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SUMMARY

We surveyed all consultants, General Practitioners (GPs) and Staff and Associate Specialist (SAS) doctors working in the NHS in Scotland in 2001/2. This survey was followed-up in 2006. During the intervening period, new contracts have been introduced for consultants and GPs and the report concentrates on changes in job satisfaction, work commitments and attitudes to workload. 

Information was gathered via a postal survey and results represent the experiences of the 1,920 consultants, 2,380 GPs and 474 SAS doctors who returned the questionnaires.

Job satisfaction

Job satisfaction is a summary measure of an individual’s experience of their working conditions. We measured job satisfaction using an established seven-point scale ranging from ‘extremely dissatisfied’ to ‘extremely satisfied’. Respondents were asked to report nine specific domains of job satisfaction and then record their job satisfaction level overall. Scores above 4, the midpoint of the scale, indicate a positive level of satisfaction. 

Overall job satisfaction has increased significantly for all doctor groups, particularly the two groups (consultants and GPs) with new contracts. The proportions reporting scores of five or more have increased from 59% to 72% for consultants, 56% to 75% for GP Performers, (formerly Principals) and 63% to 68% for SAS doctors. 

Moreover, job satisfaction has increased across all of the nine domains of job satisfaction: physical working conditions; freedom to choose own method of working; colleagues and fellow workers; recognition for good work; amount of responsibility given; remuneration; opportunity to use abilities; hours of work; and amount of variety in the job. The proportions of consultants reporting satisfaction with remuneration, recognition for good work and hours of work have increased by 35, 16 and 13 percentage points, respectively. The corresponding increases for GP Performers are 37, 20 and 23 percentage points. 

These measured changes in job satisfaction contrast with doctors’ responses to direct questions about changes in their job satisfaction. When asked directly, just 28% of consultants and GPs perceive an increase in job satisfaction compared to two years ago and there are differences between these groups in the extent to which they attribute these changes to their new contracts. Just under half (47%) of consultants that report an increase in job satisfaction attribute this to their new contract compared to 80% of GPs.

Attitudes to workload and working practices

There have been substantial positive changes in attitudes to workload and working practices between the two surveys.

The focus groups undertaken prior to the first survey identified that a series of negative statements about doctors’ workload would be the most useful format for framing the survey questions on attitudes to workload. These questions include statements relating to desired standards of patient care, workload sustainability and work-life balance. In the first survey most of these negative statements were agreed with by a majority of doctors, however these statements are now agreed with by a minority of doctors. The trends in these attitudes largely mirror those observed in job satisfaction. There have been substantial reductions in the proportions of doctors agreeing with negative statements about their workloads and these shifts are most marked for GP Performers and least marked for SAS doctors.

In the second survey we continued to find that the majority of doctors (73% of consultants and 81% of GP Performers) thought that some tasks they performed “could be undertaken equally well by someone less qualified”. More than half of consultants (67%) and GP Performers (53%) thought there “were insufficient staff to allow them to delegate tasks”. There was a larger reduction in the percentage of GP Performers agreeing with that statement (from 75% to 53%) than consultants (from 79% to 67%). 

Although consultants reported similar changes in job satisfaction and attitudes to workload, many more GPs  (54%) think that the quality of patient care has improved as a result of their new contract than do consultants (6%). GPs also reported an increase in average appointment times for patients from 9.7 to 10.3 minutes.

Work commitments

Excluding on-call, the average hours worked per week by consultants in 2006 was 47.1 hours per week. This represents a reduction of 1.7 hours from the average of 48.8 hours per week reported in 2001. At the same time, the number of hours spent on ‘clinical work’ has increased from 31.7 to 32.9 hours per week and the number of hours spent on administrative/management work has decreased from 6.0 to 4.2 hours per week. 

The majority (89%) of consultants had on-call commitments, with 19% having the most frequent on-call commitment of 1-in-5 and 17% receiving the maximum availability supplement of 8%. There has been a slight reduction (59% to 55%) in the proportion of consultants undertaking non-NHS medical work and those that undertake non-NHS medical work reported a lower time commitment in 2006 compared to 2001 (2.6 hours compared to 3.3 hours on average).  

Excluding out-of-hours, the average hours worked reported across all GPs was 38.5 per week. Within this, GP Performers reported an average of 41.5 hours per week, which is 3.0 fewer hours per week than in 2002. The numbers of hours spent by GP Performers on all types of activity have decreased with the exception of administration, though ‘clinical work’ represents an increased proportion (from 65% to 68%) of total work time. 

In 2002, 84% of GP Performers undertook out-of-hours work. Under the terms of the new contract, practices can opt-out of these commitments. Most GPs (88%) in 2006 reported that their practice had opted-out of out-of-hours provision, but 41% of GPs continued to do some out-of-hours work. At the same time, there has been an increase (from 44% to 64%) in the proportion of GPs undertaking non-NHS work. However, those undertaking non-NHS medical work now spend less time per week on this activity on average (down from 4.2 to 3.1 hours per week). 

Unsurprisingly, there has been little change in the work commitments of SAS doctors - the group of doctors with no change in contract. There has been a reduction (from 38% to 28%) in the proportion of SAS doctors working at weekends. There has also been a slight reduction in the average number of hours worked per week (from 33.4 to 32.9 hours). Within this total work time, a slightly higher proportion of time spent in evening clinics and clinical services in GP practices and community hospitals was reported in 2006 compared to 2001. 

Implications

The new contracts were designed to affect the working lives of doctors with the aim of improving patient care. There have been substantial improvements in the job satisfaction and workload attitudes of doctors working in the NHS in Scotland in the last five years. These increases have been largest for the two groups for whom there has been contractual reform - consultants and GPs. 

Evidence from previous studies suggests that these improvements in job satisfaction and workload attitudes should have longer-term consequences for quality, productivity and the recruitment and retention of doctors and these are worthy of future research.
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1. BACKGROUND

The Scottish Council for Postgraduate Medical and Dental Education’s North of Scotland Deanery and the Health Economics Research Unit (HERU) conducted a national survey of non-training grade doctors working for NHS Scotland in 2001/2. The Pay Modernisation Unit of the Scottish Executive Health Department commissioned NHS Education for Scotland North Deanery and HERU to repeat this survey in 2006, following the introduction of new contracts for consultants and GPs.

The concept of the flexible workforce was developed as part of Integrated Workforce Planning in 2000. The first national survey was undertaken to gather baseline intelligence on the then current trained doctor component of the NHS workforce. The main aim of this 2001/2 Flexible Workforce Project
 was to elicit non-training grade doctors’ views on flexible working and gather data on their contractual commitments, working hours, participation in private work, family commitments, intentions to alter sessions, job satisfaction and retirement plans. The three non-training grade groups that were surveyed were consultants, general practitioners (GPs) and staff and associate specialist (SAS) doctors. This second study considers the same three non-training grade doctor groups and follows up on the same issues. This allows us to consider both the working conditions and environment in 2006, and examine the impact of changes that have occurred in the intervening years. The results provide valuable insights into factors influencing the recruitment and retention of doctors.

Between the two surveys, there have been substantial changes to the contracts for consultants and GPs. This followed the announcement in 2000 of a major change in the pay schemes of most NHS staff in the whole of the UK. The new consultant contract and new general medical services (GMS) contract were implemented from 1st April 2004. New proposals for SAS doctors have just been agreed upon by the relevant parties and SAS doctors will be balloted in the New Year. Over the same period there has been further implementation of the European Working Time Directive (EWTD). 

One of the main features of the new consultant contract was to manage consultants’ working hours and at the same time provide greater flexibility of working in the NHS. A substantial part of the contract was the requirement to agree a job plan, which specified all professional, time and service commitments. For GPs, the new contract was developed to provide greater flexibility in the range of services practices chose to provide, including the possibility of opting out of out-of-hours (OOH) care. It also sought to improve the quality of patient care through rewarding practices for achievements on the Quality and Outcomes Framework. Other objectives were to modernise practice infrastructure, help GPs achieve a better work/life balance, and provide additional levels of investment. While there has been no change in the contracts for SAS doctors, this group of doctors remains of interest as there may be indirect effects on their working conditions due to changes in both consultants’ and junior doctors’ work commitments. 

