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1. Introduction

This report addresses part of the remit of the new HSC Inquiry, with a focus on the specialist medical needs of frail older people and difficulties in recruitment and training of specialists in the face of increasing and diversified service demands.

In relation to the stated remit of the HSC Inquiry, while recognising that a broad group of professionals, volunteers and informal carers are equally important, this submission largely confines itself to issues relating to specialist medical care for older people from a the point of view of the British Geriatrics Society whose central concern is excellence in clinical care of frail older people.

This submission will address the following terms of reference of the Inquiry:

“How effectively workforce planning, including clinical and managerial staff, has been undertaken, and how it should be done in the future.

How will the ability to meet demands be affected by:
• financial constraints (a few remarks)
• the European Working Time Directive (the major current concern)

• increasing international competition for staff
• early retirement

In addition some comments on the vulnerability of older people to the constraints of a workforce which mostly wishes only to work ‘social hours’ are also made. 

The submission is short (described as a Summary) and is largely a series of assertions backed by a number of appendices with more detail and justification for the main statements. 

2.   PURPOSE OF REPORT AND TERMS OF REFERENCE

This submission to the HSC enquiry into Workforce in the NHS has been prepared by senior members of the BGS Education and Training  Committee on behalf of the Society. The purposes of the submission are:

a) To draw attention to the issues responsible for a shortage of specialists in the medical care of older people required for an expanding population of older citizens. 

b) To understand the consequences of shortages and the lack of ‘out of hours’ care

c) To seek the Select Committee’s support and influence in shaping Government policy to address the issues the report raises especially giving support and recognition to the importance of specialist care of older people.

Limitations in the remit

Though we recognise the importance of a broad group of professionals required to provide care for older people, this submission does not include consideration of the specific mental health needs nor the broader nursing and social care needs of older people, though one of the key skills of medical specialists is the close relationship and team working with other professionals. However it is the daily experience of consultants involved in service planning and development, that many abhor the ‘medical’ or ‘clinical’ model of care for older people and assert that care for older people is best as a ‘doctor-free zone’. The BGS disagrees. The Society recognises the importance of many models of care but believes a medical assessment and treatment model as described above has its place in a multi-faceted continuum of care. We believe others will inform the HSC about their models and workforce issues. This report makes no apology for focusing on the challenges of training, recruitment and retention of specialists in geriatric medicine in the UK. Others will also make submissions to the HSC.
What is geriatric medicine and why is the specialty essential to the welfare of older people?

A prevailing view in Society is that the clinical and functional problems of old age are inevitable and medical intervention has little to offer. The challenge to this notion in the 1940s led to the birth of the specialty of Geriatric Medicine, whose birth and evolution are described in Appendix 1. 

What essential skills does the geriatrician offer?

Generic specialist skills

Clinical skills in the detailed medical and functional assessment of older patients with multiple physical and mental problems and correcting the treatable. 

Recognising the potential for re-establishing functional independence by the twin approach of targeted medical and nursing treatment and rehabilitation and in many cases steering or leading a multi-professional effort on the patient’s behalf
Sub-Specialist skills

The common problems of old age have resulted in increasing specialisation within geriatric medicine, for example in the areas of :

· mental health (the separate but connected specialty of Old Age Psychiatry)

· Stroke illness (boosted by good evidence that good acute care and coordinated rehabilitation improve functional outcomes)

· Prevention and treatment of Falls and Fractures (with growing evidence of effective treatment and preventive strategies)

· Advanced neurological disease such as Parkinson’s disease

3. SUMMARY OF THE SUBMISSION FROM THE BRITISH GERIATRICS SOCIETY TO THE HEALTH SELECT COMMITTEE

· Geriatric (Old Age) Medicine is the largest medical specialty in the UK and has a central place in the acute and rehabilitative care of older people with ever increasing demands on its consultant staff. The senior medical workforce of the specialty has increased by  nearly 4% per year in the last 13 years to over 1100 in the UK this year.

· In the 13 years since the Royal College of Physicians established an annual consultant census, the number of consultants in geriatric medicine has risen from around 650 to over 1100 in the UK. As this paper will demonstrate, the work demands have increased even more and there is concern about a growing shortfall of consultants. 

· This report attempts to quantify the medical workforce shortfall in the specialty of geriatric medicine and draws attention to the reasons for a widening gap between the work demanded of consultant geriatricians and the availability of consultants to do the work. 

· Based on a requirement of one geriatrician for 35.000 population there is a current shortfall of over 600 whole time equivalent (WTE) consultants in geriatric medicine in the UK (further details in Appendix 2).

