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Dear

This letter is a response to the Renal Association Workforce Document 1 from the renal trainees at the West London Renal and Transplant Centre. There are 25 registrar-level doctors in renal medicine at this institute who have expressed a number of concerns about the predictions contained within the document, particularly section 8.5, “sub-consultant posts”.

In summary the document suggests there will be an excess of CCT-holders in renal medicine to the number of Consultant positions that will be made available for at least the next 7 years. It is widely speculated that the creation of a “sub-consultant” grade for fully qualified nephrologists is inevitable in order to (1) affordably prevent a workforce crisis with widespread unemployment of fully trained doctors (2) take on the “junior” service commitment generated by a reduction in trainee numbers (3) the unspoken – provide trainees under the new MMC specialty training scheme sufficient experience to be competent as autonomous nephrologists.

We have marked reservations about this strategy. This is a return to the Senior Registrar grade that was abolished in the late 1990s under the Calman review – we see no reason to reinvent the wheel. Indeed some of the solutions on offer look even worse than this.

Our main concern with the “unit nephrologist” post of section 8.5.5, and one of the major criticisms of the Senior Registrar grade, is the failure to provide guaranteed career progression despite satisfactory performance. At the point of deciding a career in hospital medicine over general practice, we feel strongly that our decision to embark on the longer, more arduous and poorly rewarded option would be in return for a Consultant post; period. We would consider being forced into anything less a major betrayal. Should we choose another path then that is a different matter. We accept that the nature of Consultant posts has changed over this time and this is the key to moving the specialty forward.

In our view, the workforce needs of the specialty could be met under existing provisions.

1. The DH needs to accept ongoing significant Consultant expansion. It might not need to be at “unprecedented” levels because increasing numbers of doctors will want to work part-time. The Government promised a Consultant-delivered service and should honour this promise. The later side-step to a “clinician-led” service is not acceptable. Trusts who fail to provide a Consultant-led service should be penalised by their PCTs (or another mechanism) thus providing some incentive to generate new appointments as promised. If newly appointed Consultants are to be resident out-of-hours then this should be optional, time-limited and appropriately rewarded.

2. Most units already have quite different jobplans for Consultants who have recently been appointed and those who have been in post for some time. Some of the increased service requirement could be met by having proportionately more “direct clinical care” PAs as a newly appointed Consultant, and more SPAs with increasing seniority.

3. The “unit nephrologist” post described in section 8.5.5 might be an inevitability, but it already has a name – “Staff-grade”. These doctors should represent relatively few fully qualified specialists and Consultant positions should be the mainstay of the specialty. However, there are a number of trainees to whom this post could be attractive – fixed sessions and little administration. Our prediction is that instead of filling these posts with overseas doctors as has historically been the case, NHS trained CCT holders will fill these posts. These new staff grades would be able to apply to become Consultants under established process. 

In addition, but complementary to these points, we believe now is the time for strong leadership to protect our specialty and profession. The following need to be negotiated as soon as possible:

(a) A commitment to ongoing expansion of Consultant posts in Nephrology as outlined in sections 1 and 2, above.

(b) Exemption of the medical profession from the European Working Time Directive with robust defence of “New Deal” working patterns and pay banding  to an average of 56 hours per week.

(c) A halt to further appointments in higher medical training in Nephrology until workforce equilibrium has been established.
(d) An extension of the “grace period” post-CCT to be appointed as a Consultant from 6 months to 2 years until workforce equilibrium has been established.

(e) A phased reduction in the number of medical school places.

(f) The acknowledgement that good medicine is about judgement. This requires experience as well as “competencies”. To believe that MMC trained doctors will be confident to operate as Consultants after 3 years of specialty training is naive at best. We believe Nephrology trainees should demonstrate competencies in all the areas outlined in the curriculum, but should also spend a minimum of 4 years in higher medical training (this could include clinical time whilst in research).

Now is the time to act. The unquestioning acceptance of top-down policy is one of the reasons behind the MTAS fiasco. We should not permit another debacle.

