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TALKING POINTS

Consultant work load and manpower planning in anaesthetics

MARGARET L HEATH

The publication of the Resource Allocation Working Party
report' in 1976 has forced regional health authorities to consider
intervening actively in the distribution of consultant manpower.
But the Regional Anaesthetic Subcommittee of South-east
Thames Regional Health Authority (SETRHA) was disturbed
by the publication of Regional Consultant Manpower Planning
Guidelines in January 1978.2 This document purported to
assess the present establishment for consultant posts and to
project the level of provision which would result in a fair
distribution of services, using national averages as a baseline.
It implied that decisions on new or replacement appointments
over a ten-year period would be aime4 at this level. Most
specialties were assessed in relation to the catchment population
served by the districts, with weightings for age structure and
some other factors. Anaesthesia, however, was assessed in
relation to surgery. SETRHA used a fixed proportion (0 48)
of notional half days (NHDs) established in certain surgical
specialties to calculate the requirement for NHDs in anaesthesia.
This proportion represents the average figure for England.
Existing provision was represented as a percentage relative to
this national norm (see table). The number of sessions required
to achieve the norm was calculated for each district and became
the establishment target.

This paper reports the results of a questionnaire dispatched
to district representatives in May 1978 and returned from
June 1978 to January 1979. They formed the basis on which
actual anaesthetic consultant provision in each district was

calculated.

Analysis in South-east Thames RHA

Each district supplied information under the following
headings:

ROUTINE WORK LOAD OF ALL GRADES OF ANAESTHETIC STAFF

Data were collected on regular weekly commitments of all grades.
These included theatre sessions, administration of anaesthesia in
other locations, pain treatment, other patient-related work (excluding
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routine preoperative and postoperative care: see below), teaching, re-

search, and administration. Since the six surgical specialties used by the
RHA to assess anaesthetic needs were general surgery, urology,
orthopaedics, ophthalmology, ENT, and gynaecology with obstetrics,
districts were asked to distinguish sessions for these specialties from
others-for example, neurosurgery and plastic surgery.
The reports of two working parties of the Association of Anaesthe-

tists3 4 noted a discrepancy between the NHD (three and a half
hours of work) and the "theatre list": any period of activity scheduled
to take place on one side of a variable lunchtime. Partial compensation
for this difference was made by recording a session where work was
estimated to be still going on after 6.30 pm on more than half the
occasions. Since early starts and working through lunch were generally
not allowed for, the estimate is thought to err on the side of generosity
towards the employing authority.

NON CLINICAL DUTIES AND STAFF ESTABLISHMENT

Estimated weekly time spent on travelling, administration, formal
teaching, and research were recorded. Consultant staff contractual
sessions and the establishment for other grades were noted.

EMERGENCY CALL ARRANGEMENTS

Every district had a consultant on-call rota. Some districts had a

separate on-call rota for special items, such as ITU cover. It was not
thought practicable to make any assessment of time spent actually
working while on emergency call. The advice of the Association of
Anaesthetists' report Work Loadfor Consultant Anaesthetists under the
Existing Contract3 was followed. This suggests that, as a rule, a

reasonable allowance for on-call commitment is one NHD per

weeknight on call and three NHDs for a weekend. Eight NHDs per

week, therefore, were added to every district's total for each consultant
on call at any one time. In one specialist unit consultants were on
first call and it was thought reasonable to double this allowance.
Emergency work in anaesthetics is extremely variable; personal

record keeping has shown that over a six-month period in 1975
actual work done while on call averaged slightly more than this
allowance. If this is representative, then no contractual allowance is
being made for the stand-by element.

