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TALKING POINT

The effects of the present financial crisis on academic departments of
obstetrics and gynaecology

ASSOCIATION OF PROFESSORS OF OBSTETRICS AND GYNAECOLOGY*

Most academic departments of obstetrics and gynaecology were
established in England and Wales after the last war, well after
similar departments had been established in medicine and
surgery. At that time their main purpose was to formalise the
teaching of the subject and to pursue clinical research. Their
establishment was protected by the insistence of universities
that heads of departments should be provided with a minimum
number of beds. But the academic staff complement of these
early departments was small, and no consideration was given
to what constituted a reasonable balance between academic and
clinical activities. At that time many obstetricians and
gynaecologists doubted the usefulness of the new departments
and used clinical excellence as the sole yardstick to judge them.
This explains why, even today, most academic departments
of obstetrics and gynaecology have a heavy commitment to
clinical care with insufficient time left for teaching and research.

All medical schools in Britain now have an academic depart-
ment of obstetrics and gynaecology of some kind, and there are
32 professors in the subject. They are responsible for organising
the undergraduate course, a major share of the teaching, and
the final examination. In all these activities support is provided
to a variable degree by National Health Service staff. The
academic department is also usually responsible for postgraduate
education. Important activities are the organisation of depart-
mental meetings, the preparation of junior medical staff for
examinations, and the provision of in service education for
medical and nursing staff.

Research should be an important part of the life of all
clinicians in training, and the academic department should be a
major source of ideas. Generally, though not always, research
initiatives come from this source. Support for research is
generally obtained from grant giving bodies such as the Medical
Research Council and the Wellcome Trust, with a relatively
small contribution being made by universities. In most
departments the major part of research by clinicians, even by
those in established academic posts, is done out of hours.
Most academic departments are responsible for a substantial

amount of the clinical care provided in the health area of their
teaching hospitals. A variable amount of support is provided
by NHS senior house officers and registrars while professors
and senior teachers are usually honorary consultants and
lecturers are senior registrars. This structure has proved
particularly vulnerable to university cuts because of the
requirement to meet the responsibilities of an unavoidable
clinical load.

Survey and results

The heads of all academic departments of obstetrics and
gynaecology in Britain were asked by the Association of Pro-
fessors of Obstetrics and Gynaecology to complete a question-

*Chairman, Professor Norman Morris. Requests for reprints should be
addressed to Professor R W Beard, Department of Obstetrics and
Gynaecology, St Mary's Hospital Medical School, London W2 IPG.

naire inquiring into details of present medical and non-medical
staffing in their departments including junior staff provided by
the NHS. An indication of the workload was obtained from
figures for the annual number of deliveries and operating
sessions. Equivalent figures were obtained for the NHS con-
sultant led teams. Finally, heads of departments were asked
to enumerate the number of posts frozen or cut in the recent
financial crisis and the policy on the provision of locums.
Survey results are correct up to December 1982. Figures on
workload were available from 19 university departments in the
provinces and seven in London. It was not possible to break
down the statistics into academic and NHS components for the
remaining seven departments, which is why they are not
included. Details of the cutbacks (table I) were obtained from
32 of the 33 departments.
The numbers of clinical academic and NHS staff and the

annual number of deliveries in London and the provinces is
shown in table II. These figures are expressed as a ratio in
table III, which gives some idea of the comparable workloads
in academic and NHS units. They show that the clinical
workload of the professors and senior lecturers throughout the
country is about 74"0 that of their NHS colleagues and the
clinical workload of lecturers about 860o. The use of the annual
delivery rate as the sole index of workload has obvious limitations
since it takes no account of gynaecology and such variables as
the geographical separation of units with the added commitment
to travel. Nevertheless, it provides a useful guide.
There seems to be no agreed policy between universities

and the NHS about providing locum cover for illness or holidays.
The survey has shown that locum cover was never provided
for clinical academic staff in 24 units, sometimes in two, and
usually in five (table I).

