
BRITISH
MEDICAL
JOURNAL

LONDON SATURDAY 19 AUGUST 1972

Five Years Hard Labour

If a week is a long time in politics then five years must be
an eternity. Yet it has taken that time for the profession
to conclude the discussions on career structure for hospital
doctors started with the Department in the wake of the
B.M.A.'s charter for hospital doctors.' Sir John Richardson,
Chairman of the Joint Consultants Committee, who has led
the profession in the exchanges for most of that time, and
his colleagues deserve to be congratulated for their persis-
tence and endurance. Do they also merit congratulations on
the results,2 I the final group of which now appears in their
third progress report (Supplement, p. 143)?

Hospital staffing had for long been a controversial sub-
ject but by 1967, when the joint discussions started, its
problems had reached a critical state. It was this, aggra-
vated by the pay freeze and the junior doctors' feeling of in-
adequate representation in negotiations, which really fired
the unrest among them at that time-a dissatisfaction that
quickly spread to regional consultants. These developments
prompted the B.M.A. to produce the hospital charter. Its
precursor in general practice4 had not been born solely
because of dissatisfaction over pay. There was concern
because the rising work load, worsened by the shortage of
family doctors, was forcing on many of them lower standards
of patient care. Similarly, hospital doctors, though their num-
bers were, in fact, expanding, faced a sharply rising work
load, and they too feared erosion of their clinical standards.
And the root of the hospital staffing problems really lay in
the failure of successive governments and the profession to
solve a deceptively simple-looking equation. How could
the service requirements of the hospitals be properly met
while at the same time providing adequate training, and
giving established hospital doctors career and job satisfaction?

In 1948 the quality and quantity of hospital staff varied
enormously from region to region. The N.H.S. certainly en-
couraged a more even spread of good-quality hosptal care
throughout the country, even though the teaching hospitals
retained what some people thought was a disproportionate
number of staff. But this improvement has been
achieved by too often sacrificing the postgraduate training
of young doctors, by subjecting many regional consultants
to an unreasonable work load, and by the N.H.S. becoming
dangerously dependent on an apparently endless supply of
overseas doctors. Since the mid-1960s young doctors have
been demanding time for study, regional consultants have
been seeking some relief from their burdens, and the supply
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of overseas graduates has been seen to be vulnerable. So the
representatives of the Department and profession have been
working against time to resolve a deepening crisis in the
hospitals.
What has been done? Firstly the reports show that the

difficulties surrounding the career structure have been
thoroughly analysed. Secondly a series of practical proposals
have emerged from the discussions: a planned annual ex-
pansion of consultants (4%) and training grades (2L%)3; the
Central Manpower Committee-and regional counterparts-
has been set up to monitor and advise on hospital staffing5;
a scheme for helping the time-expired senior registrar has
been prepared; an agreed system for controlling numbers in
the medical assistant grade, with safeguards which should
satisfy even the most vigorous opponents of a permanent
non-consultant career grade; limited progress on the prob-
lems of S.H.M.O.s; and a hospital practitioner grade for
general practitioners.6 The implications of some of these
*decisions were discussed in the B.M.Y. when the second
progress report was published in 1971.7 Since then, of
course, the Central Committee for Hospital Medical Ser-
vices and the Hospital Junior Staffs Group Council have not
been idle. A new consultant contract has been proposed,8
and the juniors are reported to be making suggestions
for improving their contract.9 Furthermore, since 1967 junior
representation in negotiations has been much improved,'0
arrangements for minimum time off," extra duty pay-
ments,'2 and study leave,'3 have been negotiated. And more
recently a useful postscript has been added with the De-
partment's new scheme to attract women doctors back into
hospital practice.'4
The outcome of all these labours forms a mosaic of im-

provements for hospital medical staff but, as hospital doc-
tors differ among themselves about staffing, it is difficult to
forecast whether the overall pattern will command the sup-
port of the majority of them. For instance, to judge from
the vocal criticism of distinction awards, the proverbial visi-
tor from Mars would no doubt think them highly unpopu-
lar. Yet, as the results of the B.M.A. survey published today
show (Supplement, p. 146), a majority of consultants and
senior registrars replying, as was the case in the 1967 survey,
favour the awards. So the catalogue of improvements are
sure to be criticized, but viewed dispassionately the results
do represent substantial progress.