To understand the full impact of the new contracts for consultants and GPs and the current conditions for SAS doctors, the 2006 survey was designed to:

1) establish current work commitments, attitudes to work and associated job satisfaction

2) link these to changes in employment conditions since the 2001 survey, brought about by the new consultant and GMS contracts and prior to the full implementation of Modernising Medical Careers.

The surveys cover a wide range of topics, including work commitments, hours worked, work and health, facilities, working practices, preferences for different aspects of job conditions, income, future plans, current job satisfaction, continuing professional development (CPD), and family commitments. The availability of data at two points in time offers rich possibilities for understanding the changes being experienced by doctors. 

This report focuses on changes in job satisfaction, work commitments and attitudes to workload. First we describe the methods adopted and the characteristics of the respondents to the questionnaires. 
2. Subjects and methods

The 2001 Flexible Workforce Project was the first comprehensive study to include all non-training grade doctors working in primary and secondary care settings in NHS Scotland. It was also the first study to include all consultants
, staff grades, associate specialists and medical officers and, because of the focus on flexible working, to seek responses from all GP non-principals. Only 50% of Principals were sampled because other surveys of this group were recently completed or underway. For the 2006 survey we broadened the sample further to include all GPs.

2.1. Methods

ISD Scotland supplied lists of doctors working for the NHS in Scotland in 2001 and 2005.
 Self-completion questionnaires were designed and posted to all doctors. This was accompanied by a covering letter and a reply-paid envelope. A reminder was sent to each non-respondent approximately six weeks later. A further six weeks later, the remaining non-responders were sent a final reminder and a second copy of the questionnaire. 

2.2. Timing

Questionnaires for the first survey of consultants were sent in June 2001. SAS doctors were sent questionnaires in October 2001 and GPs were sent questionnaires in March 2002. Reminder letters and a second copy of the questionnaires were sent after four weeks. 

The first set of questionnaires for the second survey was sent between 13th and 20th February 2006. First reminders were sent to consultants at the end of March and GPs and SAS doctors at the beginning of April. Final reminders were sent to consultants on 16th May and to GPs and SAS doctors on 25th May. 

Table 1 shows when completed questionnaires were returned to the survey office. Over 60% of returned questionnaires were received in February and March 2006.

Table 1
Month of return of questionnaires by doctor group

	Month returned
	Consultants
	GPs
	SAS

	
	N
	%
	N
	%
	N
	%

	February
	618
	32%
	732
	31%
	114
	24%

	March
	595
	31%
	717
	30%
	193
	41%

	April
	412
	22%
	480
	20%
	82
	17%

	May
	80
	4%
	154
	6%
	63
	13%

	June
	190
	10%
	275
	12%
	18
	4%

	July
	23
	1%
	19
	1%
	4
	1%

	Total
	1918
	100%
	2376
	100%
	474
	100%


2.3. Response rates

Responses were received from more doctors in 2006 than in 2001 in all doctor groups. The number of responses from consultants increased from 1,793 in 2001 to 1,920 in 2006, and the number of responses from SAS doctors increased from 472 to 474. We sampled all GPs in the second survey but only 50% of Principals in the first survey. Consequently there is a substantial increase in sample size for GPs, from 1,314 to 2,380 respondents. 

In 2001, these figures represent response rates
 of 51% [1314/2574] for GPs, 58% [513/882] for staff and associate specialists, and 61% [1793/2923] for consultants. In 2006, these figures represent response rates of 56% [1920/3405] for consultants, 52% [2380/4605] for GPs and 60% [474/789] for SAS doctors (Table 2). 
Table 2
Response rates by doctor group

	Year
	2001
	2006

	Doctor group
	
	

	Consultants
	61%
	56%

	GPs
	51%
	52%

	SAS
	58%
	60%


The lower response rate for consultants in 2006 compared to 2001 may be due to survey fatigue, since consultants had been surveyed by Audit Scotland in August 2005. We checked the representativeness of our respondents using data held by ISD for the entire consultant population. This indicated that the responses received from the consultants in 2006 were generally representative in terms of age and most specialty groups, but slightly over-representative of females and consultants in anaesthetics. 

2.4. Characteristics of survey respondents

2.4.1. Consultants

There are greater numbers of older (aged 55 years or more) and fewer numbers of younger (aged 40 years or less) respondents in the 2006 survey (Table 3). There is a greater proportion of females in the second survey sample. Three-quarters of respondents are from Medical, Anaesthetic, Surgical and Psychiatric specialties. 

Table 3
Characteristics of consultant respondents in 2001 and 2006

	Year
	2001

N (%)
	2006

N (%)

	Group
	
	

	Specialty Group
	
	

	Accident & Emergency
	28 (1.6)
	28 (1.5)

	Anaesthetics
	279 (15.6)
	334 (17.4)

	Clinical Laboratory
	158 (8.8)
	150 (7.8)

	Community
	15 (0.8)
	29 (1.5)

	Dental
	65 (3.6)
	57 (3.0)

	Medical
	464 (25.9)
	506 (26.4)

	Obstetrics & Gynaecology
	94 (5.2)
	101 (5.3)

	Psychiatry
	235 (13.1)
	265 (13.8)

	Radiology
	150 (8.4)
	121 (6.3)

	Surgical
	304 (17.0)
	325 (17.0)

	Total
	1792 (100.0)
	1916 (100.0)

	
	
	

	Gender
	
	

	Female
	443 (24.7)
	555 (29.8)

	Male
	1350 (75.3)
	1306 (70.2)

	Total
	1793 (100.0)
	1861 (100.0)

	
	
	

	Ethnic Group
	
	

	White
	1681 (94.9)
	1576 (93.8)

	BME
	90 (5.1)
	105 (6.2)

	Total
	1771 (100.0)
	1681 (100.0)

	
	
	

	Age Group
	
	

	< 40
	346 (19.3)
	240 (13.2)

	40-44
	441 (24.6)
	420 (23.0)

	45-49
	366 (20.4)
	432 (23.7)

	50-54
	325 (18.2)
	364 (20.0)

	55 +
	312 (17.4)
	368 (20.2)

	Total
	1790 (100.0)
	1824 (100.0)

	
	
	


There were 1,793 respondents in 2001 and 1,920 respondents in 2006. There are missing data for some respondents on some characteristics.

2.4.2. General Practitioners

With the introduction of the new GMS contract there has been a change in GP job titles. All GPs are now required to be registered with an NHS Board. There are separate groups within this “Performer List”, including those who were formerly known as Principals. The first survey included a 50% random sample of GP Principals plus all Non-Principals that we were able to identify.  The 2006 survey included all GPs.  

The differences in the characteristics of GP respondents in 2002 and 2006 (Table 4) largely reflect the change in the composition of the sample related to the random under-sampling of Principals in the first survey. To take account of this change in composition we restrict comparisons of the results from the first and second surveys using Principals in 2002 and Performers in 2006. These represent 81% of respondents in the 2006 sample. 

Table 4
Characteristics of GP respondents in 2002 and 2006

	Year
	2002
	2006

	Group
	N (%)
	N (%)

	Job title
	
	

	Performer (Principal)
	924 (70.3)
	1927 (81.0)

	Performer – Retainee
	132 (10.0)
	83 (3.5)

	Performer – Locum
	145 (11.0)
	134 (5.6)

	Performer – Salaried
	73 (5.6)
	174 (7.3)

	Others*
	40 (3.0)
	62 (2.6)

	Total
	1314 (100.0)
	2380 (100.0)

	
	
	

	Gender
	
	

	Female
	655 (50.0)
	1134 (48.5)

	Male
	656 (50.0)
	1206 (51.5)

	Total
	1311 (100.0)
	2340 (100.0)

	
	
	

	Ethnic Group
	
	

	White
	1235 (97.3)
	1976 (95.5)

	BME
	34 (2.7)
	94 (4.5)

	Total
	1269 (100.0)
	2070 (100.0)

	
	
	

	Age Group
	
	

	< 40
	516 (39.9)
	654 (28.0)

	40-44
	264 (20.4)
	482 (20.6)

	45-49
	236 (18.3)
	442 (18.9)

	50-54
	157 (12.2)
	384 (16.4)

	55 +
	119 (9.2)
	376 (16.1)

	Total
	1292 (100.0)
	2338 (100.0)

	
	
	


There were 1,314 respondents in 2002 and 2,380 respondents in 2006. There are missing data for some respondents on some characteristics. * ‘Others’ includes those with more than one job title.

