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Formerly so difficult to assess without the aid ofconventional
neuroradiological contrast studies, the state of the brain in
head injuries can be shown immediately by computerised
axial tomography. Ready differentiation can be made between
no apparent cerebral damage, cerebral oedema, extradural or
subdural haemorrhage, and intracerebral, brain stem, or
cerebellar haemorrhage with or without the complication of
blood rupturing into the ventricles. So in those fortunate
hospitals with a scanner the precise diagnosis may now be
made on admission, and if necessary a patient may be in
the operating theatre in about an hour. Moreover, the clinician
has the satisfying knowledge that, should the case prove
difficult, the patient's condition may be monitored day by
day, week by week, month by month, or at any required
interval oftime.
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Control of diabetes and
insulin antibodies
By a coincidence of timing the Quarterly Jfournal of Medicine
has published an account1 of the effect of insulin antibodies
on the control of diabetes just as virtually nonimmunogenic
highly purified insulins are being introduced into Britain,
so the subject has a dual topicality. In this study from Birming-
ham 72 insulin-treated diabetics were classified on clinical
grounds into three categories of control-stable, unstable,
and intermediate-and their serum insulin-binding antibodies
were measured by a technique using 125I-labelled insulin.
Most ofthe 23 unstable patients had low plasma concentrations
of the antibody, whereas of the 39 stable patients 15 had a low
concentration of antibody with a low insulin requirement,
and the other 24 had distinctly higher concentrations of
antibody. There were four insulin-resistant patients, and these
had high antibody concentrations. The conclusion reached
was that the stability of diabetes in the 15 patients with a low
concentration of antibody could be attributed to the presence
of residual pancreatic function producing a useful adjustable
component of endogenous insulin. The stability of the re-
maining 24 diabetics was thought to result from the buffering
effect of insulin antibodies, in that rapid changes in free
insulin would not occur. The greater the avidity of the anti-
bodies for insulin, the less effective they become as a buffer.2

While insulin antibodies can immobilise much insulin
and increase the requirement for it, Berson and his col-
leagues3 showed that they may also act as carrier proteins:
the protein-binding of the insulin may delay the degradation
of the hormone and thus prolong its biological half-life,4
the insulin gradually dissociating in its active form. Presumably
this explains how two doses of soluble insulin a day given to
a diabetic established on insulin treatment may control
the blood sugar concentration satisfactorily over the 12-14
hour gap from the evening to the next morning injection,
whereas in the new diabetic the expected duration of action
is only about eight hours. If this is true then necessarily
highly purified "monocomponent" short-acting insulin may
need to be given more than twice daily to some diabetics.

Bolinger and his colleagues5 have used the measurement
of duration of the rapid phase of the disappearance of 1311.
labelled insulin from the plasma as a guide to the management
of diabetes. They found that the patients with slow disap-
pearance of labelled insulin (half-life over 40 minutes) had
optimal control on ordinary soluble insulin; those with a
half-life in the range of 20-40 minutes were best regulated
with mixtures of soluble and isophane insulin; and those with
half-lives of less than 20 minutes did best on isophane insulin
alone. (In this context isophane insulin may be taken as an
example of an insulin, such as lente, with an intermediate
duration of action.)
The stability of some diabetics may have been due to the

persisting secretion of some of their own insulin, but hitherto
this has been difficult to prove, since the antibodies formed in
response to injected insulin interfere with the measurement
of endogenous insulin by immunoassay techniques. The
difficulty was tackled in a complex way by Cremer and others6
by testing the insulinogenic reserve using intravenous infusions
of arginine, glucagon, and adrenaline and comparing the
immunoreactive insulin values so produced with those after
the infusion of 0-45% saline as a control. The extra immuno-
reactive insulin produced by the test infusions was taken to
indicate the reserve of endogenous insulin, and this was
confirmed by simultaneous measurements of the biological
effects of insulin. Similar information may now be obtained
much more simply by the immunoassay in the plasma of the
C-peptide moiety of the proinsulin molecule, which is released
in molar proportion to insulin when the latter is secreted from
the pancreatic beta cell.7

Insulin antibodies form only one aspect of the many-faceted
problem of unstable diabetes. Other factors include unusual
variations in insulin antagonists, such as growth hormone
in young diabetics, thyroid hormone, and catecholamines-
which may be important in anxiety states and in the reactive
hyperglycaemia after even minor degrees of hypoglycaemia
(the so-called Somogyi effect).
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Domiciliary oxygen in
advanced chronic bronchitis
House-bound patients with severe respiratory disability from
chronic bronchitis are commonly provided with an oxygen
cylinder in the belief that the inhalation of oxygen for a few
minutes may relieve the respiratory distress provoked by such
minor activities as dressing or undressing or a visit to the
lavatory. In physiological terms the value of this measure is
open to doubt, but it is without risk-provided a mask or other
device which delivers a low concentration of oxygen is used-
and many patients seem to derive subjective benefit from it.

Since 1968 a more aggressive approach to the use of oxygen
for relieving chronic hypoxaemia in chronic bronchitis has
been explored on a small scale at several centres in the United
States'4 and Britain.58 Mortality in these patients is related
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