· Hospital doctors provide a 24 hour, seven day a week service. As the largest contributors to emergency medicine, geriatricians and their trainees have been profoundly affected by the restrictions imposed by the implementation of the European Working Time Directive (EWTD). The RCP and BGS have examined this issue in great detail and have concluded that it will be impossible with the projected workforce supply to approach legal working hours for between 6 and 8 years (if ever). The calculations upon which this conclusion is based are presented later. 

· Recruitment and training of specialist registrars (details in Appendix 3)

The BGS believes a number of factors are causing difficulties in recruitment and training of Specialist registrars in Geriatric Medicine. 

· The impact of the implementation of the EWTD (manifest as heavy involvement in 24 hour emergency medical care and implementation of shift working) is having a profound detrimental effect on

· Continuity and quality of patient care 

· Recruitment of specialist trainees

· Quality and quantity of specialist training  is reduced by the disruption by shifts and loss of continuous or regular engagement on specialist wards or clinics

Shifts are also deeply unpopular with registrars and are causing considerable concern in relation to recruitment into hospital medicine in general.

Other factors affecting specialist training and recruitment are:

· Disappearance of specialist services such as rehabilitation wards and community hospitals

· Shortening of the period of medical training requiring earlier choice of specialty (“Modernising Medical Careers”)

· Competition for trainees with other expanding medical specialties

Increasing difficulties in recruiting registrars in certain part of the UK have been detected.

· Recruitment and retention of consultants (Appendix 4)

Work pressures have steadily increased due to 

· rapid increase year on year in  involvement of geriatricians in emergency care  now over 86%) while other specialties have withdrawn – and are continuing to do so(Appendix 3)

· 30% requiring to work on multiple sites

· the direct and indirect consequences of the EWTD (these are profound and far reaching  and are described Appendix 4): for example the ‘medical’ firm which promotes good communication and continuity of patient care has been severely disrupted by non-availability of junior doctors who are working shifts.

Increased numbers of consultants required to comply with the legal limit of a 48 hour week have been calculated and make disturbing reading (Appendix 4). The BGS does not believe they will be achieved in the foreseeable future.

· Early retirement

The most recent Consultant Survey by the Federation of Medical Royal Colleges (4),  described the age structure of the consultant work-force. In the UK as a whole, 25.7% of male and 11.1% of female consultants (all specialties) were 55 or over and therefore likely to retire over the next 10 years. Despite shortages (and perhaps partly because of them), 78% of male consultants and  22% of females expressed the intention to retire before age 65 

· The National Service framework for Older People (NSFOP) has been broadly welcomed and emphasises the specialty nature of care of older people. However its development is having a substantial impact on the demand for new skills and increased consultant numbers. A recent survey of this aspect is presented in Appendix 4 which shows an increasing engagement  in subspecialties such as stroke, falls, orthopaedic rehabilitation and Intermediate care.
· All these pressures have led to increasing difficulties in filling consultant posts (50% of appointments committees in geriatric medicine in 2003-4 failed to make an appointment)
· Problems in recruiting and retaining academic consultants are outlined Appendix 5
· International recruitment

Apart form the ethical and moral objections to the Government’s recent drive to attract consultants in shortage specialties, the issue has been largely a non-starter in geriatric medicine, since geriatric medicine is very under-developed as a specialty in countries for whom the attraction of greater financial reward in the UK would be the main incentive for moving.

A 24 hour a day Workforce?

Based upon the daily experience of clinicians managing patients as a result of a crisis at night or at the weekend, some thoughts on the deficiencies in our care workforce ‘out of hours’ are described in Appendix 6 and commended to the HSC to ponder on.

Those most likely to be institutionalised or suffer a distressing or unnecessary hospital admission include

· People whose dementia is associated with time disorientation or a tendency to leave home at night or in their disorientation, make ‘day-time’ calls to relatives at night

· Those with mobility problems who need to get up to the toilet at night and who may fall

· People at the end of their lives, for whom out of hours palliative care support is lacking and who may end their lives in a Casualty Department.

Are there solutions to the shortage of doctors in general and consultants in particular?

· The Government and NHS recognise the difficulties facing medical recruitment particularly in the light of the EWTD and some of the measures to address these issues, in various stages of development are outlined in Appendix 7. Briefly these are

1. Expansion of UK Medical Schools and creation of new ones

2. “Modernising Medical Careers”, a new generic post-graduate training scheme which will shorten the period from graduation from medical school to becoming a consultant (already commenced and to be fully implemented in 2007)

3. Recruiting consultants from abroad (described above)

4. Reducing restrictions on Registrar numbers (described above)

5. Skilling up and funding others in the care of vulnerable older people including all aspects of Intermediate Care

6. New ‘across the board’ workforce planning arrangements especially the Older People’s Care Group Workforce team in 2001 (Appendix 10, 11). One  important initiative was to boost medical care of older people was the idea of creating new specialist general practitioner posts focusing on care of older people but for reasons mentioned in Appendix 4, this initiative has largely failed.

