
SELECTED SUMMARIES

The second syndrome X, or the 'insulin resistance
syndrome' is probably of greater importance, since this may
affect a larger number of people. Several experimental and
epidemiological studies have shown that insulin response to
glucose is higher in populations at risk from coronary
artery disease (CAD). Studies done on a north Indian popu-
lation sample also show that insulin levels in the blood are
raised in young patients with CAD.3 Although the relation-
ship between insulin and hypertension is complex, this
association has been demonstrated repeatedly, even in non-
obese, non-diabetic hypertensive individuals. Reaverr'
believes that hyperinsulinaemia is the focal point of the
syndrome as it is causally related to hypertension, obesity,
hyperglycaemia and hypertriglyceridaemia. It causes
accelerated atherosclerosis and coronary artery disease.
Additional support for this hypothesis has come from experi-
mental studies, where insulin treated chickens developed
extensive lipid in the intima and inner media of their aortas.t-
Insulin also has a profound effect on arterial wall cell biology;
it increases proliferation and migration of arterial smooth
muscle cells and connective tissue synthesis; it also stimulates
cholesterol synthesis and low density lipoprotein binding in
arterial smooth muscle cells, monocytes and macrophages.?
How can we connect these two syndromes except for the

fact that their names are similar and both lead to coronary
ischaemia? An overview of the data suggests that the
syndromes are dissimilar; one involves a defect in the motor
tone of vessels while the arterial lumen is patent and the
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SUMMARY
The severe varieties of congenital diaphragmatic hernia (CDH)
remain frustrating clinical problems. Despite optimal postnatal
care, the mortality of foetuses with correctible isolated CDH
diagnosed by ultrasonography before 24 weeks is 60%.
Pulmonary hypoplasia is the main cause for the high mortality
rate. However, experimental and clinical studies have shown
that once the diaphragm has been repaired, the lungs grow.
Sufficient growth takes place over many weeks and extra-
corporeal membrane oxygenation (ECMO) for 1 to 2 weeks
after postnatal repair is inadequate.
With this in mind, the authors have attempted to repair

CDH before birth and to depend on 'placental ECMO' to ensure
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other leads to accelerated atherosclerosis and narrowing of
the coronary artery. However, this study by Botker et al.
suggests an association between the two syndromes on the
basis of hyperinsulinaemia alone. Subtle disturbances in
carbohydrate and lipid metabolism were observed in the
patients with microvascular angina similar to those observed
in hypertensives. Although the authors propose that the
absence of atherosclerosis in the presence of hyperinsulinaernia
is unusual, their arguments need further confirmation.
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lung growth by the time the baby is born. They report their
experience with 14 babies who had intrauterine repair of CDH
between 1989 to 1991.
In this 3-year period, 61 patients were referred to them with

a prenatal diagnosis of CDH, but only 14 were accepted after a
meeting in which the family, a perinatologist, a surgeon, a
counsellor, an anaesthesiologist, a clinical nurse specialist and a
psychiatric social worker were present and all parties agreed to
the procedure.
All the operations were carried out between 24 and 28 weeks

of foetal life. The maternal uterus was opened by a variety of
incisions and the foetal abdomen was opened by a subcostal
one. A patch was often required to repair the diaphragm;
some abdomens required either a patch or a silo. The standard
electrocardiogram (ECG) leads and the pulse oximeter initially
used for foetal monitoring were found to be inadequate and
were replaced by a radiotelemeter ECG. Occasionally the
subcostal incision was supplemented by a thoracotomy to reduce
the incarcerated liver. However, in some foetuses the liver could
not be reduced without kinking the umbilical vein, and partial
resection was necessary; this was possible when the course of
the umbilical vein and the ductus venosus were accurately
identified, the latter by intraoperative Doppler examination.
The problem that remained unsolved was uncontrolled uterine
contractions.
There were 4 intraoperative and 3 postoperative foetal

deaths and 2 preterm deliveries with neonatal deaths. Attempts
at foetal resuscitation, after detection of foetal deterioration,
were hindered due to an inability to access the foetal circulation.
This later became possible by endoscopic catheterization of the
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placental vessels. There were four survivors. Two of them
were born at 32 weeks and experienced major postoperative
morbidity. The other 2 had problems with disruption of the
patch which later needed surgical correction.

