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and their activities controlled-though probably only by
the concerted action of medical men.
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Glucose Tolerance in Bed
The effect of exercise in reducing glycosuria and blood sugar
in diabetics was clearly demonstrated in the pre-insulin era
by F. M. Allen.' R. D. Lawrence2 added the observation
that exercise potentiated the hypoglycaemic effect of insulin,
information which should be, but unfortunately is not always,
communicated to all diabetics when insulin therapy is begun.
Recently D. M. Klachko and colleagues3 have used the tech-
nique of continuous blood-glucose monitoring to follow the
effects of graded exercise on diabetics who require insulin
and on non-diabetics. Moderate exercise-walking on a tread-
mill-had a more profound effect on blood glucose levels in
the diabetics. The degree of fall seemed to depend on the
level of blood glucose at the onset of exercise as well as the
amount of exercise taken. Furthermore, in the diabetics
there was no rebound rise of blood glucose after the exercise,
a phenomenon observed in several studies of non-diabetics.3-5

In non-diabetics the effects of exercise on the blood
glucose level are variable and depend on a number of factors.
J. R. Sutton and colleagues6 found that vigorous exercise
on a bicycle ergometer caused a rise in blood glucose in fit
people but a fall, followed by a rise in the rest period, in
the unfit. J. K. McKechnie and colleagues7 studied fit long-
distance runners and noted an apparent effect of diet before
the race. When the athletes were on a sugar-free diet, the
blood glucose was lower at the end of the race than before
it began, whereas when they were on an unrestricted sugar
intake the blood glucose was higher at the end than at the
start. F. Schwarz and colleagues8 studied normal and obese
people performing bicycle ergometer exercise and noted that
the blood glucose remained stable in all those of normal
weight. However, in 4 out of 10 obese people the blood
glucose rose. It is probably significant that the obese people
had much more difficulty in performing the exercise. That
the kind of exercise and the element of competition or dif-
ficulty may also be important is further supported by the
observation of considerable rises in blood glucose levels in
squash rackets and badminton players during play.9
There is little evidence that, under ordinary circumstances,

exercise affects glucose tolerance. P. Bjorntorp and col-
leagues10 studied ten obese patients who were subjected to
fairly intensive physiological training over a period of eight
weeks, resulting in increased maximal oxygen consumption
and increased isometric muscle strength. Weight actually
increased, primarily owing to an increase in body fat. Blood
glucose levels in oral glucose tolerance tests performed before
and after the training period were not significantly different.
However, insulin levels were strikingly lower in the second
test, suggesting that the physical training had somehow re-

moved the insulin insensitivity associated with obesity.
When physical activity is much diminished, however, glucose
tolerance both intravenous" and oral is impaired. This has
recently been studied by R. L. Lipman and colleagues,'2
who confirmed that bed rest impaired glucose tolerance and
showed that the impairment was associated with reduced
peripheral uptake of glucose. Significant impairment of
glucose tolerance could be observed after as little as three
days' bed rest, so this factor must clearly be considered in
the interpretation of glucose tolerance tests in the bedridden
patient. Exercise in the supine position for only one hour a
day diminished but did not completely abolish the glucose
intolerance, suggesting that it was lack of exercise as such
and not the effects of the prolonged supine position which
had this effect. Exactly how physical exercise affects glucose
intolerance remains to be established, though M. S. Gold-
stein'3 has found in animal experiments a humoral factor,
released from exercising muscle, which has a hypoglycaemic
effect.
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Hunter Reports
Mention management or administration to the average
doctor and he tends to bristle. Perhaps this is because a
doctor is trained to make quick decisions-often on his own
-and tedious bureaucratic procedures with seemingly dil-
atory concensus decisions are anathema to him. Administrators
are needed, however; the Health Service employs 900,000
people, making it one of the largest employers in the world,
so that even when reorganized and integrated it will still
be a complex structure. A constructive relationship between
clinical medicine and administration is more probable if the
N.H.S. contains appropriately trained medically-qualified
administrators at all levels-an important plank in the
B.M.A.'s policy on N.H.S. reorganization.

Decisions in the N.H.S. cannot just be handed down from
the boardroom via the management; most of those that really
matter are made night and day in surgeries, homes, and
wards. Fortunately, the recently published report on medical
administration by the Hunter Working Party,' summarized
in the Supplement this week (p. 143), appreciates this
situation. Its task of reviewing "the functions of medical
administrators in the health services" and making recom-
mendations about their training could not have been easy,
however, when the working party had no clear idea of the
form of the reorganized N.H.S. at area and district levels.
This was being worked out simultaneously by a McKinsey-

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J: first published as 10.1136/bm

j.2.5814.606-a on 10 June 1972. D
ow

nloaded from
 

http://www.bmj.com/


BRITISH MEDICAL JOURNAL 10 JUNE 1972 607

assisted study group for the Department of Health,2 while
yet another group was reviewing local authority health ser-
vice relationships.3 No doubt the working party and the
groups had informal contacts but a classic "chicken and
egg" dilemma has obviously occurred, and it is small wonder
that the Hunter Report is often driven into generalization.
The working party accepts that community physicians

should accept "some kind of management responsibility,
either as an individual or collectively as a member of a
team, for all or some of the services provided." They will
not have a purely advisory role. While this will reassure
doctors in local authorities or hospitals currently active in
administration, the future of those in administration whose
main interest is clinical work remains uncertain. In fact the
remit of the working party seems to have excluded any study
of the 1,000 or more doctors in this group, who make a
valuable contribution to the health services. A suitable place
for their skills must be found after 1974.