2.4.3. Staff and Associate Specialists

The characteristics of the SAS doctor respondents are shown in Table 5. There are more Associate Specialists and fewer Para 94 doctors in the 2006 sample compared to the 2001 sample. There are also more female and older respondents in 2006. The 2006 respondents are also more likely to be working in Community and Psychiatric specialties. 

For the purposes of comparison between the results of the 2001 and 2006 surveys, analysis is restricted to Associate Specialist, Staff Grade and Para 94 doctors only.

Table 5
Characteristics of SAS doctor respondents in 2001 and 2006

	Year
	2001
	2006

	Group
	N (%)
	N (%)

	Job Title
	
	

	Associate specialist
	100 (22.9)
	173 (37.0)

	Staff grade
	251 (57.6)
	242 (51.7)

	Para.94
	85 (19.5)
	53 (11.3)

	Total
	436 (100.0)
	468 (100.0)

	
	
	

	Specialty
	
	

	Accident & Emergency
	26 (6.0)
	25 (5.4)

	Anaesthetics
	41 (9.5)
	38 (8.1)

	Clinical Laboratory
	24 (5.5)
	26 (5.6)

	Community
	50 (11.5)
	79 (16.9)

	Dental
	21 (4.8)
	21 (4.5)

	Medical
	138 (31.9)
	112 (24.0)

	Obstetrics & Gynaecology
	23 (5.3)
	24 (5.1)

	Psychiatry
	53 (12.2)
	80 (17.1)

	Radiology
	1 (0.2)
	2 (0.4)

	Surgical
	56 (12.9)
	60 (12.8)

	Total
	433(100.0)
	467 (100.0)

	
	
	

	Gender
	
	

	Female
	294 (67.6)
	323 (71.8)

	Male
	141 (32.4)
	127 (28.2)

	Total
	435 (100.0)
	450 (100.0)

	
	
	

	Ethnic Group
	
	

	White
	330  (77.3)
	338 (79.3)

	BME
	97  (22.7)
	88 (20.7)

	Total
	427 (100.0)
	426 (100.0)

	
	
	

	Age Group
	
	

	< 40
	113 (26.0)
	66 (14.9)

	40-44
	100 (23.0)
	91 (20.5)

	45-49
	89 (20.5)
	83 (18.7)

	50-54
	67 (15.4)
	103 (23.3)

	55 +
	66 (15.2)
	100 (22.6)

	Total
	435 (100.0)
	443 (100.0)

	
	
	


We include 436 respondents in 2001 and 468 respondents in 2006. There are missing data for some respondents on some characteristics.

3. Job satisfaction 

Job satisfaction has been shown to be a key determinant of productivity
 and retention.
 It has been a focus of several studies in healthcare. We measured overall, and nine domains of, job satisfaction using the Warr-Cook-Wall scale.
 This is a standard instrument for measuring job satisfaction with a seven-point scale, in which higher scores represent higher satisfaction. 

The original instrument was designed for face-to-face interviews where respondents were provided with the following showcard:  

1 = I'm extremely dissatisfied

2 = I'm very dissatisfied

3 = I'm moderately dissatisfied

4 = I'm not sure

5 = I'm moderately satisfied

6 = I'm very satisfied

7 = I'm extremely satisfied

The version for postal questionnaires provides labels only for the top and bottom of the scale. The scale as presented to respondents is provided in the Appendix.

These data can be summarised as mean scores and percentages of respondents reporting above certain levels of satisfaction. We report mean scores and percentages reporting above the midpoint (5 or more) of the scale, which we interpret as indicating ‘satisfaction’ rather than ‘not sure’ (a midpoint score of 4) or ‘dissatisfaction’ (a score of 3 or less). 

3.1. Overall job satisfaction

Respondents were asked: 

Taking everything into consideration, how do you feel about your job?
The results show that there have been substantial increases in overall satisfaction for consultants and GP Principals/Performers (Table 6). The mean (sd) overall satisfaction score of consultants increased from 4.53 (1.3) in 2001 to 4.91 (1.2) in 2006. The proportion of consultants indicating that they are satisfied (scores of 5 or more) increased from 59.0% to 71.5%. The mean (sd) overall satisfaction score of GP Principals/Performers increased from 4.40 (1.4) in 2002 to 5.02 (1.2) in 2006. The proportion of GP Principals/Performers reporting being satisfied increased from 56.1% to 75.4%.

SAS doctors reported a small increase in overall job satisfaction. The mean (sd) overall satisfaction score of SAS doctors increased from 4.64 (1.3) in 2002 to 4.81 (1.2) in 2006. The percentage reporting being satisfied increased from 63.1% to 67.6%.

Table 6
Percentage reporting a score of 5-7 for overall job satisfaction

	Doctor group
	Consultants
	GPs
	SAS

	Year
	
	
	

	2001/2
	59.0
	56.1
	63.1

	2006
	71.5
	75.4
	67.6

	Change
	+12.5
	+19.3
	+4.5


The percentages reporting each score by doctor group and survey year are presented in Figure 1. The scores indicating ‘satisfied’ as opposed to ‘not sure’ or ‘dissatisfied’ are shaded.

Figure 1
Percentages reporting different scores by survey year and doctor group
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3.2. Individual dimensions of satisfaction

The nine specific domains of job satisfaction presented to respondents were:

· Physical working conditions

· Freedom to choose your own method of working

· Your colleagues and fellow workers

· Recognition you get for good work

· Amount of responsibility you are given

· Your remuneration

· Opportunity to use your abilities

· Your hours of work

· Amount of variety in your job

Figures 2-4 illustrate the changes in the percentage of respondents indicating satisfaction. These are reported for all nine separate domains of job satisfaction for each doctor group. There have been increases in the percentages reporting satisfaction across all nine domains and for all three doctor groups. The left-hand edge of each bar reflects the percentage in 2001 and the right-hand edge represents the percentage in 2006. The length of the bar therefore portrays the size of the increase in satisfaction between the two surveys.

The largest increases in satisfaction for both consultants (Figure 2) and GP Principals/Performers (Figure 3) are in remuneration, recognition for good work, and working hours. More than half of GP Principals/Performers reported being satisfied on all domains and more than half of consultants reported being satisfied on all but two domains. Across the nine domains, consultants and GP Principals/Performers remain least satisfied with their hours of work despite the increases in proportions being satisfied on this domain of 13 and 23 percentage points, respectively. 

SAS doctors reported smaller increases in most of the job satisfaction domains than the other doctor groups (Figure 4). The largest increases that they reported were in recognition for good work, hours of work and freedom to choose own method of working.

Figure 2
Changes in the percentage of consultants reporting being satisfied with their job by domain
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Figure 3
Changes in the percentage of GP Principals/Performers reporting being satisfied with their job by domain
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Figure 4
Changes in the percentage of SAS doctors reporting being satisfied with their job by domain
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3.3. Perceived changes in job satisfaction and links to new contracts

Having completed the Warr-Cook-Wall scale, we asked respondents to consider how their job satisfaction had recently changed. The phrasing of these follow-up questions differed slightly across doctor groups.

3.3.1. Consultants

Consultants were asked: 

Has your overall job satisfaction changed compared to two years ago?

and

If yes, is this as a direct result of the new consultant contract?

Of those on the new contract, 41% [751/1840] of all consultants thought that their job satisfaction was the same as two years ago (Table 7). More (31% [570/1840]) thought it had decreased than thought it had increased (28% [519/1840]). 

Just under half (47% [241/511]) of those who reported an increase in job satisfaction thought this was as a direct result of the new contract. Under a quarter (23% [122/528]) of those who perceived a decrease in their job satisfaction thought that this was as a direct result of their new contract. Therefore consultants were more likely to attribute an increase in job satisfaction than a decrease in job satisfaction to their new contract. 

Table 7 
Perceived changes in job satisfaction and attribution to new contract for those on the new contract

	Has job satisfaction changed compared to two years ago?
	Total (%)
	If yes, is this as a direct result of the new consultant contract?