We would be most grateful to hear your views.

David Game (Clinical Lecturer, Trainee Representative)
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1 Workforce requirements for nephrology over the next 5-10 years. Draft document from the Workforce Group (2008) www.renal.org/pages/modules/download_gallery/dlc.php?file=241
This document addresses points raised by the open letter from WLRTC trainees written in response to the JSC Workforce Group Document (June 2008).  It represents the views of the JSC Workforce Group and Profs John Feehally (JSC Chairman) and Peter Mathieson (Renal Association President).
We would like to preface the specific comments on the letter with a number of points:

1) The JSC set up the Workforce Group partly because of the concern about the potential mismatch between trainee number and slow consultant expansion.

2) The prediction, based on the available data at the time, of excess numbers of CCT holders does now look as though it was too pessimistic.  We hope, that after the results of the consultant and trainee surveys are analysed, to have a revised figure, but there is still likely to be an excess. However, we are only too aware that even a few would be a tragedy for those who have no job.

3) There are 2 issues that are sometimes mixed and confused when discussing workforce issues. Firstly, how many trainees do we need? We tried to address this in the Workforce Document. However, the question is complex and depends not only on our specialty but also on all the other professions who contribute to the delivery of care to kidney patients.  The BRS, together with the Department of Health are currently reviewing this, and the JSC Workforce Group is actively contributing to that work.  There are also wider political/NHS issues of how to utilise the greatly expanded numbers of doctors currently being trained. Secondly, and more immediately, what is likely to happen to CCT holders if there are insufficient consultant posts available at the end of training.

4) We are aware that some trainees believe that the JSC Workforce Group is supporting or even proposing the creation of a "subconsultant" grade. (Incidentally, this term appears only once in the document and we all feel it is inappropriate; not only does it sound derogatory, it also implies incompletely trained doctors).  This is absolutely not so but we believe it is an inevitability if projections of an excess number of trained (CCT holding) doctors are correct that posts will be advertised by trusts for trained nephrologists which are not consultant posts.  This will become apparent from the following comments on your ‘open letter’.
Comments on the open letter.

Para 2/3/4: As above, the comments relating to the Section 8 of our Document “The next steps” are not a (proposed) strategy by the Workforce Group or the RCP or the Renal Association and is not a return to the Senior Registrar system.  Historically training for hospital specialist jobs has mostly been directed to consultant positions and although all current trainees aspire to a consultant job this has never been a guarantee to all HMT entrants.  This is one of the problems that the JSC Workforce Group is concerned about and is trying to raise awareness about.  

As summarised in point 3 above, we urgently need to determine how many trainees will be needed to supply replacement and expansion of specialists to deliver renal services.  

However, more urgently for trainees already in the system, if our assessment of the predicted number of trainees gaining their CCT exceeds the number of consultant posts likely to be available, what is going to happen to those who aren’t appointed?  It seems likely that if there are CCT holders without consultant jobs, hospital trusts, many of whom are planning to appoint NCG doctors to cope with service (and EWTD), are likely to attract unemployed CCT holders over non-CCT doctors.  “Market forces” will prevail whatever we may want.  

Para6: With respect, the DoH strives to deliver the best quality of health care across all areas and as set out in the NHS Constitution “[patients and the public…] You have the right to be treated with a professional standard of care, by appropriately qualified and experienced staff….” 

Comment (none of us are health economists): Health economists indicate that the NHS cannot afford 2-4 times as many consultants and GPs if they are paid at current rates. This is not an isolated nephrology problem and it is going to affect all medicine, indeed all hospital and GP jobs. This an inevitable consequence of almost doubling medical student numbers which will translate into 3-4 x number of doctors in 10-15 yrs.  

