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Why the UK’s Medical Training Application Service failed

No convincing validation of the new process was provided

Stung by near universal condemnation of its new proc-
ess for short listing junior doctors for specialty train-
ing posts,' the UK government acted. On Tuesday 6
March it announced a review and by Friday 9 March
it had accepted the review’s first round of recommen-
dations.

These recommendations were that the first round
of interviews should continue as planned, but with a
“strengthened” interview process. Applicants not short
listed for interview can have their application form
reviewed by a trained adviser, which might result in
the offer of a first round interview. Applicants could
now include CVs and portfolios to support their appli-
cation.

The review also promised major changes to the sec-
ond round, including changes to the application form
and the scoring system. The revised approach will
be fully tested and agreed with stakeholders before
it is introduced.? The review expects to make its final
report by the end of the month.

While the response has been commendably fast,
it begs the question as to why if the flaws in the new
proposals were so easily spotted—and rectified—they
weren’t noticed earlier. All parties to the hastily con-
vened review—the government, the royal colleges, and
the British Medical Association—were represented dur-
ing the more leisurely deliberations over the original
proposals.

Yet this is an episode with many more questions
than answers, and deciding how to apportion blame
will have to wait until the system is fixed. In the mean-
time, we are stuck in the middle of a process, with no
final outcome to evaluate, awash with anecdote.

That some of the best and brightest of their genera-
tion of junior doctors had not been short listed for
interview was cited as incontrovertible evidence that
the new process needed fixing. Although numerous
anecdotes support this, others support the opposite,
with senior doctors believing that, “among their jun-
iors, the best are those with most interviews and those
with no offers are the least able.”

Undoubtedly, there were technical problems with
processing so many applications, especially as a big
bang computerised approach was preferred over a
few closely observed pilots. Some people doing the
short listing were insufficiently trained. Short listing
timescales were absurdly short and coincided with
half term holidays (just as the interviews will conflict
with Easter holidays).

Short listers saw the responses to a single question,

not in the context of the rest of the form. Blind to pre-
vious employment history, they could not act on the
premise that the best predictor of future performance
is past performance. Answers to a series of hypotheti-
cal questions about clinical practice were weighted
more heavily than verifiable, relevant achievements
(thereby reducing the incentives for future doctors to
work towards them).

The most serious charge against the new system is
that it apparently lacked any validation. Did the appli-
cation form ask about the sorts of things we consider
relevant? Did it cover all aspects we want to measure?
Was the overall score related to other variables in the
way we would expect? Was the assessment repeatable
and sufficiently objective to give similar results for
different observers?*

We don’t know—but we needed to know before the
old system was jettisoned. Unfortunately, the process
was shrouded in the utmost secrecy—even the ques-
tions and the scoring system were kept under wraps
for as long as possible. (One short lister filed a bogus
application just to get a look at the questions.)

The review is changing all this. It has recommended
that ratios of numbers of applicants to jobs should be
made available by specialty, entry level, and geog-
raphy. It should also recommend the publication of
the numbers of interviews offered to each successful
applicant. If the anecdotes are correct, and the “best”
candidates are being offered four, then deaneries can
better calculate how many interviews they will need
to offer to fill all their available positions.

To know how to react to claims that there are 8000
more applicants than jobs we need to know whether
there are more, fewer, or the same number of jobs as
beforehand, and where the doctors come from (the
United Kingdom, the European Economic Area, or
elsewhere). Is the process being “swamped” by appli-
cations from non-UK doctors? This is the elephant in
the room, which no one except the international medi-
cal graduates themselves seem ready to talk about.®
Will the final appointments be made totally on merit,
they wonder, or will the interviewing panel feel com-
promised by the fact that UK taxpayers have contrib-
uted £250 000 (€370000; $480 000) towards training
the not quite so good UK doctor in front of them?

It’s early days, but it looks like the review is favour-
ing a return to what existed before—presumably on the
grounds that it was tried and tested. But the little test-
ing that has been done suggested that the old ways had
their own biases. Yet the recent past is already being

543



EDITORIALS

RESEARCH p 572

Colin H Wilson

specialist registrar

The Freeman Hospital, Newcastle
upon Tyne NE7 7DN

David A Rix

consultant in urological and renal
transplant surgery
David.Rix@nuth.nhs.uk

Competing interests: None
declared.