	
	
	Yes
	No
	Missing

	Yes, increased
	519 (28.2)
	241
	270
	8

	Yes, decreased
	570 (31.0)
	122
	406
	42

	No, same
	751 (40.8)
	13
	167
	571

	Total
	1840
	376
	843
	621


3.3.2. General Practitioners

GPs were asked: 

Has your overall job satisfaction changed since the introduction of the new GMS contract?

and

If yes, is this as a direct result of the new GMS contract?

Results are reported for all GPs in Table 8. Just under a half (47% [1085/2317]) thought that their job satisfaction had remained the same. A higher proportion (28% [647/2317]) thought that overall job satisfaction had increased from two years ago, compared to the 25% [585/2317] of GPs who thought it had decreased. 

Most (80% [509/635]) of those who reported an increase in job satisfaction thought this was as a direct result of the new contract. A larger proportion (91% [512/560]) of those who perceived a decrease in their job satisfaction attributed this to the new contract.

Table 8
Perceived changes in job satisfaction and attribution to new contract

	Has job satisfaction changed compared to two years ago?
	Total (%)
	If yes, is this as a direct result of the new GMS contract?

	
	
	Yes
	No
	Missing

	Yes, increased
	647 (27.9)
	509
	126
	12

	Yes, decreased
	585 (25.2)
	512
	48
	25

	No, same
	1085 (46.8)
	24
	121
	940

	Total
	2317
	1045
	295
	973


3.3.3. SAS doctors

Since SAS contracts had not changed in the years between the surveys, respondents were simply asked:

Has your overall job satisfaction changed in the past year?
Almost one-fifth (19% [90/465]) of SAS doctors thought that their job satisfaction had increased compared to a year ago, 34% (158) perceived that their job satisfaction had declined and the remaining 47% (217) felt that their job satisfaction had remained the same.

3.4. Comparison of changes in perceived and measured job satisfaction

The responses to the direct questions about changes in overall job satisfaction can be compared with the changes measured on the Warr-Cook-Wall (WCW) scale for the 1,021 consultants who provided responses to the WCW scale in both surveys. 

Table 9 shows the numbers of individual consultants reporting different combinations of scores on the seven-point scale in 2001 and 2006. The numbers in the light shaded cells on the leading diagonal represent the individual consultants who reported the same level of satisfaction in both surveys. Almost two-fifths (38% [387/1021]) had the same overall job satisfaction in both years. The numbers in the darker shaded cells represent those individual consultants who recorded lower job satisfaction in 2006 compared to 2001. These account for (19% [199/1021]). The remaining 43% [435/1021] of consultants in the unshaded cells had higher overall job satisfaction in 2006 compared to 2001. 

Table 9
Cross-tabulation of individual consultant responses to the Warr-Cook-Wall scale in 2001 and 2006

	
	Overall satisfaction in 2006
	
	

	Overall satisfaction in 2001
	1
	2
	3
	4
	5
	6
	7
	
	Total

	
	
	
	
	
	
	
	
	
	

	1
	2
	4
	2
	3
	3
	1
	1
	
	16

	2
	1
	6
	13
	12
	19
	3
	1
	
	55

	3
	2
	10
	33
	35
	44
	18
	1
	
	143

	4
	0
	4
	16
	43
	103
	29
	3
	
	198

	5
	1
	6
	19
	48
	174
	120
	6
	
	374

	6
	2
	2
	3
	11
	60
	118
	14
	
	210

	7
	0
	0
	0
	1
	2
	11
	11
	
	25

	
	
	
	
	
	
	
	
	
	

	Total
	8
	32
	86
	153
	405
	300
	37
	
	1021


Note: No shading indicates a higher level of satisfaction in 2006 than in 2001. Light shading indicates the same level of satisfaction in both surveys. Darker shading indicates a lower level of satisfaction in 2006 than in 2001.

For these individuals, we can compare changes in measured job satisfaction with perceived changes in job satisfaction (Table 10). Of those whose WCW scale scores indicate an increase in satisfaction only 32% [138/434] perceived that their job satisfaction had increased compared to two years ago. Of those whose WCW scale scores indicate a decrease in job satisfaction, 55% [109/198] perceived that it had decreased. 

It is possible that the increases in job satisfaction occurred between 2 and 5 years ago or that respondents reacted to the different presentation of the questions. Alternatively it may indicate that consultants are more ready to report a decrease in satisfaction than an increase in satisfaction when asked directly. 

Table 10
Numbers (%) perceiving a change in job satisfaction compared to two years ago by change measured on Warr-Cook-Wall scale

	Change in Warr-Cook-Wall scale score between 2001 and 2006
	Perceived change in job satisfaction compared to two years ago
	

	
	Decreased
	Same
	Increased
	Total

	
	
	
	
	

	Decreased

(Row %)
	109 

(55%)
	52

(26%)
	37

(19%)
	198

(100%)

	
	
	
	
	

	Same

(Row %)
	118

(30%)
	165

(43%)
	104

(27%)
	387

(100%)

	
	
	
	
	

	Increased

(Row %)
	109

(25%)
	187

(43%)
	138

(32%)
	434

(100%)

	
	
	
	
	

	Total

(Row %)
	336

(33%)
	404

(40%)
	279

(27%)
	1019

(100%)


4. Attitudes to workload and quality of care

4.1. Attitudes to workload

The focus groups undertaken prior to the first survey identified that a series of negative statements about doctors’ workload would be the most useful format for framing the survey questions on attitudes to workload. 

In the first survey most of these negative statements were agreed with by a majority of doctors (Table 11). There have been substantial changes in attitudes between the two surveys and these statements are now agreed with by a minority of doctors. 

For example, 67% of consultants agreed with the suggestion that their current workload prevented them from providing desired standards of patient care in 2001. By 2006, this had reduced by 26 percentage points to 40%. There has been an even larger shift in opinion for GP Principals/Performers. The percentage agreeing with this statement has decreased by 31 percentage points from 72% in 2002 to 41% in 2006. 

These changes in attitudes largely mirror those observed in job satisfaction. There have been reductions in the proportions of doctors agreeing with negative statements about their workloads and these shifts are most marked for GP Principals/Performers and least marked for SAS doctors.

Table 11
Percentage strongly agreeing or agreeing with statements about their workload by doctor group and survey year

	Statement
	Consultants
	SAS
	Performers / Principals

	
	2001
	2006
	2001
	2006
	2002
	2006

	Current workload means I am unable to provide my desired standards of patient care
	66.5
	40.2
	37.7
	30.6
	71.6
	40.6

	Workload adversely affecting my health


	43.6
	25.0
	20.8
	20.3
	50.3
	27.3

	Workload means I no longer have time for outside interests
	62.5
	48.6
	29.3
	26.9
	61.0
	31.4

	My current workload is unreasonable and unsustainable
	65.1
	38.9
	29.6
	26.9
	63.9
	34.4


4.2. Influences on workload

Respondents continued to perceive that the work commitments of other doctors and behaviours of patients are increasing their workload (Table 12). In 2006, more than 80% of consultants agreed with the suggestion that reduced hours for training grade doctors had increased their workload. Similarly, the majority of GP Principals/Performers continued to agree that early hospital discharge rates and inappropriate patient demands were increasing their workload. 

Table 12
Percentage strongly agreeing or agreeing with statements about influences on their workload by doctor group and survey year

	Statement
	Consultants
	SAS
	Performers / Principals

	
	2001
	2006
	2001
	2006
	2002
	2006

	Reduced hours for training grade doctors has increased my workload
	77.1
	80.8
	47.2
	49.0
	-
	-

	Early hospital discharge rates have increased my workload
	-
	-
	-
	-
	92.8
	88.3

	Increasing patient demands are having an effect on my workload
	-
	-
	-
	-
	97.5
	93.1

	Inappropriate patient demands are having an increasing effect on my workload
	-
	-
	-
	-
	89.4
	83.9


‘-’ indicates that this question was not asked of this doctor group.

4.3. Working practices

The majority of doctors continued to think that someone less qualified could undertake some of their tasks equally well, particularly GPs and consultants (Table 13). However, the level of agreement had decreased since 2001, perhaps reflecting a concentration by non-training grade doctors on more specialised tasks. 

More than half of doctors think that there is insufficient staff in their unit or practice to allow them to delegate tasks but, for all doctor groups, the proportion agreeing with this statement has declined since the first survey. 

