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patients with moderate airways obstruction. In conjunction
with the results of other studies the implication is that the
sooner smoking is stopped the better; patients who wait too
long may not only run out of breath but out of time.
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Consequences of intrauterine
growth retardation
The baby who is small for gestational age at birth is seen in
different ways by doctors in different disciplines. The obste-
trician's concern is directed towards causation,' and placental
failure towards the end of gestation carries for him intimations
of mortality. That is why the therapeutic option of delivering a
growth retarded baby prematurely for better nourishment in
the neonatal unit looks attractive. The paediatricians who care
for such children after they have been safely born look at them
from a different angle. Their concerns are the longer term
consequences of low birth weight-which are often under-
estimated.

In the newborn nursery feeding these infants may be
difficult because they can consume only small volumes offood;
attempts to mimic the intrauterine growth rate are seldom
successful.2 It is unfortunately true that whenever the growth
rate is reduced without a commensurate delay in maturation
the prognosis for ultimate growth is irreversibly reduced.
Every day that goes by in infancy with an abnormal growth
rate leads to stunting in later childhood and adult life.

Infants who are small for gestational age are far from homo-
geneous in their physical appearance at birth. Short lived
starvation in utero-the nightmare for the obstetrician-leads
to a length which is appropriate for gestational age and a weight
which is reduced because of the loss of adipose tissue and
muscle. These babies do genuinely "catch up" their weights,

but their growth in length was never seriously compromised.
The child that causes the paediatrician concern is the one with
evidence of more prolonged fetal growth retardation, detected
by reduction ofweight, length, and head circumference, in that
order according to severity. Proper assessment of the growth
retarded infant thus requires the accurate measurement of
length, and special care nurseries must be provided with the
requisite equipment.3 Sadly, though much attention is paid to
weighing babies-a first approximation to measurement of
length-most babies in Britain get measured with a tape
measure if they are lucky.

Children of low birth weight have long been recognised to
show considerable diversity in the way they grow,4 but the
optimistic view that delay in maturation would help ultimately
to overcome intrauterine growth retardation5 looks increasingly
doubtful.6 The stigmata of low birth weight persist to adult
life.7 None of this is particularly surprising when we consider
that growth is bound to be more vulnerable when it is at its
most rapid and that about one third of total growth in height
has already been achieved by the time of birth.

Perhaps these theoretical considerations have little practical
impact on the day to day practice of health clinics, but all
workers with children will echo the fact that the child who
feeds badly places a tremendous strain on the mother-child
relationship. Giving food to a child is the most basic ofmaternal
instincts, and when the child frustrates attempts to feed it the
consequences may range from unhappiness to physical injury.
Though many feeding problems simply reflect the fact that a
child may not take as much food as its parents would like,
growth retarded infants are genuinely very difficult to feed. So
long as measurements show them to be growing at a normal
rate there is much to be said for sympathetic reassurance rather
than highlighting what appears to be an inadequate gain in
weight. Indeed, much good would come if weighing children
was abandoned; for-like taking their temperatures-it may
divert attention from their obvious clinical condition.
Growth retardation may also be acquired after birth. With

more infants surviving medical and surgical conditions of
increasing complexity, those who care for them must be
conscious of the long term consequences of not maintaining
adequate growth rates. Perinatal growth retardation is one of
the commoner causes of referral in later childhood to a growth
disorder clinic: such children should be protected against
extensive investigation for "failure to thrive" when they are
actually thriving at the time they are referred. The explanation
for their growth retardation, which lies in the previous history,
is not generally susceptible to biochemical verification.

