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ABSTRACT?IN yegponse

naire, carried out as part of an enquiry into manpower
replies were received from

to = workload question-

needs in gastroenterology,
17 health regions, relating to 86 hospitals and 133 cen-
sultant gastroenterologists. TR average yearly Pumber
of deaths and discharges of patients under the care Of
gastroenterologists was 992, while that of patients
cared for by consultant physicians in other gpecialties
was 679. When daycase admissions were also included,
there wexre 1,553 annual discharges per gastro-
enterologist »= compared With 871 for other phygi-
clans. These 682 extra Icalses per gastroenterologist
largely represent the additional workload of gastroin-

testinal endoscopy .

With the rapid growth ©f Poth diagnostic and thera-
peutic endoscopy, and the development of mnew tech-
niques such as pegophageal manometry, gastroenterol-
ogists have become increasingly aware Oof = steadily
increasing workload in comparison with their medical
consultant golleagues, particularly these working
mainly =5 general physicians Without major specialty
interests. The Clinical Services Committee of the
British gociety ©f Gastroenterology (BSG) decided that
this merited jnyestigation 2= part of = detailed gtydy of
manpower needs in gastroenterology. In this paper W<
report the results of a gyryvey in which figures were
obtained for deaths and discharges attributed to gas-
troenterological physicians @nd for admitting physi-

cians in other disciplines working in the same hospi-
tals.

Material and methods

A letter was sent by the chairman of the Clinical Ser-
vices Committee to all chairmen of regional BSG

groups asking for the mames of every medical gas-
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troenterologist in their region' and the numbers of
deaths and djgcharges per gastroenterologist for 1989
or 1990, with similar figures for their immediate col-
leagues in general medicine, with ox without a guh-gpe-
cialty interest, and who had admitting rights, The total
number of medical deaths and discharges per hospital
was divided by the number of consultant physicians in
post @nd expressed 2= deaths and gdigcharges per <on-
sultant per year.

Results

Replies wewe received from 17 regions, including
Wales and two Scottish regions, relating to 86 hospitals
or health authorities for 1989 or 1990. Deaths and dis-
charges for 135 gastroenterologists totalled 133,920
patients, == average of 992 cases per year. For 300
other physicians the average w2s 679 eases peor year
The 11 hospitals in the Trent region did not include

gastrointestinal endoscopies in their figures. When
these hospitals were excluded there were 1,039 deaths
and discharges per gastroenterologist ®3ch year com-
pared with 673 for other physicians. This correspond-
ed to a mean of 366 extra cases seen pey year by each

gastroenterologist.

The returns from 24 hogpitals provided separate fig-
wres for daycase endoscopies as well as for total deaths
and discharges per consultan. For these 24 pognitalg,
there were 1,553 deaths and §igcharges per year per
consultant compared with 871 for other physicians, ==
excess Of 682 cases per year £°F the gastroenterologist

physician. This excess closely corresponded to the
mean number of day cases recorded as being dealt

with py the consultant in these hospitals each
(702; 44% of the total case 10ad).

year

Discussion

These results, obtained from over one-third of all med-
ical gastroenterologists in Britain and obtained from
17 health regions, supports the view that their work-
load is considerably greater than that of their other
physician colleagues, with almost twice as many deaths

and discharges per year for those yorking in hospitals
where da-y cases as well as total deaths and discharges
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are recorded. This greater workload is mainly account -

ed for by gastrointestinal endoscopies, Which are per.
formed in addition to the physician's normal inpatient
case load. As almost all gastroenterologists also func-
tion as general physicians With admitting rights, the
figures for them are properly comparable t© those for

the other physicians with admitting rights included in
this survey, whatever their specialties. The latter group

included a whole range of specialty interests and it
could well be that if the Comparison had been restrict-

ed to certain specialties such as cardiology, where
there has also been a considerable increase in new

diagnostic @nd therapeutic procedures, = comparable
increase in workload would have been apparent.

Similar results to this gyyvey WOuld probably Pe
obtained for the great majority ©f hospitals in the UK.
However, some health authorities do not provide sepa-
rate figures for day cases, or, until recently, did not
classify them ac all under gdigcharges. I» other regions,
gastroenterology is not recorded geparately from gep-
eral medicine, and the completeness ©F this survey was
further handicapped by the refusal of some records
officers to divulge information yrelating to deaths and
discharges for other physicians. With the advent of the
new contract gygten, documentation should greatly
improve, with the additional refinement of a replace-
ment of deaths and digcharges by consultant jnpatient
episodes. However, this system makes no allowance for
emergency ©r diagnostic endoscopies 9°n€ by gastro-
enterologists £or inpatients under the care of other
consultants, and this yery important Service provided
by gastroenterologists also needs to be recorded.

Many ©f the replies received from the gastroenterol-
ogists stated that their outpatient load was also increas-
ing, with growing waiting lists. This is ]ikely to be true,
for not only d° symptoms relating £ the gastroentero-
logical tract account for 40% of referrals to general
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medical outpatients, but an increasing amount of ther-
apy £°F gastroenterological disorders is also mnow man-
aged o= == outpatient basis. The results of the present
investigation, however, relating t° inpatient 2nd day-
case care alone, make a strong case for appointing
considerably me=xe consultant gastroenterologists, <om-
firming the findings of Burnham and Newton [1] in a
single district general hospital.

The current recommendation of the British Society
of Gastroenterology is that there should be one physi-
cian with a major interest in gastroenterology per
100,000-125,000 population. On the basis of a recent
BSG gurvey showing currently 340 physicians with ==
interest in gastroenterology, this indicates the need for
at least 100 additional physicians. The recent survey
also revealed that there are still 17 district general hos-
pitals without even a gingle consultant gastroenterolo-

gy -
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