Provenance and peer review:
Commissioned; not externally peer
reviewed

BM] 2007;334:544-5
doi: 10.1136/bm;}.39149.561134.80

544

constructed as a golden age, with everyone getting the
job in the specialty they wanted, in the region they
wanted, and with spouses being welcomed into jobs in
the same deanery—which is of course nonsense.

Coincidentally, this is the week when the Match
(the United States’ annual scheme for matching medi-
cal graduates to residency programmes) releases its
results, something that has been happening without
much rancour since 1952. Closer to home, UK general
practitioners have devised machine readable tests (sat
by all applicants on the same day) as the gateway to
selection interviews.

For the time being, UK junior hospital doctors and
those who administer their selection into training posi-
tions may feel too traumatised to look forward to any
radically new proposals. But they might look sideways

at how other countries (and other doctors within their
own country) manage to fit applicants to positions.
They should avoid looking back.

1  Combes R. How specialist training reform sparked crisis of
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Indwelling stents after ureteroscopy
Can cause significant postoperative morbidity and should be used

with caution

In this week’s BMJ, Nabi and colleagues' present a
meta-analysis of randomised controlled trials of the
insertion of indwelling stents after uncomplicated ure-
teroscopy. During the past quarter of a century the
development and use of endoscopic equipment in
urology has increased. Semirigid and flexible instru-
ments have been developed with working channels
to allow passage of biopsy forceps, baskets, and laser
fibres. Stones in the ureter, and even within the pel-
vis and peripheral calyces of the kidney, can now be
fragmented and extracted. Upper tract transitional cell
carcinomas can be diagnosed and, where indicated,
treated endoscopically.

There remains controversy, however, about whether
indwelling stents should be routinely inserted after
these procedures. Balloon dilatation of the ureteric
orifice, stone fragmentation and basket retrieval of
fragments, biopsy, and destruction of mucosal lesions
can all cause trauma to the ureter. In patients without
stents this trauma can result in postoperative obstruc-
tion of the ureter, which requires emergency upper
tract decompression. As an alternative to an indwelling
stent, postoperative drainage of the upper tract can
temporarily be achieved with a fine bore catheter. This
avoids the need for a second procedure to remove
the stent, but does require the patient to be admitted
overnight at least.

Nabi and colleagues found that people who had
stents inserted were significantly more likely to have
haematuria (relative risk 2.18, 95% confidence inter-
val 0.72 to 6.61), and lower urinary tract symptoms
(dysuria: 2.25, 1.14 to 4.43; frequency and urgency:
2.00, 1.11 to 3.62) than people without stents.? For
the outcome of flank pain, significant heterogeneity
between trials precluded pooling of results. No sig-

nificant difference was seen in stone passage, stricture,
formation, readmission rates, or emergency surgery.
The review highlights the paucity of well designed
trials, the heterogeneity of the procedures performed,
and the lack of definition of the label “uncomplicated
ureteroscopy.” It also found a lack of evidence for the
use of any particular size or composition of ureteric
stent with regard to outcome.

Pain from stents is usually related to mechanical
bladder irritation and is felt in the suprapubic and
genital area. Alternatively, pain may be felt over the
kidney itself. In our own meta-analysis® of the use of
stents in recipients of renal transplants, pain was not an
important feature of their use. This may be because the
transplanted kidney has no connection to the recipi-
ent’s nervous system, and the ureteric orifice of the
transplant is high on the anterior wall, away from the
sensitive trigone.*Interestingly, Nabi and colleagues
found no significant difference in flank pain between
the groups with and without stents.

Another problem is that stents can be forgotten,
which can result in blocked kidneys, intractable infec-
tions, or unpleasant urinary symptoms. Fail safe sys-
tems must be in place to record the details of patients
with stents in situ. In a randomised controlled trial of
the use of stents in India, 7% of patients discharged
with stents either failed to attend for routine follow-up
or their stents were forgotten and they presented late
with encrustation and infection.” In such cases, open
stent removal may be needed. At least two cases of
nephrectomy have been reported when stents became
blocked and could not be separated from the ureter.®

So what should clinicians do in the light of the avail-
able evidence? The decision to insert a stent at the
end of a ureteroscopic procedure is a balance between
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the known morbidity of stents and the perceived risk
of ureteric obstruction if a stent is not inserted. As
Nabi and colleagues point out, the spectrum of ure-
teric trauma after ureteroscopy is wide. An accepted
grading system, based on operative and radiological
findings, would greatly improve the ability of clinicians
to compare results and techniques, and ultimately to
produce validated guidelines for the use of stents.
However, such a grading system may prove difficult
to define and has hitherto eluded the urological
community.

