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Preregistration posts

About a decade ago many medical schools could foresee
expansion and hence possible future difficulty in finding
regional preregistration posts for all their graduates. Since the
start of the provisional registration scheme some schools in
Scotland and London had been unable to do so and had
always been exporters of graduates, often having well-
established links with distant hospitals that were only too glad
to accept an assured supply of good house officers. On the
other hand, Sheffield, then the only medical school in the
whole of what is now the Trent region, produced only about
80 graduates a year and Manchester, in a region of five million
people, fewer than 100. The balance between donor and
recipient regions left some spare capacity, but clearly a much
tighter match of numbers could be envisaged in the years to
come.

As a first step in tackling these difficulties the medical
schools improved their allocation procedures. This reform was

needed for other reasons, too. Firstly, as the number of
graduates became larger there was the technical difficulty of
assigning posts '-by hand" or-an even greater nightmare-by
committee; and, secondly, the schools had a genuine concern

for the student, who might finish up in a donor region without
a local job or who, perhaps being already married, might be
justifiably anxious to plan his whole preregistration year as

soon as possible. Computer schemes were introduced in
Edinburgh, Dundee, and elsewhere, and were shown to be
potentially capable of giving as many students, if not more,

their first choice of job as allocation by hand, while not
disappointing any more consultants than previously.' Simul-
taneously, the first shots were fired in the contentious battle
over whether posts should be allocated before the final
examination was passed and whether both posts should be
allocated at once. The consultant who liked to pick his house-
men on the basis of examii1ation results or performance during
the first job was naturally opposed to such suggestions (and
probably still is), but the preregistration year is not, and never

was, designed primarily for his benefit.
Computers have quirks, and their use in allocation led to a

crop of anecdotes; tolerance and modifications of the systems
used have becn needed, and at least one medical school has
given up using its computer for this purpose. There is,
indeed, a danger that some medical schools might adopt the
philosophy of Hardy's Gabriel Oak at the hiring fair, that "it
is safer to accept any chance that offers itself, and extemporise
a procedure to fit it, than to get a good plan matured, and wait
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for a chance of using it." A return to the lobbying system may
be less trouble to the dean (if he has an easy enough conscience
about the outcome) but such activities should belong to the
past.

Primary allocation of preregistration posts by individual
medical schools has always seemed the best course. To help
unplaced graduates and overseas doctors (who are now no
longer normally accepted for preregistration posts) the late
J 0 F Davies at the Council for Postgraduate Medical
Education took the first steps towards setting up a central
"clearing house." Up to now, there has been surprisingly
little need to use this, but the narrowing gap between the
numbers of graduates and the jobs available became obvious
last summer, when a flurry of anxiety followed the retiming
of graduation dates in London. As a result of the Church
House Conference in May 19782 the DHSS established a
working group on preregistration house officers and the Chief
Medical Officer and the president of the General Medical
Council have now explained the present position,:3 while the
clearing house has been revived under the name of "safety
net." The GMC held a one-day conference on the pre-
registration year in February of this year, and the DHSS and
the CPME have produced papers on the likely state of affairs
in the immediate future.45

During the next few years the output of British medical
graduates will increase. Many regions have adequate plans to
accommodate these graduates in preregistration posts, but in
London things are less straightforward. Figures are now
available for numbers of London graduates up to August of
each year; these are the best guide to the numbers of pre-
registration posts needed, though because of the coming
changes in graduation dates the figures give a misleading
impression of the size of the London clinical schools. Some
pressure will be taken off London as the Oxford and Cambridge
clinical schools expand at the beginning of the 1980s, but there
will be commensurate increases in the London intake, par-
ticularly at Barts, Thomas's, and King's. All in all, the need
for London graduates to seek preregistration posts beyond the
metropolitan regions seems unlikely to diminish. The planned
numbers of preregistration posts in Scotland and Wales should
be sufficient to accommodate the graduates of those countries,
with a 5'', allowance for "flexibility." For Britain as a whole,
the DHSS estimates of graduates seeking posts and numbers
of posts available show a rise from 3155 graduates and 3400
posts in 1978 to 3320 graduates and 3600 posts in 1981. If all
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goes well, then, a slight surplus of posts should continue to
exist.
The Merrison Report proposed that the present final year of

medical school and the preregistration year should be replaced
by two years of graduate clinical training. The new Medical
Act (on the composition and future of the GMC) says nothing
of this plan, though it remains a later possibility. Meanwhile,
it is not only the length of the preregistration year that has
caused discussion: at a conference organised by the GMC in
19726 student representatives were vehement about the
inadequacies of some posts in terms of appropriateness,
supervision, teaching, study time, and accommodation. Since
then there have been improvements, in standards and in
monitoring, but some anxieties still remain: in particular, the
fear is that the need for more posts will result in lowering
standards, through "doubling up" existing posts, using more
specialised posts, and converting unsuitable SHO posts into
preregistration appointments. Fortunately the GMC and the
medical schools are aware of these dangers.

