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consisted of alcoholics known to English
mental hospitals who by definition already
had impaired health. I agree, however, that
extrapolations concerning problem drinking
from one culture to another should not be
made lightly. Natural history is bound to be
affected by cultural norms and by particular
cultural reactions to the drinker.

I agree—and am sorry the point does not
seem to have been clear in my leading article—
that severity of dependence and number of
alcohol-related symptoms are inversely re-
lated to successful future drinking. Contrary
to Dr Marjot’s reading I did not recommend
that problem drinkers attending clinics should
be advised to aim for controlled drinking.
There is as yet no study clearly showing
which treated clients do well and which do
badly with controlled drinking as opposed to
abstinence as a goal; nor is there a study clearly
showing that the goal of controlled drinking
in clinic attenders has an advantage over
abstinence (or vice versa for that matter). As
Dr Marjot states, the work of Sobell and
Sobell® has been attacked by Pendery ez al,*
but there are likely to be refutations of
refutations.

1 feel that with the exception of the drinker
who has been severely dependent for six
months or more too rigid a stance by the
therapist may be unhelpful. Certainly, the
patient who wishes to drink normally may
need closer supervision than the patient who
chooses to abstain. The patient must be
objective and honest with himself if he is
experimenting in that direction. Griffith
Edwards offers a helpful discussion of this
area in his recent book.®

The fact surely remains that some problem
drinkers, who meet most people’s descriptions
of alcoholism, do drink normally again. Only
by appealing to tautology—that an alcoholic
is someone who can never drink normally
again—can that conclusion be dispelled. But
I do not wish to suggest that any happily
abstaining client should change his strategy if
he has been successful so far in abstinence.
Dr G Lloyd (18 September, p 785) in his
personal account illustrated the danger this
was to him.

1 agree with the views expressed by Dr
M M Glatt (18 September, p 808). It was
indeed surprising to find that in the Vaillant
and Milofsky study the 25 alcohol abusers
who scored five or more on the Robins
criteria for the diagnosis of sociopathic
personality® contained a higher proportion of
current abstainers (489,) than the 40 alcohol
abusers who had no antisocial features apart
from their drinking (of whom only 289, were
currently abstinent). We must recall that this
was a community-based sample. Perhaps
people with sociopathic behaviour who come
to clinics are different in some way. Or
perhaps the interaction between clinic staff
and these people is such that it leads to a poor
outcome, at least in the doctor’s view; for, as
Dr Glatt says, clinicians believe they will do
badly.
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Childhood asthma: treatment and
severity

SIrR,—Although it is obvious that any article
on a disease as complex as childhood asthma
can never be complete, Professor A D Milner’s
leading article (17 July, p 155) fails to mention
two major aspects of treatment.

The importance of avoidance of allergens
cannot be overemphasised. Management of
childhood asthma is too often based ex-
clusively on chemotherapy, while prophylactic
measures such as avoidance of animal contact
and elimination of house-dust mite are
overlooked. Warner et al' showed that the
mere application of avoidance measures can
prevent further attacks in a considerable
percentage of children with positive bronchial
provocation tests. As asthma has a multi-
factorial aetiology, good results with en-
vironmental prophylaxis are to be expected
mainly in immunologically mediated cases.
Allergen avoidance should, however, still be
recommended in addition to chemotherapy
when other aetiologic mechanisms (such as
aspecific bronchial hyperreactivity, exercise
induced attacks, prostaglandin synthetase
inhibition) are more important.? 3

Another important topic in treatment is
desensitisation of the older asthmatic child.
When allergen sensitisation is proved by
humoral, dermal, or bronchial provocation
tests, symptoms can be improved dramatically
by desensitisation.! * In complex cases with
mixed aetiology the need for chemotherapy
can often be reduced after hyposensitisation.
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SIR,—My aim in this article was to provide
some thoughts on the selection of drugs so
that the severity of the asthma would be
matched by an appropriate level of treatment,
thus limiting the risk of unnecessary side
effects while keeping the child relatively
symptom free. I would entirely accept that
the management of the asthmatic child
extends far beyond writing prescriptions, but,
as Drs Robberecht and De Baets point out, it
is not possible to cover all aspects of treatment
in 1000 words.

I would also agree that allergen avoidance
measures are worth trying although there are
very few hard data supporting such measures.
What papers are available!? report un-
controlled studies, and improvement could
well be due to a placebo reaction. Certainly
the numberof children who obtain dramatic im-
provement on house-dust avoidance measures
in my practice is very small. The same also
applies to desensitisation courses. The excel-
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lent study by Warner et al' showed a dramatic
improvement in both the active and the
controlled groups, showing the very strong
placebo effects of this treatment. The main
differences at the end of the year’s treatment
appeared to be a small-to-moderate reduction
in the amount of therapy required in the
treated group. One might feel that the
significant risk of anaphylaxis was not pre-
ferable to taking fewer tablets or inhalations.
Incidentally, the paper by Foucard and
Johansson? refers to the place of desensitisa-
tion in hay fever, where a beneficial response
is far easier to demonstrate.
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Managing suicidal insulin overdose

SiIr,—We read with interest the report from
Dr I W Campbell and Dr J G Ratcliffe
(7 August, p 408) describing the excision of
an insulin injection site in a suicidal diabetic
patient. In February 1982 we had a similar
experience with a suicidal diabetic man aged 26
who had previously injected overdoses of
insulin.

On this occasion he presented in casualty
and claimed to have injected his anterior
abdominal wall 30 minutes previously with
the contents of two 10 ml bottles of Actrapid
insulin injection (BP) 40 units/ml and two
10 ml bottles of Leo Retard insulin injection
(BP) 80 units/ml. He had also drunk several
pints of beer. His usual daily insulin dose
was about 60 units, but he said that he had
omitted insulin for a few days before the
overdose. We could not recover the insulin
bottles to verify the quantity injected, but
there was a boggy swelling of the skin over
the left iliac fossa with multiple recent needle
puncture marks.

Although his plasma glucose concentration
on admission was between 10 and 13 mmol/l
(1802 and 2342 mg/100 ml) (BM-Test-
Glycemic 20-800) this rapidly fell below
2 mmol/l (36:0 mg/100 ml) over the next
20 minutes, and he lost consciousness. An
intravenous infusion of 109, dextrose sup-
plemented by injections of 509, dextrose
restored plasma glucose concentration and
consciousness to normal, but over the next
hour increasingly large quantities of intra-
venous dextrose became necessary. Under
local anaesthesia with lignocaine 1% and
adrenaline 1 in 200 000 we excised a 10 X5 cm
ellipse of skin and fat around the injection
sites. The excision was carried down to the
muscle wall and the wound packed with
absorbent gauze. After the procedure no more
dextrose supplements beyond a slow 5%
infusion were necessary. Within 12 hours the
plasma glucose concentration had risen
sufficiently for more insulin to be given.

The excised fat was stored at —20°C and
the insulin concentration measured by radio-
immunoassay using Burroughs Wellcome
human insulin standard. We estimate from
the results that the sample still contained over
200 units of insulin.

The wound healed slowly but without
complication, and we would agree with Dr



