
choice questions, patient management problems, or modified
essay questions can help assess competence. They should
cover a broad range of skills and use materials such as
radiographs, electrocardiograms, and videotapes. Each item
should be audited for its clinical relevance.8

Despite these systematic approaches assessors achieve
least agreement on interviewing skills and physical examina-
tion. More reliable results are obtained from using patient
simulators when the students' performance is rated by
simulators and non-clinical raters.9 This method is no costlier
than traditional approaches and allows students to be given
detailed feedback on their strengths and weaknesses. Student
numbers and time constrain, however, the range of clinical
problems and skills that can be assessed and the depth of the
assessment.
More detailed and direct audit of skills may be achieved by

asking students to interview and examine carefully selected
real or simulated patients and then recording their per-
formance on audio or videotape. The students may then be
assessed with agreed rating scales by raters selected for their
consistency and for their ability to discriminate between
competent and incompetent students.7 Observation skills
may be tested by videotapes, which have the advantage that
they may cover both acute and less common illnesses and may
be standardised.9

It is worth going to this effort because students' patterns of
learning are heavily influenced by the content and method of
their examinations.'0 A greater emphasis on essential skills
will thus motivate students to ensure that they acquire them.
It also encourages teachers to change their teaching so that key

skills are adequately covered. Unfortunately current methods
encourage students to adopt a "surface" rather than an
"understanding" approach to learning and emphasise facts
rather than skills. So it is not surprising that experienced
doctors lack key interviewing skills."

Assessing undergraduates is difficult, but assessing
postgraduates is even more fraught. The royal colleges could,
however, do much to emphasise the importance of key skills
by insisting on a minimal degree of competence. They could
then ensure that this is reached by independent and direct
observation and rating of trainees during postgraduate
training.

PETER MAGUIRE
Senior Lecturer,
University Department of Psychiatry,
Withington Hospital, Manchester M20 8LR
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The importance of hospital domestics

Valued by patients but undervalued by the government

Every patient knows the value of ordinary human contact
during a spell in hospital. A joke with the porter or a kind
word from the domestic may be far more reassuring than the
pronouncements of the professionals. A welcome reminder of
everyday life, they provide an opportunity to be yourself
instead of a number. Relatives as well as patients often find it
easier to ask ancillary workers for information or advice, and
junior nurses and doctors also turn to them on the quiet; as a
student nurse recently put it, "they have been there for years,
they know how sister likes it done."' Now the importance of
domestics has been confirmed by a study sponsored by the
Economic and Social Research Council.2

Researcher Dr Elizabeth Hart spent six months as a cleaner
in a large teaching hospital and observed that the work of
domestics "plays a vital informal part in patient care." Her
coworkers derived considerable satisfaction from this caring
role. Many of them had far closer contact with patients than
the job technically required, and those who worked con-
tinuously in the same setting developed a feeling of responsi-
bility for "their wards."

This commitment is, however, rarely acknowledged, like
the labours of all those underpaid and mostly invisible staff
who service patients and professionals, maintain the wards
and other areas, and keep the NHS machine ticking over.
Predictably, most cleaners are women, including a dispro-
portionate number from ethnic minorities. They come to
public notice only during pay disputes, when they are usually
characterised as greedy militants; yet the average cleaner's

take home pay recorded by Hart was £68 a week, including
weekend work.

This study records the domestics' commitment and pride in
their work and their importance in establishing a congenial as
well as clean environment for patient care. Disturbingly,
however, Hart also finds evidence of mounting discontent,
reflected in the fact that many hospitals have great difficulty in
recruiting ancillary staff. "The women felt disillusioned and
demoralised," she reports. Low morale was compounded by
their fears about the future, amid an atmosphere ofuncertainty
that they thought arose from long term changes in the nature
and organisation of their work.
These changes hinge on two main developments. One is the

sharpening of the distinction between nursing and household
duties over the past two decades; this has tended to deprive
domestics of the legitimate patient contact they have hitherto
enjoyed. The other threatening development is privatisation.
As Hart points out, contracting out domestic services has led
to still worse pay and conditions; and by cutting hours and
fragmenting the workforce privatisation has helped to destroy
the domestic's commitment to "her ward" and her main
source of job satisfaction. This in turn deprives patients and
professionals ofher human touch. It is a classic example of the
consequences of putting cost before quality.

