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concept. "Need," as Cooper8 remarked, "is in the eye of the
beholder." Some needs will yield large benefits if met, some will
be expensive to meet. Need should be met in different ways and
to different extents and weighed up in terms of the costs and
benefits of different courses of action. If this economists' view is
accepted, then the concept of need can become a cornerstone of
health service planning and, not as so often in the past, a millstone
of absolutism denying the basic logic of choice.

Conclusions

Thus, perhaps the only need that is absolute is the need to
banish the view that the health service should be about meeting
total need. Such an attitude, abhorrent to the economist, results
in confused thinking and romanticism in health care planning.
Economists would, therefore, advocate a cost-benefit approach
to health care planning-that is, the weighing up of benefits and
costs of different patterns of care. The methodology for doing
this will be discussed in detail in part V. It is simply not possible
nor efficient, however, to apply cost-benefit techniques to all
possible health care options. More pragmatic approaches also

need to be developed and some of these will be discussed in
next week's article.

Next week's article will continue to examine the development of health care
policies.
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Letters to a Young Doctor

Finishing up the preregistration year

PHILIP RHODES

Securing the second post in the preregistration year usually
does not have the same problems as finding the first. You will
have come to understand the system and how to work it for
your advantage. You will probably be able to clinch the second
job at the same time as the first. If you make a success of the
first job-say, in surgery-you will be able to approach the
physicians in the same hospital with a view to moving into one
of their posts after the surgical one. Moreover, you will have
the backing (or otherwise, if you have not performed well) of
your surgical consultant. You may be sure that the physicians
whom you are hoping to influence in your favour will ask him
what he thinks of you and your capabilities.
For domestic reasons you may wish to work as a house officer

in a region that you do not know. The postgraduate dean is
probably the best person to contact. He knows all the other
postgraduate deans personally and can obtain advice for you
from them about how posts are filled and where they are in
hospitals in his region. You can scarcely expect to obtain a post
in the teaching hospital for they will usually be reserved for
graduates of the parent medical school, but every region has
excellent district general hospitals, and it is for posts in them
that you should apply after obtaining advice. Even more impera-
tive, you should visit the hospitals and consultants to whom
you wish to go. In your own region the network of consultants is
known to each other. They can seek advice about you from the
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local medical school and its records of your academic progress.
They can find out what your teachers thought of you as a person
while you were a medical student. This is not so easy if you
wish to work in another region. Nevertheless, if you visit the
consultant concerned he can make his own assessment of you-
and you of him-and he can write to ask for references from
someone who knows you. This person may often be the post-
graduate dean of your own region, who may have met you and
who has access to your academic records and to the people who
have taught you.

Posts abroad

Similar considerations apply if you wish to work abroad in
your preregistration year. As with moving to another region,
there is little difficulty about this. Your medical school or faculty
determines whether the posts in your preregistration year give
appropriate experience and supervision sufficient to round out
your undergraduate education. So if the officers (usually the
dean or postgraduate dean) agree that a post abroad is suitable
they will sign the certificate of satisfactory experience when it is
ready to be sent to the General Medical Council. Graduates who
wish to take these first posts abroad are usually residents of the
country to which they wish to go and have contacts in hospitals
there and so can arrange their posts or have someone locally to
do it for them.
They must, however, convince their own dean or postgraduate

dean of the suitability of the post to which they intend to go.
This usually has to be done by asking the overseas dean of the
medical faculty to give a brief account of the post to which you
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are going, outlining the experience and supervision which will
be given and by whom. It is also valuable if you can let your
own officers know the numbers of beds in the hospital that you
wish to go to and whether it is a teaching hospital or not. You
may be surprised to find that your own officers may know the
part of the world to which you are going and the kind ofmedicine
they practise. There is a world-wide network of doctors who
know each other personally and through their published work.
Even if the officers do not know the place they will probably be
able to find someone in the faculty or elsewhere who can give
them evidence about it. If either of the deans is happy about the
preregistration post to which you hope to go permission will
be given.

Unless there is a very special reason, and not just fancy or
whim, for going abroad in the preregistration year it is probably
best to have your first two jobs as a preregistration house officer
in the United Kingdom. This makes quite sure that you get on
to the UK Medical Register and that therefore you can practise
in the UK at any time subsequently. With full registration it is
possible to travel to almost every part of the world to practise.
Moreover, methods and philosophy of practice differ from place
to place according to historical background and culture. If you
have done a student elective abroad you will know this. It is
probably sensible to finish off your medical education as a house
officer in circumstances that you understand because you have
been a student in the system. It is difficult enough to adapt to
the change from student to doctor without having to cope as
well with a different system and culture.This will be easier to
do later if you so wish.

