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UNHEARD VOICES

The Consultant Physician
[FROM A SPECIAL CORRESRONDENT]

The new district hospital is almost at the end of the line.
Even by road it seems a lot more remote from the places that
matter than the map would suggest. Both the regional hospital
board headquarters and the medical school are half a day's
journey away, and London is a lot further. Nevertheless, this
remoteness, real or apparent, underlies only some of Dr.
Pinkerleigh's grouses. To be sure, as a consultant physician he
thinks that better use could be made of existing resources if he
could talk to "them" on a man-to-man basis. But in his
view the main trouble is shortage of money, so that the hos-
pital is trying to do too much with too little. Despite the fact
that the hospital is new, it is unfinished and too small; too few
beds, doctors, nurses, and ancillaries mean that the standard of
service to the patient must suffer eventually, and he believes
that this is happening already.
Now in his late thirties, Dr. Pinkerleigh has been consul-

tant for five years. He has two consultant colleagues working
in the hospital, each also with 30 medical beds. So far he has
had little difficulty in recruiting junior staff; the county town
with its 30,000 inhabitants is a pleasant one to work in, and an

"old boy" net with his teaching hospital ensures .hat his
housemen are among the best students of their year. The quality
of his registrars has also been high, though he complains that
they always scuttle back to their teaching hospitals once they
have passed the Membership, as they almost inevitably do.
Moreover, all attempts at persuading the medical school to
start a scheme of rotating registrars and senior registrars have
so far come to nothing.

Merit Awards and Premium Bonds
I asked him how he spent his week. "I do two ward rounds

and two other sessions a week in this hospital and another five
outpatients at various local hospitals. Officially we're on take
one night and weekend in three, but I'm always 'phoned up if
there's any problem with my patients and I've found that it's
no use going to bed before twelve if you want an undisturbed
night. Even though we've streamlined our administration and
set up a divisional system here, committees still seem to take
up three evenings a week, and one can't miss any of them if
you want to be in on the plans for the next ten years. But the
trouble is that when the committee is over you may have a

domiciliary visit to do-I do about 260 a year-and you're not

feeling at your best by the time you see the patient. I also do
two private consulting sessions a week in the town, although

the county's too poor for there to be much demand for private
practice in medicine." What about merit awards, I asked.
Pinkerleigh laughed; "here we regard them like prizes with
Premium Bonds; you don't expect one and are surprised if you
ever get a letter saying you've won one. The secrecy means
that I don't know how many doctors here have them, although
I suspect it's only about two. What annoys one, though, is that
I know old Jimmy Stripling, an indifferent idler if there ever
was one, got a C award as soon as he was appointed to the
medical school at St. Swithun's."

Dr. Pinkerleigh estimates that he spends four hours a week
at clinical meetings or teaching. There is a flourishing pro-
gramme of postgraduate training, both vocational and con-
tinuing, and the local medical society meets every six weeks or
so. Medical students are attached to the firms in the summer,
and besides teaching them he also gives a number of lectures to
the nurses. The regional board is generous with study leave and
travel grants to go to conferences and courses in London and
other centres. "The result of all this," he says, "is that I have
little time left for reading the journals, doing any research, or

seeing my family. On the other hand, if I didn't get out as
much as possible I would soon lose any real contact with
what's going on outside."
What about the hospital itself, I asked. He answered with a

wave of his hand, to indicate the good things about it-a really
modern, purpose-built unit, attractively designed both inside
and out, with a superb view of the countryside from its win-
dows; first-rate ancillary diagnostic facilities; modern equip-
ment and well-trained nurses. "But the place is far too small;
it was first planned 15 years ago and was five years in the
building. We now won't get anything more before 1978, and I
reckon I'll be in my mid-fifties before the whole hospital is
completed. At the moment we're working under great pres-
sure; I saw 6,500 outpatients last year and 1,300 patients went
through my wards. Compared with the year before that, our

workload went up by 20%." "But are there any real signs that
the patients are being adversely affected by this pressure?" I
said. Pinkerleigh thought there were; on average each patient
was now staying in the ward for just over ten days, and the
doctors were having to cut dangerous corners to achieve this
figure. "Just before Christmas I admitted a man with a