Table 13
Percentage strongly agreeing or agreeing with statements about working practices by doctor group and survey year

	Statement
	Consultants
	SAS
	Performers / Principals

	
	2001
	2006
	2001
	2006
	2002
	2006

	Some tasks I perform could be undertaken equally well by someone less qualified than me
	83.6
	73.1
	66.6
	60.9
	91.7
	81.2

	There is insufficient staff in my unit/practice to allow me to delegate tasks
	79.4
	67.1
	62.5
	58.2
	75.0
	53.2


4.4. Quality of care

We asked each doctor group specific questions about changes in the quality of patient care and links to contractual reform. 

The vast majority (84% [1553/1855]) of consultants thought the new contract had resulted in no change in quality. Of the remainder, more (n=193) thought it had become worse than thought it had improved (n=109). Over half (51% [930/1822]) of consultants thought that the quality of patient care in their unit had become worse “as a result of reduced working hours for training grade doctors”. Just 41 (2%) consultants thought that reduced working hours for training grade doctors had improved the quality of patient care.

More than half (54% [1197/2235]) of GPs thought that the quality of patient care had improved as a result of the new GMS contract. Only 8% [174/2235] thought that the quality of patient care had got worse as a result of the new GMS contract. In the 2006 survey respondents reported a slightly longer average appointment time (10.3 minutes) than in 2002 (9.7 minutes) though the median was constant at 10 minutes. 

Most (59%, [270/455]) SAS doctors thought that the quality of patient care had remained the same in their unit over the past year. More (n=96) thought it had improved than thought it had become worse (n=89). 

The differences between consultants and GPs in their views on the quality of care are surprising, given that they reported similar shifts in attitudes to their workload and specifically to the effect this had on their ability to provide their desired standards of patient care. It may be that the explicit quality-related incentive system in the GMS contract (the Quality and Outcomes Framework) has created a more direct link between contract reform and quality of care for GPs. In addition, consultants’ views may be affected by their concerns about the effect of reduced hours for training grade doctors.

5. Work commitments

Respondents were asked about their contractual commitments, the actual number of hours worked per week, the composition of these hours, and whether they participated in on-call/out-of-hours and non-NHS medical work. 

5.1. Consultants

5.1.1. Contract types

Of 1,920 respondents, only 45 (2%) consultants had not signed the new contract. Of those on the new contract, those with full-time, honorary and ‘full-time & honorary’ contracts account for 89% of the consultants in our sample.  

Table 14
Consultants by type of contract

	2001
	2006

	
	N
	%
	
	N
	%

	Whole Time
	1251
	70.4
	Full Time
	1529
	81.2

	Maximum Part-Time
	182
	10.2
	
	
	

	Honorary
	115
	6.5
	Honorary
	81
	4.3

	Ordinary P/T
	113
	6.4
	Part Time
	154
	8.2

	WT + Honorary
	80
	4.5
	Full-Time & Honorary
	66
	3.5

	Others
	36
	2.2
	Others
	7
	0.4

	
	
	
	Old Contract
	45
	2.4

	Total
	1777
	100.0
	Total
	1882
	100.0

	
	
	
	
	
	


5.1.2. Average Sessions/Programmed Activities

Under the old contract, for whole-time consultants a nominal 38.5 hours of work were specified representing 11 sessions at 3.5 hours each. Under the new contract it was envisaged that the working week for a full-time consultant would be expressed as 10 Programmed Activities with a timetabled value of 4 hours each. 
In the first survey we asked consultants to complete a table giving a breakdown of the sessions they worked per week by setting (NHS or University) and whether ‘fixed’ or ‘flexible’. In the second survey we asked consultants two questions: (i) how many Programmed Activities (PAs) and (ii) how many Extra Programme Activities (EPAs) they were contracted to work per week. In addition, we asked them to complete a table giving a breakdown of the PAs/EPAs they worked per week, again by setting and type of activity (Direct Clinical Care, Supporting Professional Activities etc.).

Table 15 shows the mean number of sessions (in 2001) and PAs+EPAs (in 2006) that consultants were contracted to work per week. Consultants were contracted to work a mean of 11 PAs+EPAs per week. 

Table 15
Average sessions and programmed activities by type of contract

	2001
	Total sessions
	2006
	Total PAs/EPAs

	Contract type
	N
	Mean (sd)
	Contract type
	N
	Mean (sd)

	
	
	
	
	
	

	Whole Time
	1192
	10.5 (1.5)
	Full Time
	1498
	11.6 (0.9)

	Maximum P/T
	180
	9.9 (1.6)
	
	
	

	Honorary
	107
	10.5 (2.1)
	Honorary
	77
	11.6 (0.6)

	Ordinary P/T
	111
	6.9 (1.7)
	Part Time
	150
	7.6 (1.8)

	WT + Honorary
	78
	10.5 (1.4)
	FT + Honorary
	65
	11.7 (0.9)

	Others
	35
	8.5 (2.4)
	Others
	7
	9.7 (2.2)

	
	
	
	
	
	

	Total
	1707
	10.1 (1.8)
	Total
	1803
	11.3 (1.5)


5.1.3. Breakdown of Programmed Activities

For timetabling purposes, Programmed Activities in the new contract were to be separated in an agreed job plan into four categories: direct clinical care duties; supporting professional activities; additional responsibilities; and other agreed external duties. A full-time consultant is expected to devote 7.5 programmed activities (30 hours) per week to direct clinical care and 2.5 programmed activities (10 hours) to supporting professional activities.

Almost all (99%) [1880/1909] respondents had a job plan. Based on this job plan, respondents were asked to describe the allocation of their programmed activities across institutional setting and type of work using the following question:

Please give a breakdown of your averaged weekly programmed activities (as detailed in your job plan) in the table below.  If you do not have your job plan to hand please provide estimates.

We have recreated the table from the questionnaire below, showing the means reported by the 1,754 respondents who completed this table. The majority of PAs are allocated to Direct Clinical Care and Supporting Professional Activities for the NHS. 

Table 16
Mean number of consultant programmed activities by type and setting
	
	NHS
	University
	External Bodies

	
	PAs
	EPAs
	PAs
	EPAs
	PAs
	EPAs

	Direct Clinical Care

(DCC)
	7.19


	1.06
	0.15
	0.02
	0.00
	0.00

	Supporting Professional Activities (SPA)
	2.03
	0.16
	0.12
	0.02
	0.01
	0.00

	Additional Responsibilities

(AR)
	0.25
	0.08
	0.07
	0.02
	0.01
	0.01

	External Duties

(ED)
	0.07


	0.02
	0.02
	0.00
	0.03
	0.02


While the old consultant contract included job planning as an element, the job plan in the new contract was the key feature for the implementation of the new working practices for consultants. We subsequently asked respondents whether their job plan was an accurate reflection of their workload. Of those who had a job plan, 58% [1088/1864] felt that it accurately reflected their current workload. This is higher than the 51% reported in the Audit Scotland survey from August 2005 and may reflect gradual ‘bedding-down’ of this new system. This is likely to occur at a more rapid rate in some specialties and for some types of contract. 
5.1.4. Premium rate PAs/EPAs

Under the new contract, PAs/EPAs are regarded as in ‘premium time’ if they are worked outside 8am to 8pm Monday to Fridays. Respondents were asked how many of their weekly PAs/EPAs were paid at the premium rate. Two-thirds (66%) of consultants on the new contract received no premium rate payment. For those consultants who did receive a premium payment, the mean number was 1.5 PA/EPAs.

5.1.5. On-call commitments

Under the terms of the old contract, consultants were paid an intensity supplement. This took three levels: low; medium and high. It was determined by factors such as rota commitments, frequency of telephone calls and recall, and late working both when on-call and when not on-call. As at 1 April 2000, the 3 bands were worth £750, £1,500 or £2,250. In the first survey the proportions of consultants reporting none, low, medium and high intensity supplements were 12% [215/1793], 30% [537/1793], 28% [502/1793] and 30% [539/1793], respectively.

In 2006, a minority (11%) [203/1837] of consultants reported no on-call rota commitments (Table 17). Less than a third (29% [526]) of consultants were committed to a rota of 1-in-9 or less frequent, 41% [750] were committed to a rota frequency of less than 1-in-5 but more than 1-in-9, and 19% [358] had the most frequent on-call commitment (1-in-5 or more frequent). 

