
Some types of cognitive therapy-such as those used in
managing personality disorders and in conditions tradition-
ally seen as suitable for psychoanalytic treatment-are time
consuming and require considerable experience and skill.34
By contrast, in cases of anxiety, depression, and physical
illness cognitive therapy is characteristically briefand focused.
It not only addresses current cognitions but also teaches the
patient how to deal with these more successfully in the future.
Thus, cognitive therapy should have a prophylactic effect,
and there is already some evidence that it does.3537 And
if cognitive techniques may be successfully acquired by
patients they must also be accessible to general practitioners,
physicians, and other specialists. They are described in
treatment manuals,3839 and they offer considerable scope
for improving communication between doctors and their
patients.26

Cognitive therapy initially developed empirically from
clinical observation. One of the main strengths of the
cognitive model, however, is its support and enhancement by
experimental research.4142 This convergence of clinical and
experimental data is shown well in a recently published
handbook of cognitive therapy.26 Reliable data of this kind
allow therapists to determine the particular cognitive factors
associated with defined types of illness and so to develop
specific interventions. Several studies that are testing such
interventions are in progress. Their success, and the ease with
which they can be applied by clinicians who are not specialists
in cognitive therapy, will define more clearly the role of
cognitive interventions in physical illness.
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Juniors' hours of work

eightysomething is too long

The BMA and the government both agree that junior hospital
doctors should work no longer than 72 hours a week. Yet the
most recent figures show them contracted for a weekly
average of 82 hours.' Given the rare agreement between
doctors and the government over such a fundamental condi-
tion of service why does such a wide gap persist?

Concentrating on the size of the gap obscures the progress
that has been made regarding juniors' hours in recent years.
One in one rotas have been outlawed and attempts made to
eliminate, firstly, one in two rotas and then rotas more
onerous than one in three. Together, these initiatives have
brought down the average number ofhours worked each week
from the upper 80s a decade ago. But government circulars
and intermittently functioning district working parties are
clearly not enough: a survey by regional health authorities

showed that last September 22% of doctors had more onerous
rotas than one in three. And despite the exhortations from the
Department of Health going back to 1982 many one in two
rotas remain.

So what can be done? Three separate solutions could each
reduce contracted hours at a stroke. Firstly, the government
could turn its long term aim of a 72 hour a week maximum
into legislation, and the National Health Service and Com-
munity Care Bill, currently before parliament, would seem
the ideal vehicle for this. Legislation on shorter hours might
have been expected to follow a statement in the government's
Self-Governing Hospitals: An Initial Guide that self governing
hospitals would be expected "to comply with the Government
policy relating to the number of houirs for which junior
doctors may be employed."2 In its current state, however, the
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bill contains no mention of this. Making good this omission is
a new clause tabled by the opposition to the bill's report stage,
which would inscribe in law the 72 hours a week maximum for
NHS trusts. Health ministers have frequently said that this is
the government's long term aim3 4: it would help its credibility
if it was to back the new clause and extend the law to the entire
NHS.

Secondly, the Review Body on Doctors' and Dentists'
Remuneration could continue its attempts to price long hours
out of the reach of employing authorities. In 1988 it fixed
penalty rates to hours worked in excess of 104 a week, and in
1989 it reduced that threshold to 96 hours. This year no
change was made pending the results of government initia-
tives.' These were available by the end of last year but
apparently were sat on by the Department of Health until
after this year's pay awards were made. A similar fate befell
Dr Robin Dowie's interim report on junior doctors' hours,
which was also relevant to the review body's deliberations."7
(The review body's own attempts-through the Office of
Manpower Economics-to collect data on junior doctors'
hours foundered in part because health authorities' records
are so out of date.) Next year the threshold for penalty
payments could be reduced to 72 hours a week and if this does
not work the size of the penalty could be increased. (Currently
it is only twice the value of an "A" unit of overtime, at most
76% of the basic rate.)
And finally, the royal colleges and faculties could withdraw

their recognition from any post in which the holder is
contracted to work more than 72 hours a week, as suggested in
the recent meeting of the Hospital Junior Staff Committee (p
683). Some have argued that rotas at least as arduous as one in
three (an 84 hour week) are necessary to fulfil educational and
training requirements. But other arguments should see them
off- for example, the fatigue induced by an 84 hour week may
seriously affect learning, and most countries in the European
Community manage to train their specialists without requir-
ing them to work more than 60 hours a week.
Taking any or all of these actions would reduce juniors'

hours of work, but the total amount of work that still needed
to be done would remain the same. To its credit the
government has already set up pilot studies to look at ways of
reducing juniors' hours to 72 hours a week. Reports from
these, together with reports from regional health authorities
on their efforts to reduce rotas more onerous than one in
three, suggest many possibilities for improvement.

Juniors' time on duty could be used more efficiently with
more cross cover, which would be made easier by amalgamat-
ing consultant "firms" into "teams." Introducing a shift
system would mean that doctors could work harder for
shorter periods: intensive care units, neonatal units, and some
departments of obstetrics and gynaecology have already
ilanaged this with the added bonus that consistent manage-
mI'll poiiuies have been drawn up. Sharing workload with
)ther nmcinbers of hospital staff-for example, nurses and

initwNi-ks,cwrd clerks, and secretaries-could free junior
snsC '".di. l bOr gcnnuinely niedical work.

Even if these options were fully exploited, however, it
seems likely that more junior staff would still need to be
appointed. To maintain a balanced career pyramid more
consultants would also need to be appointed, which is anyway
justified given the continuing evidence that consultants are
working, on average, far in excess of their contracts.*

Before Easter Mrs Virginia Bottomley, Minister for Health,
will be meeting representatives of the royal colleges, the Joint
Consultants Committee, the BMA, NHS management, and
her own department to discuss the topic. It is of a seriousness
to justify the setting up of a ministerial working party (one of
the reasons why Achieving a Balance saw the light ofday when
so many previous plans for medical staffing had failed).8 Mrs
Bottomley wants all parties concerned to commit themselves
formally to a programme of action. If legislation on hours is
not included in the NHS bill currently going through
parliament then the ultimate goal of this programme of action
should be legislation.

Introducing a maximum working week of 72 hours from
say 1 April next year would be far too soon given the progress
that first needs to be made on devising new working
arrangements. But knowing that rotas entailing more than
72 hours a week would be illegal two or three years hence would
concentrate the minds of all those concerned wonderfully. If
the government were to believe that staggering the introduc-
tion of the new hours was necessary then those in the hard
pressed specialties and "junior" juniors-the senior house
officers-should benefit first.

"Eight hours' work, eight hours' rest, and eight hours'
recreation"-the 40 hour week-has been a rallying cry since
the middle of the last century, even if it took this country's
workers 100 years to achieve it. Today, junior hospital doctors
are working on average more than twice that 40 hours. In
the circumstances, calling for legislation for a maximum of
72 hours a week seems like a very modest proposal.
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Correction
Multiple endocrine neoplasia type 2
A printer's error occurred in the box of this editorial by Dr Bruce Ponder
(24 February, p 484). The nomenclature for genes is MEN2A, MEN2B, and
MEN2 and not MEN 2A, MEN 2B, and MEN 2 as published.
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