suspected infarct to the coronary care unit, which I run. In the
end it turned out to be only a severe attack of angina. Ordin-
arily I would have liked to have kept him in the ward for
another couple of days, but, such is the demand, I couldn't
spare the bed. I heard later that two days after he went out he
developed left ventricular failure and died. We're also bede-
villed by a shortage of equipment-for instance, we can afford
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The Consultant Physician
to connect only four of our six coronary monitoring units to
the central console at the nurses' station. In the recent 'flu
epidemic we didn't have enough respirators to treat all the
patients seriously ill with pneumonia, so that probably some
died whom we could otherwise have saved."
The solution to many of these problems, he thought, was

more money-to pay for more geriatric beds, so that a
thorough-going progressive patient care system could be
started; to employ more nurses (which were available locally,
though the Department had refused to increase the establish-
ment); to pay secretaries better, so that they were not attracted
by the higher wages paid by offices in the town. Money should
also be devoted to a crash building programme to provide
another 60 medical beds and to enable another medical con-
sultant to be appointed. He was not frightened of any compe-
tition for private practice; he made little over and above the
full-time equivalent salary, anyway, and given a pay
increase-say, to £6,000 a year-he would willingly transfer to
full-time work and spend more time in the hospital.

Poor Cover for Emergencies
Another consultant would also help with cover for emer-

gencies and off-duty periods. "Although the regional board is
generous with study leave", Pinkerleigh said, "we're not al-
lowed locums for periods of a week or less. It so happens that
in a couple of weeks' time the senior man and myself want to
go to the College course in advanced medicine, which has a
particularly interesting programme this year. We're going to do
so, but it means that the third consultant has to spend the
entire week on call-which I think is asking too much of
anybody.
"But there's an even more serious aspect of too few consul-

tants," he continued. "Last year after a meeting of the medical
staff committee, I had to do two domiciliary visits, one at C,
the other at D, at the opposite ends of the county. Now both
of these visits were necessary, but the thing that really worried
me was that-apart from driving 120 miles on narrow country
roads and arriving home supperless well after midnight-I was
totally out of touch with the hospital for four hours, and we
were on take that evening. If one of mY colleagues had been
on holiday, and perhaps the other had gone out for a long
walk, the whole hospital would have depended on the medical
registrar. This is the thing that worries us about the implica-
tions of all these reports-Todd, the Functions of a Consultant,
and the Green Paper. In effect consultants have been told
that they'll have to do with fewer registrars and housemen
than at the present; they must roll up their sleeves and
do more of the humdrum work. This patronising directive has
infuriated doctors in the periphery. We're already fully
stretched; the recent concessions to junior staff, though a
great step forward, now means that the whole division is
always short of one registrar or houseman away on study
leave; and our workload is going up every year without any
increase in help. We've tried to get general practitioners to
work in the hospital, but they usually say that they're too
busy, not interested, or the pay isn't enough."
Did he have any suggestions about raising- the extra money,

I asked. Pinkerleigh thought that any really effective increase
could come -only from a central decision to raise the propor-
tion of the gross national product spent on health, to much
the same as that in many other European countries. True,
minor measures-such as a charge for inpatient meals or
general-practitioner consultations-might help, but they would
never provide the millions of pounds needed for the whole
country. "As far as this hospital's concerned," he went on,
"you also have to remember that this isn't a rich county. Al-
though there's a lot of good will from the hospital league of
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friends and the local Rotary Club (which bought us a haemo-
dialysis machine last year) we could never hope for self-help
on the scale of a region where there are a lot of rich industries
about. In fact, for this reason we've resisted the temptation to
try and cut down on our travelling time by centralizing the
outpatient clinics on this hospital and closing those at the
outlying ones up to twelve miles away. Not everybody has a
car, public transport services get worse, and this kind of
closure could inflict real hardship on the patients, though it
would make our life a lot easier."

