
340 BRITISH MEDICAL JOURNAL VOLUME 282 31 JANUARY 1981

3 Murray RM, Lawson DH, Linton AL. Analgesic nephropathy: clinical
syndrome and prognosis. Br MedJ7 1971;i:479-82.

4Lee HA, Davidson AR, Burston J. Analgesic nephropathy in Wessex:
a clinicopathological survey. Clin Nephrol 1974;2:197-207.

5Dawbone JK, Fairley KF, Kincaid-Smith P, King WE. The association of
peptic ulceration, chronic renal disease, and analgesic abuse. Q Y Med
1966;35:69-83.

6 Cove-Smith JR, Knapp MS. Analgesic nephropathy: an important cause
of chronic renal failure. QJ' Med 1978;47:49-69.

7Proceedings of the European Dialysis and Transplant Association, 1980.
Vol 17. Tunbridge Wells: Pitman, 1981.

8 Murray RM. Analgesic nephropathy: removal of phenacetin from proprie-
tary analgesics. Br Med 1972;iv:131-2.

9 Ferguson I. How safe are analgesics ? The Queensland experience. Aust
NZJ7 Med 1974;2:603.

10 Sheil AGR, Stewart JH, Johnson JR, et al. Community treatment of
end-stage renal failure by dialysis and renal transplantation from
cadaver donors. Lancet 1969;ii:917-20.

'1 Rutherford WE, Blondin J, Miller JP, Greenwalt AS, Vavra JD. Chronic
progressive renal disease: rate of change of serum creatinine concentra-
tion. Kidney Int 1977;11:62-70.

Insulin injections and
infections
Patients with diabetes develop abscesses in the thighs attribut-
able to their insulin injections remarkably rarely. We recently
reported the case of a woman in whom the cause was found to
be an atypical Mycobacterium chelonei var abscessus.1 The
patient used a glass syringe and disposable needles, which were
used only twice but stored on the syringe in a hypochlorite
solution (probably inactive as she often prepared it with
boiling water, which would have driven off the chlorine). The
moist environment for the syringe would have favoured the
growth of mycobacteria.
The main protection from insulin injection abscesses is the

addition of 0-15% metacresol and 0.06% phenol to insulin.
These additives are effective in preventing growth of Staphylo-
coccus aureus inoculated into phials of insulin at up to 106
colony-forming units per phial and then incubated for up to
48 hours.2 Studies in human volunteers have shown that a
minimum dose of 75 x 106 Staph aureus needs to be injected
intradermally to produce an abscess.3 This is a far heavier
contamination than has been reported to occur naturally.4 For
instance, Koivista and Felig4 found that the highest value on
uncleaned human skin was 2x 104/Cm2. Nevertheless, poorly
controlled diabetics have been shown to be more susceptible
than non-diabetics to such infections.5
Most diabetics are asked to keep their glass insulin syringes

in industrial methylated spirit, which has to be evaporated by
pumping the syringe before the insulin is drawn up. Though
"surgical" spirit sounds more appropriate than "industrial"
spirit for keeping an insulin syringe in a safe condition, in fact
the opposite is true. Leigh and Hough6 described the case of a
woman whose chronic abscesses at her injection sites were
attributable to the use of surgical spirit for two years.
"Surgical" as opposed to "industrial" spirit contains additives
such as castor oil, methyl salicylate, and diethylphthalate, which
are local irritants and leave an oily residue when the alcohol
evaporates.

Recent experience with repeated use of dry plastic syringes
has been encouraging with regard to safety, speed, and the
small dead space (which reduces wastage of insulin left in the
nozzle of the syringe). Bloom and his colleagues7 found no
evidence of bacterial contamination of plastic syringes used
repeatedly for up to two months and kept between use in a
domestic refrigerator. Hodge and his co-workers2 were

equally encouraging on the basis of their experience in the
United States. If such syringe-needle units are used for an
individual diabetic and the caps replaced over the needle and
plunger after use they seem safe when reused without chemical
sterilisation until the needles get blunt or deformed or the
markings wear off the syringe barrel. Provided they are kept
dry syringes would not provide conditions favourable for the
growth of mycobacteria. Such syringes are small to carry, easy
to use, waste little insulin, and economic if not discarded after
a single use (as the manufacturers recommend). No reports
have yet appeared to suggest that such practice is bacterio-
logically unsafe. Now that agreement has been reached in
Britain that it would be advantageous to change over from 20,
40, and 80 unit insulin to the new 100 unit strength, it will be
an opportunity, when this change is effected, for more of the
large population of insulin users to start to use plastic syringe-
needle units at a relatively low cost.
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Ten years of ASH
Action on Smoking and Health (ASH) is now ten years old.
Set up in 1971 under the auspices of the Royal College of
Physicians as a pressure group to limit the harmful effects of
smoking, it has fought hard in what has sometimes been a
savage battle by supplying information to the public, doctors,
media, and politicians. Some progress has been made, but
much remains to be done.

Initiated by doctors, ASH, which has a full-time staff of
only five, still has a governing council that is half doctors and
is proud of its "medical backbone." Most of its money comes
as a grant from the Government, but it is an independent
charity and has a freedom that many antismoking departments
sponsored by foreign governments do not have. David
Simpson, the present director, does think, however, that a
British Government unit devoted entirely to dealing with
smoking problems could do useful work that cannot be done
either by ASH or the Health Education Council.
What has ASH achieved in the past ten years? The

percentage of smokers has dropped from 520% of men and
41 % of women in 1972 to 45% of men and 37% of women in
1978. This is, however, a much less dramatic drop than that
achieved in some other countries-the United States, for
example-and the number of cigarettes smoked per smoker
has actually increased (although the average tar yield per
cigarette has decreased). More importantly, attitudes have
changed in those ten years: now that most people in Britain
do not smoke it is slowly becoming thought normal not to
smoke; most of those who do smoke mean to give up; the
amount of no-smoking accommodation in trains, planes, and
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