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MEDICAL PRACTICE
BRITISH MEDICAL JOURNAL 10 JANUARY 1976

Contemporary Themes

Medical manpower: II women in medicine
On 28-29 November the BMJ held a tape-recorded conference at Canterbury on medical manpower. The first part, on, "Can ancillaries
replace the doctor ?," was published in last week's issue (p 25); the second (for which Dr A J Smith, assistant editor, was in the chair)
is printed below.

Discussion
CHAIRMAN: By the end of this decade perhaps half of our

medical students will be women-yet there's been far too little
serious thought given to the difficulties they will face once they.re
qualified. Last summer Mrs Barbara Castle held a conference
at Sunningdale to discuss the particular problems of women
doctors. The BMA wasn't even invited and little about it has
been published, but we do have two people here today who
attended. Dr Clark, what happened at this conference ?
DR PETER CLARK (1): The real problem of the meeting was

that it was far too large-about 50 people attending: medical
women; those with experience of running special courses or
schemes for them; and a large number of observers from the
royal colleges and the DHSS. Contrary to what I had thought,
the meeting was no political gimmick: Mrs Castle stayed all
day and said very little until her closing remarks. The programme
was very mixed in content and quality: Rosemary Rue gave
a first-class account of some practical schemes to enable married
doctors to work part time; there were some other good con-
tributions, but the piece de resistance was by five ladies giving
a personal view, including some younger ones who were fairly
unhappy and some older ones who were very contented. The
unhappiness stemmed I think from the fact that these younger
doctors regarded success for women as the top of the tree (a
consultant appointment or principal in general practice), or
nothing: anything less was unacceptable, and they weren't
very keen on part-time work. There was a particularly interesting
contribution from Dr Mary White, ofBromsgrove, who described
herself as the "local surgeon's daily help": For many years she
had a unique job as a clinical assistant in surgery providing
continuity for the firm which has helped staff and patients.
She obviously has a very satisfying life.
The papers are due to be published, but what has happened

since ? Discussions are said to be going on, but there have been
no hard proposals. My personal view is that there is no one way
for the woman doctor: individuals need different approaches.
Any rigid structure just wouldn't work.

DR CELIA OAKLEY (2): The conference was overwhelmed with
psychiatrists-about a third of the total-even if they attended
representing some other interest.
t CHAIRMAN: Dr Oakley, do you have anything to add about the
conference, or could you give us your views on the special
problems faced by married.women doctors who work full time.

Dr S R Bhate, Mr J R Butler, Dr P A Clark, and Dr R A A R Lawrence.

Two main issues

DR OAKLEY: There are two main issues: the problem of
reclaiming married women back into medicine and, more
important, to stop future women graduates from ever leaving.
Our punitive taxation and the recent introduction of separate
tax assessment for married women have already partially solved
the problem. Under the old system only when I became a
senior registrar did we- make anything out of my earnings-
and this was a big disincentive to a lot of women. Now husbands
are going to tell their wives (or vice versa) th-at they've got to
work because the family can't attain the expected standard of
living without this in any other way. This is being reflected in
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the figures: today 930o of women under 30 are still practising
medicine (compared with only 750', who are over 30), and yet
because women are marrying younger this is probably the age
when they are having their families, and when formerly they
would have given up work.

If a problem remains-and we have to remember, as Beulah
Bewley has pointed out,' that some men also drift out of medic-
ine, or are struck off, or become alcoholics-I personally would
suggest a slightly punitive attitude towards medical graduates
and require them to practise full time for three years after
qualification regardless of what else they do with their lives.
Students would undertake to give eight full-time years (instead
of five)-when they're accepted by medical school. This would
improve motivation and allow time to get postgraduate diplomas
-which is terribly important because it's very difficult to
return to medicine and then to get the MRCP or FRCS-
which are only the necessary indications of a serious intention
to specialise, and the first hurdle.
There are only meagre opportunities for part-time specialist