Streamlining Administration
But surely something more could be squeezed out by more

efficient use of what they had already, I suggested. "Yes, of
course," Pinkerleigh agreed, "but 'they' don't help us. Take
this perennial question of carrying over unspent money from
one year to the next. I feel very strongly about this, for last
February our finance officer (who's a real genius in making
money go as far as it can) came and said he had £1,500 left
and would I like to spend it on urgently needed equipment.
As it happened, we needed a mobile cardiac-arrest trolley,
costing about this amount, so off we sent our order. But there
were delays in delivery and the trolley didn't arrive until May,
well after the end of the financial year. So our cherished
£1,500 had to go back to the Treasury, and we had to find the
cost out of this year's allocation. I've never met anybody who
can justify this piece of infuriating officialdom.

"All this is just another illustration of what the pompous
would call 'the need for dialogue,' Our decisions or recom-
mendations go from the hospital management committee to
the regional hospital board and thence to the Department of
Health. What eventually comes back is a short decision-yes
or no-without the reasons. Two recent minor episodes will
show what I mean. When they built the nurses' training
school the plans included a small lecture theatre. We
suggested if this was enlarged to hold 100 people and given
projection facilities that it would do for postgraduate teaching
and meetings, and make building our postgraduate medical
centre a low priority. Eventually back came the answer 'No';
we now have a lecture hall taking 50 people-which is too
small for most of our meetings-and nobody's told us how
we're going to raise the £40,000 I'm told is needed to build
our postgraduate centre. Again, take this business of com-
munal eating. I'm not antidemocratic and in principle have no
objection to eating in the same dining hall as the nurses and
the orderlies. But in practice the tables are so close that it's
impossible to talk about staff or patients or medical politics.
When we're all so incredibly busy, and it's difficult to get hold
of Barrowby because he's twenty miles away in F, this seems
a terribly shortsighted policy, which could only be made by
somebody in London without any knowledge of how we work
and what we need. Another good example of this was that
when this hospital was built no offices for the consultants were
included; eventually we managed to find and convert unused
store rooms. Now, if I knew that Widmerpool at the Elephant
was really behind any particular decision I could ring him
up and talk man to man. We could try, say, trading a larger
lecture hall against enlarging the isotope lab. next year. At
least I would have some idea of his point of view and he of
mine."
"Another thing that would make life easier," he went on,

"would be to speed up the central policy decisions. The other
afternoon we were given four days to draw up our require-
ments for the division of medicine for the next ten years; why
the haste at this end when we know that no decisions will be
taken on what we say for a couple of years? Again this is the
kind of problem -that more contact with the centre might help
to solve."

422 14 February 1970

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J: first published as 10.1136/bm

j.1.5693.421 on 14 F
ebruary 1970. D

ow
nloaded from

 

http://www.bmj.com/


14 February 1970 The Consultant Physician BMDICLJoL 423

Summing Up

Finally we discussed the good and bad aspects of the set-
up. Pinkerleigh agreed that he was practising the kind of
medicine he wanted to, without clinical interference, and that
he would not change his job for anything. But, he thought,
compared with the local general practitioners and other pro-
fessional men, the consultants were poorly paid for the long
hours they worked-especially the clinicians. What really irked
him was the meanness of the authorities. No realistic payment
was made for the many hours spent travelling to and from
outpatients and domiciliary visits. No proper time allowance
was made for the periods spent on dictating letters andc notes,
administration, and teaching. The refusal to pay for any
domiciliary visits over 200 a year was grossly unfair, since they
had to be made, often at inconvenient hours and in his spare
time.

The thing that worried Dr. Pinkerleigh most was what the
position would be in fifteen years' time; he doubted whether
working conditions would get better and thought there were
now objective signs that they were deteriorating. "I know
many people might envy me this new hospital," he said. "The
trouble is that as registrars we've been conditioned to work in
nineteenth century slums. In fact, our kind of place should be
what we-and the patients-expect as a right, as they do in
Scandinavia and the States. Obviously, the present situation
must be changed, but I think in this region they're going
about it in the wrong way. They're trying to build four or five
new district hospitals without the expertise or the resources.
I've seen the existing slums at I, J, and K and I don't blame
anybody for agitating for their replacement. But surely it
would be better to concentrate on setting up a really first-
class complete unit in one place and then move on to the
next."

