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corticosteroids in massive dosage, the repeated administration
of bronchodilator drugs (by whatever route is favoured), and
correction of hypoxaemia, dehydration, and metabolic acidosis,
then the next step-urgently indicated-is tracheal intubation
and mechanical ventilation, with heavy sedation to suppress the
patient's respiratory drive. Rapid improvement usually
follows, and ventilation is seldom required for over 24 hours.

So, while we still know very little about the fundamental
causes of asthma, we now have at our disposal a wide range of
effective, though empirical, treatments. Few deaths from
asthma today are directly attributable to failure of treatment,
but clearly we should give patients with severe asthma more
adequate supervision and ensure that they are admitted to
hospital with a minimum of delay when the need arises.
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Happy to starve

When a baby is bottle-fed his mother can easily see how much
he is taking; but when he is breast-fed it is not so simple for
her to know whether he is taking enough. In the newborn
period a baby may be difficult about taking the breast, crying
and fussing so that his mother thinks that her milk is not
suiting him. Between about the fifth and the tenth day he may
demand feeds about every two hours, so that she thinks that
she has not enough milk. Some awkward babies in the early
days fall asleep after suckling from one breast only to awaken
an hour later and demand another feed. Mothers may mis-
interpret the baby's crying: the cause of his discontent may
be difficult to pinpoint, and often it seems to represent a call
to be picked up and cuddled, for it stops immediately when she
obliges. Sometimes the crying is due to wind from air swallow-
ing-which in turn may be due to the baby's being kept on
the breast too long after he has obtained all the milk. (In the
evenings rhythmical screaming attacks are usually due to
evening colic, which is readily prevented by the anticholinergic
drug dicyclomine hydrochloride.)
The baby may be a rapid feeder, taking all the milk in the

first three or four minutes and then refusing more or falling
asleep, so that again his mother thinks that he is not getting
enough. She may ascribe his normal posseting to the milk not
suiting him. Many a mother, seeing the first part of her milk,
thinks that it is too watery-not knowing that the latter part
of her milk is the richest in fat. For all these and other reasons
the mother can be reassured by seeing that the baby is

gaining weight normally. Regular weighing, beginning, say,
at a week of age, and then weekly for the first three months
and fortnightly up to six months of age, does much to reassure
her that all is well: it shows the mother that her milk is suiting
the baby (as it virtually always does) and that she has a good
supply of it; and it provides a baseline if anything goes wrong
or the baby falls ill.
There is another reason for weighing breast-fed babies

regularly. Some of them give no outward sign, in the way of
crying or irritability, to indicate that they are half-starving.
Back in 1953 Illingworthl wrote that many breast-fed babies
are perfectly willing to starve without complaining that they
are not getting enough. Now Evans and Davies2 have drawn
fresh attention to this possibility, describing four contented
babies who gave no sign other than defective weight gain and
poor growth in length and head circumference that they were
being starved. All four had been demanding infrequent feeds,
and this itself may reduce the milk supply: some babies de-
mand only three feeds a day, which is too little stimulation to
the breast. Nevertheless, by no means all babies who are
content to starve demand such infrequent feeds. A mother
may have a false feeling of security for another reason-
galactorrhoea. The leaking of milk between feeds by no means
necessarily denotes an adequate supply of milk.

So doctors should encourage regular weighing, but over-
frequent weighing may itself cause anxiety. A trivial infection,
such as a cold, will temporarily retard the weight gain, and for
unknown reasons babies may take less on some days than
others. Most babies gain around 6 ounces (19 g) each week in
the first three months. A little less or a lot more is no cause for
anxiety.
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If I Had . . .

For many illnesses there is little debate about the investigations
needed and the treatment to be given once the diagnosis has
been established. In a few cases, however, the procedures are
not so clear cut and in trying to do his best for the individual
patient the doctor relies on a middle of the road approach
based on a consensus of medical opinion. But if he or one of
his family has the same condition these principles may not
be applied: on anecdotal grounds he may refuse an investiga-
tion which is fundamental to the diagnosis but which he has
seen disable or even kill a patient, or he may go straight for an
unproved and hazardous treatment on the strength of a single
unvalidated report. Starting this week (p 896) we have invited
a number of contributors to discuss what investigations and
treatments they or their family would prefer to have for a
particular condition: the subjects include breast cancer, a
transient ischaemic attack, and melaena. A distinguished doctor
we invited to contribute to this series refused on the grounds
that it might seem to imply the existence of dual standards of
medical care. We disagree: for various reasons doctors some-
times investigate and treat themselves or their relatives
inadequately by conventional standards, and these reasons are
of interest and should be debated.
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