
30 November 1968

HOSPITAL TOPICS

Work-load of a Consultant Physician

BY A NORTHERN PHYSICIAN

Brit. med.J7., 1968, 4, 571-572

Much has been written in the lay and medical press over the
past two years about the excessive work and stresses incurred
by the hospital " junior " staff. In the main these are opinions,
and few factual data can be found in the literature on the hours
they were actually employed. Nightingale and Taylor (1966),
however, did a work study on junior anaesthetic staff at the
London Hospital. They devised a formula for calculating an
"average working week," and this varied from 5.5 days for
resident house-officers up to 6.2 days for the senior registrars.
They state that in certain circumstances the "total working
time " could be taken as equivalent to " time spent in hospital,"
though the latter is expanded by including meal-times and time
spent at meetings and in private study.
The Honorary Secretary of the North-east Metropolitan

Regional Committee for Hospital Medical Services (B.M.A.,
1967) has shown how the work-load has increased in acute
general medicine since 1948. The percentage increase of in-
patients treated was 63, and total outpatient attendances were
up by 49%.

In view of these two papers it seemed that a review of con-
sultant physicians' working time would be of interest. The main
difficulty was the planning of a work study involving such a
heterogeneous group as hospital consultants.

Different methods of recording work-load were considered,
and, despite the obvious conscious and unconscious bias, the
following was considered a fair record of events in a maximum
part-time consultant physician's week. The working week
established by contract and including travelling time is 31i
hours.

Method

A three-week period in June was selected far in advance so
that no lectures, meetings, or private patient appointments had
been made. No medical consultant colleague or junior medical
staff were on holiday during the time of study. June is
probably the quietest month in the year from the viewpoint
of acute medical admissions, though seasonal rate of admissions
varies little in the hospital group.
A form was prepared covering the three-week period. This

was divided into six categories. (1) Travelling time (excluding
journey from home to main hospital). (2) Administration,
which included dictation of discharge letters, outpatient con-
sultation letters, signing forms, vetting admissions and dis-
charges, interviewing patients' relatives, and medical discussion
with junior staff problems. (3) Clinical time; this is the time
spent in direct contact with patients on the wards and in out-
patient departments. (4) Acute calls after 8 p.m. were exclu-
sively for the N.H.S. during this study, and have been treated
separately for reasons discussed below. (5) Domiciliary con-
sultation is self-explanatory, but also includes travelling time
Lo the patient's home. (6) Private patient time was mainly
consultation time, since all the patients during this study were
seen in consulting-rooms.

Each item of service was filled in on the form on completion

to eliminate any error due to failure of memory. A period of
three weeks was considered the optimum, since fatigue and
forgetfulness in recording would certainly have occurred during
a longer period of study.

Data
The Table shows the total hours worked for each of the three

weeks studied. The average working time per week was 47
hours 8 minutes. The weekly average time spent on N.H.S.
work, including acute calls to hospital emergencies and domi-
ciliary consultations, was 41 hours 31 minutes. It is accepted
that the time spent on domiciliary consultations is extra to the
contracted time of 31i hours; therefore the Table shows the
weekly average time spent on N.H.S. work excluding domi-
ciliary consultations was 36 hours 13 minutes. Of this time
a weekly average was spent on travel of 5 hours 31 minutes, on
administration 11 hours 35 minutes, and actual contact with
patients, 19 hours 7 minutes.

Time (Hours and Minutes) Worked

Trael Admin-ITravel istration Clinical Acute
Calls

Domi-
ciiary Private Total

l~~~~~~~
1st week 4 40 11 45 14-30 2-00 8-45 3-40 45-20
2nd ,, 5-10 11-15 17-45 4-30 2-00 4-35 45-15
3rd - 6-45 11-45 17-05 1-30 5-10 8-35 50-50

Total .. 16-35 34-45 49-20 8-00 15-55 16-50 141-25

Average/week 5-31 11-35 16-27 2 40 5-18 5-37 47-08

Total average/week N.H.S. and " acute " + domiciliary visits: 41-31.
Total average/week N.H.S. without domiciliary visits: 36-13.