CONSEQUENCES OF PRESENT FINANCIAL CRISIS

Medical schools throughout Britain have had to reduce
expenditure as a consequence of limits set by the University
Grants Committee. A major source of savings has been the
removal of posts or an insistence that the post should be frozen
for a variable period of time. Only seven departments of
obstetrics and gynaecology have been unaffected and have
maintained their level of staffing. Eight have had posts frozen
and removed, six have had posts removed, and 11 have had
posts frozen. In general, lecturer posts were worst affected, and
of the seven departments with lecturers removed only three
received replacement senior registrars from the NHS. One
department has been severely damaged by the removal of two
lecturers for a minimum period of two years, although as a

temporary measure an extra NHS senior registrar has been
appointed to cover clinical duties.
The effect of reducing the lecturer complement of any

department is bound to be seriously disruptive when it is
considered that the mean lecturer plus NHS registrar comple-
ment is three per department. These individuals have only 16%
of time over their NHS colleagues for teaching and research.
The remaining staff simply become overworked clinicians. The
fact that only three out of the seven lost lecturer posts were

replaced by new NHS posts suggests that there is no agreed
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TABLE I-Number of posts frozen and removed, and locum cover provided for academic departments

Hospital

London:
Charing Cross
Hammersmith
King's College
London
Queen Charlotte's
St Bartholomew's

St George's
St Mary's
St Thomas's
Westminster
University College

Provincial:
Aberdeen

Belfast
Birmingham

Bristol
Cambridge
Cardiff

Dundee

Edinburgh
Glasgow (unit A)
Glasgow (unit B)
Leeds (unit A)
Leeds (unit B)

Leicester
Manchester (unit A)

Manchester (unit B)

Newcastle
Nottingham
Oxford
Sheffield (unit A)

Sheffield (unit B)

Southampton

Posts frozen

None
None
4 secretary
None
None
Senior lecturer frozen before appointment of

professor
None
1 senior lecturer for 1 year (now unfrozen)
None
None
2 lecturer posts downgraded to lowest point on

clinical lecturer scale

None

1 senior technician
1 lecturer post frozen until 1982, subsequently

re-established

Lecturer for an unknown period
1 lecturer post frozen for 6 months
1 lecturer for 1 year, 10",, to be achieved by 1983-4

(not by redundancies). Probably next lecturer to
leave will not be replaced

1 lecturer indefinitely since 1981, replacement of
NHS senior registrar at expense of losing a
registrar

None
2 lecturers until at least September 1984
None
1 technician post frozen for 18 months
1 lecturer/senior registrar indefinitely

1 non-clinical lecturer post frozen for 6 months
All vacancies for technical, secretarial, and academic

staff automatically frozen for 6 months originally

Posts removed

1 lecturer, 1 senrior biochemist, I research assistant
I technician
None
None
1 scientist, I technician
None

None
None
None
None
1 technician

2 lecturers at honorary senior registrar status,
1 research officer, NHS replacement of
1 consultant, and 1 senior registrar. Due to lose
2 secretaries

None
All casual vacancies frozen and then automatic

disestablishment of medical, technical, and
clerical staff. No NHS replacement

2 secretary, technician
None
research sister

technician

1 technician
1 scientist, 1 technician
None
2 senior lecturer non-clinical, 2 technicians
None. 1 lecturer/senior registrar not appointed-
no sernior registrar staff

None
1 tutor (lecturer grade) and 1 non-clinical lecturer
post

and now 9 months
1 technician post frozen since Nov 1981. Long delays 1 tutor/registrar
between reappointment, if allowed to be filled

None 1 junior secretary
None None
None 1 clinical lecturer
Senior registrar post frozen indefinitely, temporary None

freeze of 2 lecturer posts for 3 and 2 months each
1 lecturer post frozen for 3 months, 1 senior lecturer None

post for 1 month
None 1 lecturer removt

secretary, 2 rec

r post permanently discontinued

,ed and replaced by NHS
cords staff (NHS)

Locum coser

None
None
None
None
Locums provided by NHS
None

None
Locums provided by NHS
Provided for lecturers
Locums provided
None

None

None
None

Locums provided by the university
None
None

None

Cover for junior acadcmic staff
None
None
Locum cover sometimcs available
None

None
None

None

None
None
None
None

None

None

TABLE iI-Distribution of clinical academic and NHS staff and numnber of deliveries annually in seven London and 19 provincial teaching hospitals in 1981*

Academic staff NHS staff

Professors and Annual Senior registrars Annual
senior lecturers Lecturers deliveries Consultants and registrars deliveries

London 16 5 19 8 600 1i 20 5 10 200
Provinces 57 60 34 042 88 92 61 680

*Professors and senior lecturers have been designated consultants. Senior registrars and registrars attached to acadcmic units have been included with lecturers. Research
staff are not included.

TABLE III-Average workload in academic and NHS units expressed as number
of deliveries per individual consiultant or member ofjunior staff*

Academic staff

Professors/
senior Lecturerst

lecturers

NHS staff

Senior
Consultants registrars and

registrars

London 521 452 567 498
Provinces 597 567 701 670

*Annual deliveries in all units divided by staff total in each group.
tLecturers include attaiched senior registrars and registrars.

system whereby the NI-S administration makes good the loss
of a university clinician.

