
Educational implications

* House officers are generally satisfied with the
quality of their formal educational meetings, but
clinical commitments often prevent them from
attending
* As well as induction courses, training in pain
control and breaking bad news are more wide-
spread, but more than half of house officers still
lack adequate training in these areas
* Hours of duty have been cut but not enough
to achieve "new deal" targets
* House officers have fewer patients under
their care and are less satisfied with their clinical
experience, and they have become less enthusi-
astic about recommending their posts

HOURS OFWORK

We assumed that house officers in 1988-9 reported
their contracted duty rotas without including the effect
of early starts and late finishes. They reported whether
they had prospective cover and we included that in
calculating their hours on duty. We assumed that
house officers in 1992-3 included early starts, late
finishes, and the effects of prospective cover in
reporting "official hours on duty." This assumption is
supported by the high proportion reporting hours
other than those produced by conventional one in three
or one in four rotas. The assumption about 1988-9
respondents tends to reduce the apparent extent of
change since then, while that about 1992-3 tends to
exaggerate it. The NHS Management Executive has
indicated that early starts, late finishes, and prospec-
tive cover should be included in calculating hours on
duty.4
The reduction in house officers' hours of duty is

impressive. The proportion of house officers officially
on duty for more than 83 hours a week has fallen from
at least 42% to 21%, and the proportion officially on
duty for 72 hours or less has risen from no more than
9% to 40%. We do not know to what extent the
reduction in hours has been achieved at the expense of
increasing intensity ofwork.

ATTITUDE TO POST

Despite a small fall in the average numbers of
patients under their care, there has been an increase in
the number ofhouse officers reporting such pressure of
work that they cannot leam effectively. The median
number of patients under the care of house officers
reporting this degree of overwork has fallen from 24 to
22. The median number of patients under the care of
those gaining the right subjective amount of clinical
experience has also fallen, from 20 to 18. However, the
number of house officers with too few patients is
increasing, and those in this group are caring for
slightly more patients than before, the median rising
from 13 to 14. By contrast, the total number of
admissions (routine, emergency, and day case)
reported by each group has changed little over the four
years.
The number of patients admitted in a week has not

changed, suggesting that the fall in inpatient numbers
is a result of reduced lengths of stay. The greater
complexity of routine medical care, briefer admissions,
and increasing emphasis on the educational purpose of
the preregistration year seem to be making house

officers more aware of the opportunities they are
missing. This may partly explain the large rise in the
proportion of house officers with a negative view of the
desirability of their post.

CONCLUSION

Great attention has been paid in the past few years to
improving the lot of junior hospital doctors, especially
those who are most vulnerable to erosion of their
training, morale, and quality of life by excessive and
inappropriate clinical demands. This survey shows
that progress can be and has been made in improving
the educational quality of house officer posts when
there is wholehearted commitment from doctors and
managers. The reduction in hours on duty and the
spread of induction courses to nearly every post is
impressive, and the greater concentration on training
in communication skills and pain control is welcome.
But there is still much work ahead. The training of
house officers depends on protection from encroach-
ment by often inappropriate clinical work, and until
this is provided the aspirations of the GMC will remain
of little relevance. Postgraduate deans can now with-
hold from hospitals up to half the salary of doctors in
training. This is a more flexible and credible negoti-
ating device than the withdrawal of university recog-
nition, the only sanction previously available when
house officer training was persistently neglected.
Hospitals will now be helped to see that the oppor-
tunity to use junior doctors' labour at a subsidised rate
is acquired at the price of offering them satisfactory
training. We hope and expect that progress will
continue, for the sake of all the house officers who
would echo the plaintive line at the end of one
questionnaire: "I love medicine but hate being
abused."
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Correction

Risk factors for development offlucloxacillin
associated jaundice
An authors' error occurred in this paper by Christopher K Fairley
and others (23 January, pp 233-5). In table II the male to female
ratio was reversed. It should be 22 to 29 in cases and 113 to 86 in
controls.
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