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nique is required. A junior may achieve a satisfactory result,
but close liaison with a senior would often pay dividends.
One solution to these problems would be to agree that con-

sultants should be promoted somewhat younger, say at about
34 years of age after a 10-year training, and in greater numbers.
It would then be natural and by no means unacceptable for
the younger of two consultants on a firm to take rather more
emergency work and to expect as he became senior to be
similarly treated. Registrars would certainly be fewer, but
junior staff would be by no means lacking, because the three-
year period of general professional training proposed for all
graduates would mean that quite considerable additional
numbers would be available in hospital work as the equivalent
of senior house-officers.

Expansion of the consultant grade would probably make it
necessary to train 45 to 50 senior general surgical registrars
per year. This would mean expansion of the senior registrar
ranks from between 150 and 160 to about 200 in England,
Wales, and Scotland. There seems to be general agreement
that this grade should be retained without modification. If a
ratio of five registrars to every four senior registrars is assumed,
to allow for some drop out due to change of plans and for some
necessary competition, about 250 registrars would be needed
instead of the present 400 United Kingdom graduates. The
number of training posts for overseas graduates would also
need calculation after the necessary consultation. This planned
limitation of the number of registrars is probably the fairest
way of limiting the number of entrants to surgery without
resort to a national selection process as envisaged by the
Royal Commission. If the number of posts is correctly calcu-
lated and all are held partly in teaching hospitals, so that all
the posts are of roughly equal attraction, then the usual pro-
cesses of interview are likely to select those best qualified to
proceed to a surgical training. Those taken on will have a
reasonable hope that if they work hard and show promise they
will obtain a senior registrarship.
When these calculations have produced the total numbers

which training programmes, not service needs, showed to be
necessary, then the placement of these senior registrars and
registrars in teaching and non-teaching hospitals would have
to be decided. Rotation would take place mostly at registrar
level, when families are young and household moves are a
reasonable proposition. Rotation at senior registrar level should
not involve more than one move during the four years.
Registrars and senior registrars alike, whether of British or
of foreign birth, would all have a spell in a teaching hospital.

Participation in the training scheme should be considered a
mark of distinction for a hospital, tending to promote both
maintenance and improvement of standards.

It is most welcome that the subcommittee of the Joint
Consultants Committee (under the chairmanship of Mr.
Walpole Lewin) has quite clearly stated that specialist trainees
should be prepared for consultant posts and for nothing else.

General Practice and the Hospital
Can part-time practitioners help in hospital surgical work-?

This is not at first easy to visualize in general surgery, with
its constant emergency and planned service load. Nevertheless,
if practitioners are going to divide their time fairly equally
between practice and hospital work, as in the Livingston
scheme,' there is a possibility of integrating them into general
surgery. Someone who is keenly but not exclusively interested
in surgery might well be happy, after three years of general
professional training in surgery, to join a group practice as
a principal with a list of about 1,500, deal -with such minor
surgery as he could at the health centre, and perform a care-
fully chosen list of operations once or twice a week at the
local hospital. During the summer, when the practice work is
relatively light, he might be prepared to spend more time in
hospital to cover the holidays of full-time staff.

Finally, there would be much to be said for a trial of the
ideas put forward in this essay in one area before general
adoption. For this Scotland would appear to be ideally suited.
The Health Service is under a separate and enterprising depart-
ment, while teaching hospitals play a very important and active
part in the working of the Health Service and often act as
district general hospitals.
These ideas are practicable, though they call for much careful

preliminary planning and negotiation. Most important of all,
they protect and promote the interests of patients and at the
same time offer good training prospects for young surgeons
and good working conditions for all surgical staff.

Reprints may be obtained from Mr. P. F. Jones, Royal Hospital
for Children, Aberdeen AB9 2ZG.
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NEW APPLIANCES

Subcutaneous Colostomy Rod
Mr. J. W. S. RICKETT, surgical registrar, St.
George's Hospital, London S.W. 1, writes:
The cumbersome glass rod and rubber tubing
often used for temporarily retaining a loop
colostomy presents a difficult problem when
it comes to fitting a bag. The subcutaneous
rod described here retains a loop colostomy
in place, allowing a bag to be applied imme-
4iately. Faecal. soiling of the laparotomy
wound is prevented, and the patient is spared
not only wound infection but also the skin
reaction associated with an ill-fitting colo-
stomy bag. The rod is not intended to act
as a defunctioning colostomy, though experi-
ence has shown that it is 'not inferior to the
glass type in this respect.

The rod is slightly curved in conformity
with the contour of the abdominal wall. One
end (see Diagram) incorporates an S-bend
with a small eye through which a suture

Section A-A

Subcutaneous colostomy rods.

is placed to secure it to the skin. It is
easily taken out after the suture has been
removed.
The colostomy rod is best inserted at right

angles to the colon, which it will support.
It is important to place it immediately sub-
cutaneously by fashioning an artificial tunnel
by means of a pair of Spencer Wells forceps.
The S-shaped end is brought out through a
small skin incision well away fromi the wound.
A suture through the eye retains it firmly in
place. Infection of the track of the colo-
stemy rod has not been a problem.
The rod is available in three sizes from

Down Bros. and Mayer and Phelps,
Mitcham, Surrey.
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