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A judicial comment on temporary brittle
bone disease
EDITOR,-A recent reported judgment by Mr
Justice Wall' in the Family Division of the
High Court is relevant to the debate on
temporary brittle bone disease.2 The use of
this diagnosis to explain injuries in both child
protection and criminal court proceedings is
largely due to the work of Paterson.3 In the
case reported he was asked how two earlier
cases that had been before the courts had
been treated in his research data. In one case
there had been a criminal conviction and in
the other there had been a finding of non-
accidental injury by the Wardship Court. It is
reported that Paterson replied that both cases
were included in his research as proven cases
of brittle bone disease. Indeed, when asked
how he would log the case before the court
(the baby had suffered brain injury and
multiple fractures), should the judge make a
specific finding of non-accidental injury, he
replied that he would still regard the case as
being one in which the child had suffered
temporary brittle bone disease. In the words
of the judge 'Whilst courts of course accept
that there may be cases where there is a diver-
gence between judicial and clinical findings, I
regard as worrying in the extreme Dr
Paterson's failure to record in his research
material of cases of proven brittle bone
disease judicial findings to the contrary. In my
judgment this is a factor which must cast the
gravest doubts on his findings'.
The judgment also reaffirms that the court-

room is no place to advance untested hypothe-
ses4 and emphasises the need for expert
witnesses to provide independent assistance to

the court and not omit to consider facts which
detract from their concluded opinion.
Attention is also drawn to an earlier judgment
by Cazalet J,5 also involving brittle bone dis-
ease, which points out that a misleading opin-
ion from an expert may well inhibit a full
assessment by non-medical advisers, reinforce
parental denial, and thereby put a child at risk.

For future cases coming before the High
Court there will be awareness of previous
judgments relating to evidence on temporary
brittle bone disease, however, this may not be
so in the Family Proceedings Court. As Mr
Justice Wall comments: 'It is not difficult to
imagine circumstances in which a non-acci-
dentally abused child might be returned to
abusing parents on the false premise that the
child has not been abused. That in my judg-
ment is just as much an injustice as a false
finding that a parent has injured a child'.

During investigation of suspected child
abuse, even before legal action is considered,
the possibility of temporary brittle bone
disease may be raised and threaten to com-
promise or obstruct protection of a child or
therapeutic work with their family. By being
aware of and referring others to relevant law
reportsl 5 paediatricians can help keep the
issues in perspective.
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Infant length measurements

EDITOR,-Dr Doull and colleagues presented
a paper on the reliability of infant length mea-
surements.' Hoorah! Some of us have for
many years tried, without much success, to
encourage the measurement of infant length.
In many studies it is a better measurement of
growth than weight and is a stable linear
growth measure.
Why the unsuccess? 'It's very difficult to

do; it's unreliable; you need a special appar-
atus; it's impractical to do in the field'. It has
been shown that none of these concerns is
valid,2 3 but Dr Doull has done so in an up-
to-date persuasive way including showing that
you do not need two professionals but only
one, mothers being excellent holders of their
infants' heads.

For velocity growth in infancy it is an
important measure and there are a growing
number of reference values available.4
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Management of Pediatric Trauma.
Edited by William L Buntain. (Pp 788; ,C142
hardback.) W B Saunders Company, 1994.
ISBN 0-7216-6280-3.

This comprehensive book covers all aspects of
trauma care. It starts with a historical review,
discusses the philosophy and organisation of
paediatric trauma management, describes the
treatment of specific conditions, and looks to
the future.

There are 85 contributors (mainly sur-
geons) three of whom are Australian, all the
others being North American. The book was
more than six years in gestation and the chief
editor has done well to produce a book that
reads so fluently.

There are six separate sections. The first
covers the history of the subject, the bio-
mechanics of trauma, injury prevention,
organisation of services, and developing stan-
dards of care. The figures report the agencies
involved in prevention and some of the legis-
lative solutions suggested have an American
slant. Nevertheless, the principles of aetiology
and prevention are universal and well
described.
The chapter on trauma care organisation is

excellent. Care of the injured starts at the
roadside or in the home and continues until
tertiary care is reached and provided. The
authors write with authority on the improve-
ment in care following the introduction of a
team approach to the injured child 'There is
no place ... for competition amongst care
providers'. The response teams are described.
Resuscitation and stabilisation are orthodox
and follow advanced paediatric life support
and advanced trauma life support (APLS,
ATLS) teaching. There are some exceptions:
for example, use of a trocar in introducing a
chest drain is deplored as dangerous by most
of us in emergency care. The radiological
evaluation is clear and uncontroversial, but
our anaesthetic colleagues may baulk at the
suggested use of ketamine in potentially
hypotensive, cerebrally injured children.

