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to be some evidence that a more forceful approach will
sometimes be needed despite the risk of impairing the re-
lationship that has been built up between the inspectorate and
the industrial concerns-a relationship that still needs to be
fostered for the thoroughly beneficial effect of an essentially
educative contact. But sterner powers exist and will have
to be brought into use if firms fail to provide safe working
conditions. This report at least must not be buried. It de-
serves careful study throughout industry.

H.M. Chikf Inspector of Factories, Annual Report 1971. London,
H.M.S.O., 1972.

2 British Medical Yournal, 1971, 3, 722.

Diabetic Neuropathy
Most studies of the nervous system in diabetes have con-
centrated on the peripheral nerves and the autonomic nervous
system. Few reports have been concerned with the special
senses. A recent paper of R. H. Chochinov and colleagues'
is therefore of great interest.

These authors studied 59 healthy persons aged 19 to 40
years and 53 diabetics matched for age and sex. The
diabetics had the juvenile-onset variety of the disease, with
durations from four weeks to 27 years. The authors measured
five sensory thresholds: light touch and two-point dis-
crimination on the right index finger; the same on the
great toe; visual fficker fusion; auditory fusion; and electric
taste.

All five sensory thresholds were impaired in the diabetic
group, even among those diabetics whose disease had lasted
less than two years. However, only the impairment of two-
point discrimination and the threshold of flicker fusion was
significantly related to duration of the disease. Thus it ap-
pears that sensory impairment is a widespread and early
accompaniment of diabetes.

Whether this kind of impairment should be called diabetic
neuropathy is debatable, and R. A. Gilliatt2 has suggested
that the term might be restricted to those instances when
patients seek medical advice because of symptoms. Thus J.
Pirart,3 reporting on 1,175 outpatients attending a diabetic
clinic found that whereas 21% had clinical signs of neuro-
pathy only 6% of them had symptoms. This lack of defini-
tion of the term diabetic neuropathy renders it impossible
to make comparisons of prevalence between different series.
Even so there are no evident differences in sex incidence
while there is general agreement that clinical neuropathy is
rare in the young diabetic4 5 and comparatively common in
the elderly. But N. Mayne6 has pointed out that a mild
degree of peripheral neuropathy frequently accompanies
ageing and that loss of ankle jerks and of distal vibration
sense may be mistakenly labelled diabetic neuropathy in
people over 60.

Just as there is no exact definition of diabetic neuropathy
so there is no universally acceptable classification. This is
because mixed syndromes are frequent.3 The commonest
clinical type is a symmetrical sensory polyneuropathy, with
absent ankle jerks and loss of vibration sense distally in the
legs. Though symptoms are often absent, the patient may
complain of numbness and tingling in the feet (rarely in
the fingers), less often of dull, aching pains in the feet or
legs, usually most troublesome during the night. Sometimes

lancinating pains akin to those of tabes dorsalis and burning
sensations in the soles of the feet may occur. This variety of
neuropathy may be the presenting feature of maturity-onset
diabetes or may occur insidiously in the course of long-
standing diabetes. Sometimes a symptomatic neuropathy of
acute onset may follow infection or other forms of stress
in the established diabetic.7 The importance of the asymp-
tomatic variety lies in the associated loss of pain sensation,
which contributes to the development of "trophic" dis-
turbances, which include perforating ulcers and neuropathic
joints in the feet. When combined with ischaemia, these are
particularly dangerous. Feet afflicted with sensory neuro-
pathy, with or without ischaemia, require tender care.8 For
this reason many clinics regularly screen their patients
over 60.
Motor neuropathy, though relatively rare, is a striking

abnormality when it occurs. Weakness and wasting of
muscles may be associated with pain or other sensory dis-
turbances, though sometimes there is no detectable sensory
impairment. Muscle wasting usually affects the legs and is
asymmetrical in distribution. This type of neuropathy is
usually seen in middle-aged or elderly patients and can be
the presenting feature of the diabetes. There is a tendency
to slow and spontaneous recovery, though this is often only
partial. The muscles most often affected include the
iliopsoas group, the quadriceps group, and the anterolateral
muscles of the lower leg.
The third broad group of disorders are those associated

with the autonomic nervous system. M. M. Martin9 demon-
strated vasomotor changes and abnormalities of sweating in
patients with sensory neuropathy, so it is likely that these
subclinical disorders of autonomic nerve function are com-
mon. The commonest clinical disorder-often nevertheless
only elicited on questioning-is impotence due to failure of
erection. In the female, secondary failure to achieve orgasm
has recently been reported to be more common among
diabetics,'0 though it is uncertain whether this can be attri-
buted to neuropathy. Several disturbances of gastrointestinal
function have been reported. These include diarrhoea,
atonic dilatation of the stomach, and various disturbances of
oesophageal function. The latter two disorders are often
asymptomatic and demonstrable only by radiography or
cineradiography. However, dysphagia may result from
oesophageal dysfunction, and such symptoms as epigastric
pain or distension, nausea, vomiting, or hiccup may be asso-
ciated with gastric dilatation. Bladder dysfunction is not un-
common and gives rise to such symptoms as difficulty in
micturition, with straining, hesitancy, and dribbling in-
continence. Overflow incontinence may occur, and urinary
infection is a likely complication of the incomplete empty-
ing of the bladder. In elderly males this state of affairs is
often attributed, wrongly, to prostatic enlargement.