The PCTs are strapped for cash (mostly) and the DoH wants a “specialist” delivered service (ie by appropriately trained doctors-see NHS Constitution), not necessarily by consultants paid at current rates.  It seems unlikely that PCTs would object if hospital trusts provide specialist-delivered services for less money. Of course resident out-of-hours duty would have to be agreed in job plans and appropriately rewarded as it is for the very many consultants who currently deliver resident out-of-hours cover (e.g. trauma, ITU, obstetrics and other specialties in some hospitals).

Para 7: This is a correct statement of facts.

Para 8: The “unit nephrologist” concept floated in the Workforce Document is not what Staff-Grade/Associate Specialists are.  These NCCG doctors are not (with very few exceptions) fully trained specialists on the Specialist Register.  Although there are many who are extremely able and some may be de facto operating as consultants they do not have consultant responsibility. A critical difference between CCT holders who are on the SR and current NCCG is that the former would be independent practitioners responsible for their own patients without the need to defer to a consultant.  

We agree that there are likely to be many future “specialists” on the Specialist Register who may prefer limited or less than full time jobs and that such posts are very unlikely to be filled by overseas doctors since the work permit situation has changed (and in any case may often be less well trained than current trainees).  

We believe it likely that if the trainee:consultant numbers are as the Workforce Group fears, many trainees will accept such jobs (although to emphasise again this isn’t our proposal). These posts are likely to predominantly provide direct clinical delivery. As suggested (8.5.5), doctors in these posts would be eligible to compete for more traditional consultant posts which will have equivalent clinical responsibility to their “specialist” colleagues but are likely to have a wider remit.  However, we believe that in the future, the number of these posts will become less as a proportion, as the number of overall specialists increases.  

Final Section: Most of these points are well beyond the remit of the RCP/Renal Association.

a) We agree that expansion of Nephrology with the appropriate workforce “skill-mix” (apologies for the jargon!) is needed to provide appropriate high quality service provision

b) Exemption from EWTD is political and although the UK government has agreed to request derogation this does include renal rotas (although in any case this would only allow a further 4hr, ie 52hr, from August and then for only 2-3years)

c) Halt appointments to HMT in Nephrology: although we believe that a reduction in the number of trainees is necessary, more work is needed to determine how much and how soon.  A sudden stop, rather than a phased reduction is not logical; the other medical specialties are in a similar position and this would block all more junior doctors from specialist training, and we will need a supply of trained doctors at some stage. 

d) Extension of the grace period: this would also of course block entry to training.

e) Reduction in medical school places: This is political.  The RCP Workforce Unit, championed by Prof Roy Pounder, has been making this point and I understand there is a new DoH department recently created to relook at workforce numbers and requirements. However, the effects of any reduction in medical school places will not have an effect for many years and we are only just seeing the effects of the expansion this and next year.

f) We are very aware of trainees’ concerns regarding the reduced experience as the hours have been cut back (more to come even with EWTD derogation). The hours reductions inevitably affect day time work when there are more training opportunities rather than out of hours which are generally already at ‘skeleton’ levels. 

This response may not completely reassure you but we hope that you will understand that we have recognised the problems and are working hard to tackle them and have trainees’ best interests at heart.  I also wholeheartedly agree this work is urgent. The first and most urgent steps are:

1) to better estimate the number of WTE specialists needed to deliver renal services (this work is underway using data from the UK Renal Registry and work in progress by the Renal Association, RCP and BRS together with NHS Workforce teams)
2) to determine the work patterns and retirement intentions of existing consultants (hopefully based on more complete consultant census feedback)

3) to identify trainee work pattern aspirations during and after training (hopefully we will get near complete returns from the recent Trainee Census)

4) these data are essential in order to determine how many trained specialists we will need to deliver the estimated WTEs

Hopefully, with these data, we should be able to model the number of trainees required to supply and maintain the predicted number of WTE specialists required over the next 5-10 years. 

JSC Workforce Group, (Richard Baker, Lindsay Barker, Sunil Bhandari, Phil Mason (Chair), Shabbir Moochhala, Steve Powis, Laurie Solomon), John Feehally (JSC Chair), Peter Mathieson (Renal Association President).










