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Leadingfor Health

Manpower

Stephen Brearley

Manpower is accorded just two thirds of a page in
Leading for Health: a BMA Agenda for Health,' yet its
importance in the overall strategy of health care
provision cannot be overemphasised. Many of the
other issues discussed in the document have manpower
consequences, not only for doctors but also for nurses,
other professional groups, and ancillary staff. The
NHS is the largest employer in Europe and some 70%
of its budget is spent on salaries and wages. For
these reasons alone manpower demands serious con-
sideration by anyone intent on drawing up a blueprint
for a health service in the year 2000.

The role of the NHS
In trying to predict the likely manpower require-

ments of the health services in the next century it is
necessary to make an assumption about the role which
they will be required to fulfil. The first page ofLeading
for Health recalls the fact that health services are but
a part of a broader strategy for improving health,
which also includes social services, community and
occupational health services, public utilities, local
authorities, and bodies concerned with health educa-
tion.
The magnitude of public spending on health and its

distribution between the various responsible bodies are
likely to remain matters of controversy for the foresee-
able future. The past decade has seen increasing
interest in the prevention of illness as opposed to its
treatment and in caring for patients in the community
rather than in institutions. Unfortunately, both of
these shifts are expensive in financial and manpower
terms. The flagship of the government's preventive
strategy -the United Kingdom breast cancer screening
project-has been estimated to cost £4500 per life year
saved and has substantially increased the demand on
surgical and radiological services for localisation breast
biopsy. Community care requires more carers than
institutional care, and Leading for Health notes the
decreasing proportion of informal carers-relatives,
friends, and volunteers-relative to the numbers of
elderly and mentally ill people. The NHS acts as a
safety net for those who can no longer cope in the
community and, as the population ages further, this
aspect of its task is likely to increase.

There seems little scope for reducing the amount
spent on the NHS or for reducing its role in the overall
health strategy. The service has been in a state of
almost perpetual financial crisis throughout the 1980s,
with demand outstripping supply, persistent long
waiting lists, and numerous stories reported by the
media of apparently scandalous failures of provision.
The BMA, most of the general public, and many
managers believe that more should be spent on it.
Improvements in community care, disease prevention,

and health promotion do not lead to reduced demands
on the health service, and they increase the demand for
trained health professionals.
The NHS's other role of seminal importance is

that of providing training for health professionals,
including those who will subsequently work outside it.
In the past such training has largely been acquired
through service on an apprenticeship model and the
numbers trained have been related to service needs.
More educationally based programmes are slowly
gaining ground in both medicine and nursing, and the
role of the NHS as an educational resource must be
recognised and supported if sufficient numbers of
health professionals are to be available to meet all needs
in the future.

Skill mix and changing roles
Concepts of what constitutes appropriate work for

doctors, nurses, and other groups of health workers
vary from country to country. In countries which have
large numbers of doctors relative to the population,
doctors may often be found doing work which, in
Britain, would be carried out by others, such as those
in hospital administration, pharmacy, rehabilitation
and physiotherapy, and nurse education. Where
doctors are scarce substantial amounts of treatment
may be carried out by paramedical practitioners.
The correlation between density of doctors and task
allocation, however, is not exact. In the United States
there are over 25 000 medical assistants, who, on the
basis of two years' training, undertake such tasks as
patient clerking, investigation, surgical assistance, and
postoperative management, utilising written protocols.
The accepted roles of doctors, nurses, and others in
Britain are largely the result of tradition and bear re-
examination.
Both the medical and the nursing professions have

proved conservative in their attitudes to changing or
extending roles, as evidenced by their opposition to the
introduction of nurse prescribing, to the trial appoint-
ment of a paramedical surgeon's assistant in cardio-
thoracic surgery in Oxford, and to the giving of
parenteral drugs by nurses. Yet in other areas non-
medical staff have proved their value as counsellors,
diagnosticians, and therapists. The need to reduce the
burden on junior doctors has led to discussions
between the BMA's Junior Doctors Committee
(JDC) and the Royal College of Nursing on the
reallocation of tasks, and the University of London has
taken a lead in insisting on the presence of ward clerks
and phlebotomists in hospitals whose house jobs it
approves.2

