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child to child. He is obese because he eats more than he
needs, but individual requirements vary widely. A calorie
intake which is inadequate for one child may be excessive for
another of the same height and sex. This concept of "nutri-
tional individuality"8 must be borne in mind in the manage-
ment of the individual patient. One reason for differences in
requirements is in physical activity. Unfortunately no com-
pletely satisfactory methods for quantifying physical activity
over long periods are available, but anyone used to observing
children knows that some do not keep still for more than a
few seconds while others are much less active. Even early in
life babies differ greatly in output of energy, some spending
long periods crying and kicking, others sleeping most of the
time except when being fed. Once a child has become obese,
physical activity is likely to become even less. Genetic factors
and intrauterine nutrition are also likely to have an aetiological
role, but how they may exert their effects is not understood.
The possibility that primary differences exist in the inter-
mediary metabolism of the adipose tissue cell between obese
and slender individuals cannot be ruled out.

Obesity has important effects on various metabolic pro-
cesses. It is now possible to determine the size and number of
adipose cells after aspiration of subcutaneous fat.9 The
distended fat cell is relatively resistant to the effects of
insulin.10 This may be responsible for the high plasma levels
of insulin found in the obese child after a glucose load'1 and
ultimately for the development of diabetes mellitus. Among
the other metabolic effects is increased adrenocortical activity.
Treatment of the obese child is difficult for patient, parent,

and doctor. Inadequate though our understanding of the
aetiology is, we have at least learnt that not every obese child
is greedy, and our attitude to the child and his parents has
become less critical and more sympathetic. Help with emo-
tional problems and encouragement to greater physical activity
are important, but the mainstay of treatment remains a low-
calorie diet. Many children will lose weight on a diet of 1,000
calories containing about 100 g. carbohydrate, 60 g. protein,
and 40 g. fat, but for some the calories may have to be reduced
to 800 or even 600 per day. Dietitians with paediatric
experience have an important contribution to make, but un-
fortunately they are scarce. Most appetite suppressants have
undesirable side-effects; their therapeutic effect tends to wear
offafter a few weeks, and they are best avoided. Outpatient treat-
ment of the grossly obese child is rarely successful, if only
because the emotional problems in these families tend to be
serious and interfere with dietary management. These children
usually require inpatient treatment with a 300-calorie diet. If
the obese child loses weight successfully, continued super-
vision is essential to prevent relapse.

Because treatment of established obesity is so difficult and
the results are often disappointing, the importance of preven-
tion needs stressing, and Eid's findings make it clear that
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prevention may have to start in early infancy. Parents and
those who advise on infant feeding must learn that a rapid
gain of weight in infancy is not desirable and that the early
introduction of cereals may be unwise. Dietary advice should
be given for children whose weight is between 10 and 20%
above the expected. Their diet, like that of the obese child who
has succeeded in losing weight, should contain ample amounts
of protein foods such as meat, fish, eggs, and cheese, and of
fruit and vegetables, and only small amounts of foods rich in
carbohydrate, such as bread, potatoes, cereals, puddings,
sweets, and sweetened drinks. Such a diet is expensive and
may entail a complete change in the eating habits of the whole
family. But as well as improving the child's health such
measures lower mortality and morbidity several decades later.

Crohn's Disease and its
Consequences

When first described in 1932 Crohn's disease was regarded as
an inflammatory disease confined to the ileum.' Involvement
of the proximal colon was soon recognized, but it was not until
the early 1960s that Crohn's colitis was described as a distinct
entity.2 Lesions also occur in other parts of the gastrointestinal
tract. The anus is commonly affected,3 and a lesion in this
region may precede, even by years, symptoms and signs of
disease higher up. The duodenum, stomach, and oesophagus
are occasionally attacked, and there is a single case report of
an oral lesion.4
The gut wall takes the brunt of the disease, becoming thick-

ened and fissured. It undergoes a chronic inflammatory reaction,
with giant cell granulomata. But patients with this disease
experience inflammation elsewhere. Local lymphatic glands in
the abdomen are commonly affected. Some patients also have
ankylosing spondylitis, iritis, and skin lesions such as ery-
thema nodosum. The course is chronic and relapsing except in
young patients with acute ileitis, half of whom have no
recurrence. Thus Crohn's disease is now thought of as a
relapsing inflammatory disorder which usually affects the
terminal ileum or colon, but may occur at any site in the
gastrointestinal tract, and is sometimes associated with
inflammatory disorders of the spine, eyes, and skin.