Several conclusions may be drawn from the study. Better
pay and more flexible conditions are essential to end exploit-
ation and help the recruitment of domestics. The government
should also reconsider its insistence on privatisation in the
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light of this further evidence of its harmful effects on the
quality of patient care. Furthermore, the research suggests a
wealth of barely tapped potential among NHS ancillary staff.
Those who are content with their jobs should be helped to
do them in a satisfying way, but others who could move
into more demanding roles should be offered training and
development opportunities. Possibilities already exist here-
for example, Workbase is a trade union project backed by the
NHS Training Authority that promotes and provides training
for manual workers.3 Another option is experimenting with
new roles such as care assistant which combine domestic and
nursing responsibilities.'
Most striking of all, however, is an implicit lesson that is

relevant to everyone in the NHS. Better standards of care may
be achieved only by highly motivated staff in all types of work

and at all levels in the organisation. The way to encourage
people to care more about their work is to care more about
them, whether they are a cleaner or a consultant.

JANE SALVAGE
Director,
Nursing Developments,
King's Fund Centre for Health Services Development,
London NWl 7NF
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The obstetric problems of the thalidomide children

An increased caesarean section rate but no increase in malformations

The women who were born affected by thalidomide have been
old enough to reproduce for about a decade, and a recent
British survey identified 35 such women who had had 64 live
births and six miscarriages.' There were no reports of death or
malformation among the viable children. This confirms what
would be expected: that thalidomide is a teratogen which
acted chemically at a specific site in embryonic development
and has not caused developmental problems for the next
generation.

Thalidomide appeared in the mid-1950s and was greeted
warmly because, unlike the barbiturates used as sedatives up
to then, it was not lethal in overdose. Then in the early 1960s it
was realised that if taken by a pregnant woman in the early
weeks of gestation it could produce specific abnormalities.
McBride in Australia and Lenz in Germany reported the
association between thalidomide and the absence or abnor-
malities of limbs.23 This was soon confirmed in Britain,4 5 and
the drug was rapidly withdrawn. Eventually some 820
affected children were born alive in Britain and 2800 in West
Germany.

Thalidomide is a powerful teratogen if the fetus is exposed
between the 37th and 50th day of life-that is, five to seven
weeks after the last normal menstrual period. This time
span is specific, and many women took thalidomide later in
pregnancy with no problems. In a report almost 20 years after
the episode the medical officer of the Thalidomide Trust
estimated that some 450 young people still survived and
listed the abnormalities found in 389 of them.6 By far the
commonest were limb deficiencies: a third of the patients had
all four limbs affected and a half had two limbs affected.
Occulomuscular palsies and ear deficiencies were also
common, and many showed dwarfism and stunted growth.
Pelvic examination was not performed specifically, but five
gynaecological defects were reported-a bicornuous uterus in
one case and two cases each of vaginal atresia and vesico-
vaginal fistulae.
Most of the women affected by thalidomide were thus

physically able to reproduce, and the coarse measures of
perinatal mortality and miscarriage rates are in the same range
as for the total population, given the small numbers reported
from the British survey.' The incidences of pre-eclampsia,
preterm labour, urinary tract infection, and twin pregnancy
were also similar. A fifth of the deliveries were by caesarean
section. The authors broke down the population of women

into those with mild disabilities and those with absent limbs.
Nine of the 12 mothers with absent lower or upper limbs were
delivered by caesarean section. Among the 28 women with
minor disabilities there were only five caesarean sections in
52 deliveries-a rate similar to that seen in the general
population. The increased caesarean section rate of the group
with limb problems was associated with cephalopelvic dis-
proportion that often followed changes in the lower lumbar
region affecting the shape of the pelvis.

Other problems reported in the survey were mechanical
difficulties in measuring the woman's blood pressure and the
increased effort the mother had feeding and looking after her
children. Episiotomies that resulted in pain restricted the use
of the mother's feet, which made life difficult for some
mothers as they used their feet as substitutes for a missing or
malformed hand.
The results of this survey are. reassuring: they confirm all

that was said at the time about the thalidomide problem. The
use of caesarean section in good hospitals with proper
anaesthesia is a low risk procedure in this group, but we are
still left with the problem that the women may have in
bringing up their children in the 1990s.

GEOFFREY CHAMBERLAIN
Professor of Obstetrics and Gynaecology,
St George's Hospital Medical School,
London SW17 ORE
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Correction

Smoking and leukaemia

Several printing errors occurred in this editorial by Professor Nicholas Wald (10
September, p 638). Reference 2 should have appeared at the end of the third
sentence in the second paragraph, and reference 3 should have been deleted,
reference 4 then becoming reference 3. The eighth sentence in the third paragraph
should have read, "Social class would if anything tend to mask the association
between smoking and leukaemia as leukaemia is more common among people in
professional occupations but smoking is more common among people in partly
skilled and unskilled occupations."
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