training. For the popular specialties the discipline is often very
hard and not suited to part-time work. The reason that more
women are in the so-called "duller," or "minor" specialites
is that these require a lesser degree of training and a smaller
amount of expertise, and usually allow more time off. So that
the women who complain about these dull jobs don't have any
grounds: they're getting precisely what their lack of training
fits them for. On the other hand, many of these jobs-in psychia-
try and community medicine, for example, are important.
You don't necessarily have to have a pyramid in medicine.
Not everybody should be struggling to get to "the top": this
is why Mary White's Sunningdale contribution was the most
valuable of the lot: she exemplifies the doing of an extremely
good job in an interesting specialty, but not at the top of the
pile.
DR W J APPLEYARD (3): You're proposing female conscription

in medicine. Will this also apply to the men ? It would be a
very dangerous precedent.
DR OAKLEY: Yes; at present the state is spending £28 000

on training each doctor.

Dr Celia Oakley and Mr R Klein.

MR RUDOLF KLEIN (4): You can't enforce this sort of scheme.
DR APPLEYARD: Do you allow women maternity leave, or have

compulsory planning?
DR OAKLEY: If women undertake to work full time they should

do so. I've had children and not taken maternity leave-that was

my choice. If you're working in one of the "popular" special-
ties you can't take a lot of time off; even as a full timer, it's a

race to keep up with the subject. But maternity leave is not the
point: it's the years of part-time work that follow it2.
DR ANNE SAVAGE (5): There are two potential obstetric prob-

lems: elderly primagravidae and mothers who want to breast
feed-and so having three months off is a reasonable proposal.
But I agree that you can't have well-trained women dropping
out-I met two only last week; both with higher degrees; both

doing nothing, and they have no conscience about this. They
should have to pay their debts back to the State, as should men:
either financially or in terms of work in the NHS, but I wouldn't
make any scheme a rigid three years' obligation immediately
after qualifying.
DR S BHATE (6): Aren't those the sorts of scheme that East

Germany and the Soviet Union are said to have introduced, and
we deplore so much in the West? The idea is not tenable in a
free democratic society.

Mr McNally, Dr G Macpherson, and Dr Beulah Bewley.

Students loans

MR KLEIN: One possible way of squaring the circle is by in-
troducing student loans.
DR APPLEYARD: I'd agree, but any idea of conscription is out

of the question and it would inhibit people from taking up
medicine. One of the difficulties is that qualified women don't
know what opportunities there are, and they need more coun-
selling services.
DR OAKLEY: We're using highly emotive words.

DR TOM ARIE (7): It's terrifying to see such a delightful person
saying such extraordinary things! The problem is surely how
we can make the best use of the present situation-early marriage,
early childbearing, and women who want to spend time with
their children. Conscription isn't the answer: it won't deter
women from having babies or going out of medicine any more
than punitive negative family allowances stop families having
more children than the state thinks fit. We must set up a civil-
ised, rational system which matches the sort of choices that
people want to be offered-to do work that develops them as
professional people. Many women's professional souls are
broken by 20 years of fitting caps. Such women need to be able
to choose, within reason, the field in which they want to work;
to choose the amount of time they want to spend working; and
in that time to be offered a training and the opportunity to
develop in their careers. Obviously some specialties lend them-
selves much more readily to this-psychiatry probably poses
fewer problems than cardiology or neurosurgery. But men
also choose their specialties in part with an eye to matters such
as the amount of out-of-hours work. We have now had twelve
women as part-time trainees in our unit at Goodmayes Hospital,2
and there are no insoluble problems in providing a full training
for them.
DR BEULAH BEWLEY (8): Dr Oakley makes me feel very untidy,

but I couldn't plan my career, as I moved six times and had
five children while working part time and later obtained two
higher degrees. Before returning to full-time medicine I never
completely dropped out as I always did three-four sessions in
child health or family planning. So it is possible to have a
family first. Today 58% of women have taken postgraduate
diplomas or degrees before they opt out of medicine, so that it
would appear that they are realising how important this is.
DR OAKLEY: Yes, this traditional problem of the married woman

