
Though the device is considerably cheaper than cochlear
electrodes, the results are not as good.

Research has been funded continuously by the Medical
Research Council through the External Pattern Input Group
formed by Guy's Hospital, the department of phonetics at
University College London, and the department of psycho-
logy at the University of Cambridge (J R Walliker et al,
international cochlear implant symposium, Duren, 1987).
This is the group that introduced both speech pattern
presentation by using fundamental frequencies of the voice
and external stimulation without direct invasion of the
cochlea, and its work has influenced the development of
virtually all prostheses. At present the External Pattern Input
Group is studying the results of experimental multichannel

electrodes implanted at the apex and second turn of the
cochlea, where they had not previously been tried, and it has
also introduced a "neural network" computer to process
speech. These advances break new ground and they should
greatly reduce the cost of prostheses, but they are not
commercially available as yet.

ELLIS DOUEK
Consultant Otologist,
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Stress in junior doctors

1- Stress and support

Long hours are not the problem; lack ofsupport is

Over the years Dr Jenny Firth-Cozens has given us two
accounts of stress and distress in students and junior hospital
staff. I2 Now we have a third, which corroborates and extends
her previous findings (p 89). Many house officers claim that
there are times when they wish they had never taken up
medicine, that their seniors give them inadequate support,
and that, as we all know, the hours are too long. These long
hours have become the major focus of complaint and their
reduction the panacea.3
Long hours are indeed a problem, and to ask people to

make crucial decisions when they are tired and miserable is
not to get the best results. Though it is 25 years since
Masterton showed how short of sleep an acute surgical team
could become,4 little has been done to correct this and still not
enough is known about its effect on performance (as distinct
from morale). But I wonder if we are not using the issue of
long hours to cloak deeper ills that affect the way we run acute
hospital units.

Senior staff tend to look back on their time in residence as a
period of enjoyment and character building despite the long
hours and the hierarchical nature of the system. What we
forget is that, though there were troubles and stresses, we also
had a more settled and supportive environment. There was
nearly always a caring domestic structure, with clean laundry
and hot food, and the houseperson was also regarded with
affection and respect by his or her patients. Time and social
change have swept all this away. It is pointless to argue
whether we are better or worse off for the loss of a comfortable
environment based to some degree on servitude. All I am
saying is that if you are in the front line and under stress it is
not helpful to come back to base and fail to find the creature
comforts that make life worth living.
Members of my generation also received support from

above. Though the system was ruthlessly pyramidal, help was
always available, and it was usually emphasised that you
should always ask for it. You could take decisions on your own
but you did not need to. The assurance of help seems now not
so universally available, and juniors are expected to take
action without the right of upward referral. We must blame
this on inadequately defined rules.

Such indeterminacy is closely related to British clinicians'
dislike of cross responsibility. To some extent they are

supported by studies that suggest that cross cover is counter-
productive because of the times required in junior staff
getting from ward to ward,5 but the dislike is also based on the
premise of personal and continued involvement from consult-
ant down to house officers for "our" patients. This is an
honourable attitude but is exaggerated in importance by the
anarchic idiosyncrasy of methods of patient care. The belief
that what we do on the academic unit is different from (and
better than) what Mr G or Mr R do in their firms is largely
nonsense but difficult to eradicate. Thus it is hard to achieve
the "standard operating procedures" that are so much a part
of service and business life. The American residency system
has worked harder on this than we have and provides a good
model. There the emphasis is on clinically effective divisions
of care with common standards and goals. Just as Delamothe
claims that we should look to specialist bodies for a lead in
legislating for shorter hours,3 so we should turn to them for
guidance on standard operating procedures, however much
these seem to undermine the clinical freedom of their fellows
and members. We have to generate a trade off between
personal and corporate responsibility that is based on the
needs of patients and ensures a high standard of delivery of
care and a reasonable life for junior staff.
The other element that juniors today often lack is leader-

ship. It is a tenet of leadership that you must not ask others to
do what you are not prepared to do yourself. Though
responsibilities and skills change with seniority, there are
certain qualities that should persist. These include: being on
time; coming at once on request (and distinguishing clearly
between a request and a call for advice); and being seen to be
as committed as you wish others to be. Concepts such as
leadership and esprit de corps are now at a discount, but it is
easy to see their manifestation when one visits a high class
clinical unit. Furthermore, complaints about terms and
conditions of service are unlikely to come from such units-
and this is not entirely because the system suppresses them.
At the risk of being classed as the civilian equivalent of

Sassoon's staff officer-"fierce and bald and short of breath,
living with scarlet Majors at the base and speeding glum
heroes up the line to death"-I think we should also
distinguish between stress and distress. Because we do not
sufficiently acknowledge the existence of stress in clinical
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work, we do not train for it. So graduation marks a sudden
translation from a protected world into real life, where stress
is inevitable. Without training, this transition too often
results in distress and depression for those who first encounter
stress in the unfavourable circumstances of an unsupported
house job and when difficult choices have to be made
between, for example, home and work. These matters are
especially a problem for women, even though they are as
resilient, if not more so, than men. Combined with sexual
discrimination, it is scarcely surprising that the going is tough
for women.
The facts of stress and dissatisfaction have been available

for some time. What is now needed is abandonment of the
attitudes which say on the one side, "I went through it in my

time; why shouldn't you" and on the other, "My seniors are
hateful and inconsiderate and I must have shorter hours." We
need to restore some dignity and excitement into the practice
of our profession, particularly in its early and impressionable
stages, and also to recognise explicitly that there are privileges
and responsibilities at all levels.

