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Hospital medical staffing

W J APPLEYARD

Since the National Health Service started the main regulating
influence on hospital medical staffing has been financial. Within
a restricted framework a variety of competing needs and interests
have operated to produce the present structure. There have been
considerable technical and therapeutic advances which have
greatly altered both the pattern of medical care and the
expectations of the patients. A tendency towards specialisation
in some fields and contraction in others, such as infectious
diseases, has added to the continuing tides of change.

Against this background of both medical and social change,
many attempts have been made to rationalise and "regulate"
medical staffing. In 1949 the hospital career grades consisted of
3488 consultants and 1106 SHMOs. Over the next 10 years the
numbers increased proportionately, until in 1959 there were 5322
consultants and 1530 SHMOs. Mounting criticism of the latter
grade in the Strachan Report' resulted in a gradual decline, and
in 1965 a considerable number of SHMOs were regraded as

consultants. It became clear that the profession wished that the
nmain career grade in the NHS should be that of consultant.2

Career grades

The Platt Report,3 however, had proposed a medical assistant
grade, and this idea was continued in the Final Joint Report of
March 1968 of negotiations between the Health Departments
and the professions' representatives. The assistant grade was

said to be needed for a "variety of purposes" but to junior
hospital doctors at the time it seemed a highly unsatisfactory
solution. Yet, in spite of a moratorium on the grade as a result
of the juniors' protests, the numbers of medical assistants has
increased from about 400 in 1965 to over 1000 in 1974. The grade
encompasses mainly married women and foreign medical
graduates in the less popular specialties and has all the dis-
advantages of the previous subconsultant grade, the SHMO.
As the consultant is the main career grade in the hospital

service it seemed reasonable to try and relate the junior staff
training posts to projected consultant vacancies from retirement
and increased establishment.4 It was probably with these
thoughts in mind that the Ministry of Health had previously
made one of its most far-reaching decisions in 1950 when instead
of expanding the consultant grade to meet the needs of the
Service and of the many senior registrars (1400 at that time) it
planned to reduce the number of senior registrars to 600.
Later a figure of 1000 was agreed and it was not until 18 years

later that the total of senior registrars had reached over 1400
again. This caused a bottleneck at the end of the registrar grade
and gave rise to the registrar freeze, which has in turn caused a

bulge in the SHOs, whose numbers have doubled, from 3503
in 1966 to 7084 in 1975. To conclude this mixture of metaphors,
presumably this grade will fall within the Department's
straightjacket before long.
The answer to the staffing problem cannot be found solely in

terms of the correct ratios of those in training to those trained.
The situation is complicated by the individual doctor's own

career preference, emigration, immigration, and sex. In spite of
attempts to recruit doctors into the less popular specialties, there
has been an increasing dependence on foreign medical graduates.
In 1965 just over two-thirds of ENT SHOs were foreign
graduates. In 1974 this figure had increased to 186 out of 197.

They still come to the UK in spite of the poor postgraduate
provisions for them in this country, and increasing numbers are

remaining to become consultants. The number of foreign
graduates among senior registrars has risen from just under
15%( in 1963 to 26.80(, in 1974. The TRAB examination will
diminish the availability of the less well trained but it will be
some time before the increasing output from the UK medical
schools will be able to fill their places, particularly as an increasing
number are women who cannot give so many "service" years in
training as their male colleagues.

Career structure

Central to the problem of junior staffing is the career structure.
In 1948 the Spens report recommended a seven-year training."
Twenty years later, when the average age of appointment to the
consultant grade was still around 38 after 12 to 14 years'
"training," the Royal Commission on Medical Education pro-
posed an eight-year training. 6 Clearly this is unrealistic while the
recognition of training being completed remains the appointment
to a consultant post within the NHS. The key to the future lies
in the increasing provision of flexible "training programmes"
supervised by the royal colleges and the universities which would
be competed for, with the accreditation by the royal colleges for
the completion of training. The doctor would then be able to
apply for consultant posts in the NHS as a specialist in his or
her own right.

Specific training programmes need to be arranged for the
foreign medical graduates coming to this country after they have
passed the TRAB test to deal with their postgraduate educational
needs. These could be "phased out" as the projected increase in
local UK-trained doctors becomes available. Increasing use of
the clinical assistant and hospital practitioner grades is likely to
develop and so help the service burden borne by the consultants
and junior staff in training. It is interesting to note that the
Final Joint Report planned for the medical assistant grade
to include GPs and the original proposals for the hospital
practitioner grade included provisions for part-time women

doctors. In practice, neither of these proposals has been
implemented.
With the increasing difficulties over recruitment in several

specialties and the apparent failure to get the staffing "right," it
is a common human failing to blame the system. The profession
agreed with the Department in 1971 that a central manpower
committee should be formed to liaise with the DHSS and
regional manpower committees with the RHAs. There is evi-
dence, however, of increasing difficulties and inevitably the lack
of resources has become the major determinant of policy. There
seems no indication that the current trends in medical staffing
are being changed significantly.
The same agreement with the Department included four

basic propositions 7: (a) the postgraduate training of doctors
should take place only as long as the needs of training require;
(b) there should be no subconsultant grade; (c) a balance should
be obtained between the number of career vacancies and
number in training for career posts ... would require expansion
of consultant grade; (d) there should be a special grade (hospital
practitioner) . . . not restricted to GPs.
Of these propositions (a) (b), and (d) have been overruled by

events. Some of (c) has been effected but this could well result in
acute shortage in the future.

