join the European Economic Com-
munity the training of specialists on the Continent would
become a matter of direct concern to British psychiatrists.
A survey of psychiatric training in the six countries6 dis-
closed differences and deficiencies that will have to be
remedied to make interchange of employment feasible. An
agreement on common principles of training in psychiatry
and neurology in these countries has now been reached.7 The
time-honoured obligatory association of the two clinical sub-
jects is to be discontinued, though specialist training in each
includes one year's work in the other. In Britain the attempt
to put such a training scheme into practice would meet with
some difficulties, especially in providing neurological training.
for psychiatrists.
The Royal Medico-Psychological Association has an active

educational committee which, in the absence of a College of
Psychiatrists, has worked hard at the formulation of the prin-
ciples of psychiatric training at all levels. It has also
surveyed the present state of psychiatric education in this,
country. The publication of the memoranda submitted by
the R.M.P.A. to the General Medical Council and to the
Royal Commission on Medical Education8 should be wel-
comed beyond the boundaries of psychiatry. They are of
great interest to medical educators, some of whom are
bewildered by the claims of what to them appears to be a
clinical subject of limited importance. The reasons why the
psychological and the psychiatric approach ought to pervade
the whole curriculum are set out in these documents, and the
methods by which this can be achieved are outlined. They
are in keeping with educational principles recommended by
an expert committee of the World Health Organization some
time ago.9

Three reports on the present state of postgraduate educa-
tion in Britain'" are highly informative. They were based
on questionaries covering a wide range of facilities and
activities. The inquiries showed up many deficiencies but
also some solid achievements. In a few areas the arrange-
ments for postgraduate education in psychiatry were well
ahead of those in other clinical subjects. One of the reports
was concerned with continuing, education of general prac-
titioners. The recommendations based on this survey were
linked up with those made by the Royal College of General

Practitioners' working pat on education in psychology and
psychiatry.

These reports and memoranda bear witness to the
traditional concern of the R.M.P.A. with medical education.
When its transformation into a College of Psychiatrists is
finally achieved it will be able to look back on a record of
educational work which will bear comparison with those of its
sister colleges.
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"Utterly Independent"
The Review Body, in its tenth report,1 has recommended
increases averaging about 8% to hospital doctors and general
practitioners in the N.H.S. The detailed recommendations
are printed in the Supplement. Since no general increase was
awarded in 1968,2 and the current ones are to last, barring
" unforeseen major developments," until April 1970, the prices
and incomes policy ceiling of 3O1% per annum has not been
breached. House officers are to get most-in the region of
14%,-because, despite their relatively substantial increases
in 1966,3 apparently their pay again compares unfavourably
with starting salaries of graduates in other professions and
occupations, taking into account the longer training for
medicine.
The Review Body recommends the increases solely on the

ground of comparability. It thinks doctors' pay has fallen
seriously out of line and that a general rise can be justified
under current incomes policy and practice. Not enough
information has been forthcoming on recruitment, work-load,
and emigration since the ninth report a year ago for these
factors to influence the present recommendations. But they
are obviously highly relevant, and the medical profession,
and no doubt the Health Departments too, will want to get
hold of the facts-particularly those on emigration.
The importance of the quantity and quality of recruits,

work-load, and the number of doctors emigrating as criteria
for deciding what medical remuneration should be is empha-
sized by the questioning by the National Board for Prices and
Incomes, in its report on university teachers' pay,4. of the
rightness of using comparisons with the salaries of others in
recommending increases. These were seen to form an endless
chain of increases following on other increases and hence to
be a factor in inflation. The prices and incomes board's
conclusion was that all bodies reviewing pay in the public
sector should have regard to the need to break this chain, for
otherwise the application to different parts of the public
sector of different criteria by different bodies would result in
unfairness. Whatever doctors as citizens may think about
inflation, they should take to their hearts and engrave thereon
the stout words of Lord Kindersley and his colleagues in
reply to the board. They say: " We reiterate that the reasons
for our appointment and the justification for our existence are
that the Government and the professions should have the
benefit . . . of the opinions of a body of persons who are, and
are known to be, utterly independent. It would be a disastrous

I Review Body on Doctors' and Dentists' Remuneration. Tenth Report,
1969. H.M.S.O.

2 Review Body on Doctors' and Dentists' Remuneration. Ninth Report,
1968. H.M.S.O.

3 Review Body on Doctors' and Dentists' Remuneration. Seven h Report,
1966. H.M.S.O.

4 National Board for Prices and Incomes. First Report on Standing
Reference on the Pay of University Teachers in Great Britain, 1968.
H.M.S.O.

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J: first published as 10.1136/bm

j.1.5641.394 on 15 F
ebruary 1969. D

ow
nloaded from

 

http://www.bmj.com/

