
the proportion of 4 7%/o remains commendably low by
international standards (and lower than the national average
of 5/1% in 1971) .7 This interpretation assumes that the
objective need for institutional care has not been reduced by
improved health and fitness of old people.8 It also assumes
that there has been no hidden export of Leicestershire's
residents to cheap (and possibly nasty) nursing homes
elsewhere in Britain, a practice that some other health
districts have been accused of.
What of the process of "creaming off'? Again the data seem

reassuring in that in 1979, 27% of residents in public sector
beds were defined as high dependency patients compared
with 22% in the private sector; in 1990 the proportions were
26% and 29% respectively. The comfortable interpretation of
these data needs caution. Dependency increases where care is
poor, and homes taking in low dependency clients can soon
make them more dependent by providing too few activities
and too many sedatives. Furthermore, the data were based on
assessments made by care staff; in the public sector staff have
an incentive to minimise the dependency of their clients as it
is seen as an index of the quality of care being provided. In the
private sector a greater incentive might exist to show a need
for higher fees to match high levels ofdependency.
The Leicestershire data establish a valuable baseline but

cannot allay the remaining anxiety over the quality of care
once the private sector provides most institutional care (the
government's decree). Standards can be set,9 but arrange-
ments for ensuring that they are maintained in the private
sector are still inadequate.

J GRIMLEY EVANS
Professor of clinical geratology

University of Oxford,
Clinical Geratology Division,
Radcliffe Infirmary,
Oxford OX2 6HE
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Juniors' new deal meets its first deadline

On time-on paper

By 1 April most junior doctors in Britain will be contracted to
work less than 83 hours a week and the first deadline of the
new deal will have been met, on paper at least.' But many
junior doctors are unhappy about what they have seen of the
new deal so far. Many fear that this first reduction in hours
will mean an increase in the intensity of their work and a fall in
their remuneration for it.
Managers were always going to hit the first target once they

realised that a one in three rota without prospective cover
fitted the limit of 83 hours a week exactly. Regional task forces
estimate, however, that the gap between the hours stipulated
in most juniors' contracts and the hours that they will actually
work is about five to 10 hours a week. And the gap will become
wider if no extra staff are employed to cover junior doctors'
annual leave.
Hours may be the most emotive issue in the new deal but

are only one aspect of juniors' working conditions that need
improvement. The new deal called for radical changes in the
working patterns of all grades of hospital staff, for the removal
of the inappropriate non-medical duties, and for better
accommodation and on call facilities. It supported the aims of
Achieving a Balance by insisting that the answer was not
employing more junior staff but more consultants and staff
grade posts to release junior doctors from some of their service
commitments.2 It echoed reports of the Confidential Enquiry
into Perioperative Deaths calling for the appropriate super-
vision of junior doctors, especially outside normal working
hours.3 The new deal emphasised that partial shifts were the
best way of reducing juniors' hours in acute specialties and
urged consultants to move to team working to facilitate this.
Units were to provide local solutions to local problems.

In the rush to meet the first deadline on hours much of the
spirit of the new deal has been lost. Undoubtedly progress has
been made, but it has been patchy. Radical changes in

working patterns have yet to happen: apart from doctors in
accident and emergency departments fewer than 1% of
doctors are working full shifts and just over 2% are working
partial shifts.4 Most of the extra /512m that the government is
giving towards implementing the new deal will go on funding
new consultant posts, leaving individual units to fund the new
support staff, such as phlebotomists, electrocardiography
technicians, and clerical staff.
Some successful initiatives have happened-for example,

Guy's Hospital has employed a nurse practitioner at night to
supervise giving intravenous drugs and filter calls to junior
staff. In Scotland, where such initiatives have been centrally
funded by the Scottish Office, many hospitals have intro-
duced phlebotomists for the first time. But when hospitals are
struggling to stay within budgets such initiatives are not given
a high priority.
Some juniors complain that partial shifts have been intro-

duced to cut costs rather than improve the service to patients
and reduce doctors' workload. A shift system that improves
junior doctors' working conditions is unlikely to save money.
The examples of partial shifts provided by the Department of
Health look reasonable on paper but do not take annual or
study leave into account. Given the confusion over the
definition of a partial shift, it is not surprising that so many
consultants and juniors oppose them. Many juniors resent
more than one in three weekends being disrupted by work and
dislike working a series of nights. They are sceptical that a few
extra consultants or staff grade appointments will really
reduce their hours and complain that the new deal was set up
by doctors' representatives not working in hard pressed
specialties.
Although the Central Consultants and Specialists Com-

mittee has backed the changes in working patterns, task
forces have given mixed reviews on consultants' commitment
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to the changes. Some are still concerned that they will have to
take on juniors' duties and that abandoning firms will damage
juniors' training and patients' continuity of care.
One of the biggest problems facing task forces has been

