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young spine the height these patients reach in adult life may
then be reduced. The reported incidence ofgrowth impairment
varies,1 2 perhaps because of differences in dosage and
technique. Children under the age of 2 (not an uncommon
time for these tumours to occur) are especially at risk. Growth
may also be significantly impaired if radiation coincides with
the normal growth spurt at puberty.
Reduced height from the effects of spinal radiation can be

distinguished from a generalised reduction in growth such as
might be caused by lack of growth hormone if the sitting
height as well as the standing height are measured (as should be
done routinely). Indeed, does radiotherapy to the brain impair
the output of pituitary growth hormone ? Until recently we
had no evidence of such an effect, even when the pituitary
and hypothalamus were situated in the high-dose region,3
and even now we cannot be sure that the radiotherapy is
responsible for the changes. Other possible causes include
raised intracranial pressure (or other tumour effects) before
diagnosis; the use of large doses of corticosteroids to reduce
such pressure; the possible effects of brain surgery; and now
the increasing use of postoperative cytotoxic chemotherapy.
Nevertheless, the findings in two recent reports are of
interest.4 5 Both groups carried out endocrine assessment
on patients (some of them children, some adults) who had
received radiotherapy for brain tumours, usually in childhood.
In Manchester4 10 out of 27 patients had apparently abnormal
growth-hormone response tests; in Guildford5 11 out of 15.
In both groups there was little evidence of any other impair-
ment of endocrine function.

Unfortunately, in neither paper was there any information
about the dose of radiation to the pituitary and hypothalamic
region. Any study of possible radiation effects should include
estimates of the dose absorbed at different points. Lack of any
dose-dependent relationship weakens the case against radi-
ation. The Manchester workers4 implied that all patients
received radiation to the whole brain, presumably including
the pituitary gland, but said nothing about dosage. The Guild-
ford authors5 divided their cases into two groups: those with
a tumour in the pituitary-hypothalamic region, and those with
"remote" tumours. Details of the dose given to the tumour
and the beam sizes used were given, but the possibility or
probability of radiation reaching the hypothalamus or pituitary
and, if so, at precisely what dosage was not discussed.
A moderate dose of radiotherapy, insufficient to cause any

damage to normal tissues, will frequently reduce overactivity
in the pituitary gland (as when acromegaly is treated without
surgery). But the normal gland is unlikely to be affected by
quite high doses of radiation (5-6000 rads), as used, for
example, for treating carcinoma of the nasopharynx.6
Occasional exceptions have been reported, however,7 and
clearly further studies are needed to answer the important
question whether children receiving radiation to another part
of the brain, with little or no radiation to the hypothalamic-
pituitary region, show impairment of growth hormone
response (or any other endocrine abnormality).

In the absence ofany clinical effects (other than an occasional
slight reduction in height) evidence of impaired growth
hormone response might be of little more than academic
interest. On the other hand, if children's growth was sub-
stantially impaired after irradiation of brain tumours, and if
this were shown to be due partly or wholly to an endocrine
effect, then-whatever the precise cause might be-the matter
would be by no means academic. Giving growth hormone
replacement therapy (preferably only under Medical Research
Council supervision) might prevent impairment of growth.

I Probert, J C, Parker, B R, and Kaplan, H S, Cancer, 1973, 32, 634.
2 Bloom, H J G, Wallace, E N, and Henk, J M, American Journal of Roent-

genology, 1969, 105, 43.
3Bouchard, J, Radiation Therapy of Tumours and Diseases of the Nervous

System. London, Kimpton, 1966.
4Shalet, S M, et al, Lancet, 1975, 2, 104.
5 Harrop, J S, et al, Clinical Endocrinology, 1976, 5, 313.
6 Schryver, A, de Ljunggren, J G, and Baryd, I, Acta Radiologica; Therapy,

Physics, Biology, 1973, 12, 497.
7Larkins, R G, and Martin, F I, British Medical J'ournal, 1973, 1, 152.

Death from ischaemic
heart disease
Mortality data published by the Registrar General for England
and Wales show that among people aged 30-75 the total death
rate has declined during the past 25 years in both sexes and at
all age groups. This decline has been accompanied by changes
in the pattern of causes of death, and in particular the propor-
tion of deaths attributed to heart disease has risen sharply. For
example, among men aged 45-49 heart disease accounted for
200 of deaths in 1951 and 40% of deaths in 1971.
The description of ischaemic heart disease as a modem

epidemic is mainly based on mortality trends. Yet interpreting
these trends is beset by difficulties. One of these is that
reported mortality rates may rise merely because of an
increased awareness of a disease, so that -the diagnosis is
transferred from one disease category to another. Another is
that mortality rates may be influenced by the periodic changes
made to the International Classification of Diseases used to
code death certificate data. To counter these objections to
using mortality data as an indicator of the incidence of ischae-
mic heart disease, we must therefore look closely at the several
diagnostic categories into which these deaths may be coded.

