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emergency should be undertaken by an ear,
nose, and throat surgeon familiar with all the
problems and pitfalls of this condition. Only
in this way will unnecessary use of the rigid
oesophagoscope be avoided in many cases.
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Anticardiolipin antibodies in pregnancy

SIR,-Dr Graham Hughes (11 August, p 339)
draws attention to the increasing evidence that
the presence of antiphospholipid antibodies
appears to correlate with certain pregnancy
problems. We have been making a preliminary
analysis of the outcome of pregnancies asso-
ciated with anticardiolipin antibodies defined
on the basis of so called biologically false
positive tests for syphilis. Tests based on an
anticardiolipin technique have been standard
for many years.
We have reviewed the case records which we

have been able to trace of women in the York-
shire region who had positive anticardiolipin
tests in pregnancy not attributable to syphilis
between 1970 and 1983. Our preliminary
results show that in 103 pregnancies reaching
maturity (28 weeks) there were three stillbirths,
one neonatal death, and one early infant death.
The same women had 108 further pregnancies
going to maturity on which information was
available. There were three stillbirths, two
neonatal deaths, and two infant deaths in this
group. Complete information is not so far
available on the incidence of abortion.

"False positive" anticardiolipin tests for
syphilis are usually ignored by obstetricians,
but these data suggest that they are associated
with a high risk of death of the baby. They
should be regarded as pointing to an immuno-
logical disturbance which requires detailed
investigation.
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Smoking and insulin absorption

SIR,-Dr I Miihlhauser and others (23 June,
p 1875) have suggested on the basis of changes
in circulating insulin concentrations in non-
diabetic subjects that "diabetic patients need
not consider smoking a cigarette a relevant
factor influencing insulin absorption from the
subcutaneous tissue." We consider, however,
that the effect of smoking on subcutaneous
insulin absorption is as yet undecided.
Dr Muhlhauser and others did not examine in-

sulin absorption in diabetic patients, which may be
particularly important since there is increasing
evidence that vascular reactivity differs between
diabetic and non-diabetic subjects. In diabetic
patients several studies have shown impaired
responsiveness to various vasodilator stimulil-4 and
in animals with experimental diabetes vascular
responses to vasoconstrictor agents may be
exaggerated.5 6 It is therefore possible that nicotine
might induce more intense vasoconstriction in
diabetic than in non-diabetic subjects and, as sub-

cutaneous insulin absorption is known to depend
on local blood flow,7 8 impaired absorption in
diabetic but not in non-diabetic subjects. Indeed,
Klemp et a19 using radioiodinated insulin tracer
techniques found that cigarette smoking reduced
subcutaneous insulin absorption in diabetic
patients, presumably through peripheral vaso-
constriction.
Dr Miihlhauser and others criticise the contro-

versial indirect radioiodinated insulin tracer tech-
nique mainly because it assumes that degradation of
insulin at the subcutaneous injection site is negli-
gible. The paper cited by Dr Miihlhauser and others
as providing ample evidence for appreciable local
insulin degradation10 mentions this subject only
briefly; the data provided relate to the enhancement
of subcutaneous insulin absorption seen when
insulin is injected with the protease inhibitor,
aprotinin, which they assume to act by inhibiting
proteolytic insulin destruction at the injection site.
There is evidence that in most insulin-dependent
diabetic patients degradation of insulin at its sub-
cutaneous injection site is minimal. For example,
two studies have found that intravenous and sub-
cutaneous insulin requirements are comparable in
patients with average daily insulin dosages," 12
suggesting little or no wastage of subcutaneously
injected insulin. Even in patients with brittle
diseasewith high subcutaneous insulin requirements
insulin degrading activity of subcutaneous tissue
was not greater than in stable control patients with
normal requirements.13 A possible exception is the
very rare group with subcutaneous insulin resist-
ance but normal intravenous insulin sensitivity,
although increased insulin degrading activity in
subcutaneous tissue has been shown in only two of
the 20 cases so far described.141l The action of
aprotinin in enhancing subcutaneous insulin
absorption, previously taken to be evidence in
favour of an important role for local insulin degra-
dation, could instead be due to an unrelated effect
such as stimulation of local blood flow.'6
At present there is no satisfactory method

for measuring subcutaneous insulin absorption
in man. The direct method used by Dr
Muhlhauser and others is subject to criticism
as circulating insulin concentrations reflect not
only entry of injected exogenous insulin to the
circulation but also any endogenous insulin
secretion and clearance of insulin from the
bloodstream. Moreover, the difficulty in inter-
preting circulating insulin concentrations in
insulin treated patients with insulin binding
antibodies may explain why Dr Muhlhauser
and others confined their study to the simpler
but much less relevant case of non-diabetic
subjects.

GARETH WILLIAMS
Ealing Hospital,
Southall, Middx

JOHN PICKUP
Department of Chemical

Pathology,
Guy's Hospital Medical

School,
London SE1 9RT

1 Ewald U, Tuvemo T, Rooth G. Early reduction of
vascular reactivity in diabetic children detected by
transcutaneous oxygen electrode. Lancet 1981;i:
1287-8.