Certificate of satisfactory experience

Near to the end of your second house officer post you should
see that you obtain the certificate of satisfactory completion of

your preregistration year. You may usually obtain this from the
personnel officer of the district in which you are working. If
you move from one district to another between jobs it is wise
to have the first part of the certificate signed at the end of your
first post. In some places the consultant does this and in others
someone from the administrative staff. Just before the end of
your second post the duly completed certificate should be sent
to your dean or postgraduate dean, together with the fee for
registration. The certificate and fee may then be sent to the
General Medical Council direct when the form has been signed.
The General Medical Council will then notify you that your
name has been included on the full Medical Register. It is again
important to make sure that the address you give on the form
is one where you can be easily reached without delay or difficulty.
You have to be fully registered (or have limited registration

if you are from overseas) to be able to take on a post as a senior
house officer or to be a trainee in general practice. Indeed if you
are not fully registered and you start straight away in general
practice you may not be paid. (The family practitioner commit-
tee, which is the responsible paying agent, cannot pay doctors
whose registration is only provisional.) There is a little more
latitude in hospitals, where the supervision can be much closer
and cover can be given by other junior and senior doctors. It is
very important to you to get your documentation right. It is
tedious, no doubt, and bureaucratic, but the National Health
Service is the largest employer in the country and has a vast
staff in many disciplines. Keeping track of all of them and
paying them unfortunately demands an administrative organisa-
tion which requires information in the right place at the right
time. It is no use complaining about this because it is inevitable.
You must try to understand the system and see that it gets
information about you that is accurate.

In the next two articles I shall discuss how to decide which
specialty to enter.

What might be the cause of a woman's nipples becoming hard and painful
in cold weather ? What treatment is advised?

This symptom was described by Preece' and his colleagues in 1976 in
a survey of different types of mastalgia. Some of their patients had
pain that was worse in cold weather and these patients (unlike most
women with mastalgia) could accurately localise the site of their pain
-usually to the nipple, subareolar or inner quadrant areas. This
syndrome was associated with duct ectasia or periductal mastitis, and
mammograms showed coarse calcification or active periductal mastitis,
often confined to the site of the complaint. Preece reported that
excision of a wedge combined with excision of the subareolar duct
system was successful in cases of periductal mastitis. If the diagnosis
is uncertain, however, medical treatment may be tried first. Bromo-
criptine or danazol each has a 70% success rate in severe cyclical
mastalgia.' Some cases of cyclical mastalgia respond to treatment with
oral contraceptives,' which are known to abolish the mid-cycle
increase in breast sensitivity experienced by normal women-.3JAMES
OWEN DRIFE, lecturer in obstetrics and gynaecology, Bristol.

Preece PE, Hughes LE, Mansel RE, Baum M, Bolton PM, Gravelle IH. Clinical
syndromes of mastalgia. Lancet 1976;ii:670-4.

2 Montgomery ACV, Palmer BV, Biswas S, Monteiro JCMP. Treatment of severe
cyclical mastalgia. Journal of the Royal Society of Medicine 1979;72:489-91.

3 Robinson JE, Short RV. Changes in breast sensitivity at puberty, during the
menstrual cycle, and at parturition. Br Med J 1977;i:1188-91.

A 47-year-old subnormal schizophrenic married 18 months ago and was
fitted with an intrauterine contraceptive device. Her husband died six
months ago; since then she has married a 66-year-old. Pregnancy
would be disastrous. What contraception is recommended?

The risk of pregnancy decreases during the fifth decade until by the
age of 50 it is practically non-existent." Even after 50, however, some
pregnancies have been reported,' and contraception would be a
sensible precaution for this woman while she continues menstruating.
(The cause of infertility in older women is not clear, and it is im-

possible to pronounce a healthy premenopausal woman sterile as a
result of hormone investigation only.) Sterilisation of the mentally
subnormal2 is a difficult legal "grey area," and the irregular vaginal
bleeding associated with long-acting progestogen injections may cause
problems in this patient. The intrauterine contraceptive device is
probably the best method of contraception for her. Insertion of a
device in the older woman3 has to be done with care, but once in place
the device is particularly effective in this age group, though the likeli-
hood of menorrhagia is increased. The device should be removed after
the menopause (which is recognised by six months' amenorrhoea and
can be confirmed by high plasma gonadotrophin concentrations).-
JAMES OWEN DRIFE, lecturer in obstetrics and gynaecology, Bristol.

1 Tulandi T, Arronet GH, McInnes RA. Infertility in women over the age of 36.
Fertil Steril 1981 ;35:611-4.

'Bevan A, Bevan JR. The gynaecologist, the law and mental subnormality. J Obstet
Gynaecol 1981;1 :268-70.

Hawkins DF, Elder MG. Human fertility control. London: Butterworth, 1979:
389.

A woman aged 36 complains that the skin ofher arm turns black whenever
she wears gold bracelets. Can this be prevented?

Yes, this can sometimes be prevented. Two known causes of
blackening of the skin under gold adornments are black dermo-
graphism and the chemical action of some people's sweat." Little
can be done if the sweat is to blame. Black dermographism is a
physical rather than a chemical phenomenon caused by friction with
ingredients of cosmetics that are harder than gold. This removes fine
metal particles, too small to reflect light, which create a black film
on the skin. To avoid this problem the bracelets should be removed
and both they and the skin of the arms washed well with soap and
water to remove any residual cosmetics.-R J G RYCROFT, consultant
dermatologist, London.

I Fisher AA. Contact dermatitis. 2nd ed. Philadelphia: Lea and Febiger, 1973:117.
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