7.  CONCLUSIONS AND RECOMMENDATIONS

The Health Select Committee is urged to consider that frail older adults are specially vulnerable to deficiencies in the care workforce and using the information in this report to:

· Consider ways of dealing with the adverse impact of the European Working Time Directive on the care of older people and recruitment of specialists to care for them

· Understand the impact of lack of ‘round the clock’ care for vulnerable people in their homes and seek incentives to improve the situation

· Understand and value the role of the medical specialist in the care of older people and assist in promoting policies which support them.
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Appendix 1

The birth of Geriatric Medicine and the Welfare State (and birth of the dilemmas about who pays for care)

In the post-War period, many frail older people, unable to be at home, lived in long-stay hospitals, often converted from tuberculosis sanatoria. The majority were chair- or bed-bound. Following the inspiring work of Dr Marjory Warren and her colleagues in the 1940s in the West Middlesex Hospital in London,  the recognition that skilled medical assessment, treatment of remediable medical conditions and rehabilitation allowed restoration of function and in many cases, the patient returned home, Thus the specialty of Geriatric (or Old Age) Medicine became established in the UK around the time of the birth of the National Health Service (NHS) in 1948, established to ‘deal with’ swathes of long-stay beds, full of the ‘incurably sick’. Although such medical and nursing care (clinical care) remained within the new NHS, social care was also developing in the new Welfare state, but from the start, social services were means tested, requiring contributions from better off clients. Thus was born one of the major difficulties in the Welfare State, which is with us today, and to which older people are especially vulnerable: defining what is ‘clinical’ care (free at the point of delivery) and what is social care (means tested). The other major political upheaval in the late 1980’s was the attempt by Margaret Thatcher’s Government to divest the NHS of responsibility for long term care and to allow an uncontrolled expansion of the private residential and nursing home sector, again means tested with a spiralling cost to the public purse for those unable to fund themselves.  
Evolution of Geriatric Medicine

For many years Geriatric (or Old Age) Medicine was considered an unattractive specialty for young British doctors to join. Many posts in the 1950s and 60s were filled by overseas doctors, often with no training in the specialty and attracted as economic migrants from their native country. It was not uncommon for an incumbent to inherit responsibility for 300- 400 beds in poor facilities often at some distance from the local acute hospital (or in the worst accommodation on the main hospital site. But over the years, it has pushed itself to the forefront and is now the largest acute medical specialty, with a central place in the acute care and rehabilitation of older people. To some extent, the specialty has been a victim of its own success and the medical workforce pressures described in this submission reflect the central and ever growing role played by geriatricians in the NHS.  

It is widely known that more people are living longer and, increasingly carrying a burden of reduced physical and mental function into extreme old age. The dependency this creates and its effect on support services has been of increasing concern over the last 20 years, so that issues of the care of frail older people (financial, social and clinical) are of major concern to Society in general and Government in particular.

The British Geriatrics Society (BGS) is a medical charity older than the National Health Service and fights for the specialist medical and other clinical care needs of older people.  

The BGS has approximately 1800 members in the UK and worldwide and consists of mostly of doctors (trainees and consultants) described as geriatricians who specialise in the medical care of older people.

Appendix 2

WORKFORCE REQUIREMENTS AND CURRENT SHORTFALL IN SPECIALIST GERIATRIC MEDICINE WORKFORCE

Increasing demands are being made on geriatricians. For reasons presented in the Report. As a result, the Society has for many years been putting the case for more geriatricians. In the early 1990s senior geriatricians, notably Professor Oliver James and others, were working through the Royal College of Physicians of London, to convince SWAG (Specialist Workforce Advisory Group) of the need to raise consultant numbers.

In July 1998, the BGS published its recommendations for the provision of consultant geriatricians (1). This formally set out a target for geriatrician numbers related to:

· the needs of patients aged 75 and over

· the requirements of academic staff within the specialty 

· the wider pressures being placed on the specialty. 

They forecast that an expansion from 764 consultants to 1332 in England and Wales would be required by 2005. As we shall see the current numbers fall well short of that target.