FOR DEBATE . . .

Impotence in Farm Workers using Toxic Chemicals
MICHAEL L. E. ESPIR,* M.A., M.B., M.R.C.P. ; J. W. HALL,,t M.D., B.HY.,D.P.H. ; J. G. SHIRREFFS,t M.B., CH.B.

DAVID L. STEVENS,§ M.B., M.R.C.P.

Sammary: Four out of five members of a team of farm-
workers who had been using various herbicides and

pesticides in intensive agriculture became impotent.
Sexual function recovered after further contact with the
chemicals was stopped and hormone therapy had been
given, though in one case this took about a year. We have
not been able to incriminate one particular substance, but
with the circumstantial evidence and the lack of any other
obvious cause it seems likely that the impotence was due
to the toxic effects of one or more of the chemicals being
used.

Introduction

Impotence is unusual as an isolated symptom, and its occur-
rence in four out of five members of a team of farmworkers
who were engaged in spreading chemicals strongly suggested a
toxic cause. The men were working on a large estate using
herbicides and pesticides as shown in the Table.

Case Reports

Case 1.-The farm foreman, aged 46, was married and had one
child. He was the first to consult one of us (J.G.S.) about three
weeks after his symptoms began in April 1967. He complained of
difficulty in achieving and maintaining an erection, having been
previously normal in this respect. The possibility of a toxic cause
was not suspected immediately, but fortuitously he stopped work-

* Consultant Neurologist, Regional Department of Neurosurgery and
Neurology, Derbyshire Royal Infirmary, Derby.

t Medical Officer of Health, Barrow-upon-Soar Rural District Council.
t General Practitioner, Barrow-upon-Soar, Leicestershire.
S Senior Registrar in Neurology, General Infirmary, Leeds.

Substances Used on the Estate in 1967, Showing Purpose and Period of Use
and Degree of Toxicity

Group of Compound Use Season Degree
Compounds of

Toxicity*

F Malathion I. A. E. L. +
Thimet phorate I. E. + + +

1. Organophosphorus Morphothion I. E. +
Formothion I. A. E. +
Metasystox I. L. + + +

2. Substituted phenols Dinoseb H. E. L. + + +
3. Dipyridyls Paraquat H. E. L. + + +
4. Organochlorides Dieldrin I. E. L. + +
5. Substituted phenoxyY.Dichloroprop H. E. L. +5.mpSubsittdspeoy 2,4.1). H. E. L. ±

compounds ~~~~M.C.P.A. H. E. +
6.Triazines Desmetryne H. E. +6. Triazines ....... ....( Simazine H. E. +

7. Carbamates Barban H. E. L. +
8. Dithiocarbamates Mancozeb Fu. E. L. +

, Urea with Fe. E. L. +
9. Ureas and uracils ammon, nitrate

Linuron H. E. L. +

H. = Herbicide. I. = Insecticide. A. = Acaricide. Fu. = Fungicide. Fe. Fertilizer.
E. = Early spring. L. = Late summer/autumn.

*Degree of Toxicity: + = slight, + + = moderate, + + + = severe. This is intended
only as a rough guide and has been determined by reference to Edson (1955,
1960), Deichmann and Gerarde (1964), and Graham (1962).

ing with chemicals at this time. He was given methyltestosterone 5
mg. q.i.d. and had recovered completely within two months of the
onset-that is, by June 1967. He was the least severely affected.

Case 2.-This man, aged 44, was the younger brother of Case 1.
He was married and had five children, the youngest being born in
1964. In August 1967 he developed impotence, and three months
later his wife sent him to see J.G.S. The symptoms were the same
as in Case 1, and in view of their common occupation, a toxic
cause was considered and he was advised to discontinue working
with chemicals. He was also given methyltestosterone, and his
symptoms cleared completely within three months.
Case 3.-The tractor driver, aged 37, was married and had one
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