Discussion
It should be stressed that the period of study was during a

so-called quiet period. There were, in fact, no lectures or
meetings during the three-week study. Furthermore, one
physician's experience over a short time in one particular area
cannot be taken as typical of the country as a whole. Unlike
the study at the London Hospital (Nightingale and Taylor,
1966), " on call at home " has not been included in the analysis,
though this amounted to 48 hours per week. Nevertheless, the
maximum part-time consultant physician in a regional board
hospital worked on an average 47 hours 8 minutes per
week.

Detailed analysis shows an average travel time of 5 hours
31 minutes per week. Reduction of this time is quite impossible,
as the hospital units are situated in different parts of the town
and some even in the country. Despite two secretaries and the
most modem equipment in the unit's office, the time spent on
administration remains quite fixed-namely, an average of 11
hours 35 minutes per week. It is a reflection on the N.H.S.
that the combined time spent on travel and administration per
week is almost equal to the time spent in actual contact with
patients.
Though the contractual time for a part-time consultant

physician is 31 1 hours, it will be seen that on an average (and
in a quiet time of the year), almost five hours' overtime was
worked per week. This includes 2 hours 40 minutes on N.H.S.
emergency work that would be difficult to arrange on a con-
tractual basis. It is Qifficult to estimate what these extra hours
would be per week during the hectic months of November to
March. A working week during the winter can be 70 hours.

BsrrISHMEDICAL JOURNAL 571

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J: first published as 10.1136/bm

j.4.5630.571 on 30 N
ovem

ber 1968. D
ow

nloaded from
 

http://www.bmj.com/


572 30 November 1968 Work-load of a Consultant Physician BRNAL

The B.M.7. (1968) states that consultants would be required
"to carry much of the load of emergency work done at present
by registrars." Continuing, it states that " the nature of the
work done by consultants would be closer to that done by senior
registrars." One of the main reasons for emergency calls is
that many regional board hospitals in the North have no senior
registrar and obviously the few registrars that work in these
hospitals require support of a senior colleague in acute
emergencies. The present study would suggest that a consult-
ant physician is already too overloaded to carry the extra
burdens suggested.
The Deputy Chief Medicai Officer of the Ministry of Health

at the Minister's Conference on the N.H.S. (1968) is reported
as saying: "The consultant as a category in the N.H.S. no
longer fits in with the practical requirements of the age." He
continued: " The concept of the consultant grade has remained
virtually unaltered for 20 years, and, make no mistake, has
served us very well. . . . But what is required today is a new

evaluation of the job to be done and of the relationship of
the grade to the training grades and to other parts of the
service."

It would appear from statements of the B.M.7. and the
D.C.M.O. that a conflict of opinion exists regarding the exact
role of a consultant. Certainly his time could be used more
efficiently in a centralized modem hospital building and with
some personal medical administrative help. Increasing the
physical load with haphazard chores will further detract from
his ability to give a mature clinical opinion and implement
treatment, which is surely his proper function.
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CONTEMPORARY THEMES

Control of Amphetamine Preparations
In 1967 the Council of the B.M.A. asked its Committee on Medical Science, Education, and
Research to investigate the usefulness or otherwise of amphetamine preparations. A working
party was set up,* and at its meeting on 20 November the Council decided to forward the
working party's report to the Interdepartmental Standing Advisory Committee on Drug
Dependence. Below we print some of the findings and recommendations of the working party.

The working party began its task in
December 1967 by writing to the pharma-
ceutical houses listed in Martindale's Extra
Pharmacopoeia, 1967, as manufacturing
amphetamines or amphetamine-like sub-
stances, inviting their views on the use of
such preparations. Most of the drug houses
prepared reports, nearly all provided litera-
ture, and many answered questions put to
them in discussions with the working party
on all aspects of the use of their products.

