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Dr John Guthrie from Southampton and South
West Hampshire wanted the meeting to strengthen
the motion by insisting that the minutes of medical
advisory committees should be presented by their
chairmen at meetings of the health authority. He
was supported by a district medical officer, Dr
John Sarginson, who said that he was able to
express an independent view on a health topic, but
the chairman of council said that it was not for the
meeting to tell health authorities how to do things.
The motion was carried, however.
There is still continuing uncertainty about the

future role of regional medical officers, and the
BMA has already emphasised that the post should
be retained. So the motion from North East
Thames regional CHMS was a formality with no
one opposing it. Dr Joy Edelman proposed that it
was vital "to continue medical representation at all
levels of management in the NHS, including the
retention of the post of regional medical officer."
New management boards, she said, should not

be formed without a statutory requirement for
medical representation. Any diminution in the
function or establishment of the regional medical
officer post was to be deplored and opposed.
From the CCCMCH Dr L M Mayer-Jones said

that many of the predictions of last year's annual
meeting on Griffiths had come to fruition. Support
for the motion would improve the morale of
beleaguered district medical officers.
There has been criticism of the way that

managers have been appointed in the new arrange-
ments. The BMA has emphasised that they should
command the confidence of the profession locally.
The Griffiths report had maintained the principle
of the two previous reorganisations of increasing
local influence, Mr L W Godfrey (Buckingham-
shire) told the meeting. But the DHSS had insisted
on a degree of interference with appointments that
could restore central control. He proposed that the
BMA "should seek to reverse the process of
centralisation which has occurred with the mode of
selection of appointments to new district and
unit managerial posts." The appointment of local
managers should be left to those who knew
the local conditions, Mr Godfrey said. Regional
rulings were acceptable but not those from the
DHSS. The chairman said that the issue was rather
complex and he suggested that the motion should
be taken as a reference; the meeting agreed.

Superannuation matters

Despite constraints several improvements had
been achieved to the superannuation scheme, Dr B
L Alexander was able to report. Dr Alexander
chairs the BMA's superannuation committee, and
he told the ARM on Thursday 27 June that
though still concerned at the level of death benefits
his committee was pleased to see that regulations
introduced on 1 April had improved the scope of
the scheme. Because of an error made 13 years ago
7000 general practitioners would be able to pay a
little towards their original purchase ofadded years
to receive an extra pension and lump sum. The
mechanism of "approval" of service to avoid a
break and hence a return. of contributions had been
liberalised and now even short term locum tenens
work in general practice would count for this
purpose.

Several matters still caused Dr Alexander and
his committee concern. The government was still
showing masterly inactivity over widowers'
pensions. He did not think that anything would
happen until these had been brought into the state
scheme and the actuary had advised that in his view
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it would take another 10 years or so before
widowers' pensions could be implemented without
detriment to the majority of married women's
lump sums. Despite strenuous representations the
question of superannuation of service on district
management teams remained unresolved, but Dr
Alexander had recently received a response from
the Department of Health. This required amend-
ment to the regulations and could not be retro-
spective. This response would be studied care-
fully, but at least some progress had been made.
The superannuation implications for part time
retirement for consultants had been clarified but
some difficulties remained over terms and condi-
tions of service.

There was a disparity of 2-6% between the
average pension of a consultant and that of a
general practitioner and the actuary had been
asked to prepare detailed computations so that
evidence could be submitted to the review body,
which is looking at this matter as part of the 1986
review. The Department of Health had been asked
that for pension purposes the 1985 review body
award should be deemed to be implemented from 1
April. The request had been turned down and Dr
Alexander said that he was sad that retiring doctors
might be slightly disadvantaged this year: the
average loss ofpension would be of the order of£20
to £30 a year. Index linking, however, marginally
outstripped the pay award and any loss might be
offset by a doctor retiring slightly sooner than
later. This would release the tax free lump sum at
an earlier stage for investment purposes, for
example.

There were several motions on the agenda under
this section and the meeting began by resolving
without debate "that the present iniquitous posi-
tion of unequal benefits for equal superannuation
contributions for the spouses of female doctors
should be rectified.
From Trent Regional CHMS Dr G F Cohen

proposed "That, as it would appear that the
average age for consultant retirement is 59 years,
this conference insists that part time retirement
should be offered at 60 to all consultants." Another
consultant, Dr H W K Fell, opposed the idea,
however, and he said that the average age for

consultants' retirement was irrelevant. That
showed that consultants appreciated the ad-
vantages of life expectancy. The part time option
did not offer any answers and made no contribu-
tion to the manpower problem.

It was pointed out that the hospitals conference
had not accepted the motion as the average age of
retirement was 62, and Dr Alexander said that
the Department would not agree to a consultant
retiring at 59 receiving the same pension as if he
had retired at 60. He could retire at 59 with the
pension that he had already accrued and he was
free to reduce his sessions at any time. With this
advice the motion was carried as a reference.
Another motion which was carried as a refer-

ence came from South Bedfordshire. Dr H W
James proposed "that the added years scheme
should be extended to permit the retirement at age
55, with realistic pension entitlement, of any
member of the profession." He suggested that the
added years system could be extended so that any
doctor could retire early as certain special classes
did. Dr Frances Sorrell from Greenwich and
Bexley thought that the option of retirement at 55
should be available because of the backlog of
registrars and senior registrars waiting for full
appointment. What did "realistic" mean, Dr
Alexander asked. He could only accept the motion
as a reference because if doctors wanted to retire at
55 with the same pension that they would have had
if they worked until 65 they would have to make
a superannuation contribution of 30% of their
salaries. (Debates in brief are at p 154.)

Correction
Craft conferences
In the report of the Senior Hospital Staffs Conference Dr
P F Roberts (East Anglian regional CHMS) proposed the
motion on the introduction of hospital formularies and not
Mr M G Roberts (22 June, p 1917).

In the report of the Community Medicine Conference
(29 June, p 2001) Dr Kathleen Dalzell was described as a
senior instead of a principal clinical medical officer. The
third reference on p 2002 is incorrect. The reference was a
paper by Professor E Alwyn Smith, entitled Trainingfor
community health doctors.
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