Unfortunately, however, the foundations on which
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these improvements are built were in such poor shape be-
cause of the handicaps the N.H.S. faced over inadequate
capital investment and uneven staffing that the hospital ser-
vice has been having to run faster and faster to make even
a little headway. To effect measurable progress will prob-
ably require a large injection of inspiration and energy as
well as ideas-and, of course, money. No doubt the Depart-
ment of Health looks hopefully towards reorganization as the
good fairy to effect this transformation, but doctors will be
sceptical.
In the long run the success of the joint discussions-and

of the other negotiations in the hospital field-will be
assessed on how well they answer several outstanding ques-
tions. Will emigration fall and the increasing output of home
graduates eventually fill the places now occupied by over-
seas doctors as well as cope with the increased demands of
the Service? Will the consultants have sufficient capable
supporting staff for service needs, and will that staff receive
adequate training? Will the Central Manpower Commit-
tee and the proposed contract fill the consultant vacancies
in unpopular specialties and less attractive areas? Can some
hospital care be successfully transferred to community ser-
vices as Sir Keith Joseph obviously hopes will be possible
after 1974? Will general practitioners be able and be pre-
pared to increase their contribution to hospital work, par-
ticularly in view of the proposed shift of work towards com-
munity care? And, for good measure, what will be the
effect on medicine of Britain joining the E.E.C.? The list is
incomplete, but these examples show how formidable are the
problems confronting doctors in the hospital service today.
And difficulties abound too in the nursing, technical, and
administrative branches of the service.

This all gives the impression of a gloomy outlook and cer-
tainly it is a situation not susceptible to quick solutions.
Nevertheless, the setting up of the Central Manpower Com-
mittee, clearly the most important result of the discussions,
offers hope that the hospital service will be able in future
to react quickly to the needs of a fluid staffing situation.
The rising number of medical graduates over the next few
years and the unpredictability of the ebb and flow of doc-
tors to and from Britain make such quick, flexible responses
essential. When they started their joint discussions on career
structure and participants faced some knotty-and politic-
ally highly charged-problems. They have pointed the way
to possible solutions. Judged in this context their conclu-
sions should be welcomed by hospital doctors. But the pro-
fession and the hospital service still have a long haul ahead.
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Oral Enteric Vaccines
The attractions of a vaccine which has merely to be
swallowed need no emphasis. Moreover the results of
parenteral vaccination against intestinal infections are not

wholly satisfactory, and it is thus not surprising that a
simpler and more agreeable method of administration should
have been exploited for what it may be worth. Sporadic
studies have been going on for many years, and it seems
that the success of oral poliomyelitis vaccine has reawakened
interest in it. This is acknowledged in the introduction to a
report by a World Health Organization Scientific Group
which met last November to discuss oral enteric bacterial
vaccines.'

In reviewing earlier work the report does not mention that
of A. Besredka,2 whose studies are the best known in con-
nexion with this subject. He gave "bacterial meals" of killed
dysentery or paratyphoid bacilli to rabbits and claimed to
have protected them against subsequent infection. Since
there was a fleeting agglutinin response only to the first dose,
Besredka put forward the concept of "local immunity" in
the intestine to explain his results. The committee reviews
more recent work on killed oral typhoid vaccines and in
general rejects it. Evidently it was more interested in live
vaccines, and it lists nine forms of living Salmonella,
Shigella, Escherichia, or Vibrio which are unable to produce
disease for a variety of reasons, including metabolic de-
ficiencies, loss of antigens or of toxigenicity, and hybridiza-
tion.
One of the most promising characters in this list, since it

leaves the whole armamentarium of the organism un-
impaired, is dependence on streptomycin. An organism with
this property is pathogenic only for an animal treated with
streptomycin-surely one of the oddest paradoxes in modern
medicine. Live dysentery vaccines of streptomycin-dependent
strains have been used extensively in the army in Jugoslavia
by D. M. Mel (a member of this committee) and his asso-
ciates. Troops garrisoned in hyperendemic areas were divi-
ded into groups given a streptomycin-dependent Shigella
flexneri vaccine of either type 2a or type 4. Immunity being
strictly type-specific, each of these groups served as a control
for the other. No cases of type 4 infection occurred, but the
incidence of type 2a infection was 2% in recipients of the
homologous vaccine and 14% in those given type 4. In
another study a mixed vaccine of types 2a and 3 was given,
and a placebo to controls. The incidence of infection of
these types in the two groups was respectively 1-8% and
117%.3 Vaccination had no effect on the frequency of
carriage of the bacteria. Conflicting results are said to have
been given by a living streptomycin-dependent Salmonella
typhi vaccine though the first report on this was favourable.4
In formulating its conclusions the committee seems to

have carried caution to extremes. The information available is
said to be "too fragmentary" and "there is not enough well
substantiated basic information on immunization via the
intestinal mucosa." The report ends by defining 39 fields
or items of research which should be pursued if the subject
is to be clarified, 17 on the general problem of immunity
in the intestinal tract, and five or six on each of the special
problems presented by enteric fevers, shigellosis, cholera,
and Escherichia coli enteritis. Examples of these are "the
role of phagocytic cells in the intestinal tissues and lumen,"
"enzyme and chemical inhibitors of microbial activity that
operate at the intestinal surfaces or in the lumen," "identi-
fication, quantification and assessment of the role of cell-
mediated immune mechanisms originating and/or operating
within the intestinal tissues," and "more complete charac-
terization of the basic pathogenetic mechanisms of S. typhi."
Much of this is fundamental research which may take a
generation to complete, and it is encouraging to find some
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