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Medical manpower mismanagement: mirage or miracle?

W J APPLEYARD

If the controversy over the Department of Health and Social
Security's current initiative on hospital medical staffing structure
erupts into open opposition against consultants there will be no
winners. Our patients will be the losers. Despite active dis-
cussions on medical manpower with the profession at the time,
the DHSS independently launched its "initiative" in June 1980
before the Social Services Committee started work in November
of that year. A letter implementing its policy was sent to chair-
men of regional health authorities in September 1981,' well
before the report on medical education from the Social Services
Committee (Short Report)2 was published and without any
consultation or agreement with the profession. A further letter
to regional medical officers in January 1982& provided a model
by which some of the effects of moving towards a consultant-
provided rather than a consultant-led service could be quantified
and evaluated. In February the Government's response to the
Short Report crystallised the DHSS's thinking.4 In essence this:

(1) Doubles the number of consultants over the next 15 years.
(2) Changes fundamentally the pattern of consultant work.
(3) Reverses-the present ratio of one consultant to 1 8 juniors,

to 1 8 consultants to one junior doctor.
(4) Introduces an immediate standstill in the number of senior

house officer posts, leading to a 50'U, reduction over 15 years.
The profession has been seeking an expansion of the consultant

grade for many years. The last manpower agreement with the
DHSS, made 10 years ago, for a 4"/O expansion in consultants
and a 2 2 0 expansion in registrars was never realised and
finally the agreement was broken by the Department in the late
'seventies. During those years some growth money to fund such
an expansion was available. With the Government now stating
that the proposed expansion of the consultant grade would not
take up extra resources at a time when the growth expenditure
on hospitals and community health services is bound to be
restricted, it is difficult to envisage the new target of 50o a year
being reached. The DHSS is, however, committed to a sub-
stantial endeavour to try and meet this by changing the "grade
mix"-to use the DHSS's own jargon. Its proposals need to be
examined in detail as the changes envisaged and their implications
will profoundly alter the nature and provision of consultant
services in this country.

If the number of consultants is to be doubled in the next 15
years and the new 1-8 to one consultant to junior ratio applied
an extra 13 000 extra consultants would be required in England
and Wales, with the number of junior doctors reduced from
21 700 to 14 000 (table I). The net increase in total numbers of
doctors over the period would be approximately 6000.

TABLE i-Changes in medical staffifDHSSproposals were
implemented'

Grade 1980 1996

Consultants 12 778 25 500
Senior registrars 3 000 3 000
Registrars 6 000 3 000
Senior house officers 9 700 5 000
Preregistration house officers 3 000 3 000
Other grades 3 000 3 000

Total 37 478 42 500

The DHSS's new projections on the mix of grades are based
on the following assumptions:

(a) Half the medical graduates go into general practice after
one year as a preregistration house officer, and two years as a

senior house officer.
(b) Half the graduates pursuing hospital careers do one year

as a preregistration house officer, 75°0 do one year as a senior
house officer, and 25"(, do two years as a SHO.

(c) All SHOs do two years as registrars.
(d) The numbers in the senior registrar grade are related to

the numbers required to fill consultant vacancies-that is, post-
graduate training takes about six to seven years.

Grotesque distortion

The Department's projections have not been based on any

detailed studies of the needs of the different specialties and the
application of this statistical formula across the board would
lead to a grotesque distortion in the provision of resources. For
instance, it is surprising that the DHSS has assumed that there
will be no growth in the present numbers of approximately
26 000 general practitioners. It seems entirely wrong that the
expansion of the hospital sector should apparently be made at
the expense of any improvement in general practice. Further-
more, the figures make no allowance for the many doctors
entering other careers in medicine outside hospital and general
practice. Table I shows that the DHSS is planning not just a

standstill in the numbers of SHOs but a reduction of a half over
the same 15-year period. This reduction will have more serious
consequences for a freeze or the standstill implemented this year.
There can be no grounds for supposing that doctors entering

a hospital career will spend less time in the SHO grade than
their GP trainee colleagues. The Short Report's proposal to
spend a year in a different specialty early during the post-
graduate training period would mean an even longer period in
the SHO grade. The DHSS's new "grade mix" will provide
too few SHO posts for the 4000 new graduates and result in
considerable unemployment among junior doctors. This can

hardly be in the minds of the present junior doctors' leaders,
who have justifiably been concerned about the present figure of
over 1000 unemployed doctors. Though this figure may repre-
sent under 1°0/' of all registered doctors, and the DHSS points
only to a rise in "frictional" unemployment between posts, such
unemployment will be mostly among the 20 000 junior grades.
Thus the real figure for unemployed junior doctors may be
nearer 50.

