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unlikely to burst, although the outer layer often broke. Obstruction
occurred in about 6% of carriers, but conservative management
resulted in no deaths.

Scrutiny of a plain abdominal radiograph in people suspected of
having swallowed packets of drugs should include a careful search
for minimally opaque, regular shaped objects up to 4 cm long. Gas
haloes may be seen; in some cases the gas may have been present
since the packet was manufactured. In our patient, however, these
haloes developed after three days, which suggests that air had leaked
into the packages. That the radiological appearance of a packet can
change to show a gas halo where none was visible before has not
been reported previously and could be an indication for surgical
removal of the packets.
We recommend that suspected smugglers brought to hospital

should be admitted for observation. A history can often be obtained
as once caught many of the swallowers are cooperative. The older
types of packet should be removed immediately owing to the high
risk of rupture.8 Examination is rarely rewarding in the early
stages,7 but signs of toxicity should be looked for and rectal and
vaginal examination performed. Radiographs should be taken to
confirm the diagnosis and to observe progress. The passage of
packets should be encouraged by giving gentle laxatives and
enemas8; stronger cathartics may promote obstruction and rupture.
Endoscopy is contraindicated as itmay break the packets.4 Operation
is indicated if obstruction occurs or if the packages being passed per
rectum show signs of breaking up. If a packet ruptures and the

patient does not die immediately operation should be considered
once the patient has been resuscitated. Multiple incisions into the
intestine may be required as the packages are usually widely
dispersed in the gut. Packets are most commonly retained in the
stomach and distal ileum and at the ileocaecal valve and splenic
flexure.7 8

Surgeons, physicians, medical officers, and all medical staff with
responsibility for air or sea ports should be aware of this problem,
which has not previously been identified in medical reports in
Britain. Most patients can be managed conservatively, but high risk
patients and complications must be dealt with expeditiously.
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SHORT REPORTS

Adiposity and food intake in young
children: the environmental challenge
to individual susceptibility

We have recently investigated an apparent contradiction in studies of
obesity': obese people do not eat more than their peers23 but there is a higher
prevalence of obesity in populations who have a higher intake of food.4 In
this study the food intake and corpulence of children aged 1-3 were
examined on the basis of both an individual risk factor (degree of adiposity)
and an environmental factor (social group with a particular level of energy
intake).

Subjects, methods, and results

We studied 727 children aged 1-3 years. Anthropometric measurements were
made by paediatricians and food was weighed and five day intakes recorded by the
mothers according to instructions given by dietitians. The children were stratified
into five groups of corpulence based on their body mass index (weight (kg)/
height (m)2; see figure). Cut off points were the 5th, 15th, 85th, and 95th centiles
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Relation between corpulence (based on body mass index (kg/mr)) and energy
intake in two socioeconomic groups (as defined by father's occupation). Energy
intake differed significantly (p=0 007) between the two groups. There was no
significant difference in energy intake with level of corpulence within each
socioeconomic group (Numbers of children given in parentheses.)

of the Z scored distribution. The children were further stratified according to the
father's occupation-namely, unskilled, semiskilled, or skilled (group 1) and
professional or managerial (group 2). Of the children in group 1, 237 were 12-24
months old and 208 24-36 months old, and of those in group 2, 168 were 12-24
months old and 114 24-36 months old.

Total daily energy intake expressed in MJ and MJ/m height did not vary
significantly with corpulence (p=0-88 and p=0 73 respectively). Furthermore,
there was no relation between corpulence and the intake of particular foods.
Children in group 1, however, had a higher daily energy intake than those in
group 2 (5 46 (SD 1-27) MJ v 5 20 (1-12) MJ; F (1, 727)=7 2; p=0007).
The figure shows energy intake as a function of corpulence in each socio-

economic group. In children from group 2 food intake was clearly lower at all
levels of corpulence. Within each socioeconomic group energy intake did not
differ significantly with level of corpulence (group 2: F(4, 277)=0-31, p=0-87;
group 1: F (4, 440)=0 70, p=059). Obesity (body mass index over the 95th
centile) was recorded in 8 (2 8%) children in group 2 and 28 (6 3%) children in
group 1 (p=0-01).

