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Redundancies in clinical academic departments

SIR,-In your report (10 October, p 1001) of
the meeting of the Central Committee for
Hospital Medical Services on 1 October, Dr
Gerard Vaughan, Minister of Health, is quoted
as saying that it was not always appreciated
how much the National Health Service did for
universities. Members of the Medical Aca-
demic Staff Committee are fully aware of this
contribution, which is the reason why they
would have expected a greater degree of
consultation than apparently took place
between the Department of Education and
Science and the health departments about the
likely impact on patient care of the decision to
cease the protection of clinical academic posts.

It is now widely believed that redundancies
and enforced early retirements are inevitable
among medical academic staff, but the Medical
Academic Staff Committee sees little point in
attacking on this score vice-chancellors and
deans who have been given the unenviable task
of implementing government policy. Instead,
we are concentrating our efforts on ensuring
that any such redundancies are seen to be fair
and equitable and that those of our members
who are affected are suitably compensated. In
this connection the Medical Academic Staff
Committee is not prepared to see the closure-

of small departments which may be providing
a vital service to the National Health Service
for the sake of administrative convenience; in
such circumstances it may be better to create
potential redundancies in the larger depart-
ments, which may be more able to handle the
problem through natural wastage. Nor are we
prepared to tolerate the harassment of indi-
viduals by some deans in their efforts to
persuade staff to seek employment elsewhere.
It is, of course, difficult to obtain absolute
proof of such harassment since nothing is put
in writing. Nevertheless, we are satisfied that
it is taking place, and that in addition one or
two deans seem more concerned with paying
off old scores than with obtaining a just
solution to their staffing problems. In this
respect members who feel themselves threat-
ened should communicate their anxieties as
soon as possible to the Medical Academic Staff
Committee, which will do all that is possible
to protect their interests.

It is only fair to add that most deans are
carrying out a very difficult task with tact and
consideration and are doing their utmost to
alleviate hardship in circumstances over which
they have little control. The practice adopted
by some of seeking the general agreement of

their staff about the principles on which their
policy of redundancy and early retirement
should be based is in the view of the Medical
Academic Staff Committee the correct ap-
proach and we believe that wherever possible
such agreements should be obtained before the
matter is discussed with individual members of
staff.

J P PAYNE
Chairman, Medical

Academic Staff Committee
London WC1H 9JP

Home visiting of patients by
physicians in geriatric medicine

SIR,-The article by Dr Marcel Arcand and
Professor J Williamson (12 September, p 718)
demonstrated the value of home visiting. Some
virtues of their policies which were not
apparent in their study have been noted in our
department, where similar policies are em-
ployed.

This practice was introduced as part of a
plan to develop a preventive approach to
geriatric management.' The general philosophy
was to "strike a bargain" with general practi-
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tioners that an immediate service would be
given in return for early referral of cases. The
general practitioners responded well to this
suggestion and have accepted the principle of
earlier referral, so that cases now are rarely left
to reach the crisis point. This means that a plan
for the patient's management is much easier
to produce and the response to treatment is
more rapid.

It is apparent that the policies described by
Professor Williamson's department have made
a major contribution to avoiding crisis ad-
missions and there is accumulating evidence
that they are of great value in diminishing
chronicity.

F D HONNEYMAN
Delancey Hospital,
Cheltenham GL53 9DU

Honneyman FD. Health Visitor 1980;53:520-1.

Doctors and nurses

SIR,-In response to your leading article
"Doctors and nurses" (12 September, p 683),
as someone who has been closely involved
with the Royal College of Nursing's work on
standards of nursing care I think that it is
important to put the record straight in relation
to some of the rather misleading statements
made and the interpretation placed on points
raised in the Royal College of Nursing's
publication Towards Standards.

I was pleased that your journal has
responded to the college's discussion docu-
ment, but very disappointed with your
negative approach. You have made some
misleading comments on the "nursing process,"
which is defined as being a systematic approach
to individualised patient care. It has application
in all spheres of nursing, and your statement
referring to its appropriateness is inaccurate
and is not borne out by the evidence currently
available. The statement that "The present
system should not be immutable, but it has
worked effectively for over a century and is
understood by all concerned, including the
public" rendered me almost speechless. Such
a narrow and complacent view surely is sound
justification for the concern of the Royal
College of Nursing over standards of nursing
care.
The important issue of the relationship

between doctors and nurses is worthy of a
more serious and sensitive discussion than
the one you have provoked. Increasing the
clinical accountability of the nurse does not
impinge on the clinical autonomy of the
doctor. Your suggestion that "the patient
needs a nurse as his advocate against the
doctor" are your words, not those contained
in the RCN document, and this is a mis-
representation of the college's view.

It has never been the intention of the Royal
College of Nursing to indulge in professional
rivalry, which is suggested in your editorial.
The nursing profession has reached a level
of maturity where it is prepared to be self-
reflective and discuss openly the clinical role
of the nurse and its relationship to standards
of nursing care.

It is the intention of the Royal College of
Nursing to be positive and promote the
"teamwork" approach to care. The nursing
and medical professions must work closely
together in discussing these important develop-
ments, which will not be taken as a "pinch
of salt" by clinical nurses. We have had a very
positive response so far from all sections of

the RCN membership and have embarked
on a continuous programme of initiating
action both nationally and locally.