doctor is largely over.
DR BEWLEY: There's another important aspect in selecting
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medical students: so often girls may be persuaded by their
headmistresses or parents to do medicine, and they may opt
out early with relief. Maturity at the time of selection is im-
portant.
DR OAKLEY: I would agree: many women never really want

to practise, and then they go around saying that they've been
discriminated against.
DR GORDON MACPHERSON (9): This isn't peculiar to women,

though: in my experience men also are pushed into medical
school by their parents. What's more, this feature is going to
get worse as more universities and medical schools abandon
interviews for prospective students and just depend on "A"
levels.
DR BHATE: Even so, some women (or men) who appear unin-

terested, because they don't talk all that much about their
patients, are probably much more keen than the apparently
keen. "Interest" is very difficult to assess: I don't know of
any reliable methods for doing this.
DR BEWLEY: Another factor is to advise women to choose

specialties in which they're particularly good-paediatrics,
for example.
DR APPLEYARD: And particularly community paediatrics,

which is a very good example of how attitudes may be changed
by new career prospects. Before the NHS reorganisation local
health doctors worked in hierarchies, often in a very limited
field. The forthcoming Court Committee Report could well
change their roles, so that some of these doctors become the
equivalent of consultants. If they are given clinical freedom,
their work immediately becomes more interesting and satis-
fying. So many jobs in medicine may be dull because of their
confined nature.
MR KLEIN: I'm worried about the idea of widening opportun-

ities for women: it's obviously in the national interest that they
should be encouraged to go into the shortage specialties.
DR OAKLEY: Hear, hear!
MR KLEIN: The other point is whether medical women are

less geographically mobile than their male counterparts. Many
women doctors are married to male doctors, so can one take
this into account in devising a strategy for employing them both,
say, in unpopular parts of the country?
DR ARIE: Geography is an important consideration. In London

it may be fairly easy for a woman doctor to get herself fixed up
with some sort of job in the specialty of her choice, part time or
full time. But in provincial towns the choices are very much
more limited.
DR J WESTON SMITH (10): All the talk so far has been about

hospitals posts: there are 22 000 general practitioners.
DR R A A R LAWRENCE (1 1): Yes, the discussion has been

appallingly one-sided: there's a tremendous opening in general
practice, and if any field needs flexibility it's.-this one. The
different phases of a woman's career need different approaches:
before she has any children, a woman doctor can play a full
part, being a principal in general practice, when she has children,
she can't fit into work as a full-time principal, because the
demands are so variable and can't be discharged under the
present contract. The problem of divided loyalties creates
tremendous difficulties in trying to run a practice.
DR OAKLEY: Surely general practice lends itself beautifully

to the halving of jobs ? If a principal wants to give up for family
commitments, it must be fairly easy to find another woman
similarly placed who would share the duties.
DR SAVAGE: It won't work that way, because of the contract

arrangements, but it should.
DR WESTON SMITH: You can't transfer patient loyalties in this

way.
DR OAKLEY: But this is the effect of the present group-practice

set-up where a patient may see often a different doctor, though
usually one that he recognises.
DR SAVAGE: I've done general practice in three ways: part

time, doing evening surgeries and Saturday morning sessions,-
when my children were young; occasional full-time locums for
single-handed principals, as my children became independent;
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and, when my children had left home, as a full-time principal
in a partnership. There was no difficulty in getting the post.

There's a lot to be said for approaching full-time general
practice in this way: you get a lot of experience from the earlier,
jobs-part-time posts are very interesting.
DR LAWRENCE: But is part-time work in general practice

fulfilling? I wouldn't like it. Are women doctors satisfied doing
just surgeries; family planning clinics, or antenatal clinics all
the time ?
DR WESTON SMITH: The fallacy of such a system is the loss

of money to the practice. If it employs doctors who aren't
principals it loses at least £2000 a years straight away. Women
doctors have either got to be full-time principals, or not.
DR SAVAGE: I was an assistant, at first. There is a case for it

if you want to work a few sessions a week or do locums.
DR WESTON SMITH: The financial loss of having an assistant

is too great ...
DR MACPHERSON: There are still many jobs to be done in

general practice: doctors go sick and go on holiday. There may
be some men doctors who'd like to work part time, and I question
this assumption that everybody wants to work full time.