As technology advances, we may be able to reduce
the trauma of ureterorenoscopy and potentially reduce
the need for stent insertion and its associated morbi-
dity. Further well designed trials in people with stones
of various size and anatomical position, assessing

retrieval methods with different sizes and materials of
stents should help guide future practice.
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Perinatal death in twins

Should all term muiltiple pregnancies be delivered by elective

caesarean section?

Twin pregnancies are becoming more common because
of the increasing use of assisted reproduction technolo-
gies.! They are associated with an eight to tenfold
increase in the perinatal mortality rate,? mainly because
40-70% of twins are born preterm.* However, the safety
of term vaginal delivery for twins has long been of con-
cern; some large epidemiological studies have suggested
that the second twin is at especially high risk of death.*
Complications associated with the second twin include
the longer second stage, compound presentation lead-
ing to trauma during delivery, cord prolapse, and pre-
mature separation of the placenta.” However, the only
randomised controlled trial identified by a Cochrane
review® of caesarean section compared with vaginal
delivery in twins’ and other small retrospective studies®
have not confirmed clinicians’ subjective impressions
of poor outcome in the second twin.

The study by Smith and colleagues in this week’s
BM]J is welcome for the light it sheds on this topic.’
They studied twin pregnancies in the United Kingdom
from 1994 to 2003 in which one of the twins died dur-
ing or after labour for reasons other than congenital
abnormality (1377 pregnancies). Before 37 weeks’ of
gestation, the two babies were at equal risk, but at term
the risk of death was higher in second twins (odds ratio
2.3, 95% confidence interval 1.7 to 3.2, P<0.001). This
was even more marked for deaths due to “intrapartum
anoxia” or trauma (3.4, 2.2 to 5.3). Vaginally delivered
second twins had a fourfold higher risk than first twins
of death due to intrapartum anoxia. The authors sug-
gest that these deaths might be prevented by planned
elective caesarean section for all term twin pregnancies.
Should this be adopted as routine practice?

Before recommending routine caesarean delivery to
reduce risk to the baby, we must balance this against

any potential increase in risk to the mother. The use
of regional anaesthesia, prophylactic antibiotics, and
thromboprophylaxis, plus improved suture materi-
als and techniques for controlling haemorrhage have
improved safety. Recently, a working party of the
National Institutes of Health in the United States!® found
no evidence that elective caesarean section increased
risk to a healthy mother having her first delivery com-
pared with planned vaginal birth. They highlighted that
critics of high caesarean section rates often compare
successful vaginal births with all caesareans, including
those performed in an emergency during labour. The
consensus group stated, “the evidence consistently indi-
cates a lower risk of surgical complications in elective
cesarean delivery than in unplanned cesarean deliv-
ery resulting from attempted vaginal delivery. Among
planned vaginal delivery. . .there is a significantly higher
rate of obstetric trauma than among planned cesarean
delivery. The net direction of the evidence thus favors
planned cesarean delivery.”

Opverall, caesarean section rates continue to rise across
the globe'' and now exceed 25% in many places. In
high and medium income countries, higher caesarean
section rates are not associated with higher maternal
mortality, and in low income countries, those with the
highest caesarean section rates have the lowest levels of
maternal and neonatal mortality.'> A large randomised
trial of elective caesarean section for term breech pres-
entation found a reduction in perinatal mortality of
two thirds, with no increase in adverse outcomes in
mothers.'? ¥ These findings rapidly changed practice
in many countries, with beneficial results.™*

In relation to twin pregnancies, in the UK obstetri-
cians already seem to be voting with their scalpels. In
the northwest London database of about 40 000 births
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each year, the overall proportion of caesarean sec-
tions in term pregnancies rose from 10.5% in 1988
to 20.8% in 2000. In parallel, the overall proportion
of caesarean sections in term twin pregnancies rose
from 22.5% in 1988 to 60% in 2000 (more than half of
these being elective). At the Chelsea and Westminster
Hospital during 2006, 114 sets of twins were born at
greater than 36 weeks’ gestation; 92 (81%) were deliv-
ered by caesarean section, and 70 (76%) of these were
elective. This is an international trend; as long ago as
1995-2000 in Beirut the caesarean section rate had
reached 76.8% in twins born after in vitro fertilisa-
tion and 58% in spontaneous twins," while a recent
paper from Thailand reported an overall rate between
1993 and 2004 of 73.9% (90.6% after in vitro fertilisa-
tion and 71.3% for spontaneous pregnancies.'® A ran-
domised controlled trial of elective caesarean section
for twin pregnancies is currently under way, coordi-
nated by the University of Toronto maternal infant and
reproductive health research unit (which carried out
the term breech trial). On the basis of Smith and col-
leagues’ study, the results are likely to show a similar
benefit from caesarean section as in the breech trial;
however, it is important that we obtain evidence from
randomised controlled trials before caesarean section
for twin pregnancies at term becomes universal and a
trial becomes impossible.
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Caring for the oldest old

