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UNHEARD VOICES

The Obstetrician
[FROM A SPECIAL CORRESPONDENT]

"What really annoys me," said Mr. McEnders, "is the nonsense
the newspapers write about doctors. A recent feature on
careers for school-leavers in a quality Sunday newspaper said
that consultants earn £10,000 a year. As a 36-year-old con-
sultant I am paid just about C3P000 gross by the N.H.S.-and I
work damned hard for it."

Certainly he was busy. He and his two consultant col-
leagues ran a unit which dealt with 3,000 deliveries a year.
There were 10 junior staff-mostly of high quality-but he
commonly found himself in the gynaecological outpatients at
1.30 p.m. with no lunch and an operating list starting at 2 p.m.
He usually got home at about 7 p.m. He was on duty only one
night a week and one long weekend (72 hours) in three, bu- he
found the 'phone rang almost every night and at least once a
week he got up at night to go to the hospital.

Delegation of Responsibility
"I find one of the hardest things about my job is delegation

of responsibility," he went on. "I believe that when a patient is
referred for a gynaecological opinion she should see the con-
sultant unless this is impossible. I admit that when I go in at
night I often sit in the corner of the theatre while the registrar
gets on with the procedure-but I am happier if I am on the
spot." One of the things that had struck him during his junior
appointments had been the wide variation in the attitudes
consultants had to their work. "In some ways we are our own
worst enemies," he said. "I know consultants-theoretically
maximum part-time-who seem to manage four free after-
noons a week, never come in before 10 a.m., and leave their
registrars to wade through enormous outpatient sessions. Can
we blame people who think we have an easy life?"
The hospital was an old poor-law institution, but money

had been spent on it, and he had no complaints about the
wards, theatres, or outpatients department. A third of the
junior staff lived in purpose-built married quarters, and with
good time off the jobs were popular. He had had 100 appli-
cants for his S.H.O. job last time-but not even one had been
a British graduate. Housemen and registrars, however, usually
came straight from a teaching hospital which had a link with
his group. There were too few nurses. The establishment was
up to strength, but many nurses were part-time married
women, and the administrators seemed unaware that women
with small children had a high rate of absence of work-often as
many as 25 % of the nurses were off sick or absent. Wards had
to be divided into high and low dependency areas because
there were too few trained nurses, and he believed the stan-
dards of the trained nurses were lower than in Edinburgh.
Often on ward rounds he would take the thermometer off the
wall and take the patient's temperature himself because it had
not been done.

Crazy Administration
The administration of his region was patchy in quality.

Some aspects of it were crazy. He had been called to the

'phone during an operating session and told he had two bours
to decide what equipment he wanted to buy with £1,000 left
over from the annual budget which would be lost if it was not
spent that year. He was amused at the legacies of pre-N.H.S.
days-the two other hospitals in the group had been voluntary
hospitals, and formal invitations were sent to the staff inviting
them to the Christmas dance. At his ex poor-law hospital, a
notice went up in the main corridor-"Christmas Dance at the
Locarno-tickets from the Hospital Secretary."
McEnders avoided committees-leaving them to older men

with fewer clinical commitments-and took little interest in
medical politics. He was not a member of the B.M.A. and
never read the B.M.7. Supplement; he told me that he haid no
idea what the Joint Consultants Committee did, and though he
had heard the word Seebohm it meant nothing to him.
Significantly, he had read the Godber report on The Responsi-
bilities of the Consultant Grade, and was worried about
its implications. It was important that the skills and training
of consultants should be used economically, and this meant
that each one must be responsible for a large number of
patients, with delegation of routine work. It was wasteful to
have a consultant obstetrician looking after normal women
having normal babies. If he was to be expected to do more
teaching of postgraduate or undergraduate students some of
his other sessions would have to be dropped-but it was
nonsense for every hospital to have a teaching programme: he
had put a lot of time and effort into a course for the
M.R.C.O.G. and it had been very poorly attended-again a
frustrating waste of time. In effect his hospital ran a division
of obstetrics and gynaecology, though no sessions were given
to a consultant for administration, and it had been agreed not
to have a divisional waiting list or a divisional policy on
abortions.

G. P. Obstetricians

There were three G.P. units within a range of 20 miles of his
hospital, he told me, and these were covered by the flying
squad. Theoretically, each unit was supervised by a consultant
obstetrician, and the obstetric division laid down guide lines
on criteria for booking for the hospital or for the units and on
other clinical matters. He thought this was wrong. He saw no
objection to G.P. units if the G.P.'s ran them and took the
responsibility for them-backed up by the flying squad. There
was no possibility of booking all patients for hospital delivery
in the foreseeable future.
The Abortion Act had given him more work. He saw two or

three patients each week, and agreed to an abortion in about
two-thirds of the cases. On the other hand, one of his col-
leagues nearly always refused operation. He usually did the
terminations himself, since he believed it wrong to ask junior
staff to do a procedure about which they might have ethical
qualms. "We're doing a lot of sterilizations, too," he went on
"and we've just got a laparoscope-but, as usual, a few bits
and pieces were missing when it was delivered, so we've not
been able to use it yet."
Was the job living up to his expectations? McEnders had no

