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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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and morbidity can be achieved only in well-staffed large units
the move back to domiciliary delivery currently being
advocated'O would be a retrograde step. Home delivery may
be more satisfying emotionally, but the family and the com-
munity have a heavy price to pay whenever it goes wrong.
The report rightly points out the enormous cost of the
morbidity caused by poor care, and it might have been more
constructive to recommend holding conferences on perinatal
morbidity as well as on perinatal mortality.
The accumulated evidence succinctly reviewed in the report

makes the issue clear. Ifwe intend to reduce perinatal mortality
and morbidity, large well-equipped and staffed units must be
provided, especially in areas with a high proportion of social
classes IV and V. Building one or two intensive care regional
units is not enough. The alternative is to allow Britain to lag
behind other European countries. The DHSS must decide
which policy to follow and not leave it to the whim of local
consultants or the chicanery of parochial politicians.
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Three centuries of British
drinking
The 19th century may have seen the peak of Britain's achieve-
ments as a world power; certainly it saw the high point of the
nation's alcohol consumption, with an average annual intake
of 10 proof pints (5-5 1) per person a year. Variations in
alcohol intake over the past three centuries have recently been
reviewed' by Josephine Spring and David Buss in a paper
which deserves recognition as a classic. They have analysed
per caput consumption of beer, spirits, and wine in Britain
for the last 300 years. There are periods for which data are
incomplete, and Spring and Buss show proper critical aware-
ness of the difficulties in handling these statistics; but with
due allowance for error and artefact the main conclusions
stand out boldly. Over the centuries there have been enormous
variations in what the British have drunk, and it has been the
alterations in the price of alcohol that have repeatedly power-
fully influenced consumption.

After the alcoholic summit at the beginning of this century
the consumption of spirits fell until the 1950s, when it was

down to little over one pint. In contrast, by 1975 consumption
of spirits had edged sharply upwards to nearly three pints per
person. Wine consumption has shown the most dramatic recent
change, and from about 1-5 pints per person per year in 1950
it had moved to 9 pints in 1975-a change in national drinking
habits of a quality and quantity never recorded. Beer drinking
has steadily declined over the centuries, though again there has
been a slight recent increase in consumption. If all sources
of alcohol are added there was a gradual and continuing
trend towards decrease from the 18th century until the 1950s,
when this historical decline reversed with summated per
caput alcohol consumption almost doubling in the 25 years up
to 1975.

Is the nation's drinking any more than a feature of increased
affluence ? The statistics must be interpreted in the setting of
a mass of recent research which indicates that per caput
consumption is positively related to rates of alcoholism.23
Empirical evidence shows, indeed, that, if alcohol consumption
doubles, the number of heavy drinkers goes up more than
proportionately, and perhaps by as much as four times.
Drinking and alcoholism cannot be separated, however much
we might wish to persuade ourselves otherwise; hence the
importance of a report which warns that the alcohol consump-
tion rates are climbing. The statistician can provide the data,
the epidemiologist can point out the health implications, but
then society and Government must decide how much pleasure
is worth how much pain.

In 1950 the price of a large loaf was equivalent to nine
minutes ofa manual worker's wages; in 1976 the equivalent was
11 minutes. In 1950 a bottle of whisky cost 569 minutes, while
in 1976 it cost 209 minutes.1 We want our pleasure, but, with
the pointers of alcohol-related harm all moving upwards since
1950,4 society may have to consider whether alcohol has be-
come too cheap-and politicians find the will to do something
about it.
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Glycolysated haemoglobin
and diabetic control
Microvascular complications of diabetes are believed to be the
consequence of years of poor diabetic control, yet its assess-
ment by random blood glucose measurements is seriously
inadequate, as is our knowledge of the metabolic consequences
of poor control. Recently, however, and for the first time a
raised blood glucose concentration has been shown to alter the
composition of a protein after its synthesis :1 2 persistent hyper-
glycaemia modifies haemoglobin A at a constant rate during
the life of the red blood cell with the formation of increased
amounts of haemoglobin Alc. This glycolysated haemoglobin
has a hexose attached to the amino-terminus of its r-chain.
Normally HbAlc accounts for between 3%0 and 6% of the
total haemoglobin-a little more in normal pregnant women.3
This proportion is increased three- or four-fold in poorly
controlled diabetics.4-7 Glycolysated haemoglobins Ala and
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