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receptive to new ideas, will be interested in the
formation of the society and any guidance it
can give them.

JUNE THOMPSON
Public Relations Officer

Health Visitors' Association,
London SWIV 1PF

SIR,-It is somewhat unfair to the health
visiting profession to assume, as Dr R P Snaith
is tempted to do (14 August, p 512), that the
absence of specific mention of postnatal
depression in Shirley Goodwin's article (17
July, p 182) indicates a lack of concern with
psychiatric disorder on the part of health
visitors in general. As part of a programme of
research undertaken here by the General
Practice Research Unit, and funded by the
Department of Health and Social Security, we
are currently studying health visitors in one
London borough, with particular reference to
their role in the identification and management
of psychosocial problems in the families they
visit. Our preliminary results indicate that
health visitors do not concern themselves
merely with the detection of abnormalities in
child development and with physical health
but are keenly aware of the significance of
emotional problems and of psychiatric ill
health in families.' Indeed, the support and
encouragement for this research provided by
the Health Visitors' Association as well as the
local health visitors themselves is, we feel,
further evidence that the health visiting pro-
fession shares Dr Snaith's concern with the
need to improve training and practice in this
area.

MONIcA E BRISCOE
ANTHONY W CLARE

General Practice Research Unit,
Institute of Psychiatry,
London SE5 8AF

I Briscoe ME, Lindley. Health Visitor 1982;55:165-8.

Childhood drownings in private
swimming pools: an avoidable cause
of death

SIR,-We would endorse the suggestion by Dr
W Barry and his colleagues that private
swimming pools be required by law to be
safely enclosed (21 August, p 542). This would

Raised swimmiing pool showing removable ladder with middle rung removed.

also increase awareness of parents and the
public about the hazards of drowning pre-
sented to toddlers in many other situations.
Between April and October 1981 four

children under 3 years old were admitted to the
Royal Berkshire Hospital, Reading, after
drowning or near drowning. One had found
his way through shrubs into an incompletely
fenced private pool and died. One had fallen
into a shallow garden pond and survived with
severe brain damage. Two survived without
brain damage: one was recovered from a
private pool and the other from a bath, having
been left unattended briefly.
One of us (R S M-K) has constructed a

raised private pool which is cheaper and safer
than the conventional sunken concrete pool
(fig). Its walls are four feet high and access is
by a three-step ladder from which the middle
rung is removed so that, even should the ladder
inadvertently be left down, a toddler would find
it impossible to climb in.

WILLIAM TARNow-MoRDI
John Radcliffe Hospital,
Oxford OX3 9DU

R S MONEY-KYRtLE
Medical Centre,
Wallingford, Oxon OXlO 9DU

ABC of Diabetes

SIR,-In his admirable series of articles on the
ABC of Diabetes, Dr Peter J Watkins rightly
stresses the increased need of insulin "even
when appetite declines and vomiting begins"
(31 July, p 360). I hope he will not mind me
pointing out that this need is even more
pressing when the vomiting is accompanied
by diarrhoea, as in attacks of gastroenteritis,
which are so liable to precipitate ketoacidosis
in diabetics.

A M NussEY
Birmingham B38 8DB

SIR,-We read with interest the article by
Dr Peter J Watkins on unstable insulin-
dependent diabetes (17 July, p 192) and
wonder whether the following points might
be contributory.

Firstly, the definition of brittle diabetes needs
to be standardised. If this is taken to be wide,

unpredictable swings in blood glucose and ketones
leading to severe disruption of life then (as Dr
Watkins points out) there are many possible
causes, including inappropriate treatment by the
physician, deliberate or accidental errors in diet
and insulin dosage on the part of the patient,
intercurrent illness, menstruation, etc. We would
Like to summarise the evidence that, in addition to
the above causes, there exists a "special type" of
unstable diabetes (whose existence is doubted by
Dr Watkins and others), which we believe may be
characterised by the patients' pathophysiological
responses to subcutaneous insulin administration.

In the last few years we have investigated 18
"difficult" diabetic patients who were distinguished
in that they remained uncontrolled on the or-
dinarily optimal treatment of continuous sub-
cutaneous insulin infusion, which argued against
treatment errors as the cause of their instability.
They were aged 12-37 years (mean 19 years) and
all but one were women. Seventeen had been
referred to us by other hospitals. On switching to
intramuscular1 or intravenous insulin infusion,
metabolic control was immediately and greatly
improved, making cheating unlikely and pointing
to a specific defect in subcutaneous insulin ab-
sorption. This hindrance to subcutaneous absorp-
tion is further suggested by the higher daily
subcutaneous insulin dose in these patients who
were unresponsive to continuous subcutaneous
insulin infusion compared with that in a group of
stable diabetic patients who were matched for age,
sex and duration, of diabetes.2

In similar but perhaps not identical subcutan-
eously resistant diabetics this defect has been
attributed to increased subcutaneous insulin
degradation, largely on the indirect evidence that
the protease inhibitor aprotinin lowers insulin
requirements and improves metabolic control.3
We have not, however, been able to show ac-
celerated in-vitro insulinolysis in subcutaneous
tissue biopsy specimens taken from some of our
brittle patients compared with that in stable
patients and normal subjects.4 Abnormal vascular
responses do, however, seem to be a feature of the
brittle group. Using the method of photoelectric
plethysmography to examine changes in blood
flow close to superficial subcutaneous injection
sites, we found that insulin injection causes local
hyperaemia in- stable diabetics and normal subjects,
but not in brittle diabetics.5 Since blood flow is
thought to be a major determinant of insulin
absorption,6 failure to increase local blood flow
in these patients could therefore impair absorption
and contribute to their instability. Unabsorbed
injected insulin, sequestered subcutaneously,
could be subject to partial degradation or be later
irregularly absorbed, perhaps causing the un-
predictable hypoglycaemic episodes characteristic
of some brittle diabetics. Moreover, the beneficial
effect of aprotinin in some of these patients may
be due to the powerful local hyperaemia at its
subcutaneous injection site,7 rather than to
inhibition of insulin breakdown.

Other mechanisms, such as metabolic hyper-
sensitivity to emotion, stress, relative insulin
deficiency, etc, may, of course, operate as well, and
could modulate and even cause impairment of
subcutaneous insulin absorption, by, for example,
influencing injection-site blood flow. Cheating
may also coexist, as patients who are frightened by
their unpredictable diabetes and its medical and
social consequences may be tempted to engineer
readmission to the relative security of hospital.
The natural history of this type of "difficult"

diabetes is obscure. The finding of only a few
patients in older age groups may be due to spon-
taneous resolution of the brittleness, as Watkins
suggests, or to an early fatal outcome of multiple
emergency hospital admissions. In our series, no
patient has died, although most have required
treatment in the intensive care unit, but only one
has remitted and the duration of brittleness has
been up to 22 years. There is therefore a need for
a largescale longitudinal study of the course of
brittle diabetes.

The management of these patients is
difficult and demanding, and the various
options are too complex to discuss in detail
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