In 1998, (2) the Society recalculated its medical workforce requirements, to assist local health services in planning for appropriate numbers of consultants.  Based on the weekly work a consultant might reasonably be expected to do, a recommended ratio emerged  of 1 consultant per 4000 population aged over 75 or 1 consultant to 50,000 population, based on the consultant working full time in geriatrics, a norm that the RCP have since been using as a yardstick.. For the more usual situation of participating in general medicine, the number should be 1 for 35,000, assuming the over 75 population to be 7.5% of the population. For the population of the UK (approximately 60 million), there should therefore be over 1700 geriatricians or 7.1 WTE for an “average” district population of 250,000 citizens. The latest Consultant Census carried out by the RCP in 2004 (4) enumerated only 1075 WTE  in the UK and for England and Wales 913 , well short of the original target of 1332. For reasons described below a large shortfall is likely for many years. 

Difficulties in filling consultant posts

Despite being the largest medical specialty in the UK, the RCP surveys (annually since 1993), have indicated a lower growth in posts in geriatric medicine (3.9% per annum) compared with the average for medical specialties of 6.5% per annum . In the last year, despite Geriatric Medicine being the largest medical specialty, expansion in Geriatric posts (12 between 2003 and 2004) is less than in other acute specialties (e.g. Cardiology up by 28 posts, respiratory Medicine 26, gastroenterology 25 and Endocrinology & Diabetes  20).

Increased demand has outstripped supply in all acute medical specialties, a situation which has deteriorated over the last few years. Taking all medical specialties, the RCP survey in 2004 (4) noted that 36% of Advisory Appointments Committees failed to make an appointment , with especially high failure to appoint in acute/general medicine(56%), geriatrics(50%), rehabilitation medicine (47%) and  Palliative care (44%).

To quote the RCP report- 

“ Consultant posts are not created lightly nor without a great case of need; failure to appoint a substantive consultant often leaves a sub-standard service in the locality, forces patients to travel substantial distances to get a service they require or puts great pressure on incumbent consultants in the relevant specialty. This trend looks set to continue for many specialties for several years”

The problem for geriatric medicine has been compounded by: 

· The parallel (and faster) expansion in other specialties (notably cardiology, gastroenterology and respiratory medicine), attracting trainees away from geriatrics 

· A trend (unquantified) for consultants to move ‘sideways’ into more attractive vacant posts

· The danger of unfilled posts being withdrawn

· An increasing number of consultants who wish to work part-time (41.5% of SpRs in the 2004 survey were women). Likewise the number of part-time trainees is increasing, which lengthens their training period. 

· An 8-10 year hiatus between the current recruitment rate of doctors and the expected increase in medical school output

Appendix 3

Recruitment and Training of Registrars

The disappearance of Senior Registrars with Calman reforms some years ago meant that many new Specialist Registrar (SpR) posts were created on the basis of ‘history or equity‘ rather than their capacity as good training slots. So some ‘dead-end’ registrar posts, previously not considered suitable for training have been incorporated into SpR rotations, with several deficiencies possible:

· No research opportunities or the need to rotate to a research oriented department

· Services inadequate to offer exposure to the specialty elements now required for accreditation, especially in relation to rehabilitation, subspecialty work, long term care, and the new service elements emphasised in the NSF such as Falls, stroke care and geriatric specialisation within acute services.

The demands of acute medicine compounded by the dramatic effects of the European Working Time Directive (EWTD) (Appendix 8) are widely believed to be detrimental to the quality of specialty training and hence are likely to adversely affect recruitment to the specialty. Most obviously, the majority of SpRs in Geriatrics have been forced into partial or complete shift work in the service of acute emergency medicine, with a detrimental effect on specialty training (a situation also occurring in other specialties which contribute to emergency medical care).

Shift work is also deeply unpopular with SpRs participating in acute medicine as indicated in a survey carried out by the Royal College of Physicians (RCP)  in 2001 (Appendix 9),  before most SpRs were forced into shift working. While a slim majority felt shifts would improve their general quality of life, most felt that patient care would be worse (continuity and quality) and that their training would suffer.  Enquires since the widespread introduction of full-shifts for registrars have more than confirmed all these fears.

Specialist service availability to trainees has deteriorated in some areas, with the progressive loss of acute and rehabilitative specialty beds which have eroded the capacity of services to offer the required training. 

The requirement to choose a specialty at an earlier career stage has reduced the market for geriatrics which (as an acquired taste) previously relied heavily on ‘late converts’. The additional effects of “Modernising Medical Careers”(MMC), a Government scheme to shorten post-graduate medical training (to be implemented between 2006 and 2008) will force doctors to choose their specialty even earlier in their career than hitherto and might further disadvantage the specialty.

