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Correspondence

Hospital paediatric staffing
Sir,
Dr Nelson's call to the British Paediatric Association
(BPA) to fight for improved medical staffing levels in
district hospitals is most welcome.' I share his disappoint-
ment with the BPA's response2 to 'Achieving a Balance-
which fails to acknowledge the fact that the present
situation in many district hospitals is totally unsatisfactory.
I would like to describe two issues concerning staffing
levels that concern me.

Firstly, the position regarding numbers of senior house
officers. We are more fortunate in this district than
Gateshead. In cooperation with local community child
health services we have secured adequate intermediate
cover by the establishment of two 'experienced' senior
house officer posts in addition to retaining, thus far, one
registrar post. By so doing we have been successful in
meeting the increasing demands on the service including
that of providing intensive care for 4000 annual deliveries.
These posts provide a comprehensive training-including
community paediatrics appropriate for future consultant
hospital and community paediatricians-for doctors with
one or more years previous paediatric experience. Un-
fortunately I suspect that many 'teaching' hospital con-
sultants do not acknowledge the value (or indeed the
existence!) of these posts and therefore would discourage
their senior house officers from applying for them.
As a result suitable candidates are difficult to attract. In

the same issue of the Archives Drs McDowell and Gregg,
writing as members of the Medical Womens Federation,
stress the importance of district hospital experience in
paediatric training.4 Such experience is available in many
hospitals at 'experienced' senior house officer level.

In the past seven years, of a total of eight 'experienced'
senior house officers who have worked in this unit two are
now consultants in their country of origin (Greece and
Syria), and two are well on their way to becoming so
having moved on to teaching hospital registrar posts. Two
others (of more recent 'vintage') are registrars with MRCP
part I in teaching hospitals. One has become a general
practitioner with hospital sessions as a hospital practitioner
in paediatrics and one has changed to anaesthetics with the
intention of specialisation in paediatric anaesthesia and
intensive care. These posts have therefore neither contri-
buted to the 'bottleneck' in the hospital career ladder nor
turned out to be 'dead end jobs'. Dr Jackson informs us
that the BPA is currently conducting 'a comprehensive
survey of paediatric manpower' but I suspect this does not
include the senior house officer grade and in particular the
'experienced' senior house officer grade. The need for, and
value of, these posts should be acknowledged (in the
presence of a continuing 'freeze' on registrar posts) and
their job content evaluated to ensure that they meet
training requirements. Some posts could be converted to

'overseas doctor' registrar posts, although I cannot share
the BPA's apparent belief that there is an ample supply of
candidates.

Secondly, the other aspect that concerns me is the
duration of training, which I believe is a deterrent to
embarking on a career in hospital paediatrics. I see
evidence of a dwindling in numbers at this time. One factor
contributing to the problem is the apparent requirement
for those in training to 'get an MD' before being
considered for a senior registrar post. Not only does this
lengthen the training period by two or three years, in most
cases it is inappropriate and barely relevant except for a
minority who see their future in academic medicine and
research. More appropriate clinical research opportunities
should be provided concurrently with normal registrar and
senior registrar training. This requirement for an MD
seems to have developed insidiously without debate, and
should be reversed, if we are to continue to attract suitable
young doctors into our specialty.

I think I speak for many district hospital consultants in
expressing my fears for the future of our services and hope
that our Association will respond vigorously.
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Dr Appleyard (convenor of BPA Manpower Committee)
comments:
As Dr Nelson has written,' 'Achieving a Balance'2 has
provoked the British Paediatric Association (BPA) to pro-
nounce on the paediatric staffing needs in each health
district, both in hospital and in the community.3 Bearing in
the mind the good points raised by Dr Evans-Jones, we did
insist on the inclusion of paediatrics among those specialties
who required a 'safety net'. This has exposed the current
total inadequate provision of 'intermediate' paediatric
resident staff, of which I am only too aware as a district
general hospital paediatrician running an acute service
without any registrar support. Shortly, district working
parties are likely to be set up to review the 'safety net' as
well as junior hospital doctors' hours. It is vital that all
paediatricians put forward their own proposals for inter-
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