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Rearing children
Sir,
Your issue of May this year includes not only Dick
Smithells enthusiastic review of Child Health in a Changing
Society' but Walker's disturbing explication of govern-
ment policy in relation to child benefits.2 There are issues
here which physicians for children, and indeed all who
work in the field of child care, need first to think through
and then to speak out about: only we have the professional
attitude of disinterested concern about the nation's
children that should enable us to spell out to the electorate
where their government is taking us.
Four things have to be taken into consideration: the

first, that there are both religious and biological reasons
why we should not even attempt to interfere with the
freedom to reproduce; the second, that the way in which
other people's children are reared will inevitably affect all
of us as we or our children will have to live with them at
school and when they grow up. Too high a proportion of
the inadequate, the unfit, and particularly the delinquent
makes it difficult for a society to organise itself in a civilised
way. Thirdly, poverty, which is not all a matter of
income-it can be a matter of the spirit as well as the
pocket-makes the task of rearing a human child extrem-
ely difficult; and fourthly, the sins or inadequacies of
parents should not be visited on their children. If this is all
unquestionally so, as most of us would concede, it means
that we have the duty to tell the public and the government
they have elected that some of the latter's policies are
likely in the long run to undermine our society and that we
will therefore need to take preventative action in the short
run-that is, now.
Most parents would manage better with more money,

especially if it were given specifically for the purpose of
child rearing to their mothers; some families need the
constraints of carefully drafted, well publicised, and
sensibly enforced laws and regulations if they are to
exercise their power over their children responsibly. All
who contemplate taking on the enormous responsibility of
bringing another human being into the world under the
urge of biological imperatives should have been educated
in what that will involve for them-and the children. Those
inclined to abuse their children should know that this is
unacceptable and will almost inevitably lead to their being
held to account in some way. Those who have been
improvident should be constrained in some other way than
through their children's welfare into using their resources
more wisely. And all of us should be persuaded that it is in
our interests as well as a moral duty to do our best to
improve the soul destroying environments in which so
many of our children are brought or 'dragged up'. Perhaps
buying cigarettes with money that should go on food or
locking children up for a visit to a disco or pub are just the
ways in which some parents, with very little in the way of
inner resources, manage to keep going in the face of
poverty, hopelessness, suppressed anxiety and a way of life
that offers no joy, no security, and little satisfaction-no
'love' or 'work', as Freud put it when defining maturity.

If we do not, to some extent, regard ourselves as our
brothers' children's keepers in their childhood, we shall

have to contain them when they grow up. What a good
society offers is a framework in which it is possible for all of
us to give of our best in the ordinary affairs Qf life and for
all of us to have at least the opportunity to make the best
and the most of it; and in this context we should not forget
the children of the rich, if their parents end up giving them
precious stones, when they ask for the bread that signifies
manifest love, in the struggle to get the largest possible
share of the wealth that work creates.
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Use of growth hormone
Sir,
We feel it is important to draw the attention of
paediatricians in the United Kingdom to the following
statement recently issued by the European Society for
Paediatric Endocrinology regarding the therapeutic use of
human growth hormone. According to the third listed
recommendation, a mechanism to establish a national
register of treated children in this country is to be
implemented.

In 1984 the European Society for Paediatric En-
docrinology established a working party to consider the
various implications of increasing availability of human
growth hormone produced by recombinant DNA tech-
nology. The same working party was also concerned with
coordinating information, within Europe, when pituitary
growth hormone was withdrawn in an increasing number
of countries after the occurrence of Creutzfeldt-Jakob
disease in several patients from the United States, United
Kingdom, and New Zealand previously treated with this
product.
There are now a number of human growth hormone

products either licensed or undergoing clinical trial and
there is every likelihood of rapidly increasing supplies over
the next few years. The value of human growth hormone in
the treatment of short stature due to classical growth
hormone deficiency is incontestable, as for pituitary
growth hormone, but its role in management of other
indications is still far from certain. Among the latter the
most important could include Turner's syndrome, non-
endocrine short stature, and children of low birth weight.
Even in classical growth hormone deficiency there are still
many uncertainties concerning diagnosis and optimal
human growth hormone treatment regimen.
With these difficulties in mind, the working party has

made the following recommendations:
(1) Until the remaining problems with treatment of

classical growth hormone deficiency are resolved,
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prescription of human growth hormone, even for
this indication, should be controlled by those
practitioners experienced in paediatric endo-
crinology.

(2) The treatment of patients with other indications
should be restricted to carefully designed
protocols, within academic units experienced in
such research.

(3) In order to allow long term surveillance of all
patients treated with human growth hormone it is
desirable that a mechanism to identify all such
recipients be set in place such that they will be
identifiable in a national register for the for-
seeable future.
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Inequalities in child health
Sir,
We turned with excitement to Michael Wadsworth's
annotation' having awaited a response in the BPA's
Journal to the recent reports which have highlighted the
dramatic differences in children's health across the social
classes and the increasing severity of child poverty in the
United Kingdom.2 We were impressed with the evidence
of the wide range of measures of health in childhood
related to social background that have long term implica-
tions. We were disappointed, however, not to find
guidance for paediatricians on the causes of the inequali-
ties and on the action we should take individually and as an
organisation to redress them.

It will be important to provide accurate evidence of
demographic changes in child health, particularly as they
affect child nutrition and growth so that the effects of
interventions can be evaluated. But surely paediatricians
should also look to their response to inequalities now. We
suggest that though action should be political and the BPA
should make its views clear to government, this is not
enough. We must respond through the health service by
analysing:

* The structure of our service-is it accessible and
meeting people's needs? Do we collaborate suffi-

ciently with other disciplines and offer training to
primary care teams?

* The content of service delivery-are we emphasis-
ing prevention sufficiently, and do we work with
deprived communities to meet their needs for
health care?

* The outcome-do we attempt to measure the effect
of our services on deprived populations and pro-
vide feedback to those who collect the data?

It would be tragic if the 1980s pass without paediatricians
as a group making a concerted response to child poverty
and health inequality.
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Phototherapy and the use of
heat shields
Sir,
We read with interest the study of Dr Stutchfield and
colleagues on the reduction of irradiance which occurs
when heat shields are used.' In our own unit we had
observed the apparently poor response to phototherapy of
infants being nursed under transparent thermal blankets
('plastic bubble blanket'), and we therefore carried out
measurements of the optical transmission characteristics of
three types of bubble plastic including one in regular
clinical use.
The measurements were made using a Perkin-Elmer 330

spectrophotometer in combination with an integrating
sphere. In the wavelength range 350-700 nm we measured
directly transmitted light, scattered transmitted light,
absorbed light, and reflected light. The total light trans-
mitted varied from 71% at 350 nm to 77% at 700 nm. At
450 nm, an effective wavelength for the photocatabolism of
bilirubin, 74% of the light was transmitted, 26% being lost
by absorption or reflection. This reduction in transmitted
light is more than twice that reported by Stutchfield et al.
Possibly, differences in our respective samples could
account for this, although it should be borne in mind
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