
systems are for manpower, the organisation of clinical
services, and teaching.

MANPOWER

Shift systems reduce the number of doctors on duty
during the normal working day (similar to giving time
off after a night on call). A partial shift will reduce the
numbers by one doctor and a full shift may reduce the
number of doctors available during the day to only one
or possibly two. The work which would have been
done by doctors on a rota will have to be undertaken by
someone else. Much depends on the nature of the work
done. There is evidence that for house officers and
senior house officers at least a considerable proportion
of their time on duty is devoted to tasks that could be
done by non-medical staff.'"1 The guidance which
forms part of the new deal explains how this type of
work might be undertaken and by whom.9

The major implications ofthe
introduction ofshift systems arefor
manpower, the organisation of
clinical services, and teaching.

If there is more daytime medical work than the
remaining medical staff (relieved of non-medical
duties) can manage additional medical staff will have to
be appointed. Employing medical staff to work pre-
dominantly during the normal working week should
prove relatively easy. Such posts are ideal for long term
employment and therefore for career grade staff such
as consultants and staff grades (and possibly on a part
time basis, hospital practitioners). Thus the manpower
demand created by a move to shift systems is for career
grade not training grade doctors. This is a fundamental
and important difference from the demand for
additional training grade doctors that arises from
improving rotas. A move to increased use of shift
systems will improve the career balance and could give
a boost to Achieving a Balance.

It has to be recognised, however, that shift systems
work best with four or more doctors in the shift
pattern. How can this be achieved? Increased use of
cross cover will be important especially at basic level.
Rationalisation of services between sites, and in due
course some rationalisation of acute sites will make a
contribution. Staff grade doctors can, on their current
terms and conditions of service, participate in shift
systems as they will be working substantially the whole
of the time they are on duty. Another important
consideration will be the distribution of training posts
both within and between regions.

It may also have to be accepted that in some units,
where the workload is low, continuous intermediate
cover will not be possible. As is already the case,
consultants may have to continue to be on call with
only a relatively inexperienced senior house officer
(colleges have given guidance on this in TheNew Deal.)
If there is a registrar or other intermediate grade on the
unit he or she may still do perhaps one in four nights on
call to comply with the hours' controls, but there will
be no intermediate grade on call on the other three
nights.

ORGANISATION OF CLINICAL SERVICES

A major consideration for clinical staff is the way
they are organised. In units where the firm structure
predominates working arrangements will be more
difficult if one member of the firm is on nights from
time to time. In contrast those units organised on the
basis of a specialty team will be able to adapt to the new
working arrangements relatively easily. Whatever the

structure of the clinical unit the introduction of new
patterns of work will require reappraisal of the way all
staff work. It is important to ensure that the change
does not relieve the problem for one grade by making
the life of others more difficult. For instance, the
timing of ward rounds could help make hand over
periods more effective and improve continuity of care.
Annual and study leave have to be carefully timetabled
to reduce disruption to working arrangements.

It is likely that there will be a move towards more
specialty team working. This type of organisation
already offers advantages in being able to match
available medical staff to the workload. Consultants
can arrange in advance to have the level of support
appropriate to a particular session. Training grade staff
can be directed preferentially to those duties of most
value for their training. They have more opportunity to
compare different clinical methods and are not depen-
dent on one consultant for a reference. As has already
been suggested, it is easier to accommodate part time
staff whether in a training or career grade.

TEACHING

With a move to more shift working, assembling all
staff for audit meetings, teaching rounds, etc, will be
more difficult and thought will have to be given to how
teaching can be delivered effectively. One important
opportunity will be the ability to dedicate certain shifts
to specific training opportunities and activities. Above
all, reducing hours of work will mean that doctors in
training will be sufficiently rested to ensure that time
spent receiving formal teaching, or in private study, is
more effective.
The new deal on juniors' hours has set controls on

the hours that can be worked by doctors in training. At
the same time it has introduced a wide range of
working practices which, while not new, have so far
had only limited application. I have tried to show why
the greater use of shift systems is essential, not just to
reduce hours of work overall, but to tailor those hours
to match the wide diversity of medical work now found
in hospital practice. It will take time and a great deal of
thought and experimentation to get the best out of
these arrangements. Their very flexibility allows, if
necessary, modification as needs change. Furthermore,
all this can be achieved without sacrificing, but actually
improving, the hospital medical career structure and
the quality of patient care.
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Correction
The young patient with claudication
An editorial error occurred in this article by Mr D T Reilly and Mr
John H N Wolfe (5 October, p 845). The lymphogram at the
bottom of p 845 should not have appeared in this article. It is a
normal isotope lymphogram of legs and pelvis and does not show
popliteal aneurysm as published.
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