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Consultant accountability

Most organisations-for example, businesses, the armed
services, and even the Church ofEngland-have hierarchical
structures with lines of responsibility leading to the person at
the top. In hospitals administrative staff are accountable to
general managers and nurses to the district nursing officer,
but the accountability of doctors is not clear. Hospital
doctors in training are answerable to their superiors, but after
being appointed consultant (usually between 35 and 401) a
doctor has a secure job and does not appear to be accountable
for the quantity or the quality of his work.2
There are several reasons for this. One is historical: years

ago consultants gave their services free to charitable institu-'
tions, which could hardly complain when the consultant was
not in constant attendance.3 The influence of this tradition
persists, and some consultants still think that their main
clinical job is simply to be available for consultation to junior
staff. Another reason is that consultants-unlike senior
nurses-have a mixture of clinical: and administrative re-

sponsibilities, which are closely interlinked.4 It is difficult for
an employer to make a consultant accountable for adminis-
tration;while deferring to him on clinical matters, and the
question of clinical accountability is a sensitive one.5
A third reason is the difficulty of assessing the quality of

the service provided by a consultant. The amount of time he
spends with National Health Service patients is a rough
indicator, but absence for scientific meetings or administra-
tive business is part of a consultant's job. The number of
patients dealt with by a consultant's team is only a crude
guide: one specialist may see twice as many patients as
another in the same space of time, but administrators and
patients will probably have different views on which is
providing better care.- Similarly, in some specialties the
number of operations performed, or the amount of drugs
prescribed, may be inversely proportional to the quality of
care. Nevertheless, these are some of the "performance
indicators" available to health authorities, which tend to
assume that considerable deviations from the average may
represent substandard care.6

Consultants are, of course, accountable to their patients
for both administrative and clinical decisions.78 Four fifths of
complaints to the General Medical Council come from
patients, but, as the president of the council recently pointed
out, the council can investigate only cases of serious pro-
fessional misconduct-and many complaints cannot be in-
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vestigated under the terms of the Medical Act.9 The Health
Service Commissioner-the ombudsman-concerns himself
with maladministration and completed 131 investigations
in 1985-6:'one fifth of the grievances were with medical
staff, but another 131 cases were, not investigated because
they concerned "clinical judgment."'0 The ombudsman is
shadowed by a,House ofCommons select committee that has
the power to call-a doctor before it. This power has been used
only, twice-oncge very recently"-but members of the
committee say that they expect to use it more often. For
clinical complaints the voluntary hospital complaints pro-
cedure. set up by the Joint Consultants'. Committee in 1981
may become part of statutory procedures, but consultants
will not be compelled to take part.' The patient's last resort,
civil litigation, can be a slow, inaccurate, and counter-
productive way of influencing practice. 13
Though necessary, these mechanisms are7,not enough. A

profession, as a self regulating body, cannot rely solely on
dissatisfied clients to keep its house in order, and patients
rarely know when clinical, standards are poor. General
practitioners usually know which consultants are providing
an inadequate service but may have little choice when
referring patients. Hospital staff have a duty to prevent
complaints, and two mechanisms are available to them when
a-consultant's conduct appears unacceptable. If he seems
physically or mentally ill the "three wise men" procedure can
be instigated under the Department of Health and Social
Security circular HC (82) 13,'4 or there is the informally
operated independent national colinselling and welfare
service for sick doctors recently introduced by the pro-
fessional bodies.'5 Recently the Central Committee for
Hospital Medical Services and the royal colleges proposed
that each health district should set up a group of consultants
to investigate and reprimand colleagues who persistently fail
to honour contractual.commitments; such groups, however,
would act only after "receiving allegations."'6 If a consultant
is thought to be incompetent an investigation can be started
under circular HM (61) 112.1' Generally, however, a con-
sultant's behaviour has to be causing widespread concern
before his colleagues will take action that might result in
suspension ofhis registration. TheHM (61) 112 procedure is
rarely used, and its weaknesses have recently been well
publicised."8 Indeed, the Secretary ofState for Social Services
has setupa jointworking party ofthe professionandthehealth
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departments to consider how to improve the disciplinary
procedures for senior hospital doctors (21 March, p 787).
One idea for improving accountability is that consultants,

as well as junior staff (and general managers), could be
employed only on short term contracts. This may be
attractive to administrators, but it does not answer the
problem of how the consultant's performance is to be
assessed. In today's competitive labour market such a system
would be open to abuse by health authorities, who for
political and economic reasons might feel tempted to replace
vocal and articulate senior consultants with less expensive
young ones. Nevertheless, if proposals like this are to be
resisted we need a better system than the various complaints
procedures we have at the present.
A more sensitive system of accountability would mean