As the population ages the costs of care will rise

When a 70 year old woman collects a prescription
from the pharmacist, no one is surprised. But, it is
for her mother. And she must rush back because her
mother doesn’t see very well, is a little confused, and
her daughter doesn’t like to leave her for too long on
her own. Times change. We are all getting older and
living longer so our traditional age structured model of
society has had to evolve. No longer are people young,
middle aged, and old, but increasingly they are also the
“oldest old.” In this week’s BMJ, Robine and colleagues
present a “four age population model,” whereby the
future long term care needs of the oldest people can be
estimated.”! These frail elderly people, whom we are
likely to become, are increasingly important as consum-
ers of health resources and a focus for future care.

The irony of longer life is an increasing burden of
health. We do not know how ageing will affect health.
Two competing theories exist. The first is the compres-
sion of morbidity,? where we will live longer with fewer
years of disability before we die. The second suggests an
ageing population with more than one chronic condition.

The future is probably somewhere between the two.
Coronary heart disease may have declined, but cancer,
dementia, and HIV are increasing. And although coro-
nary heart disease and cancer will still cause death, they
will also become chronic managed diseases. Death from
heart attack will be superseded by associated chronic
conditions, such as angina and chronic health failure.?
The World Health Organization estimates a doubling of
chronic disease in the over 65s by 2030.* And a recent
report commissioned by the Alzheimer’s Society® esti-
mates that by 2025 more than a million people in the
United Kingdom will have dementia, and by 2050 this
figure will reach 1.7 million. This increase will create
even greater demand for acute care, management of
chronic disease, and social care with the inevitable
increase in costs.

Caring is expensive. Informal care in the community
is often unseen and unmeasured, yet the people who
provide this care carry the greatest burden of all. We
need to face up to the huge cost of care in both the for-
mal and informal sector. In England it is estimated that
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8.5 million people provided informal care in 2000, 3.4
million of whom cared for people over 65 years.® This
is a huge economic investment and these people do not
appear in any economic balance sheet. Furthermore, as
the retirement age increases and people have to work
longer hours, this social capital will soon reach its limits.
And with the crisis in pensions, there will be less money
for people to buy additional care.

In the United Kingdom, an estimated 3.5 million
more carers will be needed by 2037 to care for those
aged 75 and over.” Robine and colleagues, in their pro-
posed four age model, introduce the concept of the old-
est old support ratio. They make the assumption that the
“sandwich age cohort”—the young retired—will care for
the oldest people. The statistical model is attractive and
is one measure of the burden of caring.

What this paper cannot tell us is if this generation will
be around to help, or indeed, will be willing to help. The
responsibility usually falls to families first of all, and the
reality is that the carer is usually a daughter or daughter
in law. But women have changing aspirations, and geo-
graphical and social mobility together with household

EDITORIALS

restructuring mean that families are increasingly frag-

mented. Hundreds of miles often separate parents and

children. If no family is available there are two alterna-
tives: neglect or formal care.

Robine and colleagues are right to argue that policy
makers need to anticipate trends in the number of old-
est people. Demand for care is not about age in itself,
and they point out that their cut off age of 85 and above
is arbitrary. Forecasting care needs has less to do with
how old people are than with who they are and how
old they will be when they are expected to die. Major
differences in rates of mortality and morbidity still occur
between groups—for example, according to social class,
sex, ethnic origin, and geographical region—and the old-
est people in each group will vary in age. Those most in
need of care will need care at an earlier age.

