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Running out of staff for the NHS

Reductions in school leavers plus Project 2000 may bring the NHS to its knees

Between 1983 and 1993 the number of school leavers will fall
by about a third, and most of this fall will occur in the next
four years. The decline will last through the 22% increase in
those aged over 75 and will place an enormous strain on the
NHS. Indeed, the problem is so serious that the text of a
presentation on this topic to the regional manpower planners'
group was entitled 2001-The Black Hole: an Examination
of Labour Market Trends in Relation to the National Health
Service.' Although the report focuses on the labour market
for the 14 English regions, the demographic projections for
Scotland and Wales show similar trends. The problem is
much worse than has been envisaged. Moreover, the remedies
that have already been proposed (including improving reten-
tion rates and widening entry gates) will not on their own
provide the solution. The growth in demand for services has
already been projected in regional strategic plans-as has the
predicted need for substantial increases in the qualified
workforce.
The NHS relies heavily on recruiting school leavers, and

there will probably be a greater reduction in working entrants
to the NHS than the drop of a third in 18 year olds. Indeed, in
1982-3 when the number of school leavers was at its peak the
numbers entering nursing had already begun to decline. Since
then there has been an almost 30% reduction in the numbers
entering nursing training. Trends in radiography have been
worse; in 1987 radiography schools achieved only half of their
target intakes. In nursing, radiography, and occupational
therapy (all disciplines in which district hospitals have long
recognised staffing difficulties) the full impact of the problem
has not been appreciated and still permits complacency. This
is because there are qualifiers from past intakes- but nowhere
near enough to carry us through "the black hole." NHS
professionals allied to medicine are predominantly (90%)
women, and they come from a narrow educational band with
five 0 levels and two A levels (18% of the labour market),
which is further reduced by those who enter universities or
other colleges.
The NHS is already entering an impossible position. In

1983 it recruited the equivalent of43% of the labour market in
suitably qualified women; by 1993 the share of the market
required will be 62%. Furthermore, this figure has been
calculated at intakes consistent with 1986, when entry had
fallen below target levels. The male population of working
age will show an even greater reduction than the female
population, meaning that there is little scope for improving

NHS recruitment when other non-NHS service industries are
hungry for their own labour force -both male and female.

Another important component of the NHS staffing prob-
lems is the nursing project, Project 2000, established in 1984
by the United Kingdom Central Council for Nursing,
Midwifery, and Health Visiting (UKCC) as the statutory
body responsible for regulating these professions. After a
series of project papers seeking to clarify options the council
published in May 1986 its main consultation report-Project
2000: a New PreparationforPractice.2 The council's proposals
were formally received by British health ministers in Feb-
ruary 1987.3 The key issue is "the proposed change of status
of the student nurse from salary to bursary and from the
present arrangements to a lower service contribution during
training."4 The complications of this are best taken from
project paper eight, which states: "The shortfall [to nursing]
of 3000 entrants in 1994 without Project 2000 rises to 16 000
with it. "5 The serious demographic implications for shortages
of nurses are well considered in project paper nine,6 which
states that nursing needs to recruit about 30000 additional
staff each year in Britain. Though no one would deny that
there is a case for educational change in nursing, midwifery,
and health visiting, Project 2000 will, if implemented, bring
the NHS to its knees-at a time when the government
through its NHS reforms will have already delegated its
responsibility and its accountability to the nation to doctors.