Competition for trainees with other medical specialties which are expanding as fast or faster than geriatric medicine

A recent survey of recruitment of SpRs in geriatrics (Ref 5) gives cause for concern. In 2005, certain areas of England (Yorkshire, Mersey and NW Thames) noted a sharp rise in the number of unfilled SpR posts

while in Scotland, Northern Ireland I and Wales there appeared little difficulty in recruitment.

Appendix 4

Recruitment of Consultants

Current and future Work Pressures

Demands due to acute medicine 
Geriatric Medicine is the largest medical specialty in the UK. The latest (2004)  RCP consultant census which covered the UK enumerated 1075 geriatricians (13% of the consultants in all the 26 medical specialties examined ) and over a quarter (28.7%) of all consultants in specialties associated with participation in acute medical takes.

There has been a steady increase in the number of geriatricians participating in all ages acute medical takes. In a survey by the BGS several years ago less than 30% participated. In the 1999 RCP survey the proportion had risen to 63% and in 2004 the percentage had risen to 86.1% equalled only by Endocrinology. Some other specialties have drawn back from acute medical care (e.g. Cardiology at 45.8%).  

Multiple sites: The RCP 2000 census (Table 14) noted that 30% of geriatricians covered at least 2 work sites compared with 12% or less for other acute medical specialties. The percentage in the 2004 survey was unchanged at 30%.

Demands due to direct and indirect impact of EWTD

Direct effect- In the RCP surveys, consultants were asked to estimate the average excess hours worked over 48h (the legal limit for the EWTD), 

In the year 2000, geriatricians reported an excess of 6.4 hours. From this it was calculated that an additional 160 WTE geriatricians would be required comply with the EWTD. In the 2004 survey, despite an increase of 4% per annum in consultant numbers, the situation had deteriorated with geriatricians working 11.4 hours above 48h EWTD legal maximum. 

· For geriatricians’ work to become ‘legal’ (48h per week), an increase of 357 (33 %) WTE consultant geriatricians would be required. 

· To comply with the desired limit by most Trusts of 40h a week (10 Programmed Activities)  an increase 54% in WTE would be necessary. 

· In relation to all medical specialties, projections (4) indicate that unless current work pattern changes, consultants will work 

· more than 48h (EWTD limit) till 2008

· above contract till 2010 

· more than 40 hours till 2012

Further details of this and the ‘special’ rules applying to doctors are described in Appendix 1. The general conclusion is that most acute specialties will be forced to operate a full shift system at all levels.

Indirect effect of the EWTD

The indirect effect on consultants (of altered work patterns by junior medical staff) is having an even more dramatic effect:

· less day to day continuity of care and ward cover by junior staff who work full shifts and increasingly are engaged in working in Medical Admissions Units

· Frequent absences due to being off duty 

· Many consultants in medical specialties declare that they are the only doctors able to provide continuity of medical care in a consistent manner. However if shift working became necessary, even that continuity would be lost.

Demands of NSFOP and increasing sub-specialism

The National Service Framework for Older People (6) came into force in England in March 2001. It espouses 8 Standards to be applied to the Care of Older People and has been broadly welcomed by geriatricians, emphasising as it does the specialty nature of medical care of older people, particularly in the areas of:

· Better acute hospital care for older people

· Falls and fractures (and their prevention as well as treatment)

· Stroke (treatment and prevention – with good evidence that well coordinated stroke care saves lives and reduces disability). The inclusion of stroke mortality as a nationally required outcome measure by which hospital trusts are judged has had an impact in creating new consultant posts specialising in stroke.

· Intermediate Care and rehabilitation

· Mental Health (not strictly the remit of this report but recognising the combined physical and mental health problems in frail older people)

Although still in its infancy as a formal part of health and social care, Intermediate Care (as part of the NSFOP for England) is now a reality with investment in both hospital and community based services evident. In 2002, a year after the launch of the NSFOP, the BGS surveyed 153 lead consultants (with excellent 75% response rate). It examined geriatricians’ involvement with NSF developments. In general, good early progress was reported in implementing the NSF. However there are substantial implications for demands on consultant time with consultant geriatricians providing leadership for  ‘specialty led multidisciplinary teams’  and involvement in:

· Acute medical Care with a high proportion of medical emergencies occurring in frail older people

· Specialist clinical leadership in management of Stroke and Falls

· Comprehensive assessment of older peoples in various settings

· Specialist input into intermediate care whose main aim is reduce the need for acute hospital care

· Planning activities for NSF developments

In the 5 years since its inception the NSFOP has had a significant impact on demands for the specialist expertise of geriatricians and a number of new posts have been created or adapted to fulfil the needs to service the NSFOP.