Discussion

The problems facing academic departments of obstetrics and
gynaecology are, no doubt, similar to those of academic departments
of other clinical disciplines. What is peculiar to academic obstetrics
and gynaecology is the inescapable demand of providing a 24 hour

obstetric service and the known difficulty of recruitment in a specialty
in which private practice is plentiful.
The survey carried out by the association has been useful in

providing factual information on staffing and workload outside the
effects of the present financial crisis. The figures on workload show
that clinical academic obstetricians as a whole do not have sufficient
time set aside for teaching and research, in particular lecturers, who
are doing only 14", less than their senior registrar and registrar
colleagues in the NHS. The need for a definite policy on a generous
sessional allocation of time for what might be called "academic
activity" is shown when the figures for individual departments are
examined. For some academic departments the delivery: lecturer
ratio is as much as 50"', higher than the mean for all departments.
Inevitably, lack of time to do anything other than clinical work must
mean that the minimum of teaching is done and scant attention can
be given to the development of research ideas.
The effect of the policy of reallocating resources from well provided

to less well provided areas of the country1 has adversely affected some
academic units, particularly in London, in two ways.

Firstly, the removal of an NHS registrar or senior registrar from a
teaching hospital means that the clinical and academic activities of
that individual have to be absorbed by the remaining junior staff
regardless of whether they work for the NHS or for the university.
Secondly, until recently clinical staff in academic units were not
included in the calculations of the staffing of teaching hospitals,

772 BRITISH MEDICAL JOURNAL VOLUME 287 10 SEPTEMBER 1983

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J (C

lin R
es E

d): first published as 10.1136/bm
j.287.6394.771 on 10 S

eptem
ber 1983. D

ow
nloaded from

 

http://www.bmj.com/


BRITISH MEDICAL JOURNAL VOLUME 287

but this is no longer so. Unless regional manpower committees have
an agreed policy of making sessional provision for the teaching and
research activities for clinical academic staff, teaching hospitals are
liable to reductions in staff, particularly in areas "donating" resources,
because they seem to be overstaffed. If this happens lecturers will
inevitably lose all their academic potential.
The present financial crisis has resulted in a reduction, often

permanent, in the staffing of most academic departments of obstetrics
and gynaecology. In some cases the NHS authorities have recognised
the effect on clinical care by providing senior registrars or registrars
to maintain the services, but this is by no means a universal practice.
Another practice has developed whereby an NHS post (usually
consultant) falls vacant owing to a retirement and is converted into a
clinical academic post (usually senior lecturer). Though this system
has much to recommend it because it increases the complement of a
department that is often understaffed, no allowance is made for the
incumbent to do research and teaching. The result is that while clinical
commitments of the department are met the individual in post can
contribute little to its academic component.

PARITY WITH NHS

Parity of academic salary scales with those of the NHS has been
regarded by academic clinicians as one of the foundation stones of
university medicine. Without it many talented young clinicians
would find it difficult to justify the financial disadvantages of entering
academic obstetrics and gynaecology. In 1968 the National Board
for Prices and Incomes recommended that salary scales and pay
awards made by the government should be the same for academic
as for NHS doctors.2 The proposal by the Department of Education
and Science in 1982 to university employed clinicians that it would
only provide a pay increase of 4",) compared with the 60" offered to
NHS doctors was therefore more than disquieting.3 The fact that
eventually academic clinicians received 6",, has not calmed the
anxiety provoked by the knowledge that an apparently binding
agreement can so easily be threatened. Parity of salary has recently
been eroded by the decision to allow full time NHS consultants to
earn an additional 100) of their salary as fees from private practice
with all the tax advantages that that implies.4 Most universities
specifically prohibit their employees from undertaking private
practice, and few senior academic clinicians favour this as a means of
making good salary deficiencies because of the likely deleterious
effect on academic endeavour. Nevertheless, more and more academic
staff favour this method as being the only practical means of keeping
abreast of NHS colleagues so far as pay is concerned.