H A F DUDLEY
Emeritus Professor of Surgery,
Strathdon,
Aberdeenshire AB3 8UE

I Firth J. Levels and sources of stress in medical students. BrMedJ 1986;292:1177-80.
2 Firth-Cozens J. Emotional distress in junior house officers. Br Medj 1987;295:533-6.
3 Delamothe T. Juniors' hours of work. BrMedJ 1990;300:623-4.
4 Masterton JlP. Sleep of hospital medical staff. Lancet 1965;i:41-2.
5 Leslie PF, Williams JA, McKenna C, Smith G, Heading RC. Hours, volume, and type of work of

preregistration house officers. BrMedJ 1990;300:1038-41.

2- Stress in women doctors

Women should not have to overcome more bamrers than men

We know by now that junior doctors are demoralised. The
hours, the facilities, inadequate support, and uncertain career
prospects combine to crush their morale,' and not surpris-
ingly some get depressed. But why are women doctors more
depressed than their male colleagues, as Firth-Cozens sug-
gests (p 89)? Are women inherently more susceptible to
depression; or should we look to the additional pressures that
their social position imposes?

In What Women Want Professor Anthony Clare argues
cogently for a social explanation.2 Epidemiological compari-
sons between men and women, he says, are fraught with
methodological difficulty. The results of studies that correct
scrupulously for social differences -age, education, back-
ground, achievement, occupational and social environment,
and career prospects -show no difference between the sexes
in the prevalence of psychological ill health.34 The point is
that men and women are not normally socially comparable.
Men occupy the powerful positions, while women are dispro-
portionately represented in low status jobs.
Women doctors do not escape this generalisation. Despite

the fact that women comprise an increasing percentage of
medical school entrants (47% in 1989 and over 40% for the
past 10 years) and are well represented among senior house
officers and registrars they continue to be found on lower
rungs of the career ladder than their male counterparts.
Among consultants only 6% in general medicine and less than
1% in general surgery are women. There are few women in
academic medicine, and even in general practice only one in
five principals is a woman.'

According to Allen it is children that block career achieve-
ment.6 Full time working women have on average 17 hours a
week less leisure time than men,7 and a recent study of British
social attitudes showed that when both parents work full time
the woman still takes on most of the child rearing and house-
hold tasks: 82% of men and women said that the woman was
ultimately responsible for these.8 Yet the NHS does little to
help. In 1988 district health authorities provided workplace
nurseries for only 1179 children under 5 (H Harman,
unpublished data). These places are not eligible for govern-
ment subsidy and, unlike those in the private sector, do not
qualify for tax relief.

Nevertheless, women doctors are more likely than other
professional women to continue working with family respon-
sibilities,9 but at what cost to career and personal life? To the
aspiring female clinician this potential conflict is added to the

exams, frequent moves, and hard work that affect men as
well. Small wonder that women find themselves shepherded
out of the main stream into supernumerary part time training
posts or clinical assistantships.'° Those who make it to the
top do so against the odds. At every stage they will probably
have had to make personal compromises to conform to a male
model, confronting role conflicts that men do not face.

Firth-Cozens calls for more flexible working practices so
that women (and men) can take time off without jeopardising
their careers. But today's unforgiving political climate makes
these seem unlikely. Women general practitioners have been
the first to feel its bite. Under the new contract existing
flexibility in workload to fit changing family demands will be
lost, as women wishing to change their hours of availability
will need agreement from their family practitioner com-
mittee.

Yet those who expect women to choose between family and
career cannot ignore the falling number of school leavers and
the desire of patients for more women doctors. Just as
women's work in munition factories in the first world war
helped promote women's suffrage, so now demographic
pressures may force those with influence to act. British
industry has realised, long after most of its European
competitors, that decent childcare facilities keep valuable
female employees at work, and the BMA is now committed to
campaigning for better facilities within the NHS.
Women should not be judged by different rules. They have

proved their intelligence, competence, and commitment.
Those who have reached the top are justifiably proud of their
success in "a man's world." But more should be done to
remove the additional barriers to women in medicine-and
to make it as easy, or as difficult, as it is for men.

FIONA GODLEE
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