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Consultant expansion too
slow
So concerned is the Joint Consultants Com-
mittee at the slow rate ofconsultant expansion
that it is to seek a meeting with ministers to
explain the problem.

In line with the government's policy that a

greater proportion of patient care should be
provided by fully trained doctors Achieving a
Balance: Plan for Action re-emphasised in
1987 the need to maintain a 2% annual
expansion.' In the past five years the average
annual growth has been 2-4%, but the expan-
sion has been greater in some specialties than
in others.
Thecommittee believes that recent changes

in medical practice mean that a 2% expansion
is no longer sufficient. The requirements in
the NHS and Community Care Act will
make further demands on consultants' time
other than direct patient care-for example,
medical audit and resource management.
The latest moves in the Virginia Bottomley
working party to reduce junior doctors'
hours- of work will mean that some of their
work will have to be done by consultants.2

In a letter to the JCC chairman the chair-
man of the conference of medical royal
colleges, Sir Diliwyn Williams, pointed out
that the moves to reduce juniors' hours
coupled with the proposals from the Joint
Planning Advisory Committee (JPAC) to
reduce the number of career registrar posts*
and the continuing ceiling on senior house
officer appointments were causing difficulties
in providing cover in some short stay special-
ties.

Key to manpower problem
At its meeting on 24 July the JCC agreed

that consultant expansion was the key to the
manpower problem and agreed to raise the
matter in the first instance with the chief
medical officer. The chairman, Sir Anthony
Grabham, told the committee that he thought
that ministers and the Department of Health
would be sympathetic to its concerns.
JPAC is looking at all career registrar posts

and will advise on definitive quotas to be
achieved over the next 10 years. The intention

*Career registrars are eligible to seek a career in the
United Kingdom.

is that the overall number will fall and that
the national target for any specialty or

specialty group will relate to the expected
number of consultant opportunities in that
particular discipline.

In his letter to the JCC chairman Sir
Dillwyn suggested that because of the pos-
sibility that there might be insufficient junior
staff to cover emergencies or appropriately
trained staff to fill the consultant posts that
would be needed in the reformed NHS the
committee should consider freezing the
reduction in junior staff numbers.

This proposal didn't have the unanimous
support of the committee, which decided to
look into the way that JPAC worked and to
look at the detailed figures from the regions
for career registrar posts.
The president of the Royal College of

Surgeons, Mr Terence English, re-empha-
sised his college's commitment to the pro-
posals inAchieving a Balance, but he believed
that JPAC had been too rigid. There had
been undue emphasis on consultant expan-
sion and on reducing career registrar posts.
He would welcome a fresh look at these
posts, at visiting registrars,t at more flexi-
bility in employing European doctors, and
at wastage. Meanwhile he favoured a mora-
torium on any further reduction of posts.

Shortage of applicants
Agreeing, Professor Margaret Turner-

Warwick, president of the Royal College
of Physicians, pointed to the shortage of
suitably trained applicants for consultant
physician posts-56% of posts had three or

fewer people on the shortlist. Many districts
had no specialists in some disciplines-for
example, in 41 districts there was no specialist
in the modem techniques ofcardiology.
Opposing any freeze, Mr A P J Ross said

that hewould prefer tohave a report ofJPAC's
activities. It had taken three years to provide
definitive registrar numbers and a freeze for a
fewmonths while theproblems were looked at
would destabilise the proposals inAchievinga
Balance.
The chairman of the Central Manpower

Committee, DrGH Hall, agreed that damage
would be caused if the profession was seen to
waver on what were agreed in initiatives on

JPAC andAchievingaBalance. The ceiling on
senior house officer posts was a problem, and

tVisiting registrars are overseas doctors expected to
return to their own country.