Experience in the United States and elsewhere
proves that appropriately trained paramedical staff can
carry out many medical tasks to a high standard, and
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standard and could take over some of doctors' duties

such staffare cheaper to train and employ than doctors.
Not surprisingly, the possibility of introducing more
paramedical staff is beginning to arouse interest in
Britain. The scope for transferring substantial amounts
ofmedical work to other groups is limited, however, by
current demographic trends. The number of school
leavers is currently in decline and the NHS is antici-
pating increasing recruitment problems over the next
decade, particularly into nursing. An economic upturn
is likely to exacerbate the problem, as prosperous
private sector employers usually offer better salaries
than the NHS. Leading for Health lists some of the
reasons why the NHS may be considered an unattrac-
tive employer, including low pay, insufficient attention
to training, poor incentives, long hours, a poor
environment, high sickness and accident rates, and the
absence of an occupational health service.

Although the implementation of Project 20003 may
partially offset the shortage ofnurses, there are grounds
for serious concern about how wards, clinics, and
operating theatres can be staffed at the turn of the
century. Unimaginative and outdated personnel
management policies will have to be substantially
revised if recruitment and retention of staff of all
grades and disciplines is to improve. At present there is
no large, untapped pool of workers willing and able to
take on substantial volumes of work formerly done by
doctors.

Britain has one of the poorest ratios of doctors to
population in the developed world,4 and any attempt to
replace doctors with other health professionals would
make the disparity even greater, as well as being
publicly and politically unpopular. Medical advances
tend to lead to the introduction of treatments which are
even more demanding on doctors' time than those they
replace. Although some of the chores carried out by
junior hospital doctors, especially house officers, could
well be undertaken by people other than doctors,
demand for medical skills remains high and is likely to
grow. Unlike in the other health care professions there
is no recruitment problem into medicine.

Medical manpower
The Department of Health's manpower tables show

that hospital medical staff in Great Britain increased by
11% between 1985 and 1990 but, despite Achieving a

Balance,5 the ratio of juniors to seniors barely changed
and, in fact, deteriorated after 1987. The number of
principals in general practice grew at almost exactly the
same rate but began to decline again in 1989.
The 1989 report of the Advisory Committee on

Medical Manpower Planning (ACMMP) suggested
that the number of medical students emerging from
British medical schools was sufficient to meet the
country's needs for the time being. A crude calculation
of the number of career posts becoming available
annually (about 1200 in general practice, 700 in
consultant practice, and a few hundred more in all
other fields) suggested that there might, in fact, be
difficulty in finding jobs for almost 4000 new graduates
after their postgraduate training; but against this is the
continuing low level of medical unemployment in
Britain and the recruitment difficulties being experi-
enced in some areas. Little. information exists on the
careers ofthe substantial number ofdoctors who do not
follow conventional pathways, but some at least may be
women who find current working practices incompat-
ible with their other responsibilities and either stop
practising altogether or work in intermediate level,
non-training, and often part time posts.
The Advisory Committee on Medical Manpower

Planning's figures have been superseded by a new
study carried out by the Permanent Working Group of
European Junior Hospital Doctors6 as part of a survey
of medical manpower in western Europe. This study
looked at trends in supply and demand (defined as
opportunities of medical work) over the past 20 years
and made projections for the future. It concluded that
Britain would remain self sufficient in doctors up to the
year 2000 if demand were to grow at 1% per annum.
Growth at just over 2% per annum, as has been seen
recently, will leave the country over 6000 doctors short
by the turn of the century.

These figures will certainly need to be scrutinised
by the government's recently established standing
committee on medical manpower.7 If confirmed they
suggest that a substantial and speedy increase in British
medical school intakes is necessary, and even this will
not avert a shortage because of the duration of basic
and postgraduate medical training. In the medium
term any shortage is likely to be made up by doctors
from overseas, and especially from the European
Community; but medical self sufficiency has been an
aim of successive governments ever since the Todd
report of 1968 and should remain so. It seems unjust to
deny talented British school leavers the opportunity of
pursuing a medical career when so many wish to do so
and when there is clearly a need for their services.

