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deficiency in patients with cystic fibrosis,
which can easily be performed in the home.
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Parent-specific evaluation of growth

SIR,-We have read with interest the recent
paper by Dr Sorva and colleagues, concerning
reference data for stature of children condi-
tional upon the statures of parents and that of
the child at 1 year of age.' We are troubled by
the use of data of unknown validity and relia-
bility as the basis of reference data. Common
protocols were not used for measuring child-
ren, it is unknown whether recumbent length
or erect stature was measured at the youngest
ages, and all parental and some of the child
statures were self reported rather than mea-
sured. Each of these deficiencies will, to an
unknown degree, add random error and
perhaps bias. We and others have documented
appreciable bias as well as increased random
error when using reported statures.2 More
practically, the added random error will atten-
uate correlations and regression coefficients
that are the bases of the equations estimating
standard deviation scores for children. While
the authors acknowledge their less than
perfect data, there remains concern over the
validity of the findings.
The final equations for children (their table

2) are to be applied irrespective of the age of
the child. In otir investigations on the Fels
Longitudinal Study, we found that the pattern
of parent-child relationships for stature
changed so greatly across age that it was
necessary to consider age.3 This can be appre-
ciated from the figure, which presents the
regression coefficients (b) of standard devia-
tions in length (birth to 2-5 years) and stature
(3 0 to 18 years) of boys, relative to the mid-
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parent stature (average of maternal and pater-
nal statures). Clearly, there is systematic and
non-linear age covariance in the midparent-
child statural relationship scaled according to
standard deviation scores in child stature.
Unfortunately, Dr Sorva and colleagues do
not provide any conventional summary or
diagnostic statistics allowing evaluation of the
adequacy of fits for the equations in their table
2 across the entire age range; those relating to
final stature in their table 3 are insufficient for
this purpose.
We have provided previously a method of

adjusting recumbent length or stature of child-
ren (birth to 18 years) according to parental
statures.3 All measurements of children and
parents were taken under standardised re-
search conditions. The parent-specific adjust-
ments were specifically normed relative to the
internationally recommended reference data
from the US National Center for Health Stat-
istics, and US national estimates of parental
statures. Exact estimation equations, com-
puter programs,3 and simplified tables for
clinical ready reference4 have been presented.
We agree with Dr Sorva that a valid method of
parent-specific evaluation of stature in child-
ren provides an important clinical tool to
separate the normal genetic contribution of
parental stature to stature of children from
other factors that affect stature such as malnu-
trition and disease.
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The taste of milk

SIR,-One in four bottle fed babies change
their milk formula in the first weeks of life,
often in response to non-specific symptoms. 1-3
This tendency is common in Portugal too.
Often, the substituted milk has a similar com-
position to the original, but is a different
brand. In this situation, mothers often express
satisfaction with the switch to the new milk.

I cannot help reflecting that three out of
four bottle fed babies accept, without reluc-
tance, the very same type of food with no
variation in composition (or presumably taste)
six times daily during early infancy. This
monotony, which is contrary to the most basic
rule of dietary habits, might just prove too
much for one in four babies-at least we
should give the matter some further thought.

I presume that the evolution of the taste
learning process has developed through breast
feeding. It is well known that the composition
of maternal milk is subject to important varia-
tions, which are part influenced by the mater-
nal diet. Are there similar variations in the
taste of maternal milk, thereby making meal-
times somewhat more exciting for babies?
Might such variations in taste, during early
infancy, facilitate weaning and the natural
appetite for a varied diet in toddlers? Con-
versely, is there any evidence that bottle feed-
ing is associated with a narrow 'taste span' in
toddlers?

For those babies who are not breast fed,
perhaps there is nothing wrong with encourag-
ing various brands of milk according to the
whim of babies (and their mothers).
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