These problems are important not only in Switzer-
land and the United States but also in the UK and most
Western states where life expectancy is increasing. Social
change and economic wellbeing mean that wealthy
countries have postponed their healthcare liabilities
until later. First world countries have swapped infant
mortality and childhood illness for the burden of care
of the elderly. Caring for the oldest old is the price of
affluence.
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Reed Elsevier’s arms trade

Scientific communities must work together to prevent the sale of arms

In a recent editorial in the Journal of the Royal Society
of Medicine, Richard Smith drew attention once again
to the paradoxical and disturbing association between
Reed Elsevier, a huge global publishing company, and
the international arms trade.! While promoting world
health through its publications, including the Lancet,
Reed Elsevier also organises international trade fairs for
the arms industry. By facilitating the sale of armaments,
Reed Elsevier is directly implicated in causing untold
damage to health. This hypocrisy is well illustrated by
Smith’s “absurd” example of an imaginary tobacco
company that publishes health journals to increase
tobacco sales. Sadly, his example is neither absurd nor
imaginary. In 2005, an article in the Lancet reported
undisclosed relations between the tobacco industry and
the health related journal Indoor and Built Environment.?

Reed Elsevier’s purpose in publishing the Lancet and
other health related journals is not to covertly support
arms trade revenues. Reed Elsevier, like any other
company, aims to make money through business activi-
ties that have diversified over time. But its activities in
organising exhibitions for the arms trade are only a
small part (we believe about 1%) of its turnover. Why
would Reed Elsevier risk alienating the essential part
of its money making business—the health, science, and
education sector—to allow a continued association with
a much smaller asset—the arms trade?

For alienation is what’s happening. In the short term,
the publicity surrounding this controversy may be good
for Reed Elsevier, if all publicity really is good public-
ity. In the long term, however, the consequences of the
debate could be disastrous for the company’s reputation
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and profits, and, if journals do more good than harm,
for world health.

In September 2005, when the Lancet first highlighted
Reed Elsevier’s links with the arms trade, there was an
appropriate outcry from the journal’s international advi-
sory board and global opinion leaders.** More recently,
condemnation of Reed Elsevier has come in a letter to
the Times signed by 140 prominent academics,’ in rapid
responses to a BMJ news article,® and via an online
petition that has collected approaching 1000 signatures
(http://idiolect.org.uk/elsevier/petition.php).

This continued and growing negative publicity could
have several possible effects. The inevitable damage to
Reed Elsevier’s global corporate reputation will proba-
bly lead to lost business opportunities and thus reduced
profits. Damage to the reputation of Reed Elsevier pub-
lications, such as the Lancet, may lead to fewer high
profile submissions, for which journals fiercely com-
pete, and so a reduction in essential revenue derived
from the sale of reprints. Furthermore, damage to the
reputations of health journals including the Lancet could
have a negative impact on global health, which these
journals strive so hard to improve.

It has not been a straightforward decision to speak
out directly on this issue. The BM]Jis often seen as being
in competition with the Lancet and might be seen to be
cashing in on the Lancet’s discomfort. But the B/ has
no wish to see the Lancet diminished. The two publica-
tions are in many ways complementary, and together
they represent important evidence of the continuing
influence of British publishing and science around the
world. Collaborations between the BMJand the Lancet
have repeatedly helped raise awareness of important
issues in health care and research, 7' and more are
planned. Anyone interested in global health should
want the Lancet to continue to thrive unhampered by
such disastrous bedfellows. As Smith says in his recent
rapid response to a BM/ news article on this subject,
“Are people not bothered or are they scared to speak
up? Or perhaps people think that it would be disloyal
to the journals, which include the Lancet. If people are

wary of being disloyal I urge you not to be. You do
nothing but good for the Lancet and the other journals
by speaking up.”® So the BMJ joins the Journal of the
Royal Society of Medicine in calling for action against Reed
Elsevier.

The scientific and health communities with which
Reed Elsevier is linked in a symbiotic relationship have
a clear opportunity to exert their influence. As a group,
these communities have the power to influence corpo-
rate strategy. They must sign petitions such as the one
identified here, the societies for which Reed Elsevier
publishes journals must look for alternative publish-
ers, and editors of journals must express their disgust
at the company’s arms trade activities through collec-
tives such as the World Association of Medical Editors
(http://www.wame.org/). Furthermore, academic and
industry funded researchers should now agree not to
submit their high profile randomised control trials to
Reed Elsevier journals until links with the arms trade
are ended. They should make these decisions public,
thus ending their tacit support for the company’s links
with the arms trade. Direct loss of revenue in this way
would quickly identify to Reed Elsevier that the scien-
tific world will no longer tolerate its warmongering and
health damaging business activities.
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