An internal consultant survey undertaken by the BGS in 2004 (7) showed a sharp increase in declared sub-specialty interests. Amongst the 635 respondents, the following prevalence of sub-specialty interests was recorded: Stroke (27%), Falls(14%), Orthopaedic geriatrics(15%), Community/Intermediate Care(10%) and  Parkinson’s disease (13%).

Appendix 5

Problems in filling clinical academic posts  

Difficulties are not confined to geriatric medicine:

· General unpopularity of clinical academic posts. In a recent census (in which unfortunately it was not possible to identify geriatric from other medical specialties), there were 73 unfilled clinical chairs, 118 unfilled senior lectureships and 136 vacant lecturer posts. As well as geriatrics, specialties such as anaesthetics, orthopaedic surgery, obstetrics and gynaecology and paediatrics are having difficulties.

· Senior academic posts, from both a financially and job security standpoint, may be unattractive because of:

· Disadvantageous starting salaries (compared to high starting salaries sometimes offered to NHS staff and the rewards of private practice)

· Dependence on research income for tenure of job 

· Senior Lecturer posts are not seen as permanent.

· Increasingly hawkish research requirements demanded by Universities.

Additional problems for academic geriatric medicine

In its recent submissions to the RCP Workforce Unit (RCP 2000 census) , the BGS Workforce Committee has noted that only 91 out of 965 posts were academic appointments (9.4%) compared with 16.3% average for medical specialties. The recent BGS survey of academic geriatrics received 23 replies but did not give a complete picture. For example the vacant Chair (and department) in Birmingham was not mentioned. Academic Departments tend to be small but some are sub-departments or affiliated with other groups. The 12 who gave detailed replies averaged 4 members of permanent academic staff (but varied from 1 to 9). 18 of 50 identified posts were non-clinical in nature. 2 of 12 departments were headed by Senior Lecturers.  

There are several factors which cause difficulties in recruitment to academic posts:

· Geriatrics is  fairly recent specialty without a long track record of academic work

· As an expanding specialty, there are plenty of NHS posts to choose from

· The generality of the specialty makes research themes hard to identify, though sub-specialties emphasised by the NSFOP have helped 

· Departments tend to be small with varied research interests which make for a lesser impact

· Small departments amalgamated with nearby departments of medicine lose their identity

· Geriatric Medicine has never been an attractive target for mainstream research funding and in general does not attract strong support from the local medical schools. The specialty has depended very much on the valiant efforts of the Charity Sector: Groups such as Research Into Ageing, the Stroke Association and the Alzheimer’s Disease Society to fund research. 

· The relatively low level of research activity and patchy research training at registrar level, recently highlighted in submissions to the BGS Training Committee.

· A low proportion of consultant posts in Teaching hospitals: in the 2000 census only 273 out of 965 (28%), compared with medical specialties such as cardiology (38%) and gastroenterology (37%).

Appendix 6

Unsociable hours

The EWTD (with associated ‘hikes’ in pay for working outside the normal working week), ‘family-friendly’ Human Resource Policies and ‘flexible working’ are pragmatic steps to encourage recruitment and retention of staff and provide the work-home balance which promotes quality of life for the workers in health and social care services. 

Seeking help in a crisis has become a battle with serial menus on a telephone help line, with the most likely outcome being told to dial ‘999’ or an encounter with a doctor who is likely to be a stranger. If that fails, perhaps a fall with a prolonged lie on the floor (which research has shown will result in a 1 in 4 chance of being dead in a year

As consultants who are part of a 24 hour , 365 day a year service, we feel justified (along with others who provide a 24 hour service such as carers in care homes and nurses in hospital) , in questioning other groups unable or unwilling to provide services for frail people when they are at their most vulnerable: alone, in the late evening, at night and at weekends.

The consequences are both immediate and far-reaching for vulnerable older people and those informal carers on whom they depend

The immediate crisis may result in an unwanted or unnecessary hospital admission in which the crisis is worsened by its late discovery the next day.

Rehabilitation at home or in hospital stops at weekends and on Bank Holidays (unless nurses participate in rehabilitation)

The more far reaching consequence may be premature institutional care.

Old people are the most vulnerable to this ‘failure of care’ especially those with:

· People whose dementia is associated with time disorientation or a tendency to leave home at night or in their disorientation, make ‘day-time’ calls to relatives at night

· Those with mobility problems who need to get up to the toilet at night

· People at the end of their lives, for whom out of hours palliative care support is lacking and who may end their lives in a Casualty Department

Millions have been poured into ‘Care in the Community’ but little is used for overnight care or supervision. (In Birmingham, a city of over a million people, the ‘City Nights’ Nursing service consists of 4 individuals!)