Distinction awards are designed to reward excellence shown by
clinicians working in the NHS. Most academic clinicians, particularly
professors, will receive an award during the course of their career,
and in the past this has helped to bridge the salary difference between
senior university and NHS clinicians. Clearly academic clinicians
cannot expect to receive a distinction award almost as a right, and
a system designed to stimulate incentive in the NHS cannot be
used to make good deficiencies in university salaries.
Two further sources of potential financial disincentive affect junior

academic clinicians. Firstly, removal expenses are paid in full to
NHS staff, whereas the amount paid by medical schools is only a
fraction of the cost.5 Secondly, most medical schools do not pay
extra duty payments (units of medical time). Our survey shows
that at present these payments are mainly being made to academic
clinicians by the NHS. There is, however, no statutory requirement
for this practice to continue.

In the past many academic departments were able to obtain
sufficient money from one of the major grant giving bodies to support
a junior doctor to do research for up to three years. The advantage
to a department of this arrangement was that a young clinician could
be free to devote most of his or her time to learning about research
and often to obtain a PhD or MD at the same time. These individuals
also continued to maintain their clinical skills by helping out if
temporary staffing deficiencies occurred in the department. They
were, in effect, providing an invaluable service as an occasional
additional pair of hands. The present state of research funding is
such that it is now becoming increasingly difficult to obtain clinical
salaries for clinicians wishing to devote two or three years to research,
thereby adding to the clinical load borne by the academic staff in
established posts.
With the financial crisis likely to continue for a long time there are

serious disincentives to doctors to enter academic obstetrics and
gynaecology. Erosion of staffing levels, financial and job satisfaction

disincentives, and difficulty in funding research will ultimately take
their toll. Taken to an extreme, academic departments could become
entirely providers of service, staffed by clinicians who are unable to
obtain an NHS appointment. Such a gloomy view is not yet justified,
but there can be no doubt that unless something is done soon to
remove some of the many adverse influences that surround academic
departments much irreparable damage will be done.

This is particularly important now because it has arisen at a time
when the body of knowledge in obstetrics and gynaecology and its
clinical application is expanding rapidly, while at the same time the
structure of hospital staffing is being changed so that greater service
demands are placed on all clinicians.

Finally, it should be recognised what a relatively weak political
position academic medicine is in. Clinical academic staff represent
only 2-3",) of all university staff and about the same proportion of all
doctors. In these difficult financial times, when every group has to
protect its own interests, there is a real danger that academic medicine
will fall between the large voting blocs of the NHS and of the
universities. It is our view that the future of academic obstetrics and
gynaecology depends on the support of all obstetricians and gynaeco-
logists and in particular of the Royal College of Obstetricians and
Gynaecologists.

Possible solution

STAFFING

It seems sensible to include academic clinicians with NHS
staff when calculating manpower requirements. For teaching
hospitals, however, the calculation should include an agreed
weighting factor that ensures that academic and NHS staff
have time for teaching and research over and above their
clinical duties. It is suggested that clinical academic staff should
devote a maximum of five out of 10 sessions a week to clinical
work. Agreement will, however, have to be reached on sessional
eligibility for a distinction award.
Agreement must be reached between the university and

NHS authorities about where responsibilities lie for maintaining
the clinical services. The present position whereby a university
clinical post may be frozen without regard for the effects on the
clinical services in the expectation that NHS authorities will
make good the deficiency cannot continue. This is a problem
that universities and regional administrators should resolve
jointly.
The short term solution for academic departments affected

by cuts may be to reduce their clinical commitments to allow
adequate time for them to carry out their academic responsibility.

In the long term the staffing of academic departments of
obstetrics and gynaecology needs to be rethought bearing in
mind the changes that have occurred in teaching hospital
medicine and research. The research potential of academic
departments, particularly in London, is seriously restricted by
the almost total lack of an established scientific infrastructure.
With the increasing incursion of all forms of technology-
biochemistry, physiology, and pharmacology, to name but a

few-there is a need for a nucleus of established scientists to
work alongside academic obstetricians. Inevitably, this would
not only lessen the load on the clinicians but would also improve
the quality of teaching and research. There can be no denying
that any serious clinical researcher should be capable of carrying
out most of the procedures entailed in his research, but there
must also be a permanent core of skill that stays when the
clinician moves on to his next post.

EQUALITY OF SALARY WITH THE NHS

At present the financial and academic disincentives to
recruitment are so great that few individuals of the right calibre
are prepared to make a career in academic obstetrics and
gynaecology. Financial parity between academic and NHS

continued on page 774
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Hospital medical staffing structure
At its meeting in July the Joint Consultants
Committee was told that a revised draft of a
statement on hospital staffing structure in
general medicine and general surgery, pro-
visionally agreed between representatives of
the JCC and the Department of Health and
Social Security, had gone to ministers. The
chairman, Sir John Nabarro, hoped that this
statement would now be approved. We printed
the draft proposals on 6 August (p 439). The
last sentence was unintentionally omitted and
the proposals are now reproduced in full.

