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implications of this is that logical replacement
therapy should probably be based on the pro-
duction rate; this amounts to approximately
15 ,ug/kg/day.

(2) Although it is obvious that clinicians
should want to reduce the number of injections
given to children to the minimum, this should
not be allowed to compromise the efficacy of
treatment. The situation is similar to that with
insulin in diabetic children, and it is never
advised that this be given only twice weekly.
Since growth hormone can be given sub-
cutaneously it is logical that children with
growth hormone deficiency should be taught
to give their own injections of growth hormone
in the same way as diabetic children. By the
very nature of their problem it will be neces-
sary to continue only until epiphysial fusion
occurs and not for life. This treatment
schedule, if it were shown to be effective,
would mean a considerable saving in growth
hormone and could make it more widely
available for countries not quite so fortunate
as our own.

(3) All new therapeutic substances go
through a stage of assessment of efficacy and
safety before being made generally available.
With growth hormone we feel that this stage
was passed several years ago and that treat-
ment and assessment of response to the hor-
mone can now be carried out by a much larger
group of hospitals, especially those with
recognised paediatric and endocrine units with
facilities for diagnosing growth hormone
deficiency. This would involve making sup-
plies of the growth hormone available to these
units (perhaps the participation of the DHSS
in growth hormone production is a signal that
is about to happen) and would improve the
convenience of follow-up and ensure con-
tinuity of care for the patients.

This does not mean that the growth assess-
ment centres are no longer necessary; there
remains much to learn about the best ways of
treating these patients. We would like to see a
trial of growth hormone treatment given by
frequent and smaller dosage regimens assessed
both by development and measurement of
somatomedins. This is a trial that could con-
veniently be arranged through the existing
Medical Research Council structure but would
allow paediatricians and endocrinologists to
treat their patients without having to refer
them to the few and unevenly distributed
"recognised" assessment centres.
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Psychiatric aspects of shoplifting

SIR,-Dr M Segal's long list of psychiatric
causes for shoplifting in his thoughtful letter
(28 February, p 523) is impressive. Unfortun-
ately, he has omitted the commonest cause of
all-namely, simple stealing for gain. I prefer
to call it stealing rather than shoplifting, a term
which has developed an aura of respectability,
and is almost a medical diagnosis. Whether
rich or poor, famous or unknown, we all have
the desire to obtain something for nothing.
The fact that someone has a large sum of
money in her purse or £50 000 in his bank
when caught shoplifting does not imply (as
many probation officers seem to think) that
he or she must be mentally ill. He is simply
doing what the modern supermarket openly
invites us all to do-help ourselves. It is a
basic impulse which has even been given the
dubious honour of being called "the acquisitive
instinct."' However, greed does not justify
dishonesty.

In many years experience of psychiatry I
have seen a steady stream ofthese cases referred
by the courts. Very rarely indeed have I found
any psychiatric disorder in these cases. True,
there is the occasional case of a depressed
menopausal woman, the odd schizophrenic,
and the infrequent confused organic dementia.
In over 30 years I can recall only one case of
true compulsive stealing.
The truth about shoplifting seems to lie not

so much in an esoteric diagnosis but more in
Oscar Wilde's comment that the simplest
way of dealing with temptation is to yield to it.
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Not so double-blind?

SIR,-Professor T W Anderson and his
colleagues (21 February, p 457) suggest that
a clinical trial can be called double-blind only
if active and placebo preparations are in-
distinguishable and that evidence by a "taste
committee" or similar group should be included
before editors accept the description of
"double-blind" for published trials. This
implies that trials are double-blind only if all
medicaments under test appear to be identical,
which is just not true.
May I refer to the recent report on clinical

trials by the Medico-Pharmaceutical Forum,'
which states: "Double-blind Trials-A double-
blind trial must ensure that neither patient nor
observer recognises a treatment and preferably
does not identify a treatment as being the same
that he or others receives or prescribes or has
received or prescribed in the past. Such lack
of recognition (blindness) avoids bias by either
patient or clinical assessor. . . 'Identical'
Medicaments-The simplest way of preventing
recognition of medicaments is to make them
appear identical for both test and control
groups. While this is an established method,
it may involve some risk of an increased carry-
over effect in cross-over trials for an active
treatment to a matching dummy or vice versa,
resulting in a potential loss of sensitivity."

This makes it quite clear that the use of
"identical" medicaments is just one method
of organising a double-blind trial. Any method
that prevents recognition ofa preparation under

test by patient or doctor permits a valid double-
blind trial and it is not essential for active
treatment and placebo to appear to be identical.
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SIR,-Professor T W Anderson and his
colleagues (21 February, p 457) express con-
cern at the loose way the term "double-blind"
is often used in reports of clinical trials and
consider that "active and placebo preparations
should be indistinguishable (short of chemical
analysis) by any patient, nurse, or physician of
average intelligence and curiosity." They
recommend that the active and placebo pre-
paration should be examined by a "taste
committee" of 20 or 30 colleagues.
We have undertaken a study' using a panel

of four observers to compare the matching
qualities of 22 pairs of agents which have been
employed in double-blind investigations. Our
study demonstrates that Dr Anderson and his
colleagues' concern is fully justified but also
shows the adequacy of a small panel of asses-
sors. Five pairs of substances were virtually
indistinguishable, but in seven there were
differences obvious to all the panel members.
For this reason we recommended that match-
ing properties should not be evaluated casually,
but should be investigated in a formal way
along the lines of our study, as Joyce2 has also
suggested.
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Progression and regression of
atherosclerosis

SIR,-Your leading article on this subject
(28 February, p 481) omits all mention of
important experimental work carried out over
the past 20 years on non-human primates.
Recent visits to Chicago and to Iowa were
immensely impressive, and it is very difficult
to believe that anyone familiar with this work
could doubt its relevance to man.
Rhesus monkeys are very similar to man in

cardiovascular anatomy and cardiopulmonary
physiology and in their lipoproteins and are
not susceptible to spontaneous atherosclerosis.
By feeding an ordinary American diet prepared
by the chief medical nutritionist of the Chicago
University Hospital and containing a mixture
of 25 of the most commonly eaten constituents,
such as beef, pork, fish, poultry, eggs, butter,
margarine, cheese, cereals, cake, potato,
vegetables, fruit, orange juice, and so on,
Wissler and Vesselinovitchl-6 have produced
severe atherosclerotic lesions, both in their
earlier and later stages, which closely resemble
those seen in humans. Characteristic complex
changes occur, with proliferation of collagen,
fibroplasia, central necrosis, ulceration, throm-
bosis, and calcification, followed by "clinical"
complications, including coronary occlusion,
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