strengthening programmes to control tuberculosis; organ-
ising care for people with HIV infection; and increasing the
educational and socioeconomic opportunities for women.
These focused interventions are broadly consistent with
reform measures for health care recommended by the
World Bank.'

Finally, what are the research and public health implica-
tions of the evolving pandemic for Britain and the interna-
tional community? Greater attention should be paid to the
growing epidemic in Asia without assistance for Africa
being jeopardised. As the epidemic in Asia expands, citi-
zens of European countries who are of Asian origin and
those who travel to Asia may be at higher risk of exposure
to HIV infection than previously. Increased emphasis is
required on behavioural research, both in industrialised
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and in resource poor countries. Despite extensive under-
standing of the basic epidemiology of HIV infection'” our
scientific knowledge of the effectiveness of intervention
strategies is weak.'® The ultimate importance of last week’s
summit in Paris will be measured in terms of future invest-
ment in effective intervention in the most heavily affected
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The five years after qualification

The psychopathology of hospital life 1s keeping women doctors away

The week that saw a coroner request the urgent examina-
tion of junior doctors’ working conditions (p 1530)' also
saw the publication of Doctors and Their Careers: A New
Generation (p 1529).2* The latest report in series of inter-
views with doctors, it confirms that their unhappiness is as
great as ever. An earlier report considered three cohorts of
men and women who had graduated in 1966, 1971, and
1981.* In the present study 124 female and 105 male grad-
uates from 1986 were interviewed; most of the compar-
isons are with the graduates of five years before. The
author’s aim was to focus on “changes or trends in the
activity or participation rates of women doctors,” but her
book relates to both women and men (as did her previous
one).

Allen’s starting point is that half of medical graduates are
now female but that the proportion of women falls with the
seniority of rank: in 1993, 17% of consultants and 26% of
principals in general practice were women. Although the
trend is up, the NHS Executive’s goal of women making
up 20% of female consultants by the end of this year is
unlikely to be met.” In certain specialties the picture is
gloomier, with women making up 4% of consultants in
surgery, 11% in accident and emergency, and 15% in
obstetrics and gynaecology. In Allen’s latest cohort less
than a third of the women were working in hospital medi-
cine.

Some 90% of the men and 67% of the women were
working full time while 9% of the women and 3% of the
men not working at all. The numbers in part time training
posts could be counted on one hand. Allen uses these
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figures to point out that the difference between the sexes is
much more to do with the grades that they occupy than
with their clinical contribution. For example, only 10% of
the women were principals in general practice (compared
with 23% of the men) and only 17% were registrars (com-
pared with 34% of the men). In 1981 women made up
29% of registrars.

Allen spends much of the report looking for the reasons
for the differences in status, having largely discounted the
one that is always presumed—that it’s all to do with who
has the babies. In fact, in both cohorts only around a fifth
of the women had children and smaller proportions of the
women than the men had more than one child. What’s
more, men with children were just as likely as women to
see them as a constraint on their careers. Nor were these
women any less bright than the men—their grades at A
level were considerably higher than the men’s.

Having removed the stereotypical explanations, the study
shows that the things doctors regard as holding them back
are remarkably similar for men and women and over time.
They come down to the same old problems of appalling
working conditions and extraordinary training regimes; if
anything, the 1986 cohort regards them more negatively
than the previous one. Overall, 45% of the 1981 group saw
the unsocial hours and fatigue as a constraint, compared
with 62% of the 1986 group. From the quotations in the
text it is clear that these conditions drove many young doc-
tors away from hospital medicine. Examinations and the
pressure for research are regarded as exacerbating the
effects of long hours.
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The second constraint was the need for mobility, espe-
cially problematic with the poor housing market, and dual
career households. Marriage was seen as a constraint for
both men and women, to a much greater extent than were
children. Seemingly, it is the effects of the working condi-
tions on the family that affect choice of career rather than
the family alone affecting it. This goes right down to the
day to day detail of how hard it is to keep a nanny when
you work such dreadful hours. Sadly, the women in the
study see this as a problem for women rather than a
problem for parents.

