
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.

VIVIENNE VAN SOMEREN
Consultant Senior Lecturer in Child Health,
Royal Free Hospital and School of Medicine,
London NW3 2QG
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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Wales (Department of Health, unpublished figures).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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Postgraduate education is also a large expense, especially as
paid study leave is not available and child care expenses may
also have to be met. Since April 1991 regional postgraduate
deans have been given funds for postgraduate medical
education for those on the scheme, and the amount allocated
to each doctor varies across the regions but is usually
inadequate to cover the required seven educational sessions.
Since the inception of the postgraduate education allowance
in 1990 for principals the cost of providing courses has risen
rapidly. The need for continuing postgraduate education for a
doctor on the retainer scheme is as great as that for any general
practitioner. A mechanism must exist whereby the cost
barrier can be overcome either by giving a free "pass" for

educational activities, increasing the amounts payable by the
postgraduate deans, or increasing the retainer fee.

Doctors whose domestic commitments make them tem-
porarily unable to devote themselves fully to their medical
careers need an effective and fair deal.

NICOLA TOYNTON
General Practitioner, Westwood Surgery,
Hildenborough, Kent TN 11 9HL

1 Swerdlow AJ, McNeillv RH, Rue ER. Women doctors in training: problems and progress. BMJ
1980;281:754-8.

2 Department of Health and Social Security. Opportunities for part-time training in the NHS for doctors
and dentistso with dontestic comm"nzitments, disabilitv or ill healthl. London: DHSS, 1979. (PM(79) 3.)

3 Day P. Women doctor; choices and constraints for mnedical mnanpower. London: King's Fund Centre,
1987.

Paget's disease ofbone

Advance and controversy

For a condition that affects 075 million people in Britain and
causes substantial disability in 5%/o of them Paget's disease of
bone has been sadly neglected."3 While it was regarded
by physicians as an orthopaedic problem, by orthopaedic
surgeons as an operative nuisance, and by general practi-
tioners as an untreatable bone disease of elderly people, this
neglect was understandable. Fortunately, over the past two
decades this has changed.
An important first step in this transformation was the

recognition of the astonishingly high turnover of Pagetic
bone, made possible by biochemical measurements of bone
resorption (by urinary hydroxyproline) and bone formation
(by alkaline phosphatase). This allowed the separate analysis
of the rapid but dissociated effects of anti-Pagetic drugs on
bone cell activity.

Calcitonin4 and the bisphosphonate etidronate5 were shown
swiftly to reduce osteoclast mediated bone resorption. The
effect of injected calcitonin was striking but temporary and
that of oral etidronate was more prolonged. Importantly, both
produced clinical as well as biochemical improvement. Bone
pain was relieved, the rate of resorption shown radiographic-
ally was slowed, and histologically assessed bone turnover
fell. Additionally and unexpectedly, progressive paraparesis
due to cord compression and leontiasis from maxillary Paget's
disease could be halted and possibly reversed.6'
With their selective and prolonged effects on bone resorp-

tion the new bisphosphonates produced by side chain substi-
tution, such as clodronate and pamidronate, have advantages
over calcitonin.8 As none of these new compounds are licensed
specifically for use in Paget's disease, treatment is restricted to
specialised centres. The ideal of permanently suppressing
Paget's disease with pamidronate or an equally powerful
bisphosphonate is now within our grasp.

If Paget's disease can be halted we should rethink its
nature. The condition is most frequently diagnosed in elderly
people but may begin in early adult life. Studies of whole
body isotope scans are compatible with a single, presumed
infective, agent spreading from a primary source through the
bloodstream to a variable number of skeletal sites.9 Local
extension by osteoclastic resorption at each site then occurs,
followed by an associated excessive formation of bone. As
Paget's disease rarely spreads from one bone to another
(except when the disease is very active or when joints have
been fused) and the number of affected bones does not
increase with age2 9 the initial dissemination of a putative agent
seems more likely to determine the bones involved than the
subsequent spread of such an agent.

Such a single episode model has many implications. It
beneficially extends interest in Paget's disease from old to
young people; it emphasises the possibility of prevention; and
it may eventually provide a rational explanation of its
geographical distribution. All this of course depends on
identifying the putative infective agent, and this is where
controversy begins.

Particles resembling viral nucleocapsids are undoubtedly
present in the nuclei and, less often, in the cytoplasm of
Pagetic osteoclasts, but are they specific and what do they
represent? As similar inclusions have been described in
osteopetrosis and in pyknodysostosis they are probably not
specific to the disease. Their identity as paramyxoviruses (a
family of RNA viruses) is based on electron microscopy,
immunofluorescence (for the putative viral protein), and
in situ hybridisation (for viral nucleic acid). Anatomically
the structures would fit for measles or respiratory syncitial
virus.

Immunofluorescence is positive for both in a proportion of
osteoclasts within Pagetic bone tissue (but Pagetic osteoclasts
are difficult to culture and do not contain virus like particles).
In situ hybridisation with probes specific for nucleic acid from
measles or respiratory syncitial virus may be positive-but in
osteoblasts as well as osteoclasts.'° Canine distemper virus has
recently been proposed as a cause of Paget's disease. Clinical
studies, subsequently contested, suggested that more people
with Paget's disease had kept dogs than those without," and
in situ hybridisation has detected nucleic acid from canine
distemper virus in bone cells of Pagetic patients.'2 The whole
virus story, however, remains wide open. Those working with
an established long term effect of measles virus, subacute
sclerosing panencephalitis, have advised caution.'3
For the clinician there are two simple messages. Firstly and

most importantly, Paget's disease is treatable, and patients
with symptoms should invariably have the opportunity of
specialist advice. Secondly, there are strong clues about its
cause. Even if these are wrong the neglect of Paget's disease
should now be a thing of the past. 14

ROGER SMITH
Consultant Physician,
Nuffield Orthopaedic Centre,
Oxford PX3 7LD
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