It therefore seems likely that present trends in the
demand for doctors, as indicated by the number of
NHS posts established, will continue. But there is a
need to increase medical staffing levels in the NHS
even more rapidly. The responsibilities ofNHS doctors
have increased dramatically in the past few years.
Resource management and the changes that have
flowed from the white paper Workingfor Patients8 have
required hospital doctors to become more involved in
management, while the widespread adoption ofmedical
audit has been a further call on their time. Doctors are
being urged, sometimes under threat of sanction, to
devote more time to postgraduate and continuing
medical education. Hospital stays are becoming
shorter, turnover faster, and methods of treatment
more demanding, all leading to more intensive working
patterns. The recently published Patients' Charter
imposes certain standards, particularly in respect of
waiting times, which will increase the pressure on
hospital doctors further.9 Meanwhile, general prac-
titioners have had to undertake new tasks and meet
new targets as a result of their new contract. All these
increases in activity have been introduced at a time
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when hospital medical manpower is growing at an
underlying rate of barely 2% per annum and the
number of general practitioner principals is actually
declining.

That such demands cannot be sustained has perhaps
been most clearly illustrated by the growing pressure
for a reduction in junior doctors' hours of work. The
reason that hours have become intolerable is not that
they have become longer-they have not-but work
has intensified to insupportable levels.'" Sadly, the so
called "new deal" for junior doctors," agreed by senior
doctors, juniors, the medical royal colleges, and the
NHS management, fails to confront this issue. It will
result in the same amount ofwork (or more) being done
by a similar number of doctors in shorter hours at the
cost of even more intensive working during periods of
duty and what many see as unsatisfactory working
arrangements (shifts and partial shifts). It is unlikely to
boost flagging morale or to stem the growing tide of
disillusioned senior house officers who are leaving
medicine.
The problems of excessive workload and long hours

will be solved only by an increase in hospital medical
staffing levels. This will require additional funding and
therefore a political decision to be taken at high level.
Because of the need to maintain a balance between
numbers of senior and junior doctors expansion will
have to be most rapid at consultant level, but more
junior posts are also needed. In future consultants will
have to have a greater sessional commitment to
emergency work and fewer fixed sessions.

Such changes are likely to be resisted by senior
doctors, who have always reacted instinctively against
an increase in their number, and by ministers, among
whose primary concerns is constraining the NHS
budget; but they are essential ifacceptable standards of
hospital care are to be maintained. Morale among
doctors at all levels is low and substantial numbers are
leaving the profession, diverting into non-clinical areas
or retiring early. The workload of those who remain is
unreasonable, particularly in view of the increased
expectancy of leisure and family time in society
generally. The achievement of satisfactory hospital
medical staffing levels is, perhaps, the most pressing
political challenge for the medical profession in the
next 10 years. It is quite the most important issue to
which the standing committee on medical manpower
will have to address itself.

The sources of change
NHS employees are used to a service which is

centrally planned and to negotiating with a single
employer. Until recently staffing levels and personnel
management policies have been determined nationally,
with greater or lesser devolution of responsibility to
operational units. This system is about to change with

the growing numbers of NHS trusts. One of the
freedoms given to trusts is the power to determine their
own staffing structures and remuneration packages.
The health departments, which have never been keen
to impose staffing levels on health authorities, are
likely to exert even less influence in future and the
prospects of altering staffing levels through national
agreement will recede.

It is still too early to assess the performance of trusts
as employers. Some have already sought to make
changes in the contracts issued to newly appointed
consultants and they are likely to show interest in
performance related pay, fixed term contracts, and a
whole time commitment. This approach is likely to
prove self defeating. In an era of staff shortage, which
may be imminent, trusts may have to compete with
each other in offering attractive packages. They will be
wise to adopt some of the personnel management
techniques of industry if they wish to recruit, retain,
and motivate staff successfully.

Consultants are a good buy for trusts. Most are
highly motivated, innovative, and work well beyond
their contractual commitments. Their expertise makes
them attractive to quality conscious purchasers of
services. Senior registrars and registrars will remain
employees of regional health authorities, with nation-
ally negotiated terms and conditions of service and
numbers regulated by the manpower committees. For
all junior staff the training bodies have a considerable
responsibility in ensuring that workload, hours of
work, and staffing levels are reasonable and consistent
with the educational purpose of their posts. They
should not hesitate to withdraw recognition from
posts where this is not the case.

Quality of service is becoming a real issue in the
placing of contracts, and this should lead to more
enlightened employment practices than have been
evident in the past. Staff who feel valued and cared for
are likely to be better motivated and to deliver a better
service than those who are facing unreasonable
demands in disagreeable surroundings.
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