Comment

These results replicate our earlier findings in 7-12 year olds' and repeat the
apparent contradiction in studies of obesity-that is, (a) the average daily
energy intake showed no significant difference among groups with different
degrees of adiposity; and (b) the average daily energy intake differed
between social groups and there were more obese children among the
population with a higher intake of energy.

Studies of disorders related to diet, such as obesity and energy intake,'
coronary heart disease and fat,2 and hypertension and salt,5 may reach
different (or even opposite) conclusions depending on the types of
comparisons that are made; for example, case-control studies and population
comparison studies may include subjects who are selected on different bases.
In our first approach, as in case-control studies, the groups were constituted
on the basis of adaptive success or failure (probably dependent on consti-
tutional susceptibility), which does not imply normal or aberrant behaviour;
the results prominently reflect constitutional differences. Our second
approach was a comparison of populations who differed in some critical
aspect oflifestyle, regardless ofindividual predispositions. Such comparisons
typically show a direct relation between dietary intake and the prevalence of
risk factors in the populations.
The contrasting results obtained from comparisons of randomly selected

populations and case-control studies evokes the difficulty of using statistical
norms in the physician's office. Health recommendations are based on large
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populations who are heterogeneous with regard to risk susceptibility. The
patient with above average susceptibility may develop risk factors, though
his or her behaviour may not be aberrant in statistical terms.
The first approach confirms the importance of individual prevention and

care, whereas the second shows that prevention is necessary also at the level
of populations.

We thank Ms G Cohier, M Lagrost, C Chabert, H Eydoux, C Marcoul, and
S Perles for collecting the survey data and Dr B Krajevitch for examining the
children.

1 Rolland-Cachera MF, Bellisle F. No correlation between adiposity and food intake: why are
working class children fatter? AmJ Clin Nutr 1986;44:779-87.

2 Keen H, Thomas BJ, Jarrett RJ. Obesity and cardiovascular risk. Intl Obes 1982;6:83-9.
3 Poskitt EME, Cole TJ. Nature, nurture, and childhood overweight. BrMedJ 1978;i:603-5.
4 Fehily AM, Phillips KM, Yarnell JWG. Diet, smoking, social class and body mass index in the

Caerphilly heart disease study. Amj Clin Nutr 1984;40:827-33.
S Sub-Committee on Non-Pharmacological Therapy of the 1984 Joint National Commuittee on

Detection, Evaluation, and Treatment of High Blood Pressure (USA). Non-pharmacological
approaches to the control of high blood pressure. Final report. Hypertnsion 1986;8:44467.

(Accepted 9 December 1987)

Section de Nutrition, Centre de Recherche du Vesinet, Institut National de la
Sante et de la Recherche Medicale, 78110 Le Vesinet, BP 34, France

MARIE FRANCQISE ROLLAND-CACHERA, SCD, chargee de recherches
MICHELE DEHEEGER, BSC, dietitian
FRANCOISE PEQUIGNOT, CESAM, medical statistician
MICHEL GUILLOUD-BATAILLE, DUT, assistant ingenieur
FRAN(OISE VINIT, BTS, assistante scientifique

Laboratoire de Neurobiologie de la Nutrition, Ecole Pratique des Hautes
Etudes, College de France, 75231 Paris

FRANCE BELLISLE, SCD, chargee de recherches, Centre National de la
Recherche Scientifique

Correspondence to: Dr Rolland-Cachera.

Intrauterine growth and neonatal weight
gain in babies of women with anorexia
nervosa
Babies of women with a low weight before pregnancy are smaller than
average and have an increased perinatal mortality. ' This report describes the
outcome of seven pregnancies in women with anorexia nervosa who
conceived despite remaining low in weight.

Patients and results

Six of the 327 patients who started to attend the eating disorder clinic at
Maudsley Hospital over the past three years conceived while their body mass
index was low (median 16-8 kg/m2; range 14-9-18-1 kg/M2). Only one of the seven
pregnancies in these six women was induced (with clomiphene).