Dr Anne Savage, Dr Celia Oakley, and Mr R Klein.

We're all part-timers now
DR ARIE: And anyway the idea of total commitment-of an

individual doctor being available all the time-has gone.
Hospital doctors have lately asked for a closed contract-which
I personally think is both sad and unwise, though it may now
be inevitable-so that the situation is completely different:
medical work will increasingly have to accommodate fixed
working hours, and so may, paradoxically, narrow the gap
between "part-time married women" and ordinary trainees.

It should be possible for a woman to do three or four days
a week in general practice, using an appointment system and
so on, and to give pretty well total care. We've discovered in
hospital that wards served by part-time doctors rarely generate
crises when their "own" doctors aren't there, and I'm sure that
it is similar in general practice, ifpatients know which are "their"
doctors' days.
DR WESTON SMITH: Only very minor changes are needed: if

the DHSS could be persuaded to amend the GP contract,
you could have lots of women coming to work part time in the
way you suggest, on an equal basis with men, thus entirely
solving the manpower problems in general practice.
DR CLARK: But can't the executive council pay out £1000 to

each half-time principal partner at present ?
DR SAVAGE: It's not allowed.
DR OAKLEY: This is a tremendously important point: it's

change which would have a lot of valuable consequences, would
cost no more money, and could be made overnight by minor
administrative actlon.
DR WESTON SMITH: There is, of course, a historical basis for

the present arrangement. It was one of the incentives to get
doctors to come into general practice, under the 1964 Charter,
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and the close scrutiny of GPs' work loads by the executive
council does ensure that a partner (say, a GPs wife) is really
undertaking a proper proportion of the work.

No better in EEC

CHAIRMAN: Mr McNally, is the situation any better in the
other EEC countries ?
MR PATRICK MCNALLY (12): No, it's chaos so far as planning

for married women doctors who want to work part-time or
return to medicine is concerned. They have the same problems
of wastage as we in Britain. But another thing I'd like to point
out is that we're no longer entirely free agents: the EEC direc-
tives state that part-time training is permissible, but must be
a minimum of half time and include an equivalent experience
of on-call duties, and that the total period of specialised training
may not be shortened. At present this latter aspect worries me
in Britain, where one sees somebody becoming a consultant
psychiatrist after only three years part-time training, half the
proposed statutory time. In future there may be legal difficulties
over this: the person appointed after too short a time may not
be entitled to be called a specialist under the ECC regulations.

DR ARIE: I haven't actually heard of such a lightning rise to
consultant status in psychiatry. But the problem to which
Mr McNally refers may not be one that affects only part-time
women. People are now being appointed to consultant posts
in some specialties after only six months in a senior registrar
post.
CHAIRMAN: Dr Clark, could we hear about the scheme you've

been running to get married women doctors back into medicine.
DR CLARK: I was at a meeting at the North-west Thames

Region where the married women's retainer scheme was being
discussed, and it was clear that the response had been very poor:
only 11 out of the allegedly 270 non-practising women doctors
had applied. Dame Albertine Winner, who was present, said
that the whole approach had been too impersonal: women were
scared, they'd been out of medicine a long time, and they wanted
a personal touch. It occurred to me that what they needed was
the clinical introductory course all over again, which would
restore their confidence. I got hold of the very rough list of
women doctors in the region; noted about 40 who lived in the
neighbourhood of Barnet; and telephoned them in turn.
The initial response was surprise-and then interest. We

gave a tea party for 16 and discussed the options: a day a week,
a solid week, some weekends, and so on. We chose the first
and made everything as simple as first. The level was well set
by our first lecturer, Dr John Moorhouse, the renal physician
at the Royal Free Hospital. He started by reminding the audience
exactly where the kidney was, its simple anatomy, and how it
worked.
One principle was that there was an absolute embargo on