ROUTINE PREOPERATIVE AND POSTOPERATIVE CARE

This element of the work load was also calculated according to the
association's guidelines referred to above.3 Detailed record keeping

Pattern of anaesthetic consultant provision in SETIRHA averaged by type of district*

A B C
Teaching Districts Ordinary Overall total Range within
districts with special units districts in region region

n =3 n=2 n =1
Sessional work load. . . 134 154 87 1670 54-175
Theatre sessions .. .74 88 48 928 27-104
Contractual NHDs .. .98 130 70 1322 37-151
As percentage of national norm .. . 110 138 102 - 76-165
Sessional deficit (",, of contractual NHDs) 36 (37) 24 (18) 17 (24) 348 (26) 0-49 (0-55)
NHDs if normalised (establishment target) 85 94 70 1212 36-107
Resultant sessional deficit (°, of normalised NHDs) .. 49 (58) 60 (64) 17 (24) 458 (35) 0-74 (0-90)
Junior staff solo theatre sessions as percentage of total

theatre work 51 33 28 33 10-64
Consultant theatre sessions not assessed for planning .. 25 35 4 177 1-45
As percentage of all consultant theatre sessions. .. 34 39 8 24 0-48

*All figures rounded to nearest whole session or percentage.
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by every individual over a period of several weeks would be required
to make anything approaching an objective assessment of this
component. The association's recommendations that six NHDs of
operating theatre work should require about two NHDs of ward work
was accepted.
A list was made of new posts in anaesthesia and all surgical

specialties approved by the RHA for the ensuing year.

Results

Results were calculated for individual districts and then grouped
according to the type of district. The principal results are presented
in the table as averages for each of the three types of district. Work
load was greatest in group B. The establishment came the nearest to
meeting the needs but the work load exceeded the establishment by
18%. Group A showed the largest average overload at 3700, though
the figure for the remaining districts (24%) conceals an immense
range (0-55%h).
SETRHA as a whole has more than the national average of

consultant anaesthetic provision in relation to the six chosen specialties.
This apparent over provision was most marked in group B (138%);
once again the average for group C conceals a wide range, the
supposedly worst-off district having 76% of the national average and
the best 165%. %
The table shows that, unless the work load alters, the total shortfall

in the region will rise from 348 to 458 sessions if consultant anaesthetic
provision is adjusted according to the norms presented in the regional
document. The deterioration will be most disastrous in those hospitals
(groups A and B) where a high proportion of specialised work is
carried out. Indeed, one teaching district would be reduced to little
more than half the necessary establishment for the work at present
undertaken.

Consultants are also responsible for the work of all other grades
and this additional strain is shown by the numbers of theatre
anaesthetic sessions not directly supervised by consultants. These
varied from five to 105 per district and are expressed as the per-
centage of total theatre sessions. The number of consultant theatre
sessions serving specialties not used in the regional planning calcula-
tions was again highest in group B and very high in group A, though
relatively insignificant in group C.

Estimates of time spent on travelling, formal teaching, and
administration seemed to be low, though one district spent nine
sessions weekly on travelling between hospitals. Similarly, where the
consultant member of the DMT was an anaesthetist, administration
loomed larger. A considerable amount of working time was recorded
as being regularly committed to pain relief services and intensive
treatment (99 sessions total in the region), of which only 16 sessions
were contractually recognised. Many districts commented that a
great deal more time was actually spent on these activities but that it
was fitted in with other work in an ad hoc manner.
The estimated overload (348 sessions) in the region represents

more than 31 whole-time equivalent consultant posts. Additional
consultant surgical posts approved for the ensuing year totalled
45 NHDs. A solitary additional post in anaesthesia was approved.