BRITISH
MEDICAL JOURNAL 559

 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.1.5695.559 on 28 F
ebruary 1970. D

ow
nloaded from

 

http://www.bmj.com/


560 28 February 1970 The Obstetrician BRITISHMEDICAL JOURNAL

doubts about the satisfaction he got from his work. He had
rejected emigration mainly because he believed the N.H.S. was
fundamentally right-and within the State service he was se-
cure, well protected by competent junior staff, and using his
skills to supervise 1,000 deliveries a year indirectly, picking up
the complications and abnormalities. "In a private practice
environment," he went on, "I would be spending more of my
time on normal cases, and I would not see the challenging and
interesting stuff I get here." But it was ironic that only by

growth of his private practice did he see any prospects of
financial security. He had been appointed a consultant at 34,
after only two years as a senior registrar, but by that time he
had had nine different homes and had accumulated four
children and heavy debts. He had had to buy a house large
enough for a consulting room and a waiting room, and though
the road to the cross-channel airport passed close by he saw no
prospect of a summer holiday in France-there was just not
enough cash in the kitty.

Electrocardiography and the Family Doctor
DAVID SHORT,* M.D., PH.D., F.R.C.P.

The diagnosis of coronary heart disease is one of the most
difficult problems which the family doctor faces, and as a rule
an electrocardiogram is essential. Who should record it, and
who report it? Three answers have been suggested. The
first is that every patient with suspected coronary disease
should be referred to a cardiologist. The second is that family
doctors should have their own electrocardiographs and thus be
self-sufficient. The third answer is a hospital-based car-
diogram reporting service. Under this arrangement the family
doctor sends the patient to hospital with a short note of the
relevant clinical data, the cardiogram is recorded by a tech-
nician, and the tracing is presented to the cardiologist for his
report, which is then transmitted to the family doctor for him
to make the final decision regarding diagnosis and treatment.
A variation on this method is for the family doctor to arrange
for the recording of the cardiogram and send it to the car-
diologist for reporting.
There are advantages and disadvantages in all these schemes.

For a cardiologist to see every patient should lead to the most
accurate diagnosis; but the volume of work would be such that
more cardiologists would bie required. As things stand at pre-
sent a major problem would be that of delay. Unless special
arrangements were made for this type of consultation patients
would often have to wait several days, if not weeks, for an
appointment. Another disadvantage of this scheme is the loss
of clinical independence of the family doctor. It would clearly
be an advantage if he could manage the situation by himself
without referring the patient to another physician.

Accuracy of Diagnosis
Many of the disadvantages of the first scheme would be

overcome if the family doctor had his own electrocardiograph.
Delay would be reduced to a minimum and he would be
self-supporting. But what of the accuracy of the diagnosis?
This is the snag. Only those with experience in this field ap-
preciate the difficulty of accurate diagnosis of coronary
disease. The electrocardiograph is very far from being a magic
box. One of the major problems is that when an infarct is
small and recent the cardiogram often shows no definite ab-
normality (Short, 1968). Another is that it may show evidence
of infarction in a patient whose symptoms are non-
*Consultant Physician, Cardiology Department, the Royal Infirmary,
Aberdeen AB9 2ZB.

coronary-for instance, in a patient with pleurisy or cervical
spondylosis who has had a silent infarct in the past. It is often
impossible to tell from a single tracing whether the abnorma-
lities are old or recent. Another difficulty is the differentiation
between left ventricular hypertrophy and lateral infarction.
Very few family doctors have either the training or the

experience to enable them to make an accurate assessment of
coronary disease in their patients. A crash course in cardiogiam
reporting is no solution to the problem because, apart from the
recognition of the commoner arrhythmias, cardiographic in-
terpretation cannot be learnt quickly; and, in any case, there
is so much more to coronary diagnosis than interpretation of
cardiograms. The only type of family doctor who could under-
take this work would be one who had been trained for at least
two years in a cardiac department and who undertook the
diagnosis of coronary disease for a large group practice.

Reporting Service
What of the middle way-the cardiogram reporting service?

There have been several encouraging reports of its use-for
example, Seymour et al. (1968), Lorimer and Kennedy (1968),
and Morgans et al. (1970). This scheme has the advantage of
an expert opinion on the tracing while leaving the familv
doctor in control of the clinical situation. Its danger lies in the
fact that the cardiogram so rarely shows clear evidence of
infarction and so often shows only slight non-specific ab-
normalities (Short, 1969a).

Coronary disease can be accurately diagnosed only if the
cardiogram and the clinical picture in all its detail are syn-
thesized by one experienced doctor; in the same way that two
sound eyes in one head are needed for accurate visual appre-
ciation of spatial relationships. Detailed knowledge of the
patient's symptoms, the shape of his chest, the character of
the apex beat, the presence and quality of murmurs, as well as
the level of the blood pressure and the drugs he is taking, are
essential to diagnosis (Short, 1969b). The family doctor re-
quires an unequivocal answer to the question: Does the
patient suffer from coronary disease and, if so, is it progres-
sive? Long experience of a cardiogram-reporting service has
led me to conclude that a cardiologist with a single cardiogram
and a brief note before him can seldom give it. The minor
variation on this scheme by which the family doctor records
the cardiogram and sends it to the cardiologist for reporting
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