Senior doctors come in for their usual share of criticism
in terms of the effects they have on women’s careers in par-
ticular. In the words of one young woman: “I was very
ambitious at first and it made me want to do gynaecology
because I felt they needed more women in the specialty.
But then I realised that I didn’t want to spend the rest of
my life on the defensive.” So she became a general practi-
tioner. Other quotes speak of humiliation right through
medical school and on—for example, “Our consultant
renal physician . . . said he couldn’t see why women tried
to do medicine as they’d only go off to ‘breed some time,
like an old cow’ ”; and “One of the professors said, ‘Why
are we wasting time on you when you’ll end up washing
nappies?’ ” Such an irrational remark, contrary to all the
evidence, sounds more like wishful thinking to me. A
locum in general practice noted, “They tended to favour
women for junior posts because they’re more consci-
entious and work harder. But they didn’t see them as
career doctors.”

Clearly, throughout medical school and their early post-
graduate years these doctors are inspired by good examples
from seniors and appalled and driven running from those
who humiliate and bully. Although this occurs for both
men and women, for women the remarks tend to strike at
their core in terms of gender—something that will
inevitably be demoralising for all but those with the thick-
est of skins. Certainly women emerge as more self critical
than men,®and this in itself is likely to stop them applying

for more senior posts.

This bantering (at best) and abuse (at worst) may under-
mine the foundations of any career ladder, so nothing more
than the first rungs are attempted. But many of those with
the confidence to go for higher jobs are still met with selec-
tion processes, often blatantly illegal, that ensure that they
climb no further.

It’s a grim picture of little or no change, and in some
cases an actual deterioration, in what might make things
better for these young women and men. People have
likened changing the NHS to changing course in an ocean
liner; it seems to me that changing medicine is more akin
to trying to turn an iceberg. So many of the blocks and
dangers are hidden under the surface. There are the mys-
tique and initiation rites that come secretly with any pro-
fession; the psyches of some consultants that suggest little
better than misogyny; and the women who so often blame
themselves when things go wrong and complain politely if
at all. These factors and more need researching and
addressing—and not just in medicine—if any fundamental
change is to take place.

Allen produces a useful list of recommendations. For me
the glints of light in the study come mainly from the young
men, many of whom now see that what is happening to
them and to women is wrong. The most hopeful trend that
Allen’s data show is the increasing recognition by these
doctors of discrimination by some seniors. If they can just
hold on to that, things might eventually change.
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Diagnosing pulmonary embolism

D-dimer needs rigorous evaluation

All doctors with patients suspected of having an acute deep
venous thrombosis or a pulmonary embolism would love a
diagnostic magic bullet. They long for a test that would
rule in or rule out the diagnosis of venous thrombo-
embolism with a high degree of certainty. Ideally, such a
test would be rapid, non-invasive, and widely available.

The search for a reliable test has continued because the
clinical diagnosis of thromboembolism is neither sensitive
nor specific. Neither symptoms nor examination of the legs
are reliable; nor can clinical signs or symptoms define the
presence or absence of pulmonary embolism. Clinical signs
and symptoms can only suggest these diagnoses—and
asymptomatic venous thrombosis and pulmonary
embolism are both fairly common.

Not surprisingly, then, over the years a succession of
simple, relatively non-invasive tests has been explored.
Blood tests have included measurement of the “diagnos-
tic” triad of lactic dehydrogenase, bilirubin, and glutamic
oxaloacetic transaminase; immunoglobulin E'; arterial
oxygen and the alveoloarterial oxygen gradient; and

BM] VOLUME 309 10 DECEMBER 1994

fibrinopeptide A>—and others have been proposed.’* Lung
physiologists have suggested the use of measurements of
dead space and tidal volume. Radionuclide venography
enjoyed a brief career.

For various reasons each approach followed a parabolic
course from the rapid ascendancy of initial excitement to
rapid descent as its value failed to be validated. Still in play
are techniques that use radiolabelled components of
thrombus—such as platelets and monoclonal antibodies to
fibrin. Radioactively labelled fibrinogen, which provided
invaluable epidemiologic data, is no longer seen as the
answer to the diagnosis of venous thrombosis.” But com-
puted tomography and magnetic resonance imaging are
still being investigated.®

As this galaxy of non-invasive tests has moved across the
horizon a new and promising entrant has appeared:
measurement of D-dimer. D-dimer is a specific degrada-
tion product of crosslinked fibrin that is released when the
endogenous fibrinolytic system attacks the fibrin matrix of
fresh venous thromboemboli. Many recent research papers
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