any of the audience being asked questions: we promised that
they wouldn't be taken apart by bright young registrars in
public. After the first month we asked the women what they
wanted and tailored a special programme for them. The only
subject we absolutely forbade was family planning, because
this subject had already been overdone.
We had a total of 27 attending the course, some just for the

occasional lecture-but 16 "hard" cases attended regularly.
We followed school terms, and the courses ran from 10 am-3 pm
every Tuesday, for a year. After the first term two women had
regained enough confidence to apply for full-time jobs, one in
community medicine and one in pathology, which they both
obtained. At the beginning of the third term, I told them that
the course was going to end because it was all getting too much
like a cosy Women's Institute. Interestingly, they then all began
to obtain jobs by their own efforts; I didn't have to place many
of them. Four of them now run an excellent GP locum service;
and yet another is now doing her first preregistration job,
having never worked after qualification. Many of the others
are now working part-time.

81

The scheme cost £500 (mostly to pay the lecturers)-this
compares with the cost of £25 000 for training one student-so
that it was obviously highly cost-effective. Anyway, the scheme
worked, and several other centres are now copying it.
DR MACPHERSON: This can be done without a lot of officialdom ?
DR CLARK: All you need is a local enthusiast.
DR BEWLEY: Does the postgraduate dean have a role ?
DR CLARK: Yes, if he can select the right local enthusiast,

otherwise I think he has too central a position. One of the things
for which I was pressing at the Sunningdale conference was a
proper register of married women doctors; we were lucky to
have been provided with one (which had been compiled for
other purposes), but even so it was fairly inaccurate. This would
be money well spent.
DR ARIE: We badly need central records of women doctors:

where they are, and in what specialties; their movements
geographically and in the various Health Service grades. This
means linked records of individuals as they move through and
around the country. It ought not to be too difficult.

Male chauvinist piggery ?

DR STEPHEN LOCK (13): I've always wanted to quote Harpers
and Queen as a fundamental reference in the BMJ. In the
November 1975 issue there's a feature on women doctors,
including an article on the lovely Miriam Stoppard, who's
quoted as saying: "I made some concessions when I went along
for my Membership interview [viva]: no make-up, flat shoes,
and a dumpy suit." Have our lady colleagues here today encount-
tered male prejudices, or are they things of the past ?

DR OAKLEY: I did encounter one examiner who told me that
he gave women candidates plus-20 marks if they looked frowsy
and minus-20 if they looked glamorous.
DR SAVAGE: I know one surgeon who has never had and never

will have a woman houseman.
DR BEWLEY: I was up for a job a few years ago and was needled

by a lot of questions about my husband and my family which
I thought were unjustified and unnecessary.
DR ARIE: There is another side: I remember seeing a woman

for one of our jobs who appeared obviously eight and three-
quarter months pregnant-a fact she hadn't mentioned in her
application for the post, though she had stated that she was
willing to start work the next week.
To take up an earlier point of Rudolf Klein's, if we want to

discourage people from entering certain specialties we shouldn't
unilaterally discourage women: the discouragement should
apply equally to both sexes. So let's agree not to start with sexism
in medical manpower planning: let's start with the needs of the
specialties.

Appointments of speakers
(1) Dr Peter A Clark, MB, MRCP, consultant pathologist,

Barnet General Hospital.
(2) Dr Celia Oakley, MD, FRCP, consultant cardiologist, Royal

Postgraduate Medical School, London.
(3) Dr W J Appleyard, MB, MRCP, consultant paediatrician,

Canterbury.
(4) Mr Rudolf Klein, MA, senior fellow, Centre for Studies

in Social Policy, London.
(5) Dr Anne Savage, MB, BS, general practitioner, London.
(6) Dr S R Bhate, MB, MRCPSYCH, consultant children's

psychiatrist, Leicester.
(7) Dr Tom Arie, BM, MRCPSYCH, consultant psychiatrist,

Ilford.
(8) Dr Beulah Bewley, MD, MSC, senior research fellow, Depart-

ment of Community Medicine, St Thomas's Hospital
Medical School, London.
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(9) Dr Gordon Macpherson, MB, BS, assistant editor, Brtiish
Medical Journal.