In fairness, the author admits to differences
of opinion over this. He is not dogmatic: 'No
singular approach should be considered the
only correct approach. Rather a protocol for
trauma care that is attuned to the institution's
geographic and urban demographics, the
availability of surgical expertise and the
physical limitations of the building itself is
appropriate'.

Chapters are devoted to trauma scores,
protocols, and blood products. There is
detailed consideration of specific system
injury and then to special situations such as
falls, birth injuries, non-accidental trauma,
farm and submersion injuries. My surgical
colleagues assure me that the operative pro-
cedures described are standard. A conserva-
tive approach is taken to urinary tract injuries
and liver damage, but a slightly more aggres-
sive approach than ours to splenic injury. A
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Foley catheter technique is suggested for
foreign bodies trapped in the oesophagus,
whereas in Britain this would not be recom-
mended and preference would be given to
oesophagoscopy under anaesthetic. I enjoyed
the superb line drawings, which are clear,
uncluttered, and instructive.

Critical care considerations cover monitor-
ing, vascular access, nutrition, ventilatory and
respiratory support needs. The importance of
critical care nurses is emphasised. A chapter
entitled The Aftermath of Childhood Injuries
covers the problems of disability, psychologi-
cal consequences, and organ procurement.
A section on speculations and hopes for the

future of trauma care makes interesting read-
ing. Twenty four surgeons were asked their
views on the two most important reasons for
recent improvement and two hopes for the
future. Answers were varied, but included
improved training, life support courses, man-
agement protocols, and paediatric trauma
centres as reasons for recent improvement.
The future for some contributors looks bright
(there will be new mediator antagonists to aid
recovery, synthetic oxygen carrying blood
substitutes, better prehospital care). Others
are more pessimistic and wonder if trauma
care will become less specialised, devolving to
smaller units with less expertise.

In summary - I like this book; big, heavy,
glossy paged, and well referenced. The sort of
book it is a pleasure to read, easy on the eye,
and seductive to touch. The contents do
justice to the presentation. The sort of book
you don't buy (too expensive), but persuade
your library to buy, borrow frequently, and
return reluctantly.
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Investigations in Paediatrics. Edited by
Douglas P Addy. (Pp 314; £27.50 paper-
back.) W B Saunders Company Ltd, 1994.
ISBN 0-7020-1737-X.

I suspect all of us have sometime craved for a
book that helps us to sort out our diagnostic
problems: one that points us in the direction
of a few apposite tests, which will guide us to
the hitherto elusive diagnosis. (I personally
think that when one is in a tight corner with a
sick child, the wisest course of action is to
consult a colleague whose judgment one has
learned to trust, but he may have been sent
on a management course or be out of the
country!)

Douglas Addy's book aims to be such a
guide. With a page size of 9-5" by 7-5", and
weighing 1 lb 6 oz (625 g), it hardly slips into
the pocket, although at just £27.50 it doesn't
make too big a hole in it. Its 20 chapters are all
by well known experts from the UK with
a slight, but very understandable, predomi-
nance of the home team from Birmingham.
All the major paediatric subspecialties are
covered, including those in which general
paediatricians may be insecure, such as
ophthalmology, ear, nose, and throat, clinical
chemistry, and genetics.
The editor and contributors have striven

to keep in mind that the book is about investi-
gations, whatever that means. Dame June
Lloyd, in her foreword, emphasies that the
most important investigations are a careful
history and a skilled physical examination.
There is a risk of giving lists of possibilities, or
tests, for any clinical situations, but sometimes
even long lists, if systematically presented, can
be very useful as aides-memoires. Puntis and

Booth manage this particularly well in their
chapter on gastroenterology, even making lists
of 44 causes of protracted diarrhoea and 32
causes of recurrent abdominal pain seem
digestible.
Some authors convey their enthusiasm for

their subjects better than others: the chapters
by Wraith (metabolic disease), Tarlow (infec-
tions), Kelly (liver), and Hobbs (child abuse)
all have a vigour that makes for easy reading,
and Rigby's section on cardiology is a model
of conciseness.
Much of the neonatal chapter (Stewart and

Turner) contains information that can be
found in the many excellent small, pocketable,
handbooks, but it is right that for the sake of
completeness that it be included.

Sartori and Mott's contribution on
oncology is good too, although the recom-
mendation that the urine of children with
opsomyoclonus should be examined for cate-
cholamines will, I fear, bewilder more than it
enlightens, in this age when few schoolboys
learn Latin, and still fewer study Greek.
My Dorland's Illustrated Medical Dictionary
fails to mention it, and even the current
Nelson Textbook of Pediatrics uses the term
opsoclonus. Has, like drinking plain water, the
term 'dancing eyes', gone out of fashion?

But this is a book review, not a retirement
speech; I can't mention everybody, but all the
contributors pass muster.