Under the terms of the new contract, consultants can receive an availability supplement for on-call commitments. The availability supplement can take two levels. Level 1 applies to consultants who need to attend a place of work immediately when called, or to undertake analogous interventions (e.g. telemedicine or complex telephone consultations). Level 2 applies to consultants who can attend a place of work later or respond by non-complex telephone consultations later. 

We asked respondents whether they received an on-call supplement (Table 17). The values of the supplements depend on the frequency of the rota commitment as shown in Table 18. Less than a fifth (17% [284/1721]) of consultants reported that they received the maximum availability supplement of 8%. 

Table 17
On-call rota frequency and availability supplement level

	Frequency of on-call rota
	Total
N (%)
	Availability supplement

	
	
	Level 1
	Level 2
	None
	Missing

	More frequent than 1 in 5
	358 (19.5)
	284
	59
	4
	11

	Less frequent than 1 in 5 but more frequent than 1 in 9
	750

(40.8)
	506
	197
	2
	45

	Less frequent than 1 in 9
	526

(28.6)
	315
	149
	13
	49

	None
	203

(11.1)
	1
	19
	172
	11

	
	
	
	
	
	

	Total
	1837

(100.0)
	1106
	424
	191
	116


Table 18
Value of on-call depending on frequency of rota and availability supplement 

	Frequency of on-call rota
	Availability supplement

	
	Level 1
	Level 2
	None

	More frequent than 1 in 5
	8.0%
	3.0%
	0.0%

	Less frequent than 1 in 5 but more frequent than 1 in 9
	5.0%
	2.0%
	0.0%

	Less frequent than 1 in 9
	3.0%
	1.0%
	0.0%

	None
	0.0%
	0.0%
	0.0%


5.1.6. Actual hours of work

Respondents were asked to estimate the actual number of hours they worked per week on a specified list of areas plus two ‘other’ categories that they could specify. This referred to NHS/University work only and respondents were asked to exclude on-call from these figures. From this table we can estimate average hours worked in total per week excluding on-call. This figure was 48.8 hours in 2001 and 47.1 hours in 2006, representing a reduction of 1.7 hours per week. 

In the 2006 survey, we also asked:

How many hours do you work on average per week now, including on-call?

Fewer (n=1,495) individuals responded to this question than completed the detailed table of hours worked (n=1,759). The mean (sd) for those who responded was 50.9 (11.0) hours. 

5.1.7. Composition of actual hours worked

Table 19 reports the composition of actual hours worked. The 2001 list included evening clinics but this was excluded from the 2006 list because very few (6%) did evening clinics. In 2006 we additionally included time spent on appraisal and job plans specifically. 

On average, consultants spent 32.9 hours per week on “clinical work”
 in 2006, compared to 31.7 hours per week in 2001. The average number of hours spent on all other activities included in both surveys decreased. Hours spent on administration and management,
 in particular, decreased from 6.0 hours per week to 4.2 hours per week. 
Table 19
Mean (sd) hours worked by consultants by category of work

	Category of work
	2001
	2006

	
	
	

	Clinical
	31.7 (11.4)
	32.9 (9.8)

	Admin/Management
	6.0 (6.1)
	4.2 (5.6)

	Research

	2.6 (5.7)
	2.2 (5.8)

	Audit
	1.1 (1.1)
	0.8 (0.9)

	Teaching
	1.3 (2.1)
	1.2 (2.0)

	Training
	1.5 (1.8)
	1.5 (1.8)

	College
	0.8 (2.0)
	0.7 (1.7)

	Travelling

	1.5 (1.9)
	1.3 (1.7)

	Evening clinics
	0.1 (0.8)
	-

	Medico-legal work
	0.5 (1.2)
	0.2 (0.7)

	Medical politics
	0.2 (0.9)
	0.1 (0.8)

	Appraisal/Job Plans
	-
	0.7 (0.7)

	Other
	1.4 (6.7)
	1.2 (3.4)

	
	
	

	Total
	48.8 (13.8)
	47.1 (9.9)


5.1.8. Perceptions of changes in hours worked

Our estimates indicate a reduction in the mean of actual hours worked (excluding on-call) and increased satisfaction with hours of work. Since we had not asked about on-call hours in the first survey, in the 2006 survey we asked:

On average, do you work fewer hours per week than you did two years ago including on-call?

Less than one quarter (22% [397/1792]) of respondents said that they worked fewer hours than they did two years previously. 

We can compare individual’s perceptions of changes in hours worked in the last two years to the number of actual hours worked per week they reported in the two surveys. Table 20 presents the cross-tabulation of these two variables. 30% of those whose hours were recorded as having decreased between 2001 and 2006 perceived that their hours had decreased. This is higher than those whose hours had remained the same or increased but could indicate that respondents were unlikely to perceive a reduction in their working hours.

Table 20
Consultants’ reported and perceived changes in hours worked

	Comparison of reported hours
	Total
	Do you work fewer hours per week than you did two years ago?

	
	
	Yes
	No

	
	
	
	

	Fewer hours in 2006 than in 2001

(Row %)
	494
	150 

(30%)
	344 

(70%)

	
	
	
	

	No change

(Row %)
	32
	5 

(16%)
	27 

(84%)

	
	
	
	

	More hours in 2006 than in 2001

(Row %)
	433
	60 

(14%)
	373 

(86%)

	
	
	
	

	Total

(Row %)
	959
	215 

(22%)
	744 

(78%)

	
	
	
	


5.1.9. Non-NHS medical work

One of the main features of the new consultant contract was to increase the availability to the NHS of consultants wishing to work additional time above their basic contract. The basic full-time commitment for consultants is set at 10 PAs per week. There is no obligation to work more for a full-time contract or more than the contracted PAs if on a part-time contract. However in order to stay on the pay progression scale, consultants wishing to undertake private work must first offer the NHS one additional PA. 

Respondents were asked what kind(s) of non-NHS medical/fee-paying work they undertook. Fee-paying work was called Category 2 work under the old contract and is called Appendix 5(a) work under the new contract. We asked respondents to indicate whether they undertook private work in NHS and non-NHS hospitals, Appendix 5a (e.g. for the procurator fiscal/courts) and Appendix 5b (e.g. domiciliary consultations, lectures) work. Respondents were then asked to state how many hours per week they spent on average on this work. 

In 2006, 55% [1015/1860] of consultants reported some non-NHS or fee-paying work compared to 59% [1031/1741] in 2001 (Table 21). Table 22 presents details of the kinds of non-NHS medical work undertaken. Some respondents reported more than one kind of non-NHS work. In 2001 the most frequently cited kind of non-NHS medical work took place in non-NHS hospitals. In 2006 this most frequently took place in NHS hospitals. The average time spent on non-NHS work by those who undertook it was 3.3 hours in 2001 and 2.6 hours in 2006. 

Table 21
Consultant participation in non-NHS medical work by contract type

	2001
	2006

	
	N
	%
	
	N
	%

	Whole Time
	707/1220
	58
	Full Time
	851/1489
	57

	Maximum P/T
	169/182
	93
	
	
	

	Honorary
	33/109
	30
	Honorary
	23/74
	31

	Ordinary P/T
	45/103
	44
	Part Time
	59/148
	40

	W/T & Honorary
	51/78
	65
	Full-time and Hon
	35/63
	56

	Others
	17/34
	50
	Others
	2/7
	29

	
	
	
	Old Contract
	26/43
	61

	All Respondents
	1031/1741
	59
	All Respondents
	1015/1860
	55


Table 22
Number (%) of consultants undertaking different kinds of non-NHS work

	Details of Non-NHS work
	2001
	2006

	
	Number (%)

	
	
	

	In NHS hospital
	196 (11)
	463 (24)

	In non-NHS hospital
	515 (30)
	203 (11)

	Category 2 work
	477 (27)
	n/a

	Appendix 5a&/or 5b
	n/a
	403 (21)

	Other
	207 (12)
	174 (9)

	
	
	


5.2. General Practitioners

5.2.1. Actual hours of work

In both surveys respondents were asked to estimate the actual number of hours they worked per week on a specified list of areas plus an ‘other’ category that could be specified. Respondents were asked to exclude out-of-hours work from these figures. 