Another problem is that in 1992 we will need to face our
European neighbours once again. They have their own
impending labour market problems. This perhaps underlines
their recent insistence that our schoolchildren should be
compulsorily taught at least two foreign languages.
A cynic might suggest that the recent conflicts between the

government and the doctors may have been engineered by the
government to provide a smokescreen for these impending
disasters. The ultrashort timescale of the NHS reforms may
allow the government to get out from underneath well before
the effects of a contracting labour market further frustrates
the health service. The blame for any collapse of services that
may occur-particularly in the run up to the next general
election-could be laid at the door of doctors.
The words of Dr John Marks, chairman of BMA council,

that have been addressed to Mr Kenneth Clarke, Secretary of
State for Health, are therefore appropriate; "Sit down, slow
down, and listen." To these could be added, "Let us work
together and this time do not force change from the 'top down'
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because of political panic, but, let us lead it from the 'bottom
up' because we can see the problems and wish to contribute to
the solutions."
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Screening for antibodies
to anaesthetics

No case for doing it yet

Anaphylactoid reactions occur in between one in 5000 and one
in 20 000 anaesthetics, and death occurs in about 4% of these
reactions. Most reactions are caused by intravenous anaes-
thetics and muscle relaxants and occur during induction of
anaesthesia.' There are now radioallergosorbent tests that
identify IgE antibodies reacting with some anaesthetic drugs
(thiopentone, suxamethonium, and alcuronium).2 These tests
may be used for investigating anaphylactoid reactions and for
screening before anaesthesia.3 Their use for screening has
recently been boosted by a statement made by Sheriff Kelbie
of Aberdeen in a fatal accident inquiry, but their use in this
way is fraught with problems and needs careful examination.
The inquiry followed the death of a young mother who

apparently suffered anaphylaxis induced by suxamethonium,
although she had received the drug safely more than once
before. The Sheriff recommended that "health boards should
consider screening people coming on to their waiting lists for
elective surgery at the initial consultation, particularly where
the patient is female, has previously had suxamethonium as
part of anaesthesia and/or has shown signs of other allergy."4
At the moment sensitivity to only three anaesthetic drugs

may be tested by radioallergosorbent tests, and only some
anaphylactoid reactions during anaesthesia are mediated by
IgE.'5' Reported studies have given results on only a few
patients, and the validity and accuracy of radioallergosorbent
tests remain to be ascertained -even among populations that
have had anaphylactoid reactions and in which clinical details
are known. Such studies are prone to sampling, measurement,
and reporting bias, which often result in an overestimate of
the test's usefulness.7 Moreover, even a test that is useful in
investigating patients who have suffered reactions might
perform poorly as a screening test.7 The positive predictive
value of a test depends on the prevalence of the abnormality to
be detected.8 Thus in a population with a low prevalence of
abnormality even a highly specific test will detect a few true
positives and many false positives9: if the prevalence of
abnormality is one in 10000 a test with 100% sensitivity and
95% specificity would generate 500 false positives for each

true positive. Many patients might thus have an unnecessary
fear of anaesthesia and might also-because of restrictions
in drug selection-receive suboptimal anaesthesia. Cross
reactivity between relaxants and false positive results in
patients with raised plasma IgE concentration must also be
considered. 10-13

Apart from patients with a history of adverse reactions to
anaesthesia there is no clearly identifiable subgroup which
would merit testing. A history of atopy is not predictive,14-16
and a history of previous exposure to particular drugs is
unlikely to be helpful: nine out of 10 patients in one study who
reacted to suxamethonium did so on first exposure to the
drug.'0 The screening would have important medicolegal
ramifications and might encourage more defensive medical
practice.'7 Finally, the cost of a mass screening programme
might be enormous: the cost of testing for each individual
drug is about £1. There would have to be increases in staffing
and resources at clinics and in laboratories to perform the
tests, and there would be the costs of follow up and
counselling of patients with positive results.

These problems must be answered before routine screening
with radioallergosorbent tests would be sensible, and data
from prospective studies are required to assess its potential
usefulness. 18 At present there seems to be little justification for
its introduction in mass screening. Deaths from anaphylaxis
may be reduced by taking an adequate drug history thus
avoiding giving for a second time a drug that has already
precipitated an adverse reaction. Such catastrophes do
occur." 10 The management of anaphylactoid reactions is
sometimes poor2'-possibly because of the rarity of such
events. Anaesthetists in training should be taught to rehearse
an "anaphylaxis drill."
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