
If no obvious cause for subfertility is found then the timing
of referral to a specialist centre is important and should take
account of the woman's age and the duration of subfertility.
The longer the patient remains childless the lower the chance
of conception, and as time runs out anxiety increases.
Purchasing authorities are beginning to recognise the import-
ance of subfertility and to purchase services for assisted
conception. The techniques themselves are coming under
increasing scrutiny from randomised trials. For example, 10
such studies have evaluated the effects of down regulation of
the pituitary gland before ovulation was induced, and these
have confirmed that this treatment is effective in doubling the
rate of conception and halving the number of cancelled
cycles.'

General practitioners need information about the effective-
ness of treatments for subfertility so that they can advise
patients and contribute to any discussion about the level of
funding of subfertility services. The newly published bulletin
on the management of subfertility3 and the guidelines from
the Royal College of Obstetricians and Gynaecologists on the
topic4 will help such difficult choices.
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Part time working and job sharing in the NHS

Some worthwhile progress but still a long way to go

More than a million people work in the NHS and three
quarters of them are women. Faced with such a large female
workforce and pressure from the Equal Opportunities
Commission,' the NHS Management Executive has created
the NHS Women's Unit and issued a handbook of good
practice,2 which includes large sections on improving
opportunities for part time working. Because of their
domestic commitments many women need to work part time
and will sacrifice their career prospects, turning to unpopular
specialties and non-career grades to balance their family and
career.3

Part time working for doctors in the hospital service has had
to fit into tight controls on staffing and has proceeded from the
top down. Since the 1960s there have been several central
directives, leading to the current nationally organised training
schemes for registrars and senior registrars.45 Under the
senior registrar scheme (PM(79)3) candidates are interviewed
annually for a limited number of places in each specialty.
Those successful in gaining manpower approval must arrange
training with a local unit, convince the relevant college of their
appointment's educational value, and get funds from the
region. Just over a fifth of female senior registrars have
graduated from this crash course in NHS bureaucracy and
are working part time (Department of Health, personal
communication). Of course, half time often means a 40 hour
week. The faults of PM(79)3 have been appreciated, and the
new registrar arrangements (EL(91)5), although similar, have
been streamlined and are centrally funded, at least until 1995.
Currently 1/% of female registrars work part time, and the
aim is to quadruple that number in five years. For senior
house officers health authorities and trusts can set up part
time posts without applying for central approval; 5%/o of
female senior house officers work part time. No formal part
time schemes exist for consultants, and full time working is
the norm, with only 9%/o of all consultants having an NHS
commitment of eight sessions or less.

In general practice trainees can work part time for two

years, and about one in 10 women do so, with trainers getting
half the training allowance. For principals in general practice
partners may be full time, three quarter time, or half time.
Around 15% of female principals are three quarter time
partners, and fewer than 3% are half time.6 The retainer
scheme is the medical profession's only scheme for managing
a career break and is used by just 550 women, almost
exclusively in general practice, doing up to two paid sessions a
week.7
There are no job sharing schemes as such, but the practice

is now officially encouraged by the NHS Management
Executive and has been a small scale success in different
professions, specialties, and grades across the health service.8
It is attractive to employers, who do not have to restructure
the service to accommodate part timers and who benefit from
the bit more than half time that jobsharers do. Fears of
excessive administrative and training costs and lack of
continuity are largely unfounded. The big limitation is
finding a partner and even with the job share registers set up
by the BMA and several specialties this is likely to remain a
minority solution for doctors. Some 1% of all principals in
general practice now job share.
Comparing doctors with other NHS professionals-for

example, the 320 000 nurses-is interesting. In nursing,
part time arrangements are evolving from the bottom up.
Managers are offering staff a wide range of options-including
limited hours, term time working, and local banks-and a
third of nurses now work part time. This is usually, however,
at the grade of staff nurse or below. Ward sisters wishing to
work part time after maternity leave are frequently offered a
lower grade, although sometimes job sharing will be explored
at their former grade.9
Taken together, these options do not yet provide enough

opportunities for part time working. Nearly three quarters of
young women doctors would like to work part time when their
children are young,'0 but only 22% of female senior registrars
are doing so. We must not forget the growing numbers ofmen
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who want to spend more time with their children or to retrain
in another specialty, or the middle aged doctor with elderly
dependants. Conversely, women may be inhibited from
pursuing part time options for fear of damaging their careers
or committing themselves to interminable training. The royal
colleges remain rigid in their training requirements and insist
that half time training is twice as long, although the trainees
may be attending proportionately more educational sessions
and have more time for reflection than their full time
colleagues. Perhaps most important is the low value still
placed on part time work and the reluctance to take it
to the top, whether in nursing, general management, or
medicine.