Despite much lip service being paid towards increasing the
number of women graduates in medicine, the DHSS figures
seem to take no account of their special needs nor of the many
overseas doctors seeking postgraduate training in this country.
The Government is implicitly assuming that the latter doctors
will gradually and conveniently go away. Whitehall's medical
manpower mandarins have seriously misjudged the needs of
overseas graduates, who are still actively competing for posts in
the United Kingdom.
With the planned reduction in the number of junior posts, the

DHSS envisaged some change in the nature and pattern of
consultant work in the NHS as each consultant will necessarily
have to be more active in caring for a smaller number of patients.
The officials argue that these changes would be likely to bring
such work more closely in line with the arrangements that exist
in private practice and which doctors seem to find satisfactory.
This argument is posed more as a political aside than a real
reason. Private practice is optional and may be accommodated
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within the consultant's NHS and personal commitments. NHS-
contracted work is mandatory and is subject to duty rotas.

The DHSS also states that "some changes in the provisions
of cover out of hours would certainly be required." This, as

will become apparent when we examine the DHSS proposals in
more depth, can only be interpreted to mean that consultants
will take over the out-of-hours duties at present being provided
by the 3000 registrars and the 4700 SHOs who are to be phased
out.
At the meeting of the Central Committee for Hospital Medical

Services in February 1982 the Chief Medical Officer, Sir Henry
Yellowlees, told consultants that the rumours that all consultants
were being required to live in every other weekend were not part
of the DHSS's proposals.5 He refused to guarantee, however,
that a consultant would never be required to sleep in the hospital
and inferred that some would want to "kip down." The present
terms and conditions of service require consultants normally to

live within 10 miles of their principal hospital. They do not
require consultants to be resident'. With this new proposal for
some consultants to "kip down" in future, there has been a

fundamental change in the Department's intentions that has not
been agreed, let alone discussed, with the profession's repre-

sentatives.

Effects of consultant-provided service

Despite this lack of agreement the letter from Dr M E
Abrams, senior principal medical officer, DHSS,X takes the
DHSS's intentions a stage further. It provides a model to help
calculate the effects of moving towards a consultant-provided
service and to facilitate its introduction. It is, therefore, essential
to look at the validity of the "Abrams model" and the Depart-
ment's thinking behind it. The model gives an illustrative
calculation of the work load and work commitment of a consultant
and junior staff general medical team derived from the surveys

of hospital doctors' average work load and activity. The numbers
of hours worked and on-call duties are aggregated and redistri-
buted among a revised "grade mix." The hours of work are to be
indiscriminately shared between the increased number of
consultants and the reduced number of junior staff. The example
given is that of a general medical team initially consisting of
five consultants, one registrar, and five SHOs (table II). This is
transformed into a team of seven consultants, one registrar, and
three SHOs.
These calculations contain serious errors. With five SHOs on

a team, each would be on a one-in-five duty rota before the
change and, therefore, work a basic 40 hours a week plus
approximately 26 hours on call Qach week. They would not be
working the national average of 48 hours on call a week as in
the Department's illustration. After the change the remaining
three SHOs are shown to be working a one-in-three rota. The
application of the "Abrams model" would, therefore, result in
an increase in the number of hours worked by SHOs on such a
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TABLE III-Medical staffing in England and Wales, Septemlbct 1980

Senior
Consultant registrar Registrar SHO

General medicine 1045 276 660 1026
Rheumatology and rehabilitation 440 72 43 73
Dermatology 364 41 35 41
Cardiology 343 39 82 88
Geriatric medicine 405 86 217 705
Neurology 367 30 75 80
PaLdiatrics 519 133 242 855
General surgery 954 212 673 663
Accident and emergencv 131 16 62 1105
Ear, nose, and throat 372 43 146 271
Ophthalmology 398 90 123 301
Trauma and orthopaedic 448 134 360 455
Obstetrics and gynaecology 703 121 449 1203
Mental illness 1083 228 691 738

team unless the consultants joined the on-call resident rota. In
the model no mention is made of preregistration house officers
who would also work on the medical team and whom the DHSS
has included in their grade-mix ratios.
The medical staffing figures for September 1980 in England

and Wales (table III) show that the initial level of medical
staffing used in the model approxi-mates to the national average

among the 200 or more district health authorities. Local
circumstances, however, will vary, particularly as one-third of
consultants work in more than one district. Furthermore, the
present mix of grades will be different in each specialty and it
would be impossible to apply this model to specialties such as

dermatology, neurology, or cardiology, which have far fewer
SHO posts. These assumptions also ignore the obvious effect
that changes in one specialty will have on other specialties.

Tl he calculations of consultants' work load are based on the
Office of Manpower Economics's survey published in the Eighth
Report of the Review Body on Doctors' and Dentists' Remunera-
tion in 1978." The Department used the mean figures for
general medicine of consultants' clinical and other work, which
they called "non clinical." But unlike the calculations of juniors'
hours they did not include the average time that consultants
were available on call. More importantly, the "Abrams model"
assumes that consultants start and finish their basic work at the
same time-for example, all consultants fit in their "mean" 46
hours of clinical and other work between 9 am and 6 12 pm,
Monday to Friday. This shows a lack of understanding of the
nature of the consultants' present duties and the built-in
flexibility that allows such work to be organised in the most
efficient and effective way over the whole week.