In the second survey, we asked specifically:

How many hours do you spend, on average, per week, doing GP-related work (please include ALL clinical and non-clinical NHS GMS/PMS work and other NHS/University non-GMS/PMS work but exclude out-of-hours work)
As a result we have two estimates of the total hours worked per week for the second survey and a set of figures that we can compare between the first and second surveys. These are compared by Performer type in Table 23.

In the first survey the reported hours spent on activities on the specified list summed to 40.4 hours per week on average. The second survey figure is very similar, but this reflects the under-sampling of Principals (now categorised as Performers and Salaried) in the first survey who tend to work longer hours. With the exception of Retainees, all GP groups worked fewer hours on average in the second survey than in the first survey. Performers, for example, worked 3.0 hours fewer per week (down from 46.1 hours in 2002 to 43.1 hours in 2006) and Salaried GPs worked 3.4 fewer hours per week (down from 35.7 in 2002 to 32.3 in 2006).

Comparison of the last two columns of Table 23 shows that the estimates of hours worked derived from a specified list are greater than those obtained from a direct question. Across all doctors the estimated hours per week is 1.8 hours higher if derived from the specified list compared to that elicited from a direct question. The direct question was asked first. It may be that respondents under-estimated their hours if not prompted to consider its composition or that there was a tendency to overestimate the hours worked on specific activities. 

Table 23
 Mean (sd) and median hours worked per week by GP performer type

	Year
	2002
	2006
	2006

	
	Derived from specified list
	Derived from specified list
	Asked directly

	
	N
	Mean (sd) Med
	N
	Mean (sd) Med
	N
	Mean (sd) Med

	All
	1290
	40.4 (17.9) 42.0
	2330
	40.3 (14.6) 41.0
	2313
	38.5 (13.1) 40.0

	Performer
	914
	46.1 (15.2) 46.0
	1893
	43.1 (12.9) 43.3
	1880
	41.5 (11.1) 42.0

	Salaried
	72
	35.7 (16.8) 35.8
	169
	32.3 (13.9) 31.0
	168
	29.6 (12.4) 30.0

	Retainee
	131
	14.2 (5.1) 14.0
	81
	16.1 (4.8) 16.0
	81
	15.1 (4.1) 15.0

	Locum
	135
	30.8 (15.5) 29.0
	127
	27.7 (13.9) 28.0
	125
	25.23 (13.6) 25.0

	Other
	38
	34.5 (16.6) 36.3
	60
	34.3 (19.2) 34.5
	59
	30.7 (16.1) 32.0

	
	
	
	
	
	
	


5.2.2. Composition of actual hours worked

In 2006 all GP respondents reported spending an average of 27.1 hours per week on ‘clinical work’
, which represents over two-thirds (68%) of their total time. A further 4.3 hours (11%) per week is spent on home visits (including the required travelling time). The next largest contributors to total hours are practice administration (2.5 hours, 6% of total) and clinical services outwith general practice in locality and hospital clinics (1 hour, 2.5% of total).

Later in the questionnaire we asked GPs “on average, how many hours do you consult with patients each work?” The mean (sd) number of hours spent consulting with patients was 18.2 (7.1) hours.

Table 24
 Average hours spent on listed areas of activity by all GPs in 2006

	Areas of work
	N
	Mean (sd )Med
	% of total

	Clinical work
	2330
	27.1 (10.1) 28.0
	68.3

	Home visits
	2330
	4.3 (2.9) 4.0
	10.8

	Clinical services outwith GP
	2330
	1.0 (2.7) 0.0
	2.5

	Administration – practice 
	2330
	2.5 (3.0) 2.0
	6.0

	Administration – non-practice
	2330
	0.8 (3.2) 0.0
	1.6

	Research
	2330
	0.3 (1.9) 0.0
	0.5

	Audit
	2330
	0.4 (0.7) 0.0
	1.0

	Teaching
	2330
	0.6 (1.8) 0.0
	1.5

	Training
	2330
	0.5 (1.5) 0.0
	1.2

	CPD activities for others
	2330
	0.7 (1.8) 0.0
	1.7

	Preparation for appraisal/revalidation
	2330
	0.7 (1.5) 0.5
	2.0

	Royal college duties
	2330
	0.1 (0.6) 0.0
	0.1

	Medical Committees
	2330
	0.2 (1.6) 0.0
	0.4

	Travel (excluding to/from home and home visits)
	2330
	0.5 (1.5) 0.0
	1.3

	Other 
	2330
	0.4 (2.3) 0.0
	0.8

	
	
	
	

	Total
	2330
	40.3 (14.6) 41.0
	100*


* Percentages do not add exactly due to rounding

We can compare this breakdown for Principals/Performers only across the two surveys, though there are slight differences in how the lists of activities were presented. ‘Evening clinics’ and ‘special interests’ were excluded from the list in 2006 because few did evening clinics and the inclusion of special interests could have resulted in double counting in the table of hours and non-NHS medical work. Time spent on administration was split into practice and non-practice categories in 2006 but was presented combined in the first survey. ‘CPD activities for others’ and ‘Preparation for/participation in own appraisal and preparation for revalidation’ were added to the list for 2006 since organising CPD for other GPs had not been included in the 2001 survey and  regular appraisal and revalidation were yet to be introduced.

There is a reduction in the mean (but no change in the median) number of hours spent on clinical work. The average time spent undertaking home visits has decreased from 5.6 hours per week in 2002 to 4.6 hours per week in 2006. There are small increases in the amount of hours spent on administration (practice and non-practice combined) and teaching/training. Because the amount of time spent on most activities has reduced, clinical work represents a slightly higher percentage of total time in 2006 than in 2002.

Table 25
Average hours spent on listed areas of activity by GP Principals/Performers in 2002 and 2006

	Year
	2002
	2006

	Areas of work
	N
	Mean (sd) Med Hours
	% of total
	N
	Mean (sd )Med Hours
	% of total

	Clinical work
	1290
	30.0 (11.3) 30.0
	65.1
	2330
	28.9 (9.1) 30.0
	67.6

	Home visits
	1290
	5.6 (3.2) 5.0
	12.8
	2330
	4.6 (2.8) 4.0
	10.9

	Evening clinics
	1290
	0.6 (1.6) 0.0
	1.3
	
	
	

	Clinical services outwith GP
	1290
	1.3 (3.1) 0.0
	2.7
	2330
	1.1 (2.5) 0.0
	2.4

	Administration – practice 
	1290
	3.1 (3.5) 2.0
	6.7
	2330
	2.9 (3.1) 2.0
	6.7

	Administration – non-practice
	
	
	
	2330
	0.8 (3.1) 0.0
	1.7

	Research
	1290
	1.0 (2.3) 1.0
	2.2
	2330
	0.2 (1.7) 0.0
	0.5

	Audit
	
	
	
	2330
	0.4 (0.7) 0.0
	1.1

	Teaching
	1290
	1.1 (1.9) 0.0
	2.3
	2330
	0.7 (1.7) 0.0
	1.5

	Training
	
	
	
	2330
	0.6 (1.4) 0.0
	1.4

	CPD activities for others
	
	
	
	2330
	0.7 (1.9 ) 0.0
	1.6

	Personal CPD
	
	
	
	2330
	0.7 (1.4) 0.5
	1.8

	Royal college duties
	1290
	0.1 (0.9) 0.0
	0.2
	2330
	0.1 (0.5) 0.0
	0.1

	Medical Committees
	1290
	1.0 (2.0) 0.0
	2.1
	2330
	0.3 (1.8) 0.0
	0.4

	Travel
	1290
	1.0 (1.8) 0.0
	2.1
	2330
	0.5 (1.4) 0.0
	1.2

	Special interests
	1290
	0.7 (2.3) 0.0
	1.4
	
	
	

	Other 
	1290
	0.6 (2.8) 0.0
	1.0
	2330
	0.4 (2.2) 0.0
	0.8

	
	
	
	
	
	
	

	Total
	1290
	46.1 (15.1) 46.0
	100*
	2330
	43.1 (12.9) 43.3
	100*

	
	
	


5.2.3. Out-of-hours (OOH) work

The new GMS contract offered practices the possibility of opting out of OOH commitments. Eighty-eight percent of GPs to whom this was applicable said that their practice had opted out of OOH work. Nevertheless 41% (973) of GPs said that they personally did OOH work. The proportion of Principals/Performers undertaking OOH work has decreased from 84.3% in 2002 to 41.5% in 2006. Participation in OOH work has fallen across all Performer types except Retainees. 