Discussion

The massive overload throughout SETRHA speaks for itself
but the method of calculating target anaesthetic provision is
unacceptable. Districts accommodating regional and supra-
regional specialties are discriminated against. In some hospitals
a disproportionate amount of highly specialised work is being
conducted by unsupervised junior staff. Geographical dispersion
of hospitals and the variations in patterns of junior staffing
undoubtedly contribute to the wide range but it seems unlikely
that the figure of64% of all routine theatre work being performed
by juniors in one teaching hospital represents an optimal level
for either the staff or the patients concerned. It is also question-
able whether the low end of the range (10%) caused by extremely
scattered acute services in one district is acceptable for training.
The overall percentage (33%) conflicts with estimates made by
Doran in 1976,5 who said that 75-6% of all list work was per-
formed by subconsultants. Doran made the mistake of equating
proportions of operations with proportions of sessional work.
Since his results are quoted by Maynard and Walker6 in their
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report to the Royal Commission on the NHS this point should
not pass unremarked.

There was no satisfactory way of making allowance for
absences. The weekly work load is generally constant but
consultant contracts include six weeks' holiday while study
leave should increase this to eight weeks' annual absence.
Because of the method of calculation emergency commitment
is not affected by absence. But in the absence of locums routine
work must be undertaken by colleagues, senior or junior.
Districts reported that locum employment rarely exceeds half
of that required for operating sessions alone and is virtually
unknown for such items as intensive care or obstetric epidural
services, where colleagues inevitably undertake the extra work.

Intensive care work and pain relief services-for obstetric
patients and those with chronic pain problems-accounted for a
little over 1000 of the daytime patient-related work in terms of
sessional allocation by districts (99 out of 924 NHDs). In
addition, the many comments on this subject showed that this
type of work was frequently a kind of filler that used up all the
slack in the schedules of interested consultants. There is no
doubt that provision of services in these areas is patchy and
rarely ideal but the design of this survey could not hope to
uncover more than subjective opinions in this area.
A detailed survey of anaesthetic services to obstetrics in the

Birmingham region in 19729 highlighted the inequalities between
different units and recommended the allocation of six anaesthetic
sessions per week for every 3000 births per annum. On this
basis SETRHA should allocate 82 NHDs (total births 41196 in
1976) for this service alone. The total of 16 contractual NHDs
covering pain reliefand ITU work highlights a glaring deficiency.
A few consultants who are employed in more than one

district are able to synchronise their on-call commitment.
There is, therefore, a slight overestimate of this aspect. By
reducing travelling and emergency cover overlap rationalisation
of services could reduce the work load by about 60 NHDs.
This reduction could not be achieved without new hospital
building.
Though many consultants in this region have nine-session

contracts, some have maximum part-time contracts. These are
assessed for planning purposes as working 11 NHDs though
only paid for nine and as a result SETRHA has gained 56 NHDs.
It remains to be seen if the recently negotiated changes in the
consultant contract will result in even partial recognition of
these sessions.

ASSOCIATION OF ANAESTHETISTS

It is almost certain that the calculated allowance for ward
work is more than is actually done in some districts as Seed
showed.' Nevertheless, it must be included for planning
purposes, as it is the pressure of unavoidable work that leads
to the reduction of this component. The conclusion of the
Association of Anaesthetists' working party on manpower and
staffing4 must be restated: this imbalance in consultant pro-
grammes runs contrary to the standards for which anaesthetists
train; its manifestation must adversely affect recruitment to
the specialty.
The colleges and faculties, which are responsible for approving

the content of consultant posts before they are advertised, could
help solve the problems. The Council of the Royal College of
Surgeons of England agreed "to ensure that there are adequate
anaesthetic . . . facilities." 8 A genuine commitment to this
would do much to foster good relations between surgeons and
anaesthetists. The approval of only 11 additional anaesthetic
NHDs instead of at least 22 to compensate for the 45 new
surgical NHDs approved for the ensuing years must make the
position worse in several districts.
Why are planning guidelines produced? Possibly, they were

published merely to evoke a study of this kind, producing more

concluded on page 740
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TABLE III-Opinions of community physicians, Northern RHA

Infringement of human rights

Opinion Total
Yes No Number %O

Repeal of Section 47 legislation
immnediately .3 0 3 15-0

Regular statistical returns on
use of Section 47 .. 1 1 2 10-0

Monitoring and independent
confidential inquiry into each
Section 47 admission. .. 2 2 4 20-0