Mr A P Ross, chairman of the Central
Consultants and Specialists Committee for the
pastfour years, has been elected unopposed to the
chair of the Joint Consultants Committee. Mr
Ross, a general consultant surgeon in Winchester,
has been a deputy chairman of the JCC for the
past four years. He takes up his new post in
October and succeeds Sir Anthony Grabham,
who has been chairman for an unprecedented six
years.

the profession had tried to persuade the
Department ofHealth to adopt amore flexible
attitude, such as converting some of the
visiting registrar posts to visiting senior house
officer posts. If the problems couldn't be
resolyed Dr Hall recommended reconvening
the tripartite group that had been responsible
for setting up JPAC.

It would be a disaster to have a moratorium
in the view of the chairman of the Hospital
Junior Staff Committee, Dr Graeme
McDonald. It would merely divert attention
away from the need to create more consultant
posts.
Mr JRA Chawnerhad another solution and

that was to ask the technical subcommittee to
look at the problems. This is a joint group
between the profession and the department
setup to implement the proposals inAchieving
a Balance. The proposals to reduce career

registrar posts might seem draconian, but
they were to be spread over 10 years. He
wouldn't exclude the possibility of a mora-

torium if the figures indicated that it was

necessary.
At last it was beginning to dawn on people

that there were not enough doctors, Mr R T
Marcus declared. But he saw little hope of
any government action until the present
changes in the health service had been pushed
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through. He wanted the committee to make it
clear that the reforms were just a smokescreen
for the underprovision ofhealth services.

Test planned on partial shift system for
juniors
The working party set up in April to

propose ways of reducing junior doctors'
hours of work will be working through the
summer with the aim of producing a report
for ministers in September and in time for
evidence to be given for the 1991 review body
award.2
The working party was looking at long and

short term solutions, Sir Anthony Grabham
told the JCC. The department now recognised
that there needed to be more doctors at senior
and at intermediate level. The group was also
looking at palliative measures and realised
that if doctors were to work at night they
needed to be paid properly and to be provided
with good food and accommodation. Junior
doctors' time needed to be used more sensibly
-for example, very often non-medical staff
could protect them from unnecessary calls at
night.
A partial shift system was being explored.

In a unit with four senior house officers, for
example, one would work at nights for a week
each month. The total contribution by junior
staff would not change.
The JCC was told that a partial shift system

was being tested as a paper exercise in North
East Thames and the Northern regions. It
would be tested in practice in a hospital in
Trent.

NHS trusts: criteria and DoH guidance
The chief medical officer has confirmed

to the JCC chairman that any application
for trust status will need to "demonstrate
that it carries a substantial commitment
from consultants likely to be involved in its
management. " Furthermore, the Secretary of
State for Health will consider carefully the
views of consultants who work in the unit
concerned when deciding on an application
and in particular whether the proposed trust
will meet the criteria for consultant involve-
ment in management set out in the white
paper WorkingforPatients.3 In the same letter,
however, Sir Donald Acheson states that "no
one group will have a veto over his [the
secretary of state's] decision as this will be
based on his assessment of whether, in the
light of all relevant factors, NHS trust status
for a particular unit will benefit NHS patients
in that locality."
The government has decided that all

current and future guidance will be made
available to NHS trusts when they are set up.
This is a considerable shift from the original
proposal inSelf-govemningHospitals:An Initial
Guide that there should be a list of guidance
that trusts would be required to follow.4
The government now says that it would be
impracticable to isolate a set of essential
requirements that all provider units, includ-
ing trusts, would be required to follow.

It will be for trusts, as it is for health
authorities, to determine the extent to which
they follow such guidance and to ensure that
they take full account of all legal obligations;

JPAC
The Joint Planning Advisory Committee
advises on the requirements for NHS senior
registrars and registrars in England and
Wales. It reports directly to the secretaries
of state on:

* The total numbers of senior registrars
and career registrar posts required nation-
ally in each specialty
* The appropriate balance between full
time and part time posts
* The broad balance nationally between
NHS and honorary registrar posts
* Regional quotas of NHS and academic
posts
* Allocations of research posts with
honorary clinical status.

The committee has 11 representatives
from the profession, six from academic and
research interests, and four from the health
departments and the NHS. There is an
independent chairman, Professor Peter
Bevan.

requirements of statutory bodies; hazard or
safety notices; advice relating to the safety
of patients, the public, or staff; personal
privacy; and patient confidentiality.