Clinical Picture

Habitual consumption of amphetamines
and amphetamine-like compounds in Britain
is seen in two types of patient. Firstly,
those often middle-aged women who have
been prescribed tablets for slimming or for
treatment of depression, and, having experi-
enced a sense of euphoria and increased
energy, stay on the drug; and, secondly,
younger persons who take the drugs for
"kicks " to experience the "high" and to
stay awake at night and become " hooked."
Amphetamines are relatively non-toxic in

the physical sense; if they were not so then
drug abuse of the order now seen could not
have occurred. Large doses of amphetamine
which are fatal are usually the result of one
of three processes: (a) combination with other
drugs, (b) complications of intravenous injec-
tion such as septicaemia, bacterial endocard-
itis, malaria, jaundice, or tetanus, or (c)
suicide during the depression which may
occur as the effects of the drug wear off.
The physical signs and symptoms of large

doses of amphetamine include tachycardia,
increased pulse pressure, cardiac arrhythmia,
and occasionally circulatory collapse. Cardio-

vascular symptoms are not so prominent in
accounts of phenmetrazine intoxication.

The members of the working party were Dr. JoAN
CHAPPBLL (chairman), Dr. W. W. FULTON, Dr.
M. M. GLArT Professor W. LINFoRD REES,
and Professor C. W. M. WILSON.

Other effects include dilated pupils, nystagmus,
and uncontrolled movements, which may take
the form of head banging in small children.
Reflexes are brisk, and ataxic movements have
been described. Teeth-grinding and chewing
movements are frequent, and ulcers develop on
the lips and tongue. Anorexia, dry mouth, and
loss of weight are seen when large doses have
been taken, often continuously for a week.
Thirst may be prominent, and with phen-
metrazine an antipathy to alcohol is described,
despite the thirst.
The patients are often restless, irritable, and

antisocial. Later rapid speech and verbal aggres-
sion are common, and overt aggression may
occur. Involvement in crime is described, and
accident proneness has been reported because
overconfidence leads to lack of care and because
of ataxia. Other patients describe a cleaning-up
"4mania" or "getting hung up" on an activity
such as cleaning a wall, which they continue to
do for hours.

Prepsychosis and Psychosis
Since the syndrome of psychosis due to

amphetamines and amphetamine-like com-
pounds has been widely recognized it has
been possible to define a prepsychotic syn-
drome, which is, however, easy to miss in its
early stages. The working party has studied
incidents due to amphetamine, dexamphet-
amine, Drinamyl, phenmetrazine, methyl
phenidate, and diethylpropion. The clinical
picture may vary according to the patient's
individual response to the drugs, the time of
day they are taken, the conditions under which
they are consumed, and, it seems likely, the
characteristics of the individual drug, but the
following characteristics have-been identified:
(a) the patient makes persistent demands for
supplies, and his reasons for this request may
seem bizarre or frankly false ; (b) pursuance

of the professional interview may precipitate
an aggressive reaction, because of what
appears to the patient to be a threat by the
doctor to withhold what the patient regards as
essential supplies; (c) irritability, over-
activity, and sensitiveness to noise and
frustration may be noted; and (d) it may not
be possible for the doctor to elicit this syn.
drome, but it may be clearly described by
friends and relatives in terms of deterioration
of mood or temperament.
The clinical picture may be confused by

depression of two origins: (a) depression
which was the original reason for the exhibi-
tion of a central nervous stinulant, and (b)
depression on withdrawal of amphetamines,
There is a risk of suicide at this stage, and
the patient may turn to alcohol or sedatives
or other drugs in an attempt to offset the
withdrawal effects. The popularity of
Drinamyl, dexamphetamine, and amylo-
barbitone with patients would appear to be
related to the fact that the barbiturates mini.
mize both the excitability and the withdrawal
depression following amphetamine. It
Drinamyl has been given it should be with-
drawn slowly, and perhaps phenytoin or other
anticonvulsants prescribed, as barbiturate
withdrawal occurs in non-epileptic patients.
The differential diagnosis of amphetamine

psychosis from paranoid schizophrenia rests
mainly on the prompt disappearance of the
conditions on withdrawal of the amphet-
amines, usually in less than one week. Tests
include the demonstration of amphetamines
in the urine by chemical tests and chromato.
graphy. In patients with negative urine tests
who do not improve, the possibility that the
amphetamines have precipitated the onset of
overt psychosis in latent schizophrenia should
be considered.
No special treatment is necessary for an

amphetamine psychosis other than drug with-
drawal. It may be necessary to use pheno-
thiazides in order to control the psychosis
and restlessness. The onset of depression
may bring a risk of suicide. Attention must
be given to the social and psychological fac.
tors which have led to the drug abuse.
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