Specialised experience in the preregistration year presents
both opportunities and problems. An eloquent case may be
made on behalf ofmany specialties such as ear, nose, and throat
surgery; psychiatry; and radiology, as was shown at the most
recent GMC conference, but some element of both general
medicine and general surgery is still essential. Joint appoint-
ments or linked posts, offering three months' general ex-
perience and three months in, say, orthopaedics, child health,
dermatology, or urology have become common and popular.
In some ways they offer an excellent compromise and, if
properly arranged, can relieve the pressure to create more and
more purely general posts. But many consultants detest
three-month assignments, some of their holders find them
unsatisfactory, and many outsiders wonder whether the period
is long enough to acquire worthwhile experience.
A possible future compromise for discussion would be to

split the year into three four-month periods, with the stipula-
tion that one period must be spent in general medicine, one in
general surgery, and one in anything-or almost anything.
This plan would reduce the requisite number of medical and
surgical posts by a third, while offering the graduate a useful
chance to get the feel of specialties such as anaesthetics,
radiology, or general practice which may have had little part
in the undergraduate course. The "elective" four months
might even sometimes be made up of two two-month attach-
ments. The GMC has indicated its willingness to consider this
and other suggestions, and the Health Departments have
acknowledged their commitment to ensuring that enough jobs
are made available and funded.7 What we need now is precise
and constant monitoring. The medical schools can help most
by continuing to work closely with their regional health
authorities; by allocating posts as efficiently and as early as
possible so that residual problems can be dealt with in good
time, either locally or through liaison with the CPME; and
by making sure their students know that there is a designated
individual (usually the postgraduate dean) to whom they can
go with their problems and questions.
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Improvement of perinatal
care
Perinatal mortality is high in Britain compared with some other
European countries, and about one-third of infant deaths
occur on the first day.' The British Birth survey2 of 1970
showed that the onset of respiration was delayed by more than
three minutes in 4-7° of infants; over half (530%) of all deaths
in the first week occurred in this group. Delay in the onset of
breathing could not have been anticipated in half of these
babies as their mothers had had spontaneous normal deliveries.
Yet, while 87% of infants with a three-minute delay in
breathing were born in consultant units, only 37%/ of them
were intubated at birth, suggesting that there was a lack of
immediately available specialist skills.

In Britain 7000 of perinatal morbidity and mortality still
occur in the 700 of infants weighing less than 2-5 kg at birth.3
Nevertheless, while mortality and long-term morbidity are
directly related to social class,2 4 recent studies have shown
that the provision of special and intensive perinatal care can
reduce perinatal mortality and lower the number of
handicapped children among the survivors.6 In addition to the
personal and family suffering caused by handicap, the economic
implications of failing to provide optimal perinatal care have
been considered unacceptably high by several countries
including France. The expense of caring for a single severely
handicapped individual throughout a life of 50 years is about
[250 000. Such a sum would pay for all the annual revenue and
expenses needed for optimal perinatal care throughout an NHS
district. The Court Report7 emphasised that inadequate
perinatal care meant that many children carried a significant
disability with them into adult life.
The liaison committee of the British Paediatric Association

and the Royal College of Obstetricians has now published an
excellent discussion document,3 which sets out the problems
and offers some solutions. The minimum requirement is the
provision of adequately trained staff to provide a 24-hour
service for resuscitating the newborn and at least short-term
intensive care-wherever babies are born. The report recom-
mends that adequate facilities and resident paediatric staff
should be provided throughout the 24 hours in all consultant
obstetric units. It considers that good antenatal and perinatal
care offer the best opportunity for preventing long-term
handicaps and points out the grave deficiencies in the perinatal
services in many parts of Britain-which have not been helped
by the recent DHSS decisions to curtail the obstetric and
paediatric budgets. The report gives practical and helpful
details for local organisation, staffing, equipment, records, and
research needs and has incorporated the best ideas of the four
previous reports on the subject1 3 7 9 which have appeared
since 1970.

All paediatricians and obstetricians would agree that
continuous paediatric cover is necessary to provide minimum
care, but it is difficult to see how staff could obtain adequate
training in units with fewer than 2000 deliveries per year.
Unfortunately many units have a turnover below this number
as a result of a fall in the birth rate in the last 10 years. In a
unit with 1000 deliveries a year intubation might be required
only about once or twice a week; the three resident staff
needed to provide cover could not be adequately trained to
provide a safe service. Throughout Europe many smaller
maternity units which cannot provide an adequate service have
closed,7 but the joint report3 has not suggested a similar policy
in Britain. Clearly, however, if improved perinatal mortality
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