In order to encourage progress in medicine it is vital not to
create a rigid career structure and there is no evidence that the
continuing efforts to control it have created any significant
change in the directions anticipated.
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TABLE I -Hospital medical staffing- consultant grade*

1970 1974
1965 (%) (%)

Total 8477 9701 11 164
Whole time 2713 3276 4411
Part time 4869 5567 5675
Honorary 595 858 1078
Foreign medical graduates - 1211 (12) 1538 (14)
Female 548 696 931
General medicine 827 927 (9) 1033 (9)
General surgery 868 889 (10) 939 (9)
Anaesthetics 1034 1232 (11) 1426 (12-5)
Paediatrics 238 303 (14) 393 (14)
Ophthalmology 331 348 (11) 368 (12-5)
Geriatrics 143 204 (20) 295 (31)
Mental illness 693 810 (15) 978 (19)

TABLE II-Hospital medical staffing-training grades*

1963 1968 1971 1974
( ) (D)/ () (%)

Senior registrar 1118 (14-9) 1454 (16-4) 1831 (22 9) 2209 (26-8)
Registrar 3601 (42 4) 4478 (53 6) 4656 (55-9) 4773 (56-9)
Senior house officer 2865 (53 6) 4424 (65 9) 5339 (59-3) 7084 (61-2)
Preregistration house

officer 1696 (20 9) 1792 (16-2) 2038 (16-8) 2134 (16-4)

*Foreign medical graduates shown as percentages

TABLE III-Hospital medical staffing-percentage offemalegraduates in training
grades

1963 1968 1970 1974

Senior registrar 10-5 10 13 15-5
Registrar 14 14-5 15 17
Senior house officer 16 17-5 19 20
Preregistration house officer 23 25-5 22-5 27

TABLE iv-Hospital medical staffing-percentage of foreign graduates in
selected specialties

Senior house Senior
officer Registrar registrar

0' '0'0o /o °/0

ENT 90 76 28
Ophthalmology 90 72 42
Orthopaedics 87 70 9
Geriatrics 83 83 61
General surgery 71 51 12
Anaesthetics 62 60 27
Obstetrics 57 72 15
General medicine 37-5 40 13
Paediatrics 36 49 13
All specialties 61-2 56-9 26-8
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Discussion
CHAIRMAN: Perhaps we should start this session by discussing
some of the remarkable inconsistencies in the hospital staffing
pyramid which have persisted for well over ten years. Mr Doran
has made a special study of this.
MR F S A DORAN (1): Unless we can staff our hospitals with

mainly British graduates and offer them good career prospects
the DHSS will have to impose a military type of staffing
structure, with a director-general of hospital services and sup-
porting staff of all grades. I'm told that the DHSS has always
wanted this, but I believe that we could solve the problem in
another way: by abolishing the monolithic consultant contract
and replacing it by a series of flexible service contracts arranged
in a career system-which would allow consultants to move from
one part of the country to another as their career proceeds, and
to have differing responsibilities according to seniority.
The hospital service is not really short of doctors: it suffers

from an imbalance between those holding temporary posts and
those holding permanent appointments. The present structure,
which was built into the NHS from the very beginning, is
hopeless (see figure). It's obvious to a child that there are too
many juniors for the eventual consultant posts available. The
training schemes are producing potential consultants at four
times the necessary rate.

Retirement
at b5years
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DR W J APPLEYARD (2): Are these figures adjusted for the
consultants who die or drop out?
MR DORAN: No, because there are no data available.
Given normal retirement rates, and-an expansion of4% a year

in the grade, for an establishment of 10 000 consultants you
need a variable intake into the hospital service of new graduates
in one year-from 685 in 1975 to 819 in 1985.
The same type of imbalance is seen in general practice, and

is complicated by the fact that many GPs don't retire until
70-and hence many do up to 40 years' service as a principal.
To maintain the present GP establishment (together with a 4%
annual increase), all you need is an input of 600-700 new
graduates.

All this means that there are 5000 "unwanted" junior doctors.
If the ratio of junior to established posts is going to be kept
as its theoretical idea of 1:1-3, you will need to import at least
5000 overseas graduates.
DR APPLEYARD: There have also been some startling shifts

in the proportions of the various grades of hospital staff. In
1949 the career grades formed 33% of the total hospital staff,
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