At this point I have a confession to
make: more than a decade ago, a (different)
publisher invited me to provide a text on
'investigations in paediatrics'. I was up to my
eyes in work and with a young family, I
reluctantly refused. I can now confidently
state that the world of paediatrics has survived
my refusal: Doug Addy has done far better
than I could.

His book should be kept to hand on the
ward. I hope the next edition will have a
section on dermatology; that will make a good
book even better.

R A F BELL
Consultant paediatrician

Clinical Biochemistry and the Sick
Child. 2nd Ed. Edited by Barbara E Clayton
and Joan M Round. (Pp 555; C95 hardback.)
Blackwell Scientific Publications, 1994. ISBN
0-632-03681-8.

All medical students have at least 'A' level
chemistry before they start preclinical training
and they learn biochemistry for at least a year,
yet within a year or so of the second profes-
sional examination, many appear to have lost
all but the vaguest traces of this fundamental
subject.
When I entered paediatrics a quarter of a

century ago, what struck me most was its
eclecticism; there was hardly any subject that
I had touched upon in medical school that
was not occasionally relevant. Biochemistry
was clearly much more than that; whether in
the acute management of a vomiting baby, a
virilised toddler or an unconscious 10 year
old, a knowledge of basic biochemical path-
ways was then, and remains, a sine qua non to
good clinical practice.
The title of this large book edited by Dame

Barbara Clayton and Dr Joan Round boldly
proclaims its ambitions, and has a distin-
guished team of contributors to achieve those
aims; which are partly to guide the clinician
through those biochemical pathways relevant
to paediatric practice, to explain the strengths
and weaknesses of different biochemical tests,
and to give the biochemist the paediatrician's

point of view. This is a second edition, 10
years after the first, and it contains many new
chapters, reflecting growth particularly in
fields where the clinician who did his 2nd MB
more than a decade ago - and that means
most of us - is most in need of guidance,
including peroxisomal, mitochondrial, and
lysosomal disorders.

It is firmly based on clinical practice, start-
ing with instructions on how best to get blood
out of babies. A chapter on the new genetics
comes next and then the chapters follow the
usual pattern of paediatric specialties, begin-
ning with neonatology; this leads to some
duplication, for example the section on neo-
natal hypocalcaemia overlaps that on the
chapter devoted to bone mineral metabolism,
but that is no disadvantage, as it makes the
book more useful as the work of reference it
is: this is not a book for bedtime reading.

All the chapters are good, and given the
star studded list of contributors, authoritative.
It is almost invidious to select chapters for
special praise, but the neonatal sections from
Glasgow (Wharton, Scott, and Turner) and
Paris (Poggi, Billette de Villemeur, Munnich,
and Saudubray) are splendid: I have come
across no clearer description of the manage-
ment of neonatal hypocalcaemia anywhere
and Alex Mowat's chapter on liver disease
positively exudes his enthusiasm for his
subject.
The section on malignant disease from

Alan Craft (Newcastle) and Jon Pritchard
(Great Ormond Street) is not only readable
but so brimming with good clinical sense that
all doctors treating children with malignan-
cies should read it. Incidentally this chapter is
almost the only one that ventures to use
molecular formulas in the description of
metabolic pathways: surely paediatricians are
sufficiently chemically literate to be able to
cope with the odd steroid molecule: the
description of the types of congenital adrenal
hyperplasia would have been made both
clearer and more interesting by their use.

Charles Brook contributes a characteristi-
cally robust chapter on growth problems,
although many may be surprised by his state-
ment that the diagnosis of Turner's syn-
drome, '... in terms ofchemicalpathology, this is
best done by measuring the gonadotrophin
concentrations' (my italics). That may be
technically true, but a mention of chromo-
somes is surely in order, even in a textbook on
clinical biochemistry. On the same page we
are told, 'The measurement of prolactin is an
important guide to pituitary pathology'. So it
is, but this reader sought in vain for the
normal values for this hormone anywhere in
the book.

J W Honour's chapter on endocrinology
seemed to me to suffer from the lack of a
clinical contributor: blood glucose is
measured by 'Dextrostix', not 'Clinistiks'
(sic), and while adrenal destruction may fol-
low infection with 'influenza, pneumococcal
or haemolytic streptococcal infection
surely the meningococcus deserves a men-
tion. While we are told that, 'No child with
any allergic condition should be (ACTH)
tested', the next paragraph instructs us to do
that very test on children with asthma! There
is a rather worrying omission in the section on
measuring blood renin and aldosterone con-
centrations, where we are advised that, 'The
patient should have a normal dietary intake of
sodium and have been given potassium supple-
ments'. Somebody forgot the word 'not' here;
perhaps it isn't as grave an omission as that of
the printers of the notorious edition of the
Bible who omitted the same word from the
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