Clayton, Taylor, and Shaperl have recently examined in
detail death rates from 35 to 64-a time of life when death from
ischaemic heart disease might reasonably be regarded as
premature-between 1950 and 1973. In that time the Inter-
national Classification of Diseases was revised twice: the
seventh revision in 1958 contained no important changes in
coding heart disease, but the next revision in 1968 did. All
deaths occurring in 1967 were coded according to both the
seventh and eighth revisions so that the equivalence of new
and old diagnostic categories could be established.
From 1950 to 1967 deaths attributed to arteriosclerotic

heart disease increased sharply, more than doubling in the
younger age groups in both sexes. In contrast, during the
same period deaths coded as "other myocardial degeneration,"
an entity which lacks a specific clinical or pathological descrip-
tion, fell by 7500. Deaths attributed to hypertensive heart
disease fell by a similar amount. Clayton et al concluded that
changing diagnostic fashions had resulted in a transfer of
deaths from "other myocardial degeneration" to arterio-
sclerotic heart disease. They also attributed at least part of the
decline in hypertensive heart disease to a change in diagnostic
fashion, for it seems unlikely2 that treatment of hypertension
has been a major influence in the decline. They therefore com-
bined the three disease categories to give the most conservative
estimate of the increase in mortality from ischaemic heart
disease, and continued the trends into the period of the eighth
revision by using the equivalent diagnostic categories
"ischaemic heart disease," "other myocardial insufficiency,"
and "hypertensive disease."
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The picture given by these combined rates is that mortality
rose steeply among men, particularly among younger men, for
whom the 1973 rates were about 80% higher than in 1950.
Among older men the rise was about 30%. Among women,
however, the trends were very different: mortality actually
fell until the mid-1950s and rose thereafter only in the younger
age groups. In fact over the whole 24 years studied there was
no net increase in the death rate from heart disease among
women. This surprising result emphasises the importance of a
critical approach to all mortality statistics on ischaemic heart
disease.
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Screening for tuberculosis
Although Britain has now abandoned routine radiological
screening for tuberculosis, occasional reports still remind us
that we should not forget the highly susceptible in any popula-
tion. Thus King and Geis' have recently reported from the
USA the consequences of the presence in a large urban prison
in Chicago of a youth with infectious pulmonary tuberculosis.
He had been confined to a cell block containing over 100 men
and had had symptoms for at least a month. After his con-
dition had been diagnosed 23% of the other inmates of this
block were found to be tuberculin-positive compared with
15% ofthe rest of the prisoners. Three months later, however,
71% of those remaining in the cell block were tuberculin-
positive and one had active disease.

It is unlikely that those contacts who had left prison in these
three months could be followed up, and we should remember
that similar risks in our prisons, mental subnormality hospitals,
and other institutions still exist. Where the population changes
slowly preventive measures are easier, but the solution to the
problem must lie in screening for infectious cases in such
circumstances. The value of this is shown by the results of
monthly radiological surveys of two large prisons in England
between 1971 and 1976, which disclosed 0-7-1'6 potentially
active cases of tuberculosis per 1000 of the population. This
compares with between 0-12 and 0'15 per 1000 in surveys ofthe
local general population in the same period.2

In our large cities Asian immigrants are the people most at
risk of tuberculosis.3 Even scrupulous screening ofthem when
they enter Britain will not prevent a high prevalence of
tuberculosis continuing among them throughout their lives.
So a programme of routine BCG vaccination at birth of all
babies born in Britain to parents who came from countries
with a high prevalence of tuberculosis is well justified. Since
about a quarter of all cases of tuberculosis are first seen in
general hospitals,4 there should be no relaxation of measures
to protect the staff-including medical laboratory technicians,
who are also at risk.5 Nor should the reverse risk be forgotten:
of staff infecting patients, as in an outbreak of tuberculosis in
a paediatric unit which resulted from an infected member of
the staff.6
Some groups of persons have a higher than average risk of

tuberculosis but are probably not significant sources of spread
of infection. These include vagrants, alcoholics, and people
with predisposing diseases, as well as men and women living
alone (particularly in middle and later life). Thus, reporting a

rise in the frequency of tuberculosis in the Potteries between
1971 and 1974 unconnected with immigration, Prowse and
Cavanagh7 ascribed this to a relative breakdown of control
measures, in part owing to the closure of the smaller chest
clinics. They proposed that bacteriological and pathological
laboratories should start an automatic system of notifying
tuberculosis to the main area chest clinics. In many areas
notification of tuberculosis is done mainly by chest physicians
-nominally to a non-existent medical officer of health but in
practice to themselves and the tuberculosis health visitors. We
need to ensure that administrative changes do not erode this
still generally effective organisation. Some newly appointed
respiratory physicians may be less experienced and less
interested in the prevention of tuberculosis than their older
colleagues, while some community physicians who are theoret-
ically responsible may not have the experience to undertake
the practical aspects of this work.
What advice can we seek on the control of tuberculosis

today? There is the green booklet, on Tuberculosis: Epidemi-
ology and Control, issued by the Department of Health and
Social Security in 19738 and the more recent paper by the
American Thoracic Society9 on screening for pulmonary
tuberculosis in institutions. The latter is carefully detailed and
comprehensive, but British physicians might be more selective
in the use of chemoprophylaxis and less inclined to use
isoniazid alone than their American counterparts. We now
have an acceptable alternative in combined preparations of
isoniazid and ethambutol, which, though more expensive,
are reliable and virtually free of side effects. Perhaps one
question which neither document answers is how often a
person in a closed community, known to be strongly tuber-
culin-positive, needs rescreening if for any reason he has not
been given chemoprophylaxis. Certainly we should be wise
not to forget that an old enemy may still threaten, albeit under
new guises.
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Giardiasis
Traditionally, doctors have regarded the cosmopolitan
flagellate Giardia lamblia as comparatively benign. Yet,
although most people carrying the parasite have no symptoms
we now have increasing clinical and epidemiological evidence
that G lamblia may be an important pathogen in man. Since
we last reviewed giardiasis, in 1974,1 further outbreaks and
infections have been reported from America,24 Australia,5
and Europe.69 Many infections have been acquired through
travel abroad on Mediterranean cruises, to Leningrad, or to
tropical countries, and G lamblia is now the most common
parasite imported into Britain.10 11 But these infections may be
acquired without travel. In the Netherlands 7% of patients
who had not travelled outside the country had stools containing
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