Appendix 7

POTENTIAL SOLUTIONS TO MEDICAL WORKFORCE ISSUES IN GERIATRIC MEDICINE

The Government has recognised the need to increase rapidly the number of consultants not only to improve compliance with the EWTD but to address important health targets such as reducing deaths and morbidity from heart disease and stroke, and to improve detection, speed assessment and improve outcomes from treatment of an array of cancers. 

A number of general measures are in various stages of development 

· The current expansion of UK Medical Schools and opening of new ones is welcome but will take 10 or more years to have an impact on consultant numbers.

·  “Modernising Medical Careers” is an important initiative to shorten the time from basic qualification to attainment of specialist training, Initial implementation has just begun. One positive effect in terms of specialty recruitment may be the release of funds from a number of discontinued Senior House Officer posts which could be used to fund new Specialty training posts, an idea which the Joint Committee on Higher Medical training (JCHMT) has recently (January 2006) indicated a willingness to explore, provided the specialist training capacity can be found.

· Recruiting consultants from abroad – never a strong card, since few countries in the developing world have well-developed geriatric services (apart from the moral and ethical objections to such a strategy)

· The Workforce Numbers Advisory Board controls workforce numbers in the NHS. Doctors are the remit of a subsidiary Committee, the Medical Workforce Review Team. In previous years, strict controls or ‘ceilings’ were imposed on specialties to curb the unbridled expansion of popular specialties at the expense of less popular ones. Encouragement by provision of some central funding was given to unpopular specialties which were either politically sensitive (e.g. psychiatry) or necessary for key health targets such as cancer (requiring an infrastructure in specialties such as histopathology and radiology). As the impact of the EWTD on doctors numbers became apparent the restrictions on SpR numbers has been eased especially in acute medical specialties. 

· In Geriatric medicine, 80 new SpR posts were allowed in 2003 and a further 30 in 2004. Because of the subsequent emergence of difficulties in filling SpR posts, no further SpR numbers were allocated in 2005.

· NEW WORKFORCE PLANNING ARRANGEMENTS

The Strategic Training Authority (which issues certification of Specialist training ) has recently been replaced by the Medical Education Standards Board. This is likely to diminish the power of the professional Colleges to decide where training posts should be placed. At the Department of Health, there has been a radical review of NHS workforce planning. Appendix 3 summarises the new NHS workforce arrangements. They are in their early days, but it is now clear that the traditional way of replacing ‘like with like’ is considered a concept of the past. We now have to consider the total workforce needs for health and social care needs of a particular patient group. It is also clear that the traditional professional roles, boundaries and overlaps of roles are being challenged. 

The Older Peoples Care Group Workforce Team  was established in December 2001 to take a broad view of the workforce required to care for frail older people. Amongst its early priorities was to help with filling the ‘medical gap’ in the care of older people, especially in relation to supporting new initiatives  in Intermediate Care. It was proposed in 2002 (with mixed support from the Royal College of General Practitioners) to create a large number of General Practitioners with a Special Interest (GpwSI) in care of older people (and a number of other specialty areas). 

Unfortunately this initiative has been largely unsuccessful because:

· There are few GPs not already involved in Elderly Care Services who are interested in this work

· There was deep concern that this sort of work would distract GPs from providing basic services (in the context of a severe shortage of GPs especially in inner cities)

· Pre-occupation with establishing a new GP contract and a new range of General Medical Services (GMS 2)

 Appendix 8

The European Working Time Directive

WHAT IS IT?

· A limit of an average of 48 hours worked per week over a reference period

· A limit of 8 hours worked in every 24 hour period for night work

· A weekly rest period of 24 hours every week or 48 hours every fortnight

· An entitlement to 11 hours consecutive rest every day

· An entitlement to minimum of 20 minutes rest break when working day is longer than 6 hours

· A requirement on the employer to keep a record of the hours worked

Of course, this is totally unrealistic in a hospital service, and there are currently several let-out clauses

· The 48 hour week applies over an average reference period of 26 weeks

· Immediate entitlement to the rest periods are ‘dis-applied’

· Compensatory rest will be given when legislated rest periods are not possible

TO WHOM DOES IT APPLY?