In an age when the number of children born to a family is
expected to decrease the health and wellbeing of those few
children are at a premium. Obstetricians must be provided with
the wherewithal to diagnose fetal wellbeing and not be limited
to a single ultrasound scan in pregnancy for estimating gesta-
tional age. Only by closely monitoring pregnancies of growth
retarded infants can we learn to identify the preventable causes
of growth retardation and optimise the growth and develop-
ment of the coming generation.
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Tuberculosis: who should
prescribe?
The welcome decline in the number of patients suffering
from tuberculosis in many countries, including Britain, has
made experience in the diagnosis and management of the
disease more difficult to obtain. Newly graduated doctors may
have seen little or no tuberculous disease during their under-
graduate years. A recent study in North America showed that
there were prescription errors in over half the cases treated
by recently qualified non-respiratory physicians, with the
blame being placed (in part) on inadequacies in medical
school curricula.'
The BMJ has recently published three retrospective

accounts of the routine clinical treatment of tuberculosis, one
dealing with pulmonary2 and two with non-pulmonary
disease.3 4 Wardman et al specifically identified therapeutic
errors in 10 patients, all of whom began inappropriate
chemotherapy given by non-respiratory physicians.3 In two
patients the errors made were gross; one died later from
extensive renal tuberculosis, and the other relapsed six years
later with cryptic miliary tuberculosis. A third patient suffered
from severe peripheral neuropathy as a result of an excessive
dose of isoniazid given during six weeks' treatment. The
remaining seven patients were apparently cured despite the
fact that only one received a regimen acceptable in type and
duration. Isoniazid was sometimes given in divided doses,
excessive doses, or inadequate doses; rifampicin was given
in too low a dose or the timing of administration of the drug
was incorrect; and ethambutol and streptomycin were given
in divided doses. The authors concluded that "there is a
strong argument for all cases of tuberculosis to be referred
to a respiratory physician for chemotherapeutic management
from the outset." Woodroffe has disputed this conclusion,
arguing that the problem is not one of lack of special knowledge
but failure to look up the proper dose of the drug(s) being
prescribed.5
The problem of who should treat tuberculosis is not as

clear cut as either Woodroffe5 or Wardman et a13 suggest. The
treatment of tuberculosis is a question not only of drugs and
dosage, but very importantly of regimens and the duration
of treatment. Accurate information on the doses and toxicity
of antituberculous drugs is given in the British National
Formulary,6 yet the drugs may still be prescribed wrongly if
the introductory paragraphs (which give clear instructions
regarding one appropriate regimen) are missed.
With the decline in the prevalence of tuberculosis in many

countries family doctors and many hospital clinicians may be
called on to treat one or two or even fewer patients in a year.
The occasional prescriber would therefore be well advised to
seek the advice of the chest physician-who may be as
vulnerable to error as any other clinician but is familiar with
effective regimens in varying circumstances and with the

minutiae of drug toxicity. Such knowledge is necessary to
ensure total success in compliant patients.
As McLarty has pointed out, however, in large areas of

the world specialist physicians are few and far between.7
Errors of treatment are rarely seen in these areas-because a
simple standardised treatment course is used. Perhaps there
is a message there for the developed countries.
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Legislation and medical
ethics
One of the most difficult dilemmas in medical ethics is the
apparent conflict between the principles of confidentiality and
public safety. In Britain the medical profession has been
fortunate in that, until now, Parliament has been very reluctant
to enact legislation that would compel doctors to disclose
information without the consent of the patient. In exercising
their power of subpoena, whether of medical records or of a
doctor as a witness, the courts are always ready to listen to
objections and explanations from a doctor about why a particu-
lar piece of evidence should not be disclosed, and judges will
often uphold the doctor's objection and refuse to order him to
disclose that evidence.
There is no substitute in clinical medicine for careful history

taking, and the notes of the patient's previous attendances,
investigations, and treatment are essential for decisions. The
knowledge that this information will be disclosed only in the
most exceptional circumstances ensures that patients are
entirely frank and that doctors keep comprehensive notes. Any
relaxation of the traditional safeguards would change these
attitudes and create the risk of patients being treated on the
basis of incomplete or inaccurate information. That risk
explains why the medical profession must examine very closely
two Bills recently presented by the Government to Parliament.
The first is the Police and Criminal Evidence Bill,' which is

proceeding rapidly through the House of Commons. Clause 10
provides that a circuit judge can issue an order requiring the
production of evidence to the police, and in certain circum-
stances he may issue a warrant to search for it in the case of
arrestable offences. A doctor will be given no opportunity, as
he has at present, to object to the disclosure ofmedical records,
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