All six women had had anorexia nervosa for a long time (median 15 years, range
11-17) and were relatively old at the time of pregnancy (median 31 years, range
28-36). None smoked. Four women were primiparous, two had had earlier
pregnancies terminated, and one had had a 3200 g baby before developing
anorexia nervosa. Their average weight gain during pregnancy was 8 kg
(range 5-14); this compared with the minimum recommended weight gain of
11 kg.

Fetal growth was determined by serial ultrasonography in five patients. The
rate of growth of the abdominal circumference of the five fetuses was diminished
during the last trimester, and the abdominal circumference of all seven babies was
below the third centile at birth. Nevertheless, accelerated growth was seen in all
these babies during the first few months after birth (figure). Five of the six women
had difficulty breast feeding and introduced bottle feeding in the first few weeks.

Comment

Several points of interest arise from these findings. Firstly, women with
chronic anorexia nervosa may menstruate and even conceive despite
maintaining their weight at suboptimal levels. This confirms previous
reports.2 Secondly, the poor fetal growth during the third trimester probably
reflected a degree of intrauterine malnutrition, but "catch up" growth was
evident in the neonatal period. This is contrary to findings in other babies,
who failed to thrive in their first year and showed poor catch up growth.3
Long term follow up will be required to ascertain whether these small for

gestational age babies are at risk ofimpaired growth and neurodevelopmental
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Intrauterine and postnatal growth of babies of anorectic mothers. Intrauterine
growth is represented by median abdominal circumference (and range) in five
fetuses as measured by ultrasonography. Postnatal growth is represented by
weights from birth to six months (median and ranges refer to seven babies, except
at four weeks (one baby) and after 20 weeks (three babies)). Heavy lines and
shaded areas indicate mean (2 SD) values in normal populations.

sequelae.4 Mothers with anorexia nervosa may underfeed their children,
although this is probably rare. The children of four patients attending our
clinic had been investigated for poor growth, which was attributed to poor
feeding.5

1 Van der Spuy ZN. Nutrition and reproduction. Clin Obstet Gynaecol 1985;12:579-604.
2 Namir S, Melman KN, Yager J. Pregnancy in restricter type anorexia nervosa. A study of six

women. International3Journal ofEatingDisorders 1986;5:837-45.
3 Illingworth R. The normal child. 8th ed. Edinburgh: Churchill Livingstone, 1983:53-75.
4 Nilsen ST, Finn PH, Bergsio P, Stamnes 0. Males with low birth weight examined at 18 years of

age. Acta PaediatrScand 1984;73:168-75.
5 Smith SM, Hanson R. Failure to thrive and anorexia nervosa. PostgradMed3 1972;48:382-4.

(Accepted 23 December 1987)

Institute of Psychiatry, London SE5 8AF
J L TREASURE, PHD, MRCPSYCH, lecturer
G F M RUSSELL, FRCP, FRCPSYCH, professor of psychiatry

Correspondence to: Dr Treasure.

An unusual complication of removal of a
nasogastric tube
We describe a previously unreported complication of removal of a naso-
gastric feeding tube.

Case report

A 21 year old man with cerebral palsy was admitted with an empyema, which
was treated by decortication. Postoperatively he required enteral feeding. A
narrow bore (9 French gauge) Silastic tube with a bolus weighted with tungsten
(Viomedex) was passed through the right nostril into the stomach, and its position
was confirmed radiographically. Nasogastric feeding was stopped after 15 days,
and attempts were made to remove the tube. It became stuck with a few
centimetres still in the nose. Gentle manipulation failed to move the tube in either
direction, and on gentle traction the tube became detached from the tungsten
bolus, which remained in the nostril. The bolus had become impacted behind a
septal spur and become buried beneath the mucosa. It was removed under general
anaesthesia. The patient recovered without further incident and was discharged
soon afterwards.

Comment

Soft, small bore tubes have replaced large bore ones for enteral feeding
because they are more comfortable and cause less irritation of the naso-
pharynx and oesophagus, reducing the risk of stenosis. Two types of narrow
bore tube are commonly used: those with a weighted bolus at the distal end
and those without, which are passed over a guidewire. Complications
associated with passing these tubes include oesophageal perforation,'
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