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Letters to a Young Doctor

Committees

PHILIP RHODES

Formal administration is done in committees, which may be
ad hoc and called for a specific purpose or may be standing
committees, since problems are always cropping up asking for
their attention. Departmental meetings, cogwheel divisions, and
regional medical advisory committees are all standing com-

mittees. Of special interest are the regional hospital junior staff
committees, which continually keep an eye on all things of
concern to junior doctors and feed their anxieties and delibera-
tions into many other regional committees. Ad hoc committees
may be set up, for example, to decide what form of radiological
equipment to buy for a particular hospital or whether a new

department should be set up.

Never miss the opportunity to serve on a few committees.
The experience is invaluable. It will teach you much about
your fellow doctors, and you will learn techniques of how to
persuade others to your point of view. As you become more

senior you will find that this more and more becomes part of
your duties. You fight for your corner, whatever you conceive
that to be. If you do not your voice will go unheard and actions
will be taken that are detrimental to you and your responsi-
bilities. Others will get staff and resources for their work
because you have not been bothered to understand and work
the system to your own and your enterprise's advantage.
You may deplore this but you had better know that this is

how it works. Only rarely will others take care of your interests.
You must look to them yourself. In medicine it is not viciousness
on the part of colleagues that does you down. It is simply that
some push their cases harder than others, and if you do not
take part your case will go by default. The duties of a doctor
must be a judicious mixture of service to patients, research,
and teaching-and administration to make the first three fully
effective. Neglect of any of the four means poorer functioning
so that patients, staff, and students (undergraduate and graduate)
lose out compared with others. All four must be properly
pursued and prosecuted.

Rules of procedure

Committees have rules of procedure which you will quickly
learn. They are simple when once experienced and are meant
to keep some semblance of order in deliberations. Without them
discussion tends not to be concentrated on the matter in hand.
Just as you have a system for investigating a patient to come to a

diagnosis, so does a group need a system to follow.
The important person in a committee is the chairman. If you

get a chance to take up this office, do so. The whole form of the

committee and its effectiveness is determined by him. He
should be well prepared. If he is not it soon becomes apparent.
He must know the business of each item on the agenda and know
the people on the committee most likely to be interested in it.
He should discuss the items beforehand with the officers of the
committee, the main one being the secretary.
The secretary is not simply a scribe recording the business

but knows the business and the rules governing the committee
and keeps files to which the committee may refer about their
previous decisions. The secretary helps the chairman to keep
the committee on course and to get the work done efficiently
and briefly. If you wish to speak on any matter catch the
chairman's eye and address yourself always to him and not
directly to any other member of the committee. All com-

munication must be through him. He has powers to stop a

member speaking or to rule that a contribution should not be
made. If he is any good members will defer to him and his
rulings, though, of course, they may object. But medical
committees are usually conducted by consensus and problems
only rarely arise. They are not political meetings but designed
with ends in view.
Committees are essentially for information, discussion, and

decision. Officers are not freelance but must report on their
actions made on behalf of the committee. They must gather
information of relevance to the committee and report it. Mem-
bers are then being told of matters that they might discuss. Of
course members also bring their own information to other
members.

Discussion is obvious enough. You will probably be surprised
by the range of opinions expressed on themes that you may
have thought to be cut and dried. This is interesting in itself
and might lead you to speculate on why the different members
hold the views that they do. You will slowly learn what they do,
where they come from, and the tensions they are under. This
may be fascinating, like a form of diagnosis. You are now in the
process of assessing the strengths and weaknesses of the mem-
bers, and you will watch for those who carry the most weight
and try to analyse why they do. It is not always those who
speak the most or at great length. Both of these may be counter-
productive. Incisive intervention at the right moment may be
most effective in bringing the committee to a decision. This is
especially so at the end of a long debate, when everybody is
tiring of the topic and willing to decide on anything reasonable.
Watch out for this, who intervenes, and how he swings the
committee his way. You may be able to emulate him at some

time in the future.
Colleagues in committee are an interesting study. They are

worthy of analysis. You have to be sensitive to the nuances of
what is going on in the ebb and flow of debate. What is left
unsaid may be as important as what is said. In making a diag-
nosis in a patient you often take in non-verbal clues. The same

is true in committee. The subtleties are there, as they are when
people meet on any occasion. You will recognise after a time
those who never say anything, those who ride hobby horses,
those who talk too long or too often, those who marshal their
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ideas well, those who waffle, those who are obstructive, and
those who always try to help. There are some who are always
listened to with respect and those who lose the audience
straightaway.
Committee work is now a vital part of the work of a doctor

who is concerned with getting the best he can for the National
Health Service and those it serves and those in its service.
Those who recognise its importance are valuable members of
the medical community, serving it and its patients. Such
doctors have understood something of their relations with their
fellows and with society as a whole and how it works in a
democracy. They must learn to live with the opprobrium of
being called medical politicians and bureaucrats by more
ignorant colleagues.