collecting accurate data. Regions had no accurate number of
senior house officer posts, and the task forces unearthed an
extra 1000 such posts last year.5 Now they are concerned that
they will fail to meet the next deadline of 72 hours for hard
pressed posts by December 1994. So far, many signatories to
the new deal have resisted the painful structural changes that
are necessary. In the meantime task forces are trying to collect
accurate data on actual hours worked as opposed to contracted
hours.
The arguments for jettisoning the rota system are strong,

but for juniors to be enthusiastic about its replacement they
need a better understanding of partial shifts and their benefits
and disadvantages. They should take responsibility for
designing shifts and accept that shifts should be changed
rather than discarded if they do not work. Managers and
consultants must accept that shifts will never work unless
duties are removed from junior doctors-both service work
and inappropriate tasks. Juniors must be paid appropriately
for the hours that they work: if they are getting only three

hours' rest at night they are working the equivalent of a partial
shift and should be paid accordingly.

Purchasers could give the new deal a push by insisting
that providers implement it. Specifying the standard of a
hospital's decor and food but ignoring the quality of its
doctors' working conditions betrays a curious sense of
priorities. Task forces need more power. With ministerial
support they could have more financial control over juniors'
posts and be responsible for verifying the information that
units give to purchasers.
The new deal says that the number of hours worked, as

opposed to those on duty, should be reduced to 60 as soon as
practicable. To do this requires managers, consultants, and
juniors to move in the same direction. That direction,
however familiar and cosy it seems, is not back to rotas.

LUISA DILLNER
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Enhancing the educational content ofSHO posts

Supervisors, objectives, diaries, assessment, andfeedback would all help
In recognition of the need to separate funding for training and
service, postgraduate deans will from next month have
budgets to provide half the basic salary costs of all approved
posts in the medical training grades in NHS provider units
and trusts.' A review of the training content of junior doctors'
work is long overdue: a recent survey found that only 3% of
juniors' working time was spent on training.2 The senior
house officer post is a good place to start.

This is a designated training post for doctors starting out in
their medical careers, during which they should acquire
greater responsibility for patient care and competence in a
wide range of general skills.3 Although senior house officer
posts generally provide great experience, their educational
potential often remains untapped. Studies have shown'that
guidelines on training produced by the General Medical
Council3 and the Council for Postgraduate Medical Education4
are not being followed.'-8 For example, the amount and
quality of teaching vary greatly and lack any systematic
approach. Consultants and senior registrars are not rewarded
for teaching and seldom have been trained in educational
methods. Senior house officers rarely, if ever, have a named
educational supervisor or mentor with whom they can discuss
problems about their training. The imbalance between
service commitments and training is such that doctors have
little opportunity to learn from their experiences, and little or
no teaching takes place in protected time, when they would be
free from service commitments. In addition, obtaining study
leave is either difficult or impossible.
Some of these problems-for example, study leave-could

be solved by a minor increase in resources. But the main
restriction on senior house officers' training is the over-
whelming dominance of service commitments over training
requirements. Changing this would require a vast input of
resources: the best way forward would be to capitalise on all
the training opportunities thrown up by the existing system.
How could this be done?

Traditionally, consultants teach juniors attached to their
firm, and departments timetable teaching in the form of
tutorials, case presentations, and the like. But service
commitments often prevent juniors from attending these
meetings, and not all senior staff enjoy or are good at teaching.
New work patterns, such a partial shifts,9 mean that senior
house officers are less likely to work for a single consultant and
also make it more difficult for all junior doctors to attend
teaching sessions at set times.
The solution would be to give all senior house officers

a named educational supervisor or mentor who could co-
ordinate an educational programme specially tailored to each
senior house officer's needs.'0 Suitable educational supervisors
could be recruited from among consultants and senior
registrars. They would need training and should receive
remuneration; colleges and postgraduate deans should
together be responsible for setting up such a system.
With each post should come a set of educational objectives

setting out the knowledge and skills that the doctor should
have acquired by the end of the post. By comparing past
experience with the set objectives the doctors, together
with their supervisors, could establish their own personal
objectives for the post. Several colleges have produced
suggested objectives," 11 and in some places course organisers
for vocational training schemes have worked with local
consultants to set up educational objectives for senior house
officers who are trainee general practitioners.'2
Armed with their set of personal educational objectives,

doctors are in a much better position to identify what they can
learn from their day to day work.'3 Such learning should be
reviewed, preferably by the educational supervisor; doctors
should describe what they have learnt and how they intend to
apply it. Later in the post it should be established how
successful they have been in doing so. This learning cycle has
obvious similarities to the audit cycle, which should be
familiar to both senior house officers and their consultants.'4
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