Other (Use Mental Health Act) 1 0 1 5 0
No change in Section 47 pro-

cedures 2 8 10 50 0

Total No(%).9 (45%) 11 (55%) 20 100

Discussion

Is the incidence of use of Section 47 rising or falling ? Our
survey provides tentative evidence that it is falling since an
annual incidence rate for events of 2-8 per million all ages
population has been found compared with an incidence rate
of 7-7 per million in an unpublished DHSS survey on a national
sample in the late '60s. The comparison is approximate since
the samples and the case-finding techniques differed. We have
no reason to believe, however, that the population at risk in
Northern RHA is intrinsically less vulnerable to Section 47
than a sample drawn from England as a whole. This decrease
reflects the fall in the use of compulsory legislation under the
Mental Health Act. For example, the number of compulsory
admissions to mental illness and mental handicap units in
England and Wales decreased from 35 123 (16-5% of all
admissions) in 1966 to 22 957 (9-2% of all admissions) in 1976.'
Muir Gray has drawn attention to the possibility that elderly
patients may be persuaded to leave their homes without the use
of compulsory legislation but in a manner which could be
described as "not entirely voluntary." Many of these cases, he
believes, may not have been reported to the community
physician.5 We recognise that possibly this type of "not entirely

voluntary" admission may have increased simultaneously with
the fall in the incidence of use of Section 47.
Our study has shown that a high proportion of patients die

fairly soon after removal and the chances of a patient returning
to his own original residence are small. On objective criteria,
therefore, Section 47 seems to have been of little benefit. But we
have not been able to evaluate the relief of pain or other forms
of suffering which may have resulted from use of Section 47.
No information is collected routinely by RHAs or the DHSS

about the use of Section 47. Though half the community
physicians suggested no change in the Act, we think that there
should be some monitoring of its use, with central collection of
data and, since the incidence of use is now low, a confidential
inquiry into each case. Only in this way will it be possible to
elucidate the critical factors which lead to the need for the
admission powers of Section 47. The functions of community
services in preventing-or more particularly failing to prevent-
a compulsory removal would become apparent. This is par-
ticularly important in services facing public expenditure cuts.

We are grateful to the community physicians who contributed data
to this survey and the preceding pilot study; to the DHSS for
permission to use data from its unpublished national survey; and to
Miss Dawn Turnbull and Mrs Patricia Bullock for secretarial help.
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Consultant work load and manpower planning in anaesthetics-continued

accurate information as a result of much hard work by in-
dividuals, once again in their spare time. The foundation seems
to be that resources in the NHS are correctly allocated on a
specialty basis. This is unlikely. Up to now expansion of
services and improvements in treatment have been largely
dependent on the interests, energy, and political skill of in-
dividuals or small groups rather than the intrinsic value of their
proposals. Nettle grasping has been noticeably rare in the
diffuse structure which appears to make decisions in the
Health Service. At present "clinical freedom" is used as a
rallying cry to prevent the scrutiny of resource consumption by
the successful activists.
The basis on which regional and national strategies are

advanced must be the factual evidence of needs that could be
met. Priorities of need have to be decided by the democratically
elected government in consultation with the medical profession.
The public-the "consumers"-must be consulted. Clinical
freedom should act only within the framework of these priority
decisions. Health care planning teams should identify the
real level of services and needs in their area. District management
teams close to the people who are treating patients must then
decide on how best to evolve their pattern of care.

Cost limits make these decisions more difficult and the present
financial constraints must lead to a severe reduction in services.
If, however, this is temporary and forces a genuine examination
of priorities the ultimate development of the NHS may benefit.

I would like to thank Dr H Middleton, Dr S A Mason, Dr R Seed,
and Dr J Wedley for their help in the design of the study; all district
representatives for their contributions; and Mrs H Hancock for
secretarial services.
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