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structure and already exists north and south
of the border in the UK within other profes-
sions. Moreover, a Scottish government might
well regard the present massive emigration
of newly qualified doctors from Scotland as
unacceptable and take financial steps to stop
this loss. I trust that the BMA would not pre-
vent them doing so.

Scotland and its doctors face a unique politi-
cal situation in which the 1948 NHS Act and
the Act of Union of 1707 are simultaneously
under review and our chance to rethink the
Health Service must be looked on with envy
by many outside Scotland. There is thus a
chance for the BMA to take a lead in Scotland
and it must look beyond its conventional
advisers and bring in progressive opinion.
The rapid political changes in Scotland

make an Assembly (possibly even a strong
Assembly) highly likely and hence arguments
for and against devolution may now be
irrelevant and must not detain us from con-
tingency planning for a Scottish Health
Service. The new Scottish politicians are
looking carefully at the NHS, and the health
care workers should join them in this scrutiny.
Medicine and politics will be intertwined here
until the Assembly comes in two years or so;
those who want them separated thereaf.er
can press for a health commission to run the
SHS for the Assembly.

D N H HAMILTON
University Department of Surgery,
Western Infirmary,
Glasgow

White Paper on Devolution to Scotland and Wales,
Cmnd 6348. London, HMSO, 1975.

The hospital practitioner grade

SIR,-As clinical and medical assistants in
ophthalmology, we would like to express our
strongest support for the recent letters regard-
ing the new hospital practitioner grade and,
in particular, that from the South-western
Regional Medical and Dental Assistants Group
and the Avon Clinical Assistants Group (10
January, p 99).

In April 1972 an article appeared in a
medical newspaper describing the disadvan-
tages of the clinical assistant grade, especially
its non-incremental salary. In the corres-
pondence which ensued it was pointed out
that the proposals for the new hospital prac-
titioner grade met most of these criticisms.
As soon as these proposals became generally
known, a letter appeared in the BMJ (10 June
1972, p 658) asking the now familiar question,
"Why are non-GP clinical assistants to be
excluded from the new grade ?" We have yet
to hear a satisfactory answer to that question.
Working regularly in this hospital depart-

ment are four clinical assistants and two medical
assistants. Most of us have worked full time
in ophthalmology for many years. As none
is in general practice and most do more than
five hospital sessions in the week we are
excluded on two counts from the benefits
offered to the new grade. The salary scale
for clinical assistants now stands at £610 for
each weekly session. The Government, with,
it seems, the approval of the BMA, is offering
this same figure as a starting rate to hospital
practitioners. With increments it will rise
to £826, thus exceeding the maximum rate for
medical assistants.

If the growing protests from both clinical
and medical assistants at this patent injustice
continue to be ignored by the Government,

can we now hope tnat the BMA will give us
its active support in seeking to correct these
anomalies ?

P E ANDERSON
E M J CAMPBELL
M G DAVIDSON

A KING
H J MCPHERSON
W 0 PETRIE

Royal Infirmary,
Princess Alexandra Eye Pavilion,
Edinburgh

SIR,-At a meeting of our consultant medical
staff the recently introduced grade of hospital
practitioner was discussed. We wish to draw
your attention to our dissatisfaction on two
main issues.

Firstly, it has been made clear to us that
provided an existing clinical or medical prac-
titioner who is a principal in general practice
has a further qualification or two years'
experience in the specialty it is virtually
automatic that the area health authority will
grant him the new grading. This will be done
on the authority of the area health authority
without any formal appointment by a selection
committee on which there is a consultant
representing the department in question.