In their interim report Dr. Hunter and his colleagues
argued the need for retraining doctors at present in medical
administration to prepare them for reorganization and the
Government has made arrangements for this5-though the
profession has criticized them as inadequate.6 The final re-
port recognizes that if "young doctors of the calibre
needed" are to be attracted to community medicine then a
better training programme and an attractive career struc-
ture are essential.
Though not promoting the claims of community medicine

specialists to be "chief executives of the new health service
authorities (should such appointments be made)" the
working party forecasts that they should be able to exploit
the potential benefits of unification "more so perhaps than
any other staff. . . ." The report stresses the importance
of priorities at every level of health services administration
and sees the community physician playing a major part
in assessing needs and choosing solutions. One of the great
benefits of an integrated Service should be a more rational
ordering of priorities than is now the case. So his work
in trying to equate clinical demands with available resources
-a constant source of friction between clinicians and man-
agement-could be the community physician's signal con-
tribution to the new N.H.S.

At regional level the chief administrative medical
officer, supported by a team of administrative M.O.'s,
would be a member of the group of chief officers "bearing
the main responsibility for advising the regional authority
on the overall development of services." He and his medical
colleagues would also be concerned among other duties with
co-ordinating and monitoring area health care services.

At area and district levels the working party is clear
about the functions of the community physician but inevit-
ably vague on their deployment. Nevertheless, it favours
the "generalist" community physician at district level
having a status similar to that of a consultant. Presumably
this implies that while the career structure open to a doctor
wanting to do administration would compare favourably
with that of his clinical colleagues he would not necessarily
be called a consultant on reaching career level. He would,
however, be part of any district and management team, and
the report sees him helping the all important district medical
advisory machinery to work effectively.
The report's final-and longest-chapter deals with

training and career structure. Lack of time prevented any
study of undergraduate training, but with the medical school
curriculum already at bursting point this probably does not
matter too much. It would be helpful, however, if medical

students could at least be encouraged to appreciate the
value of good administration. On postgraduate training the
report goes into detail and the career structure has obviously
been carefully studied.

It is a pity that because of the handicap imposed by the
uncertainty of the Government's intentions on reorg-
anization the preciseness of the final chapter could not have
applied throughout the report. Nevertheless, despite this-
and despite a surfeit of the jargon which disfigures so many
official documents-the working party's conclusions should
dispel some of the misgivings about 1974 and beyond
among medical administrators, particularly local authority
doctors. It may also help to reassure clinicians that adminis-
tration has some good points and show them that their
medical colleagues in it are there to help them and their
patients.

1 Report of the Working Party on Medical Administrators. London,
H.M.S.O. 1972.

2 British Medical Yournal, 1971, 3, 439.
3 British Medical 7ournal, 1971, 3, 439.
4 British Medical 7ournal Supplement, 1971, 2, 132.
5 British Medical 7ournal Supplement, 1972, 1, 31.
6 British Medical 7ournal Supplement, 1972, 2, 19.

Peripheral Neuropathy and
Chronic Liver Diseases
Peripheral neuropathy may be a complication of diabetes and
alcoholism. Lately it has been described in association with
a number of other primarily non-neurological diseases.
Uraemia is a good example of a condition in which this
complication has attracted much interest during the past 10
years.' 2 From recent reports it seems possible that chronic
liver disease might be added to the group of disorders in
which an unknown metabolic derangement may be a cause
of neuropathy in some patients.3-6

There are several possible causes of peripheral neuropathy
in liver diseases. P. K. Thomas and J. G. Walker7 described
sensory neuropathy in three patients with primary biliary
cirrhosis. Nerve biopsies showed xanthomatous deposits in
the nerves, so that in these particular cases mechanical
derangement of the nerve fibres by the deposits seemed a
likely cause of the neuropathy. Peripheral neuropathy is a
common complication of alcoholism even in the absence of
liver disease. One would therefore except some patients
with alcoholic cirrhosis to suffer also from alcoholic neuro-
pathy. Some patients with cirrhosis have diabetes, and
neuropathy may occur even in mild diabetes. At our present
state of knowledge it is difficult to attribute neuropathy to
an independent cause in any patient with diabetes.

If one excludes patients with other possible causes of
neuropathy, there remain a group with chronic liver disease
of varying aetiology in whom there is some evidence of
peripheral neuropathy. R. P. Knill-Jones and colleagues6
have described a careful prospective clinical study of 70
patients with chronic liver disease, of whom 14 were found
to have mild peripheral neuropathy. Only two of the 14
patients had any neurological symptoms. Abnormal signs
in most instances consisted of depressed tendon reflexes and
impaired sense of vibration in the lower limbs. Conduction
velocity was mildly impaired. Biopsy studies of the sural
nerve at the ankle showed that the neuropathy was of
the demyelinating type. The possible aetiological factors
were carefully considered and correlations made with many
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