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49 implies that only consultants are fully trained
medical staff, for, in dealing with the reduction in
junior doctors' contracted hours, it states that this
". . . will therefore involve changes in medical
working practices.... In the longer term, the
planned expansion of the consultant grade will be
an essential factor in bringing these changes about,
as more direct patient care will be given by fully
trained medical staff." These remarks are another
way of stating the Short Report's comments: ". . .

the consultant will no longer be able to rely on
junior doctors to perform basic routine or
emergency work . . ." and "Consultants as a whole
will have to undertake a greater share of the
emergency, out-of-hours work." This can only
mean that consultants will be doing the work of
SHOs and registrars, and have less time, if any, to
undertake the highly skilled work for which they
were trained.

Furthermore, in paragraph 52 consultants are
reminded, as if they did not know, that they have
". . . continuing responsibility for patients referred
to them and it would not be possible to reconcile
this with any system that put an overall limit on
their working hours." In the next paragraph we
read: "While time off the following day for a
consultant who had worked long hours would be
one possibility, the overriding demands of clinical
care for individual patients might make this
impractical. None the less a suitable timetable
which allows for time off in lieu could be attained
and expansion of the consultant grade should of
itself create sufficient flexibility for the consultant
to balance his work load over several days taken
together." Today's registrars might recognise
these conditions of service as ones from which-if
we believe junior doctors' leaders-they are trying
to escape.
Not only would the junior doctor become a

consultant in name only because he was performing
junior doctors' tasks, but also he would find that he
would be tied to the same conditions of service not
for his period as a junior doctor when young and
fit but for all his professional life. The one
difference is that there will be no consultant to
turn to for help because all his colleagues will be,
like him, undertrained, overworked, exploited, and
underpaid.

I do not need to apologise to the Hospital
Junior Staff Committee for quoting junior
doctors as supporting Lord Wells-Pestell's Bill
for a shorter contracted week for junior doctors.
Dr Rees makes the usual error of thinking that
all doctors are BMA doctors. They are not.

ALAN B SHRANK
Shrewsbury

SIR,-As I was unsuccessful in putting my
questions to the Chief Medical Officer after he
had addressed the Central Committee for
Hospital Medical Services (13 February,
p 525), may I have the courtesy of your
columns to let Sir Henry Yellowlees know my
questions ?

(1) Overseas doctors. I was glad that he
confirmed the DHSS's view about the fall-off
of doctors from overseas. In fact, to some of
us who are continually in touch with doctors
in the Indian subcontinent, this has been
known for the last few years. But the other
(larger) component of this problem is the fate
of about 11 000 doctors1 in the junior grades
who in the name of postgraduate training prop
up the unpleasant and unacceptable face of
the NHS in substandard jobs. The profession
has failed to offer any benefit for their future.
How does Sir Henry propose to deal with this
clearly defined problem?

(2) Associate specialists. The recommen-
dation of the Short Report, which the Govern-
ment has accepted, is a confirmation of the
Platt Report, which created the grade-that is,
they should be able to have further training to

obtain consultant status. In practice, to be an
associate specialist has almost become a
deterrent to becoming a consultant, even in a
shortage specialty. Again, the profession has
failed to come up with a realistic answer. How
will this problem be tackled in the light of the
Government's acceptance of the Short Report ?

S ROY-CHOWDHTJRY
Gidea Park, Essex

l Anonymous. Br Medj 1980;280:1237.

Deferring parity in GP partnerships

SIR,-Please may I use your columns to express
my concern about the current employment
situation in general practice, which in the last
year or so has become difficult in many parts of
the country ?

I recently studied the partnerships offered
in the columns and advertisements in the
personal services bureau of the BMJ and
obtained for purposes of comparison copies of
the BMJ of four years ago, the same month
that is, December 1977. Certain trends reveal
themselves. Firstly, there are in total slightly
fewer vacancies advertised and the number of
opportunities for immediate or quick parity
are few when compared to the 1977 selection;
indeed, a great many practices are now stretch-
ing the waiting time for parity to three-and-a-
half years if one includes a six-month mutual
assessment period.