Part time working must now be considered integral to any
staff planning exercise, not grafted on as an afterthought.
The existing national schemes have achieved some of their
objectives, notably a fall in female medical unemployment.
The current high profile at the centre is welcome; only the
Department of Health could encourage a conservative body
like the Royal College of Surgeons to publicise part time
training (as it is doing through its Women in Surgical
Training Scheme). What we need now is more room for
local initiatives and flexibility within the national staffing

frameworks. Whether the new look market NHS will provide
this flexibility is uncertain.

Doctors wanting to work part time can get information from the
following sources: Women in Surgical Training, Royal College of
Surgeons; Medical Women's Federation, Tavistock House North,
Tavistock Square, London WC1; for trainees in general practice-
their regional adviser in general practice; for registrars and senior
registrars-their regional postgraduate dean.
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Doctors' retainer scheme

Needfor reform

Few doctors are aware of the doctors' retainer scheme, and
even fewer have used it.' In the year ended 30 September
1991, 656 doctors belonged to the scheme in England and
Wales (Department of Health, unpublished figures). The
scheme has climbed up the medicopolitical agenda for a
number of reasons, one of them being the publicity surround-
ing Opportunity 2000 and Virginia Bottomley's commitment
to it. At the same time there has been a growing awareness
of the loss of highly skilled, fully trained doctors and an
increasing resolution by all parties to stop this.
Begun in 1972, the women doctors' retainer scheme

became the doctors' retainer scheme in 1977 so that men could
be admitted. The scheme is administered by the regional
health authorities with clinical tutors, under the auspices of
postgraduate deans and regional postgraduate education
committees. Doctors in any specialty may use it, although
women general practitioners predominate.

Retained doctors must be aged under 55, registered with
the General Medical Council, and be members of a medical
defence organisation. They must attend at least seven educa-
tion sessions a year, take a professional journal, and work at
least one half day a month up to a maximum of one day a
week.2 In return they receive a retainer to help meet expenses
associated with employment which include child care,
defence fees, GMC annual retention fee, professional mem-
bership, and fees for travel and courses.
The scheme officially has no fixed term of membership and

annual renewal is at the discretion of the clinical tutor and the
regional health authority. The maximum allowable term
differs between authorities and may be anything from two
to 15 years. A few doctors have undoubtedly abused the
scheme unpublished figures from the Department of Health
from 1986 showed that some doctors had been on the scheme
since its inception. Setting a rigid maximum of two years, as
some regions have done, negates the point of the scheme to
those making up most of its members-women doctors with
children. (The average female doctor has slightly above the

national average of children.') Doctors join the scheme for
an average of 2-5 years (Department of Health, unpublished
figures); the proportion who return to full time medicine is
unknown. Much more flexibility is desirable with each doctor
being assessed annually to see if he or she needs to remain on
the scheme or whether careers advice should be offered.

Given the scheme's predominance of general practitioners,
it is debatable2 whether the clinical tutor is the best person to
administer it. An alternative would be the regional adviser in
general practice, with the postgraduate dean playing a larger
part. Hospital doctors would benefit from a separate scheme
more attuned to their needs; that few hospital doctors are on
the scheme probably reflects the difficulty in funding and
finding appropriate hospital posts.
The retainer is worth £290 a year and covers only a small

part of the expenses associated with employment. General
practitioners on the retainer scheme and assistants in general
practice are now the only groups of doctors working in the
NHS who must pay their own defence fees; specific provision
should be made for these, distinct from the retainer fee.
The family health services authorities pay the practice

employing a retained doctor a flat rate of £38.75 a week,
regardless of whether one or two sessions are worked.
Retained doctors will therefore find it easier, if working two
sessions a week, to obtain employment in two separate
practices, which is clearly not in their best professional
interest. The fee for employing a retained doctor should be
paid on a sessional basis.
The employing practice pays the retained doctor a sessional

rate. Although most practices pay locum rates recommended
by the BMA, this is not always the case, and exploitation may
result. Practices should be obliged to pay a nationally agreed
minimum rate of pay. Unless the rates ofpay are improved the
cost of child care will continue to be a major obstacle to many
women joining the scheme. Tax relief for the costs of child
care would help, but as this is unlikely, reconsidering the rates
of pay is even more imperative.
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