Bureaucracy

Just as there is irritation about administrators so there is
about bureaucracy. This is amusing since doctors are all
bureaucrats. The characteristics of a bureaucracy are (i) division
of labour, (ii) authority structure, (iii) the position and role of
the individual member of the bureaucracy, and (iv) the rules
regulating relations between members. It is all based on
specialisation. Authority in a bureaucracy is based on the office
held and is not personal to the holder. Selection for office is
based on the possession of a diploma showing formal quali-

fications and not on social connections. The rules are intended
to design and regulate the whole organisation on the basis of
technical knowledge and with the aim of achieving maximum
efficiency. It will be seen that clinical medicine and its staffing
fits exactly into the definition of bureaucracy.
What is really criticised is not bureaucracy itself but its

stupidities and red tape. This is reasonable, provided that it is
realised that all human organisations display these undesirable
characteristics. Do not contribute to them. Remember too
"Why beholdest thou the mote that is in thy brother's eye, but
considerest not the beam that is in thine own eye ?" Do not
add unnecessarily to other people's problems. The final piece
of advice therefore is to recognise the non-problem, on which
much energy and emotion is spent. Too many people see
problems that are simply not there. They are figments based on
inadequate facts and irrational thought. All of us are prone to
this, but try to keep it to an irreducible minimum in yourself,
and be patient of others who may seem to be wasting your time.
They do not think that they are. Another quotation from the
Bible might suitably be "A soft answer turneth away wrath."
Tolerance might be the paramount virtue in administration as
well as in much else. It is not a weakness but a strength and is
a virtue practised every day by doctors in dealing with the
frailties of their patients.

In the next article I shall discuss how postgraduate education is
organised.

Newr Drugs

Oral hypoglycaemic agents
NORMAN PEDEN, RAY W NEWTON, JOHN FEELY

Patients with non-insulin dependent diabetes mellitus, usually
type II diabetes of maturity onset, have a comparatively mild
metabolic disorder compared with insulin dependent patients.
Nevertheless, they suffer considerable morbidity and mortality,
and up to 20H/ of such patients have diabetic complications at
the time of presentation. They comprise a heterogeneous
group, the common feature being the ability to produce enough
insulin to avoid ketosis. While some patients have insulin
deficiency of varying degree many are hyperinsulinaemic
(particularly the obese) and show resistance to the peripheral
action of insulin by virtue of receptor or postreceptor defects.

Recently, the approach to these patients has changed in
several ways, and there have been major alterations in em-
phasis where diet is concerned. In addition, our understanding
of the mode of action of oral hypoglycaemic agents has in-
creased, and many new sulphonylurea drugs have become
available. While goals in treating patients with non-insulin
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dependent diabetes must be realistic, particularly in the
elderly, the ideal aim should be to control symptoms, achieve
ideal body weight, normalise glycaemia, and treat (or better
prevent) complications while avoiding iatrogenic disease.
Monitoring control in non-insulin dependent diabetes has
traditionally consisted of urine analysis, with a negative urine
test after the main meal representing satisfactory control
(provided the patient has a normal renal threshold for glucose),
and occasional blood tests performed at outpatient visits as an
additional index of control. In general, blood glucose estima-
tions two hours after meals correlate reasonably well with
fasting blood glucose and with glycosylated haemoglobin
(reflecting control over the previous weeks). A fasting blood
glucose concentration of less than 6-5 mmol/l (117 mg/100 ml)
and a postprandial concentration of less than 8 mmol/l (144 mg/
100 ml) (10 mmol/l (180 mg/100 ml) in elderly patients) repre-
sent good control.

Diet

Irrespective of whether oral hypoglycaemic agents are used
diet is the mainstay of management. For obese patients this
means restriction of total energy and carbohydrate intake with
a view to weight reduction, and this appears to restore insulin
sensitivity. Recent work suggests that an increase in the amount
of various forms of dietary fibre improves carbohydrate tolerance
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