(10) Dr J Weston Smith, MB, CHB, general practitioner, Tam-
worth.

(11) Dr R A A R Lawrence, MB, CHB, general practitioner, Derby.
(12) Mr P McNally, MB, FRCS, surgical registrar, Royal Infirmary,

Glasgow.

(13) Dr Stephen Lock, MB, FRCP, editor, BMJ.
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Hospital Topics

Assessment of preoperative cases

TW OGG

British Medical_Journal, 1976, 1, 82-83

Summary

A total of 200 outpatients in Aberdeen were invited to
complete a simple preoperative anaesthetic assessment
questionnaire. Of these patients 45-5% had significant
medical histories and 590O were on concurrent drug
therapy. The form was thought to be valuable for day-
case anaesthetists and surgeons.

Introduction

Preoperative assessment of day cases in British hospitals is
extremely variable. In Aberdeen an anaesthetic assessment form
has been devised to estimate the medical problems related to
outpatient surgery. An earlier study' of day-case surgery showed
a high incidence of postoperative symptoms. The object of the
present study was to examine in detail the preoperative period.

Method

Two hundred outpatients aged between 3 and 80 attending Aberdeen
Royal Infirmary were studied. There was an equal number of men
and women for each type of operation. One hundred patients were
scheduled for minor genitourinary surgery, 50 for dental surgery, and
50 for orthopaedic procedures. On admission each patient was invited
to complete an anaesthetic assessment questionnaire. The form was
in three parts-(a) instructions concerning food, fluids, and driving;
(b) a questionnaire to assess the outpatient's medical history (see fig);
and (c) a consent form to be signed by the patient and witnessed by
the medical staff. An anaesthetist studied the completed forms before
surgery and the details recorded were checked against the individual
patient's medical case notes.

Results

The results from 200 preoperative forms (table I) showed an
incidence of allergy of 8%, preoperative coryza of 9 50 , pre-existing
medical conditions of 45-5%, and concurrent drug therapy of 590o.
No relevant preoperative findings were recorded from 8-5% of
patients.

Department of Anaesthesia, Royal Infirmary, Aberdeen
T W OGG, MB, FFARCS, senior registrar in anaesthetics (now consultant

anaesthetist, New Addenbrooke's Hospital, Cambridge)

QUESTIONNAIRE
Please tick the correct answers as follows: b
1 Have you or your family had any problems connected Yes No

with anaesthesia or operations ? 1 L

2 Are you allergic or sensitive to anything ? Yes No
I O

3 Have you suffered any recent illnesses from which you Yes No
do not feel fully recovered (coughs, colds, etc) ?- L L

4 Have you ever suffered from, heart disease, high blood Yes No
pressure, chest disease, bronchitis, asthma, a bleeding L L
tendency, jaundice, rheumatic fever, TB ?
If yes, please specify

5 Are you having, or have you had in the past year, any Yes No
form of medicine, tablets, injections, inhalers etc, L L
including tranquillisers, sedatives, antibiotics, cortisone
or steroids, and drugs for epilepsy, high blood pressure,
diabetes, thyroid disease, asthma, and bronchitis ?
If yes, please specify

6 Do you have any crowned teeth L wear dentures L
wear contact lenses L ? (Please tick if appropriate)

7 Any woman patient who is, or thinks she is, pregnant
must let the anaesthetist know.

8 Is there anything else you feel the anaesthetist should
know ?

9 When did you last have anything to eat or drink
(Applicable only if form completed on day of appoint-
ment.)

Second part of day case record form. Questionnaire given to outpatients
before operation.

TABLE i-Results from 200 anaesthetic assessment forms

No of patients
Medical history Total

Dental 'Genitourinary Orthopaedic (%)

Allergy 3 9 4 8-0
Coryza 5 12 2 9*5
Pre-existing medical condition 21 45 25 45-5
Concurrent drug therapy 23 68 27 59.0
Dental history:
Crowns 5 4 7 8-0
Dentures 6 64 37 53-5

Obesity 1 6 3 5 0
Nil 11 4 2 8-5
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