reviewing consultants' work regularly rather than waiting for
complaints. As Kennedy has persuasively argued, such a
system could identify problems early and allow action to be
taken if someone is failing to cope.2 Whether consultants
would welcome regular appraisal is uncertain, but it might be
acceptable if it led to overburdened ones being given extra
help or remuneration-for example, by being linked with
the "distinction awards" system. Consultants found to be
shirking NHS duties could be warned-first privately and
then if necessary publicly-before facing the ultimate
sanction of suspension from duty. The composition of the
reviewing panel is a delicate matter, but no more so than the
composition of the committees that already distribute dis-
tinction awards or of tribunals that investigate a consultant's
fitness to practise. The panel would have to include respected
doctors ifitwere to appraise consultants' clinical performance
as well as their devotion to duty, and its task would be made
easier if consultants also participated voluntarily in assess-
ment systems such as the one being developed by the Royal
College of Obstetricians and Gynaecologists.
The principle of clinical freedom is important, and

excessive management or political interference in clinical
practice is dangerous.'9 Closer control of consultants could
stifle individuality and thereby prevent progress. Neverthe-
less, it is unrealistic to expect the public to pay-a consultant's
salary for almost 30 years without checking on whether or not
he is giving value for money. Provided the risks are
recognised and safeguards adopted, I believe that consultants
should cooperate in developing a more sensitive system of
accountability than the one we have at present.
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Abdominal aortic aneurysms

Hospital admissions and necropsy studies show that
the number of cases of atherosclerotic abdominal aortic
aneurysms is increasing. In England an abdominal aneurysm
is found in 3% of those over 50 and causes death in 1-5% of
cases.' The annual incidence of ruptured aneurysm has
increased to 17 for every 100 000 people2; for men aged 60-64
-in England and Wales it is 22 for every 100 000, and it is 177
for every 100 000 ofthose aged 80-84.3 A parallel rise has been
seen in Sweden,4 and in the United States the diagnosis of
aneurysms increased from 12-2 to 36-2 per 100 000 person
years between 1950 and 1980 (using modern scanning
techniques increased the diagnosis of small aneurysms
tenfold5). In Australia the incidence rose by more than half
between 1971 and 198 l6 In patients withother manifestations
ofarteriosclerosis 9-5% have an abdominal aneurysm.7 These
increases are explained partly by the aging population and
partly by increased detection rates, but they are not the full
explanation.

Clinical examination detects large aneurysms but may miss
a third.8 Other diagnostic techniques include conventional
radiology, arteriography, digital subtraction angiography,
ultrasonography, computed tomography, and nuclear mag-
netic resonance. Ultrasonography andcomputed tomography
provide accurate diagnosis9 but are less effective in defining
the proximal extent of the aneurysm and showing whether
the renl artery is affected.'0 Scanning techniques provide
information about the thickness of the vessel wall and
whether there is intraluminal thrombus, whereas arterio-
graphy and digital subtraction angiography are better for
assessing the condition of renal and visceral arteries. Nuclear
magneti.c resonance will probably be very valuable, com-
bining these advantages while remaining non-invasive. 11-13

Attempts to stop aneurysms rupturing were confined to
inducing thrombosis be.fore Dubost in 1951 performed the
first resection using- aortic homograft.14 Dacron became
commercially available in 1957 and still provides excellent
patency wit.h few long term complications.'5 Early analysis of
patients with untreated aneurysms showed that half were
d.etd within tWr years and that 60-80% of those with
symptoms lived only one year.'6 An operation seemed
to improve this poor outlook," and mortality from non-
emergency operations ranges from 2 to 10%/.2 18'3' Results are
worse for urgent operat.ions even when the aneurysm has not
ruptured23 2732 and when it has the results are poor-hospital
mortality ranges from 21 to 70%.2 '2'-24 2638 Painswho have
a ruptured aneurysm yet arrive at hospital have already,
however, shown a capacity for survival. Only 38-64% reach
hospital at all' 2 639-4'

Patient selection in these series is often weighted in favour
of those who have elective resections, but the benefit of an
operation is still evident.42 Old age adversely affects results23
but should not be a contraindication to surgery.32 43"4 The size
of an aneurysm i.nfluences the probability of rupture, but
aneurysms grow about 4-5 mm a year20"4445 and small
aneurysms do rupture.28"6 The. balance between risk and
benefit is delicate in those for whom an operation will carry a
high risk and who have a small asymptomatic aneurysm-
further surveillance with.serial imaging may be a better
option. Elective surgery with careful preoperative evaluation
is, however, safe, and the prognosis for patients leaving
hospital compares well with that of matched populations
after both elective and emergency surgery,29y47a9 although
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