This situation is something of a paradox if
one considers that four years ago the majority
of new entrants to general practice had not
completed vocational training schemes occupy-
ing three years of their professional life, whereas
now for all new aspirants to become principals
this is obligatory unless they have been such
in the past. Surely this situation should prompt
some ethical consideration of whether our
profession should simply follow the "law of
the market place" and lower the remuneration
offered to an aspiring principal disregarding
their previous experience in this manner. What
are the arguments for deferring parity anyway ?
Presumably if the aspiring partner has little

previous experience it may be expected that he
will be unable to carry his full share of the
practice work load and will have to lean on the
experience of his longer-established colleagues.
With vocational training now mandatory this
argument surely becomes attenuated and long
deferment no longer justifiable.

In view of the fact that the majority of new
practice entrants have to join existing group
practices because single-handed positions are
scarce and most people cannot afford to
"squat," some ethical persuasion from the
BMA would be appropriate.

PETER GREGSON
Southport, Merseyside PR9 9DY
(at present Kamish Mushayt,

Saudi Arabia)

Special doctors for rape victims

SIR,-The recent publicity regarding the
treatment of victims of sexual assault suggests
that it is time for setting up units on a regional
basis.
The police need to provide an investigation

unit staffed mainly by female officers who have
been adequately trained in the sympathetic
handling of such victims. The medical pro-
fession should provide panels of female doctors

suitably trained in interviewing and examining
rape victims. They should be taught how to
obtain all the necessary forensic material and
how to give evidence in court. Such a system
has been operating in South Australia and
provides a caring service, with medical, legal,
and psychiatric support for victims of this
most despicable crime.
A panel of 20-30 interested female doctors

could be trained in a very short time. They
could provide 24-hour cover on a monthly rota
with very little disruption of their present
commitments. Unsympathetic male police
surgeons with little or no expertise in such
matters should not be used in such cases.

R E HOPKINS
Prestwich, Manchester

Prescription-event monitoring:
effects of industrial action

SIR,-As many general practitioners in
England will know, we have recently launched
an important new scheme for monitoring
adverse events associated with drug therapy.
On 27 January I wrote to approximately 9300
general practitioners asking them to complete
a small number of simple questionnaires. Nine
days before this, on 18 January, I had written
to all 23 000 English GPs explaining the back-
ground and practical problems which needed
to be overcome and I enclosed reprints of two
articles which were published last year in the
BMI.1 2

Unfortunately, it was not possible to predict
the effects of industrial action by ASLEF.
With deep concern we have learned that a
number of colleagues have been disturbed to
receive my second letter, which was mailed
from Southampton, before the first, which was
mailed from London. We thus appeared to be
asking them to co-operate in a scheme which
they knew nothing about.

Prescription-event monitoring is the out-
come of several years' fund raising, planning,
and discussions with the British Medical
Association and many other organisations, and
it has been widely acclaimed as the most
important proposal for ensuring drug safety
since the development of the yellow card
system.

I wish to apologise to my colleagues who may
have been inconvenienced by this, and to
express the hope that industrial action by a
small section of the community has not
seriously damaged a scheme designed to
protect the public as a whole against disasters
such as those which were experienced with
thalidomide and practolol. Any GPs working
in England, who may have discarded my second
letter, may obtain a further copy, together
with the questionnaires, by writing to me at
the address shown below.

W H W INMAN
University of Southampton
Drug Surveillance Research Unit,

Southampton S02 3FL
I Inman WHW. Br Med _' 1981 ;282:1131-2.
2 Inman WHW. Br MedJ 1981;282:1216-7.

Correction

Matricide

In the letter by Dr C M Green (16 January, p 199)
we regret a misprint in line 6 of the second
paragraph: "patricide" should be "parricide."
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