Secondly, the remuneration ner session for
the hospital practitioner is more than that
received by a consultant on the lowest incre-
ment. We are in no way suggesting that this
level of payment is too high; it has to be high
or general practitioners would not find it
financially worth while. We wish, however,
to ask why consultants, who have higher
qualifications and superior experience, carry
ultimate responsibility for the clinical and
administrative working oftheir department, and
teach junior doctors and indeed the general
practitioners in question, should receive no
financial recognition. A general practitioner
four or five years after qualification can be
earning per session a sum which no doctor
employed in the hospital service can achieve
until he becomes a consultant, probably when
10 years older. As consultants, these facts
leave us in no doubt that the energies of the
BMA are predominantly directed to the benefit
of the general practitioners.

J H BERGIN
Chairman,

Group Consultant Staff Committee

Princess Margaret Hospital,
Swindon, Wilts

SIR,-How I endorse the view expressed by
Dr A S Jackson (14 February, p 400). As a
woman, I felt it was worth while completing
my anaesthetic training before embarking on
marriage and a family. I now find, of course,
that as a clinical assistant I am less well paid
than a less well qualified GP principal. This
is not only demoralising personally but under-
mines the value of the FFARCS examination.
Why is the clinical assistant "service" grade

positively discouraged when there are many
doctors such as myself who do not wish to
become consultants or GPs but nevertheless
are able to provide excellent continuous care
over the years within the hospital service ?

EVELYN MILLER
London SW15

***We continue to receive a steady stream
of letters concerning the clinical and medical

assistant and hospital practitioner grades, of
which the above is a representative selection.
We understand that the matter is under con-
sideration both by the CCHMS and the GMS
Committee, and is to be discussed by represen-
tatives of the two committees.-ED, BM7.

Compulsory vocational training

SIR,-I hope I will not be alone in supporting
Dr M D Vickers's opposition (7 February,
p 328) to the system of mandatory specialist
training and registration which members
of our own profession are trying to foist on
the rest of us. May I take up the cudgels on
behalf of general practice ?

If the General Medical Services Commit-
tee's current negotiations with the DHSS
are "successful" no doctor who is not already
on a one-year vocational training course will
be able to become a principal in general
practice after 1 January 1977. Further, no
doctor who is not on a three-year course by
next year will be able to become a principal
in or after 1980. Among ordinary doctors I
have yet to find a supporter for this ill-thought
brainchild of the medicopolitical hierarchy.
Most doctors do not know about it and, when
informed, suggest that the DHSS is to blame.
Regrettably, this is not the case-our own
representatives are pushing an unwilling
DHSS for mandatory training largely, it
seems, from an irrational fear that European
doctors will flood into the country as principals
unless we introduce some sort of restrictive
practice. More regrettably, so keen are our
negotiators on this policy that they have
reassured the Department that lack of funds
need be no bar to setting up mandatory
training (Supplement, 25 October 1975, p 240).
Although myself a three-year trainee and an

avid supporter of good-quality voluntary
vocational training, I see compulsion as a
death-knell to quality, which is currently
maintained by the trainees' tendency to
"vote with their feet" when all is not well.
With Asian doctors arriving in smaller num-
bers, compulsory vocational training must be
a heaven-sent solution to the expected staffing
problems. British doctors will be forced into
unsatisfactory hospitals which have hitherto
been held together by our unfortunate Asian
colleagues.

Further, area health authorities are at the
moment mostly incapable of housing their
existing trainees, and even voluntary training
is only possible while trainees are willing and
able to buy their homes. Compulsory trainees
"doing time" may not be so motivated. Couple
this with the fall in living standards which wage
restraint and inflation will bring, and the
ability to buy disappears with the willingness.
Our negotiators must be restrained-only

inertia has permitted their folly to get this far.
Suffolk's motion against compulsory vocational
training was given only scant attention (and
little support) at last year's Annual Rep-
resentative Meeting (Supplement, 19 July,
1975, p 183), largely I expect because delegates
were not informed of their constituents'
feelings. I would request all responsible
practitioners to ensure that their representa-
tives to the ARM and the Conference of
Local Medical Committees are clearly instruc-
ted to take ihis last chance of opposing com-
pulsory vocational training.

B M Goss
Brandeston,
nr Woodbridge, Suffolk
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