2 Greeson TP, Freedman RI, Levan NE, Wong WH.
Cutaneous vascular responses in diabetics. Micro-
vasc Res 1981;10:8-16.

3 Williams G, Pickup JC, Clark AJL, Bowcock S,
Cooke E, Keen H. Changes in blood flow close to
subcutaneous insulin injection sites in stable and
brittle diabetics. Diabetes 1983 ;32 :466-73.

4 Railton R, Newman P, Hislop J, Horrower ADB.
Reduced transcutaneous oxygen tension and
impaired vascular response in Type 1 (insulin-
dependent) diabetes. Diaberologia 1983;25:340-2.

5 Brody MJ, Dixon RL. Vascular reactivity in
experimental diabetes mellitus. Circ Res 1964;14:
494-501.

6 Christlieb AR. Renin, angiotensin and norepine-
phrine in alloxan diabetes. Diabetes 1974;23:
962-70.

7 Lauritzen T, Binder C, Faber OK. Importance of
insulin absorption, subcutaneous blood flow and
residual beta-cell function in insulin therapy. Acta
Paed Scand 1980;283:81-5.

8 Kolendorf K, Boisen J, Nielsen SL. Adipose tissue
blood flow and insulin disappearance from sub-
cutaneous tissue. Clin Pharmacol Ther 1979;25:
598-604.

9 Klemp P, Staberg B, Madsbad S, Kolendorf K.
Smoking reduced insulin absorption from sub-
cutaneous tissue. Br MedJ 1982;284:237.

10 Berger M, Cuppers HJ, Hegner H, Jorgens V,
Berchtold P. Absorption kinetics and biologic
effects of subcutaneously-injected insulin prepara-
tions. Diabetes Care 1982;5:77-91.

11 Deckert T, Hansen B, Lauritzen T, Sandahl
Christiansen J. Subcutaneous degradation of
insulin. Diabetologia 1981;21:161-2.

12 Hanna AK, Minuk HL, Albisser AM, Marliss EB,
Leibel BS, Zinman B. A portable system for
continuous intravenous insulin delivery: character-
istics and results in diabetic patients. Diabetes Care
1980;3:1-8.

13 Pickup JC, Williams G, Keen H. Insulin-degrading
activity of normal and lipohypertrophic subcutane-
ous tissue from brittle and stable insulin-dependent
diabetic patients and from normal subjects (abst-
ract). Diabetologia 1981-;22:392.

14 Paulsen EP, Courtney JW, Duckworth WC. Insulin
resistance caused by massive degradation of sub-
cutaneous insulin. Diabetes 1979;28:640-5.

15 Maberley GF, Wait GA, Kilpatrick JA, et al.
Evidence for insulin degradation by muscle and fat
tissue in an insulin-resistant diabetic patient.
Diabetologia 1982;23:333-6.

16 Williams G, Pickup JC, Bowcock S, Cooke F, Keen
H. Subcutaneous aprotinin causes hyperaemia: a
possible mechanism by which aprotinin improves
control in some diabetic patients. Diabetologia
1983;24:91-4.

Home care for patients with suspected
myocardial infarction

SIR,-Dr J M Rowley and others (18 August,
p 403) conclude from their study of home care
of patients with myocardial infarction that
in Nottingham at least home care did not
make any substantial impact on the need for
hospital services. It would be interesting to
see a similar study conducted in a more rural
environment where general practitioners were
not able to delegate their out of hours
responsibilities to deputising services. I
suspect that such general practitioners would
show considerably more enthusiasm for home
care than their Nottingham counterparts.
Where I take issue with Dr Rowley and

others is when they conclude: "If general
practitioners do not consider home care to be
an acceptable form of management for patients
with suspected myocardial infarction, then
there is little point in their playing any part
when patients develop suspicious symptoms."
Instead they suggest that the general public
should be encouraged to go directly to hospital
without contacting their general practitioner
and have embarked on a programme of
education for the Nottingham public to this
effect. Should such a policy of public re-
education succeed I fear for the consequences.
Dr Rowley and others seem to assume that

the public can be relied on to diagnose
myocardial infarction with a reasonable
degree of accuracy. This certainly does not
accord with my experience as a general
practitioner providing 24 hour cover for my
patients without the aid of a deputising
service. I envisage ambulance services and
casualty departments swamped with patients
suffering from oesophagitis, angina, vasovagal
attacks, musculoskeletal pain, and hysteria.
Nor will this waste of resources stop here.
These patients will generate unnecessary
admissions and unnecessary referrals to
medical outpatient departments. Extra electro-
cardiogram technicians and radiographers may
need to be employed to assist in the investiga-
tion of these patients before they are discharged
home. Furthermore, if self referral is to be
the order of the day for myocardial infarction
many patients will reasonably assume that it is
equally appropriate for other acute condition
such as asthma, abdominal pain, convulsions,
syncope, and threatened abortion, which often
can be dealt with by the general practitioner
without referral to hospital.


