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Career structure- the modern doctors' dilemma
GILLIAN TODD, MICHAEL O'BRIEN, DULCIE GOODING

The changes in inumigration rules that bring overseas doctors and
dentists in line with other workers' have clearly been stimulated by
the view of the Advisory Committee for Medical Manpower
Planning2 that any need for short term reduction in the supply of
doctors will be more readily effected by a reduction in net immigra-
tion than by a reduction in medical school intake. Although the
changes might prove successful they will not do anything to cope
with the dilemma presented by long serving registrars and senior
house officers. That there is such a dilemma was shown by an earlier
study in one region and is confirmed by the observations of this
inquiry. Junior doctors are well aware of the problem but shy away
from one of the more obvious potential solutions.4

Method and results

During August and September 1984 personnel staff in district
health authorities in the Northern, Trent, and Oxford regions
extracted information from curricula vitae of senior house officers
and registrars. This enabled the length of time in each grade to be
calculated for substantive and locum posts. The age structure of the
doctors in the two grades was also examined.
The figure shows the age distribution of senior house officers and

registrars combined for the three regions but separated to show any
variance between teaching and other districts. Although most senior
house officers are under 29 and registrars under 32 in the teaching
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districts, there is a substantial tail to each curve with people
remaining in these grades until their late 40s and early 50s. The shift
towards the older end of the age scale is more marked still for both
grades in the non-teaching districts.

Table I shows the time spent in each grade by senior house
officers and registrars in the three regions and table II shows the
amount of time spent in locum posts.

Discussion

Doctors who intend to pursue a hospital career are appointed to
their consultant posts at age 35 to 36 after about eight years' training
in the specialty.'6 A separate study in the Northern region has
shown the average time spent in the senior house officer and
registrar grades during this training to be 1-5 years and 3 2 years
respectively. Doctors who spend twice the average time or longer in
each grade could be described as having some difficulty in career
progression. Table I shows that 33 4% of senior house officers could
be described as being in difficulty. Similarly 18 2% of registrars
could be in difficulty.

TABLE I-Length of time spent in grade

Senior house officers Registrars

Time in grade No (%) No (%)

Under 3 years 694 (66-6) 366 (53 7)
3 to6years 214 (20 5) 192 (28-2)
More than 6years 134 (12.9) 124 (18-2)

Total 1042 (100) 682 (100)

TABLE II-Length oftime spent in locum posts

Senior house officers Registrars

Time in post No (%) No (%)

Under I year 355 (95 2) 309 (94 8)
I to 2 years 16 (4-3) 13 (4-0)
Morethan2 years 2 (0-5) 4 (1 2)

Total 373 (100) 326 (100)

Most senior house officers can be expected to be in the age range
24 to 26 and registrars in the age range 26 to 29.3 Someone who is still
a senior house officer at the age when he would be expected to
become a senior registrar is in difficulty, and so is a doctor who is
still a registrar when most are becoming consultants. Forty eight per
cent of the senior house officers in the survey were aged 29 and over;
26-7% of the registrars were aged 35 and over. This is 501 senior
house officers and 182 registrars.

If just the more modest estimate of those who have spent twice the
average time and more in the grade is used it is possible to
extrapolate to England and suggest that approximately 1015
registrars have been in post for six years and longer and that 3161
senior house officers have been in their grade for three years and
longer.
Many of the senior house officers and registrars do not have the

higher diplomas from the royal colleges and faculties that are
necessary to enter higher professional training. Many of those who
do have the diplomas make several attempts before succeeding.
Combined with their ages, this makes it highly unlikely that they
will even get shortlisted for the next higher graded posts. Table II

 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.291.6497.755 on 14 S

eptem
ber 1985. D

ow
nloaded from

 

http://www.bmj.com/


756 BRITISH MEDICAL JOURNAL VOLumE 291 14 SEPTEMBER 1985

shows that a small number is having even greater difficulty, having
spent more than a year in locum posts, often continuously.
The problem might not be quite so large as it seems at first. On

average, 62 5% of the registrars in question and 85 5% of the senior
house officers are from overseas; 38% of the registrars and 52-7% of
the senior house officers have limited registration only and might be
assumed to be returning to their countries of origin. In other words,
part ofthe problem might be self limiting after a period offive years.
Nevertheless, some overseas doctors will undoubtedly be seeking to
convert their limited registration to full registration. Others will be
entitled to remain for more than five years, having originally been
registered before 1979. Yet others who intended to return home
after a period of postgraduate experience in the United Kingdom
will decide against it for political reasons.
Even allowing for the fact that some will return to their original

homes with or without the lapse of limited registration there is a
body of doctors at least 1000 strong-more probably over 2000-
unlikely to make further progress in a hospital career. This is up to
12-90/o of senior house officers and registrars in England.
General practice is unlikely to provide a refuge for them. Unless

some other more satisfactory solution can be found for them the best
that can be expected is that they will continue in insecurity and with
consequential dissatisfaction for up to another 30 years.