Implications of hospital contracts
Mr A P J Ross pointed out the implications

for consultants of the proposals in Contracts
for Health Services: Operating Contracts.'

The document states: "The active involve-
ment of clinicians and others will be required
in drawing up the service and quality elements
of contracts." But it seemed that the general
managers would negotiate with each other on
behalf of the purchaser and provider for
packages of care. The role of doctors was that
of a resource which would be used by the
manager in delivering the contract.
The specimen contracts set out in the

document indicated that they would be
expected to specify medical services in detail.
Sir Anthony Grabham suggested that the
chief medical officer should be asked how far
clinicians would be bound by the contracts
and to give an assurance that the needs of the
patient would always take precedence.
The document envisages that the contracts

will operate in the same way in trust hospitals
and in directly managed units, but there
would be a fundamental legal difference.
NHS contracts can exist only between form-
ally constituted bodies such as health authori-
ties and NHS trusts. A directly managed unit
could not be party to a contract. The Central
Consultants and Specialists Committee
believes that the less formal arrangements
between a health authority and its directly
managed unit would be more likely to be
flexible so that the transition to a purchaser
and provider system could be managed with
less disruption. The financial survival of an
NHS trust will depend from the outset on the
pricing and fulfilment of contracts.

1 United Kingdom Health Departments, Joint Consultants
Committee, and chairmen of regional health authorities.
Hospital medical staffing-achieving a balance. Plan for action.
London: DoH, 1987.

2 Beecham L. Scene set for progress on juniors' hours. Br ledJ
1990;300: 1032.

3 Secretaries of State for Health, Wales, Northern Ireland, and
Scotland. Working for patients. London: HMSO, 1989.
tCmnd 55.)

4 Department of Health. Self-governing hospitals: an initial guide.
London: DoH, 1989.

5 Department of Health. Contracts for health services: operating
contracts. London: HMSO, 1990.

Health staff at the heart of
contracts
The contracting system will not work unless
consultants, general practitioners, and nurses
are at the heart of specifying the contracts,
Mr Peter Griffiths told a symposium last
week.
The deputy chief executive of the NHS

Management Executive had been invited
to address a meeting organised by the
West Midlands Regional Consultants and
Specialists Committee and the BMA regional
office on contracting for consultants. He
advised that the systems should be kept
simple, pointing out that 1 April 1991 was
merely the start point for developments that
would take five to ten years to evolve. General
practitioners would have a crucial part to play
and all the information coming in was that
they would not want to switch providers;
they would keep to their present referral
system but they would look for a higher
quality service. Mr Griffiths believed that the
notion that NHS trusts would be cowboys
had been exploded. All the 60 to 70 applica-
tions from prospective trusts emphasised
that they wanted to increase the standards of
patient care which they gave to their local
populations. Urging consultants to take an
active part in management, Mr Griffiths said,
"You cannot run an effective hospital without
having consultants in key leadership positions
and making decisions on resources."
The Central Consultants and Specialists

Committee has grave reservations about the
proposals for an internal market. Nothing in
the proposals persuaded the deputy chair-
man, Mr J R A Chawner, that there would be
additional money for the health service. It
was true that resources could be used more
efficiently and some of the provisions of the
NHS and Community Care Act would achieve
this. The internal market was not a true
market because there weren't any customers.
The actual purchasers would be the health
authorities.
The act had now been passed, however,

and Mr Chawner urged all consultants to go
to their district general managers and tell
them what services could be provided. They
should not agree to anything that was un-
reasonable, whether it be on discharge of
patients, waiting times, or monitoring of
contracts.

During question time several speakers
pointed out that if doctors were to play a
greater part in management this would be at
the expense of patient care; waiting lists
would lengthen. The solution would be to
appoint more staff. But Mr Griffiths warned
that an increase in waiting lists and times
would be unacceptable to the management
executive. Allowances would need to be
made, however, for greater participation by
doctors in management-for example,
perhaps by allocating additional sessions and
providilng better administrative services.
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