DAVID RYE
Royal College of Nursing,
London WIM OAB

SIR,-Bravo, Dr Lesley Wills! If a sufficient
number of people shout sufficiently loudly
about the disappearance of the "caring" nurse,
I wonder will the trend be halted, or has it
already gone beyond the point of no return?
A few days ago I went to visit a very

courageous sufferer from multiple sclerosis,
who is now a quadriplegic. For some time he
has been admitted for a fortnight every six
months to a long-stay ward to give his wife a
break. It has not been pleasant, but he has
found it endurable. I knew that he had recently
been "inside," and asked him how he had got
on. He paused for a minute, looked at me
quizzically-his intellect and sense of humour
are unimpaired-and replied, "Perhaps they
knew that I hadn't long to go, and felt that I
should have a foretaste of what to expect.
Utter hell, that's what it was, utter hell."
Apparently a middle-aged caring sister had
been in charge of this ward on his previous
admissions, who may have felt a little out of it
on a modern intensive therapy unit, but who
knew all about bedside nursingand how to make
a paralysed man comfortable. She had gone,
and with her she had taken every shred of
compassion from that ward. "Don't think,"
he said, "that I am criticising all nurses-the
nurses who come to see me here are 'angels of
light.' It is only in hospital that one meets such
calculated cruelty." What an indictment.
A couple of years ago I was invited to serve

on a committee that had set itself the task of
trying to find out why it was that sufferers from
multiple sclerosis rarely developed pressure
sores while being nursed at home, but almost
invariably developed them as soon as they went
into hospital. All sorts of "red herrings" were
drawn across the path: the hardness of the
hospital beds, the coarseness of the sheets, the
type of washing powder used, the gross over-
work that gave the nurses no time.... No time
for what ? For nursing ?

Greatly increased pay, shorter hours of work,
more sophisticated scientific teaching, and
better status have made the profession of
hospital nursing far more attractive, we are
told. Attractive to whom ? Perhaps it is
attracting people totally devoid of vocation,
whom the nursing profession could very well
do without.

ROBIN BURKITT
Farnham Common, Bucks

SIR,-As a ward sister, and although not an
"influential nurse" certainly one of those
converted to the nursing process, I would
like the right to reply to your excellent leading
article "Doctors and nurses" (12 September,
p 683).
There are many wide-ranging and funda-

mental issues raised in it and if we, nurses and
doctors, have the courage to explore them
together this can only serve to improve the
standards of patient care and to unite the two
professions. The tragedy will be if the medical
profession dismisses these profound changes
as nonsense-particularly so when this
response comes from those who have not ever
bothered to find out why nurses are seeking

change in the first place, and why they have
chosen this method of achieving it. To thus
dismiss our aims can only be divisive, and if
we then seek to "redefine the boundary
between medicine and nursing" can anyone
blame us? The article accurately describes
the four stages of the "nursing process," and
who can argue against the need for each?
Although I would not agree, it may well be
said that these things are "what good nurses
already do." It is certainly not what all
nurses do. I would question how good the
"good nurse" is who fails to ensure that
others can give as good care as she can. The
process surely attempts to do that.
The "traditional plan of management," you

say, was decided by the doctor and based on
assessment of the patient's problems. I would
suggest that it was in fact based on the
patient's diagnosis. Every "hernia" was given
the same care simply because he was a hernia.
Nurses are not trying to take over diagnosis
or treatment. We are nurses from choice and
do not wish to be mini-doctors. The assessment
we make is of individual patients' problems
which may need nursing intervention. We
seek to plan care to meet each individual need
as it is identified. This leaves no room for the
old stereotyped, routine care, which wasted
so much of the valuable time of the nurses.
Four-hourly so-called observations are a
prime example-every patient in a ward
having four-hourly temperature and pulse
recorded from admission until discharge
because Mr X always has this done on all his
patients. I would urge doctors to believe
that we are capable of correctly and safely
observing patients and their conditional
changes and, when appropriate, will record
and report the temperature or pulse together
with other possibly equally important data.
Nursing care based on individual patients'
need, informed thought, research findings,
and careful evaluation cannot surely be seen
as nonsense. The question of the paperwork
involved will be seen in better perspective
if one is reminded of the various "books"
which it has replaced-temperature, work,
weight, and diet books, to name only a small
proportion, which have been superseded by
carefully documented planning of care.

Yes, many nurses, myself included, are
resentful of being seen as "doctors' hand-
maidens." You suggest that this is the public's
image but I would offer the suggestion that
this is frequently the thinking of many doctors
themselves. How many of you put away the
notes and x-ray films which you removed
from the trolley? Who do you think clears
away after you? Do you really want to pay
your highly trained nurses for that sort of
function? How many of you knock on sister's
office door when you arrive to do your round ?
How many of you ask if it is convenient for
that round? These are very simple examples
of the "respect they deserve."
You state that "few doctors would maintain

that a ward sister should be subordinate to a
new house officer." I would see myself as
subordinate only to my nursing hierarchy and
subservient to none. Our professions are
different. I have reached the level within my
own at which I feel I have most to offer.
Presumably the same can be said of consultants.
Why then should I be seen as subordinate to
yourselves ? Autonomy may be difficult for
you to accept but a sharing rather than a
division of responsibility could be to the
advantage of all.
Your article is certain to promote thought
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