All senior hospital doctors including consultants, staff grades, hospital practitioners and clinical assistants

IMPLICATIONS FOR CONSULTANTS

The imperatives of the EWTD implementation for juniors (58 hours by 2004; 48 hours by 2009) can only be met by 

· a significant expansion in consultant numbers   AND / OR

· Others subsuming many traditional ‘consultant roles

· shift system with no ‘knock on’ effects

Source: Communication between Dr IP Williams and Rodney Burnham 

December 2001

Appendix 9

Views of Specialist Registrars on Shift Working

It is now considered inevitable that all junior medical staff, including SpRs will be subject to the abolition of traditional on-call rotas and will all be working shifts by 2004 to comply with the EWTD.  The views of all SpRs participating in acute medical takes was sought in March 2001. Specialties included were cardiology, geriatrics, diabetes/endocrinology, gastroenterology, renal medicine, respiratory medicine and rheumatology

Results

970 of 1867 SpRs circulated responded (52%).

Only 7% were subject to a shift system in their SpR post, but 40% had experienced a shift system in earlier posts. Almost all had previous and current experience of on-call rotas

	Quality Issues “Which system is best for:
	
	

	
	Shifts
	On-call rotas
	Undecided

	Continuity of care?
	1%
	92%
	7%

	Quality of care?
	15%
	53%
	32%

	Your training?

	6%
	75%
	19%

	Your quality of life?
	23%
	55%
	22%

	
	
	
	

	Which would you prefer now?


	
	

	
	    11%

	78%
	12%

	

	Do you welcome or oppose the move to shifts for SpRs in acute medicine?

	
	Welcome
	Unsure
	Oppose

	
	13%
	16%
	70%

	
	
	
	

	Which of the following would you support to maintain safe acute services?

	
	Yes
	  No
	  Undecided

	More staff grade / Trust grade
	63%
	22%
	15%

	More nurse practitioners

	75%
	13%
	11%

	Fewer acute hospitals

	10%
	75%
	15%

	More consultants doing emergency work 
	23%
	59%
	18%




Most frequent free-text comments about impact of shifts

· More junior doctors needed to reduce work intensity and to ‘feed’ consultant expansion (111)

· Shifts lead to reduced continuity of care (88)

· Adverse effects on training, especially in chosen specialty (83)

· Reduced quality of care because of lack of continuity and decreased workforce on the wards for ordinary ward duties. (45)

· Dramatic increase in workload (of little educational value) and detriment to training by changes in duties of SHOs and HPs  (44)

· Detriment to quality of life: reduced time with family, lack of free weekends, adverse effect on social life (36)

Source: The RCP SpR Shift Survey. 
Dr Hugh Mather April 2001

Appendix 10

 New Workforce planning arrangements

In April 2001, SWAG was disbanded. The DH has decided to examine the NHS workforce in a much more strategic way. How will consultant and trainee workforce issues be represented? There will be a hierarchy of groups. 







Appendix 11

Department of Health

Older People’s Care Group Workforce Team

Extract from terms of Reference (December 2001) 

The team was set up under the chairmanship of Professor Ian Philp in December 2001 Members represent service professional groups, education,  the voluntary sector and users groups. Through its membership it links with the lead Workforce development Confederation for Older People. 

Overall Aim

The Older People Care Group Workforce Team (CGWT) is a multi-disciplinary advisory body set up to support the National Workforce Development Board and the Older People Taskforce in delivering service developments to older people through innovative and integrated, care-centred workforce planning and development.

Scope of supply

The Older People CGWT will cover all health and social care services aiming to meet the needs of people in England who are:

· In transition between healthy, active life, and frailty

· Frail and vulnerable as a result of health problems such as multiple pathology, stroke or dementia.

· In any care setting (at home, community, hospital)

· Receiving various methods of service delivery (intermediate, primary, secondary, tertiary),

· The sector (public or independent), and

· The group of staff (public and independent health and social care professionals) involved in service delivery.

It will link with other CGWTs wherever appropriate to ensure older people issues are taken into due consideration (especially Mental Health, but also Cancer, CHD, Long-term Conditions, and Emergency Care).

Accountability

National Workforce Development Board and Workforce Numbers Advisory Board

Main function

To evaluate numbers of staff, skills and competences needed in the whole health, social care and voluntary / private sectors to deliver appropriate services for older people

Priorities for first two years

5 themes

1. Intermediate Care – develop role of GP 

2. Single assessment process

3. General Hospital Care  

4. Dementia care

5. Long term care

Local Workforce Confederations





Older People’s Care Group Workforce Team


Works out all the staffing requirements and skills for a particular service or client group





Workforce Numbers Advisory Board


Broad remit for all staff groups. In relation to medical staff will examine all doctors (Med Student through to GP and consultant) – will advise on the numbers of training places. SWAG functions have been subsumed into this group








National Workforce Development Board (established April 2001)


“Integrated approach to financial service and workforce planning”


This will examine the entire NHS workforce based on information from other groups below and will encompass numbers, planning, education and training
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