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Junior Doctors. The New Deal

Using the potential of all staff

Angela Thomas

There are a host of other factors apart from long hours
which cause low morale and stress among junior
doctors. Some affect patient care directly and some
affect the doctor alone. The New Deal contains
important agreements which address these problems.'
A recurrent complaint among juniors is the varying

role that nurses play in different disciplines and in
different hospitals. In some hospitals clinical work is
shared between nursing or midwifery staffand medical
staff-for example, in accident and emergency,
oncology, gastroenterology, and maternity units. In

The Secretary ofStatefor Health said
when the deal was launched that the
resources to achieve the hours deal

would be made available.

others this does not happen and nursing staff are
unable to use their skills to the full. This is particularly
frustrating for them and for junior doctors if they have
just moved from a hospital or department where an
extended role is practised. A doctor can be disturbed at
night simply to give an intravenous injection which
could more easily and with less delay be given by the
nurse on the ward. There are many other tasks which
could be more appropriately undertaken by nursing or
midwifery staff to the benefit of patients, nurses, and
doctors but which are not because of a lack of agreed
local policy. This leads to frustration and often resent-
ment among doctors and nurses. There is scope for an
extension of shared care and the ministerial group on
junior doctors' hours has recognised this.2
"Making the best use of the skills of nurses and

midwives" gives guidance on the need to review local
policies on tasks which appropriately qualified nurses
and midwives could reasonably undertake to improve
the quality of care. The guidance is supported by all
those participating in the discussions on hours,
including the chief nursing officer and should enable
all staff to be used to their full potential.

Another problem which The New Deal addresses3
and which the University of London has recently
highlighted4 is the question of junior doctors spending
more time than necessary on clerical and administra-
tive tasks and too much routine technical work such as
phlebotomy. London University has clearly stated that
posts where junior doctors do too much of this sort of
work may well have training approval withdrawn and
some other universities have followed suit. A certain
amount of technical work does have a place in the early
training of a junior doctor but this does not justify
requiring them to do two to three hours ofblood taking
before the normal day can start. Finding beds is an

increasing headache as ward closures and the increased
turnover of patients make placing of newly admitted
patients difficult and time consuming for the junior
doctors.

In the past these problems have not been solved
because of the lack of priority given to them in the
allocation of resources. Hard pressed haematology
laboratories cut staff to save costs and lose their in-
patient phlebotomists and cardiac departments lose
their team of technicians, but the junior doctor is
always there to do the jobs at no extra cost. A central
organisation for locating beds run by a designated and
appropriately qualified team of clerical staff would be
of enormous benefit and would give junior doctors
several more hours a day to devote to their training.
Again, all members of the ministerial group were
convinced that sorting these problems out, although
not directly decreasing hours, would decrease the
workload, improve the efficiency of junior doctors, and
do much to alleviate the frustration and disillusion-
ment that many now feel. The representatives ofNHS
management accepted that there would need to be a
reallocation of resources to allow for the employment
of the necessary support staff but they were enthusi-
astic that this should be done.

Scandalously inadequate
Hospital is home for many junior doctors, particu-

larly the most junior, but their living conditions are
often scandalously inadequate, despite guidance on
accommodation from the Department of Health, the
latest in 1986 after vigorous representations by the
Hospital Junior Staff Committee (now Junior Doctors
Committee). Many residential areas, on call rooms,
catering facilities, and communal areas still fall short
of the minimum standards set by the government.
Recently training recognition of juniors' posts was
withdrawn at one hospital in London because of poor
facilities. Surely it is not too much to expect clean linen
in the on call room when you are on duty?

In an attempt to improve the position guidance on
living and working conditions and job descriptions,
which form part of the doctors' contract, has been
issued under the new agreement.5 Is this guidance any
more likely to be followed than the last? I believe so
because, firstly, it has the full backing of the ministerial
group, including the Minister for Health, and,
secondly, there is now a path which leads back directly
to the group if the guidance is not followed. If
problems occur junior doctors will be able to raise them
at national level.

All the above initiatives depend on local activity and
commitment followed by local cooperation and agree-
ment. If problems fail to be resolved there is a way that
pressure can be exerted to bring about change. The
regional task forces are charged with monitoring the
progress of the implementation of all aspects of the
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heads of agreement and not just hours of work. If
satisfactory solutions are not found because of a
shortage of money task forces can report this directly
to the ministerial group, which will continue to meet
every six months; the government will have to find the
necessary resources.

Responsibility for providing information on all
aspects of the agreement now lies partly with junior
doctors. The BMA has sent its junior members a
booklet explaining the new deal in detail, what infor-
mation is required, and whom to contact for help.6 The
Secretary of State for Health said when the deal was
launched that the resources to achieve the hours deal
would be made available. The aspects of the agreement
I have referred to must be seen as part of a package of
measures which, if implemented with the agreed

hours' reductions, should result in improved patient
care, improved training for juniors, more efficient
working, and perhaps even a few more hot meals at
night.