Little is known of its cause. Pathologists regard it as a
disease of lymphadenoid tissue and believe that the earliest
lesion is in the lymphoid follicles and Peyer's patches.5 6 The
ileum contains the largest aggregations of lymphadenoid tissue
in the gut, which would account for the fact that the disease
affects this region most often. But what initiates the in-
flammatory reaction? Though an infective agent seems a
possibility, none has been found so far. But a further search
seems desirable in view of the evidence that Whipple's
disease, another chronic_inflammatory disorder of the gut
wall, is due to an infective agent. New methods of studying
L phase bacteria, anaerobic bacteria, and viruses could make a
useful contribution. On the experimental side chronic enter-
itis has been produced in animals with Staphylococcus aureus
and its toxins.7 Other experimental models exist such as the
granulomatous colitis of young Boxer dogs.8

Crohn's disease has a high familial incidence. For instance,
in one study 11% of 185 patients had a family history of either
this disease or ulcerative colitis.9 There are five reports of it
in identical twins.10 These findings indicate a genetic factor,
which is the probable explanation for the higher incidence of
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the disease in whites than non-whites and in Jews than non-
Jews." The increased incidence of spondylitis, polyarthritis,
eczema, and hay-fever in families of patients with Crohn's
disease may be because some families have a genetic predis-
position to a cluster of diseases.'2 Abnormal immunological
reactivity as possibly predisposing to Crohn's disease is being
investigated.'3 At present the evidence is conflicting and its
significance uncertain.'4 15

Clinicians have an impression, if such a thing may be
mentioned nowadays, that Crohn's disease is becoming more
common, and epidemiological studies tend to support this
view.'6 17 No reason for it is known. Psychological factors are
generally held not to be aetiologically important.'8

Gastrointestinal complications such as obstruction, fistulae
between segments of gut or gut and bladder, anal lesions, and
toxic dilatation of colon are known. Hydronephrosis due to
obstruction at the lower end of the ureter is seldom recognized
but may be fairly common.'9 The right ureter and kidney are
usually affected. But the urological lesions are of much less
consequence than the gastrointestinal. Carcinoma of ileum
has been described in patients with Crohn's ileitis,20 21
suggesting that it is premalignant, though the incidence of
this complication is very low.

Medical consequences of Crohn's disease include chronic
bleeding, steatorrhoea, vitamin B, malabsorption, protein-
losing enteropathy, and blind-loop syndromes. Recently
attention has been drawn to the importance of folate defi-
ciency.22 Bile-salt deficiency occurs because the diseased
ileum cannot reabsorb these salts.23 The resulting lack of
bile salts required for fat absorption by the jejunal mucosa is
the likely cause of the steatorrhoea that patients with this
disease sometimes experience.24
The course of Crohn's disease is so variable as to make the

prognosis in an individual case exceedingly difficult. This
variability also hampers trials of treatment. Careful clinical
studies are therefore valuable. The one published at page 76
of the B.M.J. this week concerns pregnancy and Crohn's
disease. About one-third of 77 married women of child-
bearing age were sterile. The remainder had 98 pregnancies
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without any increase in premature births, still births, abortions,
or congenital abnormalities. Though one-quarter of the
women felt better during the pregnancy, objective symptoms
of Crohn's disease were unaltered. However, up to 40% were
worse in the postpartum period. The probable explanation of
this is the increase in steroid production that accompanies
pregnancy and its decrease in the puerperium. There was no
evidence that the pregnancy had an adverse effect on the
overall course ofthe disease. Thus there is no medical necessity
to advise termination of pregnancy simply because of Crohn's
disease.

Diets for Diabetics
The diets used in the treatment of diabetes mellitus have
evolved from the varieties of starvation of the pre-insulin era.
At least in Great Britain the teaching of R. D. Lawrence has
been influential. His initial "red and black line" diet,' in
which carbohydrate and non-carbohydrate foods were
categorized, simplified the teaching and understanding of
diets that regulated the intake of protein and fat as well as
carbohydrate. The matter was further simplified by dis-
regarding protein and fat foods in the diet of the average
diabetic and regulating carbohydrate intake by the use of a
10-g. unit, or "portion," at present favoured by both the
British Diabetic and Dietetic Associations. The main principle
here is that the dietary treatment of diabetics should consist
primarily in the regulation of carbohydrate intake. The
amount allowed may vary from almost none in obese patients
to a quantity matched in amount and distribution to the type
of insulin or hypoglycaemic drug in use. Only in special
cases need account be taken of the protein and fat content
of the diet.
The Committee on Food and Nutrition of the American

Diabetes Association2 has affirmed that the nutritional require-
ments of diabetics are in general the same as those for non-
diabetics, but goes on to consider possible special needs.
Among these the amount and type of fat in the diet is the most
controversial. Since diabetes confers an increased risk of
atherosclerotic vascular disease, a case can be made for
advising diets rich in polyunsaturated fats. On this question
the American committee gave no explicit guidance and left
the decision to the individual physician. Such diets have
already been prescribed for diabetic children, though not yet
for long enough to judge whether atherosclerosis or other
complications may be prevented or delayed. However, G. W.
Chance and colleagues3 expressed disappointment at the
degree to which the children kept to the recommended diet.
While the nature of the diet and the fact that the patients
were children or adolescents may have contributed to the high
failure rate, the intimate nature of the trial is likely to have
encouraged more patients to stick to the diet, than would
patients less carefully scrutinized. Even with the much simpler
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