Consultant expansion

Increasing the number of consultant posts in
the Health Service is an essential element in the
correction of the imbalance in the hospital
medical staffing structure. This is of particular
importance in relation to general surgery,
which is not at present expanding in the
country as a whole.

Honorary senior registrars

When an established university lecturer who
holds an honorary senior registrar contract
vacates his post the decision about replacement
is clearly one for the university. Honorary

contracts may also be sought by the universi-
ties or by consultants sponsoring research
fellows on grants from research foundations or
funded in other ways. On receipt of the
curriculum vitae the authority should obtain
the advice of the appropriate regional training
committee on whether an honorary senior
registrar contract or an appointment in some
other grade would be appropriate.

This provision does not apply to doctors
employed by the Medical Research Council for
whom other arrangements have been made.

Further discussions are to be held with
representatives of the Committee of Vice
Chancellors and Principals on the control of
honorary senior registrar posts.

Senior registrars in general medicine
and general surgery

There is an excess of senior registrar posts
in some specialties for the likely consultant
vacancies in the near future. This is particularly
marked in general surgery and in general
medicine and many of its related specialties.

Consultant expansion would relieve some of
this excess, but in view of this imbalance, when
one of these posts becomes vacant the regional
health authority should seek local professional
advice (which would normally include the
regional training committee, the regional man-
power committee, and the relevant college
adviser) and guidance from the DHSS (which
will seek the views of the Central Manpower
Committee before deciding that such a post
should automatically be refilled.

No charges on items supplied by GPs

From 1 September patients will not have to
pay prescription charges for items supplied
and personally administered by either prescrib-
ing or dispensing doctors. For some time the
position has been confused. Patients of dis-
pensing general practitioners, usually those in
rural areas, have had to pay a prescription
charge if their doctor supplied them with items

he personally administered-for example,
influenza vaccine-unless they were exempt.
Patients of doctors who do not dispense
all medicines but who have supplied and
administered such items have not had to pay a
charge. The necessary regulations will be laid
before parliament shortly.

Talking Point-continued from page 773

hospital doctors, and ensuring that adequate time is provided
for teaching and research, are essential first steps if satisfactory
recruitment for academic departments is to resume. Underlying
the problem of financial parity is the fact that academic staff
are paid by their universities, even though a large proportion of
their working time is spent working in the NHS. This "knock
for knock" arrangement, whereby academic staff provide a
clinical service in return for which the NHS provides facilities
for teaching and research, starts to fall apart in times of financial
stringency. It is the view of the Association of Professors of
Obstetrics and Gynaecology that joint funding, whereby
academic staff are paid a salary by the university for the time
spent on teaching and research and by the NHS for their
clinical work, offers a practical solution of solving the present
dilemma on salaries. A joint appointment system like this has
worked well in Northern Ireland.
The association was initially opposed to part of the salary of

clinical academic staff being derived from private practice,
but more recently most members have accepted that this must
occur if parity with the NHS is to be maintained. The dis-
advantages are the possible erosion of time and limitation of
academic endeavour and the fact that private practice is more
readily available to some departments-for example, those in
London-than others. In addition, there is always the possibility
that authorities may come to rely on private practice as a means
of meeting pay increases in the future with a resulting loss of
time for academic activities. The association suggests that a
scheme should be worked out by individual universities to
bridge the widening gap between academic and NHS clinicians.
Extra duty payments to academic clinicians for clinical work
done out of hours should be an accepted responsibility of the
NHS.
The disparity between entitlement of university as compared

with NHS staff in the scale of remova1 expenses is tinfair, bujt

it is unlikely that it will be resolved because of the lavish scale
of expenses allowed in the NHS, which universities are never
likely to think is justified. If it was agreed that a system of
joint payment to academic staff by the university and the NHS
should be instituted then it would be possible to get agreement
that removal expenses could be calculated on both university
and NHS scales depending on the sessional commitment of
each individual.
Most of the problems that have been highlighted by this

survey affect academic clinical departments in all specialties
and not just in obstetrics and gynaecology. The combination
of academic and clinical responsibilities has made university
departments particularly susceptible to the damaging effects of
the present financial crisis. Cutbacks by universities have failed
to take into account clinical commitments, and NHS cutbacks
have been made without due consideration being given to the
teaching and research needs of academic clinicians. These
problems can largely be overcome by a joint approach between
university and NHS authorities.
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