It also bodes ill for doctors because it implies that the Depart-
ment foresees a strict industrial shift-type contract. Health
authorities must realise that such a concept is totally alien to

most consultants. Though the profession has pointed this out

forcibly to the DHSS, Departmental officials have gone further
and suggested savings through flexible rostering by staggering
starting and finishing times. Any such rigid compression of

-continued on page 1355

TABLE II-"Abrams model" as applied to general niedicine

Individuals before change Team before change Change Team after change Individuals after change

5C* IR* 5SHO* 5C 1R 5SHO C R SHO 7C 1R 3SHO 7C 1R 3SHO

Consultants:
Basic

Clinical 38 190 58 248 35
Non-clinical 8 40 - 40 6
On-call rota 1 in 5 N/A N/A NIA 1 in 7

Outside basic
On-call available 24 122 N,'A 127 18
Working time 2 10 42 52 7

Juniors:
Basic

Available 40 40 40 200 -t 80 40 120 40 40
Working 29 29 29 145 t 58 29 87 29 29

On call
Available 52 48 52 240 -T 96 52 144 52 48
Working 26 21 26 105 -t 42 26 63 26 20

NIA Not applicable.
*C = consultant; R = registrar; SHO = senior house officer.
tA nil return is given here because there is no change in the work load of the single registrar.
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Medical manpower mismanagement-continuedfromn page 1352

duties would cause a profound change in consultants' ability
and attitudes to undertake clinical work, much of which may be
unpredictable and demanding immediate attention. If the in-
tention of the DHSS is to cajole consultants into staggered
clocking-on and clocking-off times they would eliminate the
present professional nature of consultant work.

Resident cover

The question of resident cover is not specifically mentioned
in the Abrams general medical team model but it is implied.
The two medical SHOs in the posts that are to be disestablished
are assessed to be working for 21 hours each during their on-call
availability. These duties, which must mean living in the
hospital, are to be equally distributed among the seven con-
sultants. When this work is redistributed about half of the
consultants' time on duty would be spent actively working in
hospital. This would only be possible if they were expected to
"kip down" and become resident. The whole of the Abrams
calculation would be invalidated if the five SHO posts were in a
one-in-five rota as there would not be this amount of work to be
redistributed.

Nevertheless, the thought and the intention are quite clear.
The "Abrams model" for the traumatic and orthopaedic surgery
team not only perpetuates the same inaccuracies as the general
medical model but envisages that most of the time that these
consultants spent on call would be taken up by actual work in
the hospital. Before the change in the mixture of grades, three
orthopaedic consultants were on call for 38 hours and worked
three of these in hospital. After the change the six consultants
would each work 12 hours extra a week in hospitals during their
notional 19 hours on call. As this work would be carried out in
the evenings and weekends, "kipping down" in hospital would
be essential. No consultant should be deceived into thinking
otherwise.
The DHSS's initiative incorporated in the Government's

response to the Short Report would mean consultants in the
acute specialties doing more clinical work, even though their

numbers were increased. The DHSS's view seems to be that
such changes would not require radical modification in the terms
and conditions of service, and so far there has been no move by
officials to initiate any discussions on their intentions before they
are implemented.
The tragedy of the DHSS's approach to medical staffing is

that it is based primarily on the highly arbitrary reversal of
ratios in the mixture of grades and not on service to patients,
which should, of course, be the main objective. The impact of
the initiative is already being felt in many health districts. The
Chief Medical Officer assured the CCHMS that no consultant
would be compelled to change his pattern of work, but if the
CMO's plans are to be fulfilled such a change is inevitable and
neither he nor his successor would be able to stand by the
promise. Such a change implies 9 am to 6 12 pm "shift"
medicine, flexible rostering, and residence in hospital for the
rest of many consultants' working lives. I find it hard to believe
that the present junior doctors in training would relish the idea
of becoming permanent residents. Existing consultants certainly
do not, and if the DHSS is to maintain any credibility in their
eyes this initiative must be halted and proper consultation take
place with the profession. A
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A career for child health doctors-conztinued from page 1354

participation in the child health services outside the hospital.
There is certainly no place in the community for pseudo-
secondary services divorced from the hospital-based specialist
services and staffed by PCMOs in posts that are "broadly
equivalent to that of consultant within the community health
service.""

Specialisation within the community health clinical services is
essential. We have outlined a career structure for community
health doctors whose sole concern would be with the health of
children because we are familiar with such work. It happens to
be the major sphere of work of most community health doctors,
but we are well aware that there are other important areas.
While we have no personal experience of these we see no reason
why the career structure that we have proposed should not be
a model for other specialties.
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