COMMENT
This is the latest in a series of articles that have emanated
from Dr Michael Harrison's group in San Francisco-the
first appeared in 1980. There is a need to evolve a technique
for the prenatal correction of CDH due to the poor results
of postnatal correction. The San Francisco group was
well aware that prenatal surgery could be an acceptable
alternative only if maternal mortality could be eliminated,
morbidity minimized, complete correction achieved in utero
and delivery postponed long enough to get a viable baby with
good lung growth. The meticulous work on the creation and
then the repair of diaphragmatic defects in the laboratory,
initially on lower mammals and later on non-human primates
has been reported in earlier articles. Encouraged by their
results they applied for and obtained permission to operate
on human volunteers in 1983.
In 1990 they reported their experience of treating

6 patients, giving full details of their operative technique.
There was no maternal mortality and morbidity but not a
single foetus survived. The experience gained was very
valuable, because later in the same year the group recorded
their first success. They have gallantly pointed out that their
efforts would not have succeeded (on four occasions) if the
mothers had not agreed to accept the risk and undergo much
discomfort to benefit their unborn babies. Although none of
the mothers died, many suffered-they had to undergo two
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SUMMARY
The authors compared the psychiatric and physical features
of women who had, by the same general practitioner (GP),
recognized or unrecognized depression. Of the 57 GPs in
15 practices invited, 47 participated in the study (33 men and
14 women with an age range of 28 to 70 years). The practices
varied in size from 2 to 13 doctors and were located in urban,
suburban and semi-rural areas in Southeast England. Criteria
for inclusion of patients into the study were: age between 16
and 65 years, ability to read and understand English, and to
comprehend the purpose of the study. Eligible patients were
then invited to complete the 30-item general health question-
naire (GHQ) before their consultation with the GP, and the
consultation was videotaped. Depression recognized by the GP
was recorded and a comparison made with the GHQ score. All
patients newly recognized as having depression or having a score

THE NATIONAL MEDICAL JOURNAL OF INDIA VOL. 7, NO.1, 1994

hysterotomies, one for the procedure and the other for the
delivery.
They have discussed the enormous cost of the undertaking

and the various agencies who directly or indirectly bore the
burden. They now propose to compare the efficacy, safety
and cost-effectiveness of repair before birth to optimal
postnatal care including ECMO.
There is much talk in India of starting a foetal surgery

programme. I feel this is a preposterous suggestion in a
country where maternal mortality in normal pregnancy and
perinatal mortality remain unacceptably high and the
standard of living remains so low. Surely our routine
neonatal surgical services should be first greatly improved
before we decide to embark on foetal surgery.
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of 11 or more on the GHQ were invited to a research interview
and more detailed investigation for depression using validated
instruments. This continued until all GPs had both one woman
newly diagnosed with major depression and one woman with
unrecognized depression or until 20 hours of consultations had
been videotaped. Of 2123 eligible patients, 1756 (83%) agreed
to participate in the study. GPs recognized 122new patients with
depression-4I with scores less than l I on the GHQ. Of the
430 patients with scores of 11or more on the GHQ, 81were new
patients recognized by the GPs, 98 were old patients known by
the GPs to have psychiatric illness, and 251were not recognized
as being depressed. Only 36 of the 47 GPs provided a pair of
women with major depression, one unrecognized and the other
newly recognized by the GP. Comparison of these 72 women
(36 pairs) showed few differences between them with regard to
physical or psychiatric features. Given the similarity between
the recognized and unrecognized groups, the authors intend to
investigate this inability by GPs to pick up all women with major
depression by analysing the women's consultations.

COMMENT
This complex study set in primary care in Britain illustrates
how difficult it is to undertake research in mental health and
well-being.' Yet this is an area which has been relatively
under-researched despite the fact that 15% of patients
presenting to their GPs in Britain do so with mental health
problerns.?