Diabetic neuropathy can thus present in many forms and
not always in the known diabetic. A high level of suspicion
must be maintained, for there is reasonably good evidence
that treatment directed at the blood sugar helps at least
some of the manifestations of -the neuropathy." 12
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Impressions of Cogwheel
Hardly a month has passed in the last few years, it seems,
without some report appearing making wide-ranging recom-
mendations for some section or other of the health or social
services. Though many doctors know of these reports only
by their names, some of their proposals have already been
introduced and many more of them will soon be affecting
doctors' working lives-particularly after the proposed re-
forms for the N.H.S. are introduced in 1974.
How are the changes already introduced working in prac-

tice? To answer this and other questions, a Special Corre-
spondent of the B.M.Y. has recendy been visiting a variety
of doctors and paramedical workers, and his first report
(printed at p. 36) deals with the background and the effect
of implementing the Cogwheel report' in a district general
hospital. Though entitled "Impressions of Cogwheel," the
series will also deal with the effects of the Salmon report,2
the King's Fund report on hospital management,3 the See-
bohm report,4 and the Hunter report on medical admini-
strators.5 We hope that it will prove a useful guide to a
difficult terrain.

I First Report of the joint Working Party on the Organization of Medical
Work in Hospitals. London, H.M.S.O., 1967.

2 Report of the Committee on Senior Nursing Staff Structure. London,
H.M.S.O., 1966.

9 The Shape of Hospital Management in 1980, London, 1967. The King's
Edward's Hospital Fund for London, 1967.

4 The Committee on Local Authority and Allied Personal Social Services
1965-8, Report, Cmnd. 3703. London, H.M.S.O., 1968.

6 Report of the Working Party on Medical Administration. London, H.M.S.O.,
1972.

Doctors at Law
As always the annual reportsl-3 of the defence societies make
instructive reading. Operations on the wrong patient or the
wrong part of the right patient still continue to occur, and
cannot be be defended, while the casualty department is
another perennial source of litigation. A comment in a B.M.Y.
article4 that the need for chaperons has passed is challenged
in the Medical Defence Union report, which quotes three

cases of allegations of indecency made against practitioners
who examined women patients without a chaperon being
present. All were successfully disproved, though one case
went to trial.
Our patients may sometimes complain bitterly about their

doctors and the N.H.S. but they seem less likely to go to law
about their discontents and disasters than those in other
countries. The latest rise in subscriptions to the defence
societies, though steep, still leaves the cost of malpractice
insurance in Britain well behind that in many parts of the
world. Indeed in North America, where many insurance com-
panies reassess the doctor's premiums if he is involved in a
negligence suit, one claim by a patient may make subsequent
insurance prohibitively expensive.

For the first time in recent years the rises in subscriptions
to the three societies have not been kept in line, and the
Medical and Dental Defence Union of Scotland will charge
only 72% of the English rate from 1973. Transfers of
doctors across the border will not be allowed, however, and
new entrants to the Scottish Union will be restricted to
Scottish graduates and to overseas doctors whose first job
in the United Kingdom is in Scotland. The combination of
Scottish doctors and patients is clearly a good insurance
risk-but it is not said whether this is due to the doctors'
innate caution or to the reluctance of their penny-wise
patients to put money into the hands of the lawyers.

I Medical Defence Union, Annual Report 1972. London, 1972.
2 Medical Protection Society, Annual Report and Accounts 1972.

London, 1972.
3 Medical and Dental Defence Union of Scotland Ltd., Annual Report.

London, 1972.
4 Henderson, J. A., British Medical Yournal, 1971, 1, 273.

Inverness Meeting
Last week at Inverness the B.M.A. held its first Annual
Postgraduate Meeting, and the sentiments expressed by
Sir Derrick Dunlop in his opening speech pervaded the
whole two-day gathering: that in these days of specialization
it is important to create an environment in which doctors
can gather together locally to catch up on what is happening
in fields other than their own. That such an occasion is both
necessary and welcome was obvious from the high attendance
at all the sessions.

This first meeting was an outstanding success and the
local organizing committee, under the chairmanship of Dr.
G. B. Farquharson, is to be warmly congratulated for
arranging such a well-balanced programme. The accommoda-
tion and facilities for the lectures, seminars, and tutorials at
Craig Phadrig Hospital were ideal and the catering in the
nearby Craig Dunain Hospital, together with the warmth of
the Highland welcome, will be remembered for a long time.
The Inverness meeting has set a high standard for future
postgraduate meetings.
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