1 NHS Management Executive. Junior doctors. The netW deal. London: NHS
Management Executive, 1991.

2 NHS ManagementExecutive.Juniordoctrs. The new deal. Making bestwu of
the skills ofnarses and midwives. London: NHSMa t Executive, 1991.

3 NHS Management Executive.Junior doctors. The new deal. Making beter use of
technical, administrative, ckrical, and odher support staffand systems. London:
NHS Management Executive, 1991.

4 University of London. Inappropriate duties for preregisrasion house officers.
London: University of London, 1991.

5 NHS Management Executive. junior doctors. The new deal. Living and working
conditions ofdoctors in training. London: NHS Mane t Executive, 1991.

6 BMA Junior Doctors Committee.Junior doctors. The new deal. London: BMA,
1991.
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Health and the Environment

Importance of a healthy environment

Fiona Godlee, Alison Walker

Doctors seem to spend their time these days exhorting
their patients to adopt healthier habits: to exercise
more, eat less, drink only a little and smoke not at all;
to wear seat belts, crash helmets, and condoms. But
perhaps the most important risks to health are beyond
people's immediate control, caused by the unhealthy
habits not of individuals but of an energy hungry and
throwaway society.

The environmental price
Since the industrial revolution and the advent of the

internal combustion engine we have consumed the
earth's natural resources and altered our environment
at a rate never seen before. The demand for energy is
constantly growing, fuelled by the world's escalating
population-now at 5 3 billion and estimated to reach
10 billion by 2050.' In 1989 the world's energy
consumption reached 9 3 million tons of oil equivalent,
causing the emission ofnearly six billion tons of carbon
into the environment (figure).2 The World Energy
Conference concluded that by 2020 the world would be
using 75% more energy, and most of it would still be
supplied by coal, oil, and nuclear power.3
The destructive consequences ofhuman industry on

the environment are in many cases already evident, in
others controversial. Chlorofluorocarbons, still used as
a propellant in aerosols in some countries and in the
manufacture of refrigerators, are destroying the layer
of ozone in the outer atmosphere which protects the
earth from the sun's ultraviolet rays. If levels of
chlorofluorocarbons continue to rise at the present
rate-about 3% a year-a 6% reduction in stratospheric
ozone has been predicted by 2040.4 The resultant
increase in the amount of ultraviolet B reaching
the earth's surface-1-5-2% for every 1% reduction
in total column ozone-has the potential to cause
ecological catastrophe. Phytoplankton, for example,
the basis of the food chain for all aquatic creatures,
are highly vulnerable to damage from ultraviolet B
radiation.'

Greenhouse gases-carbon dioxide from the burn-
ing of fossil fuels, methane, nitrous oxide, and chloro-
fluorocarbons-are accumulating in the outer
atmosphere, where concentrations of carbon dioxide
are now higher than at any time in the past 16000
years.6 Global warming may be the consequence. The

earth's surface temperature has risen by about 06°C in
the past 100 years and further increases of 2-5°C have
been predicted over the next 50 to 100 years, causing
potentially catastrophic rises in sea level.5
Road vehicles, responsible for emitting a fifth of

the carbon dioxide in air, also produce acidic gases-
nitrogen oxides and sulphur dioxide-which cause
acid rain. Though heavy industry is bringing its
emissions under control, the use of road transport is
increasing at a rate likely to swamp any reductions in
pollution achieved by technological improvements in
car engines. The Department of Transport estimates
that in Britain the number of vehicle miles will double
by 2025, causing an estimated doubling of emissions of
carbon dioxide.7 For the same reason emissions of
nitrogen oxides, which will fall over the next 20 years
owing to the introduction of catalytic converters, will
be on the increase again by 2020.
Acid rain lays waste large areas of agricultural land

and forest, adding to deforestation caused by harvesting
hardwood and the pressure for more agricultural land.
Each year an area of tropical forest the size ofAustria is
destroyed.' Deforestation increases the build up of
carbon dioxide because trees fix carbon from the air. It
also spells disaster for biological diversity as more than
half the species on earth live in the tropical rain
forests.8

The human price
Man, the main cause of environmental degradation,

is also one of its victims. Apart from the direct effects
that increases in ambient temperature might have on
health-higher mortality from heart and lung disease;
the spread of tropical diseases to temperate climates;
more deaths, disability, and psychological problems
due to storms and natural disasters-global warming
would cause the sea to expand and swamp large areas of
habitable and agricultural land.9 A rise in sea level of
one metre (the International Panel on Climate Change's
1990 estimate'0) would cover five million square
kilometres ofthe world's lowest lying land, causing the
loss ofone third ofour crop growing areas and creating
50 million environmental refugees.6

Nuclear energy reduces reliance on fossil fuels but
creates problems of its own. The fire at Chernobyl
nuclear power station in 1986 is still having repercus-
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