If the restrictions on entry and duration of stay of overseas
doctors recently imposed fail to have the desired corrective effect on
the oversupply of doctors this aging group of doctors stalled in the
"training" grades will be among the more vulnerable to unemploy-
ment in the future.

A possible solution

One possibility is to do nothing. The problem will, however, not
simply go away and will have the consequences described above.
Another possibility is for the profession once again to consider a
career grade in the hospital service below consultant level. This
suggestion will be anathema to some doctors, who will immediately
reiterate the profession's long standing "no subconsultants" stance.
This stance is, however, inconsistent. Although efforts were made
to stiffen the criteria for entry to the associate specialist grade some
months ago appointments to that grade continue, and always with
the connivance of members of the profession.' There is, after all, a
distinct preference in some district authorities for experienced
juniors who can fulfil the useful pair of hands function about which
so much is heard. Hospital practitioners-another variant of the
subconsultant grade-are appointed, and even clinical assistant
appointments may be seen in this light. Indeed, the latter are
burgeoning since the imposition two years ago of ceilings on the
numbers of senior house officers in regions.

Paradoxically, the profession that has set its face against sub-
consultants in hospital is arguing for the maintenance of not one
but two clinical subconsultant grades in the community health
services9-namely, clinical medical officers and senior clinical
medical officers.
Two factors seem plain as a result of the inquiry. Firstly, the

doctors concerned are not training successfully. Secondly, the posts
that they hold cannot be needed to train future consultants because
they are patently failing in this respect. The conclusion is that long
serving senior house officers and registrars who are failing to
proceed in their careers are de facto subconsultants.

Health authorities are in the process of publishing their strategic
plans, an integral part ofwhich is a statement on medical manpower
developments. The consequence of these activities will be the
opportunities to clarify the service requirements and career oppor-
tunities available to doctors over the next decade. It is likely,
therefore, that by next year the known, but at present unquantified,
imbalance between consultant and senior registrar posts and senior
registrar and registrar posts will become quantifiable.
The profession will be under an obligation to train doctors for the

requirements of the service, to train in numbers appropriate for
career opportunities, and to grapple with the use of a substantial
number of training grade posts for service purposes.

If the profession were to open its mind to the idea ofan alternative
permanent career grade this might achieve several complementary
ends: a rationalisation of the existing plethora of subconsultant
grades; provision of a measure of secure employment for a group of
doctors currently in some difficulty; and, as a useful consequence,
at a stroke abolition of 1000 to 2000 so called training posts that are
unnecessary and patently failing to train. The introduction of a sub-
consultant grade could even provide authorities with a "plannable"
middle grade service post to support consultant development. This
would replace the associate specialist grade, which competes with
rather than complements consultant development.
The question is, will the profession tackle the challenge?

We should like to thank the personnel staffs and registrars in community
medicine in the three regions who helped with compiling the figures.
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THIRTY YEARS AGO

Sir John Charles, Chief Medical Officer of the Ministry of Health,
addressed the West London Medico-Chirurgical Society recently on
the rising costs of the National Health Service.

In considering the cost of the pharmaceutical services, said Sir
John Charles, they entered a region of great possibilities for improve-
ment. The net expenditure upon this service, after deducting the
revenue obtained from the charges levied since 1952, had risen from
£31-5m. in 1949-50 to £42-2m. in 1954-5, a rise of nearly 34% in
six years. The main reason for the increased cost was that the content
of prescriptions had undergone modification. The most striking
changes were in the proportions of mixtures and proprietary prepara-
tions. At the commencement of the service mixtures accounted for
34% of the total number of prescriptions and proprietary preparations
for 16%. In 1953 the mixtures had dropped to 24%, and the pro-
prietary preparations had risen to 27%v. As a result the overall gross
cost of the pharmaceutical service-that is, the cost of prescriptions
dispensed by chemists and the dispensing done by dispensing doctors
-was now nearly as high as the cost of general medical services.
The figures were: for the pharmaceutical service nearly £49m.
(including £6m. from patients' payments); for general medical
services, £53m.
The number of prescriptions issued each year was 220 million,

being, on average, over five prescriptions per annum for every
individual enrolled in the service. At a cost of 4s. 2d. per prescription
this amounted to over a pound a head in a year.
Was all this expenditure really necessary? Was this medicinal

appetite a healthy one? He believed that considerable economy was
attainable without detriment to the patient. One direction might be
by prescribing smaller quantities of drugs. It was seldom that the
patient's condition during acute illness called for the administration
of the same drug or mixture for any considerable time. Again, drugs
remaining after the patient had died could not be returned to the
pharmacy for reissue and were very often thrown away. The use of
antibiotics was at first confined to hospitals where facilities existed
for the ascertainment of bacterial sensitivity, and treatment with the
antibiotic was kept under continuous bacteriological surveillance.
These precautionary measures had tended to lapse, and antibiotics
were frequently used in cases when less expensive drugs would be
equally effective. (British Medical3Journal 1955;i:161.)
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