Table 26
Participation in OOH work by GP Performer type

	Year
	2002
	2006

	Performer Type
	% (N)

	Performer
	84.3%    (768/911)
	41.5%    (794/1912)

	Salaried
	52.8%        (38/72)
	 39.5%        (68/172)

	Retainee
	12.9%      (17/132)
	22.9%         (19/83)

	Locum
	52.8%      (76/144)
	46.1%       (59/128)

	Other/ more than 1 post
	65.8%        (25/38)
	54.1%         (33/61)

	All
	71.2%  (924/1297)
	      41.3%  (973/2356)


The median number of OOH hours per week reported by those who undertook OOH work in 2006 was 5 hours. We asked respondents whether they found their current OOH commitment “acceptable”. Overwhelmingly (94% [901/959]), those that undertook OOH work found this commitment acceptable. 

5.2.4. Non-NHS medical work

Over half (58% [1346/2330]) of all GP respondents to the 2006 survey reported participating in non-NHS work. The proportion of Principals/Performers undertaking non-NHS work has increased from 43.7% (398/910) in 2002 to 64.4% (1213/1884) in 2006. 

Those 2006 survey participants that reported doing non-NHS work reported working a mean (median) of 3.1 (1.5) hours per week. The figures for Principals/Performers indicate that, amongst participants, the mean (median) number of hours per week spent on non-NHS work has fallen from 4.2 (2.0) in 2002 to 3.1 (1.5) in 2006. 

5.3. Staff and Associate Specialists

5.3.1. Contract types

Around a half of SAS doctors are on Whole-Time or Whole-Time plus Honorary contracts (Table 27).

Table 27
SAS doctors by contract types

	Year
	2001
	2006

	Group
	N (%)

	
	
	

	WT & WT/Hon
	223 (51.9) 
	227 (49.1)

	MPT & MPT/Hon
	23 (5.3)
	21 (4.5))

	OPT & OPT/Hon
	167 (38.8)
	202 (43.7)

	Other
	17 (4.0)
	12 (2.6))

	Total
	430 (100.0)
	462 (100.0)

	
	
	


5.3.2. Contracted sessions

In 2006 we asked respondents directly:

How many sessions are you contracted to work per week for the NHS/University, including on-call?

We then asked them to provide a breakdown of the number of sessions they were contracted to work per week, across NHS and University settings and across Fixed Clinical, Flexible Clinical, Fixed Non-Clinical and On-call sessions. In the first survey we only requested the breakdown of their contracted sessions across the same dimensions. 

Table 28 provides summary statistics on these contractual commitments. The mean number of contracted sessions has fallen slightly from 9.2 sessions in 2002 to 8.6 sessions in 2006 though the median remains constant at 10 sessions. The estimates derived as the sum of the breakdown of contracted sessions are very similar to those provided directly.

Table 28
SAS doctors’ contractual commitments

	Year
	2002
	2006
	2006

	
	Derived from breakdown of sessions
	Derived from breakdown of sessions
	Asked directly

	
	N
	Mean (sd) Med
	N
	Mean (sd) Med
	N
	Mean (sd) Med

	All
	425
	9.2 (5.1) 10.0
	441
	8.6 (3.2) 10.0
	459
	8.5 (3.1) 10.0

	
	
	
	
	
	
	

	Whole Time
	215
	12.0 (5.4) 11.0
	211
	11.0 (1.7) 10.0
	223
	10.8 (1.7) 10.0

	Maximum Part-Time
	23
	9.0 (0.8) 9.0
	19
	8.8 (2.0) 9.0
	19
	9.2 (1.8) 10.0

	Ordinary Part-Time
	164
	5.9 (2.5) 6.0
	195
	5.9 (2.3) 6.0
	201
	5.9 (2.1) 6.0

	Other
	17
	7.4 (4.8) 9.0
	12
	8.0 (3.2) 8.5
	12
	8.2 (3.4) 8.5


Table 29 shows how these contracted sessions are divided by setting and type of session. There has been a decrease in fixed clinical sessions and on-call sessions and increases in flexible sessions, both clinical and non-clinical.

Table 29
Mean (sd) median sessions for SAS doctors by setting and type of session

	Year
	2002
	2006

	Session Type
	N
	Mean (sd) Med
	N
	Mean (sd) med

	NHS fixed clinical
	425
	6.5 (4.4) 6.5
	441
	5.3 (3.2) 5.0

	NHS flexible clinical
	425
	1.4 (3.3) 0.0
	441
	1.8 (2.6) 0.0

	NHS flexible non-clinical
	425
	0.3 (0.8) 0.0
	441
	0.8 (1.2) 0.0

	NHS on-call
	425
	0.9 (2.5) 0.0
	441
	0.6 (1.6) 0.0

	University 
	425
	0.1 (0.6) 0.0
	441
	0.0 (0.2) 0.0

	
	
	
	
	

	Total
	425
	9.2 (5.1) 10.0
	441
	8.6 (3.2) 10.0


5.3.3. Weekend working

Respondents were asked if they were contracted to work at weekends and whether they actually worked at weekends. The proportion of SAS doctors that are contracted to work at weekends has decreased from 24% [98/414] in 2001 to 21% (95/455) in 2006. The proportion actually working at weekends has fallen from 38% [156/414] in 2001 to 28% [129/455] in 2006. 

As Table 30 shows, there are very few respondents in both surveys that were contracted to work at weekends but did not actually do so. The number of respondents actually working at weekends when they were not contracted to do so has fallen from 61 to 38.

Table 30
SAS doctors’ participation in weekend working

	
	Do you actually work at weekends?

	Are you contracted to work at weekends?
	Yes
	No
	Total

	
	N (%)

	2001
	
	
	

	Yes
	95 (96.9)
	3 (3.1)
	98 (100.0)

	No
	61 (19.3)
	255 (80.7)
	316 (100.0)

	Total
	156 (37.7)
	258 (62.3)
	414 (100.0)

	
	
	
	

	2006
	
	
	

	Yes
	91 (95.8)
	4 (4.2)
	95 (100.0)

	No
	38 (10.6)
	322 (89.4))
	360 (100.0)

	Total
	129 (28.4)
	326 (71.6)
	455 (100.0)


5.3.4. Actual hours of work

We asked respondents to estimate the actual number of hours per week they spent on average on a range of specified areas. This referred to NHS/University-related work only and excluded on-call duties.

From these estimates we can derive a figure for the average hours worked per week. This has fallen slightly from 33.4 in 2002 to 32.9 in 2006. Part of the decline is a decrease in hours spent in ‘Clinical’
 activities from 26.8 hours to 24.9 hours, though hours spent in evening clinics and clinical services in general practices and community hospitals have increased. There has been little change in the other areas of hours worked.

Table 31
Composition of hours worked by SAS doctors

	Year
	2002
	2006

	Actual Hours
	N
	Mean (sd) Med
	N
	Mean (sd) Med

	
	
	
	
	

	Clinical work
	431
	26.8 (12.8) 28.0
	458
	24.9 (12.3) 26.0

	Evening clinics
	431
	0.2 (0.9) 0.0
	458
	0.4 (2.4) 0.0

	Clinical services - GP practices/community hospitals
	431
	0.6 (2.9) 0.0
	458
	1.0 (4.7) 0.0

	Administration/management (non-clinical)
	431
	1.7 (2.4) 1.0
	458
	1.6 (3.1) 0.5

	Audit
	431
	0.6 (1.6) 0.0
	458
	0.7 (1.3) 0.0

	Own appraisal, job plan preparation, revalidation
	
	-
	458
	0.5 (0.8) 0.1

	Formal teaching – undergraduate medical students
	431
	0.8 (1.6) 0.0
	458
	0.7 (2.1) 0.0

	Formal training - Foundation Programmes, SHOs, SpRs
	431
	0.4 (1.1) 0.0
	458
	0.6 (1.7) 0.0

	Research
	431
	0.5 (2.0) 0.0
	458
	0.4 (1.0) 0.0

	College duties
	431
	0.0 (0.3) 0.0
	458
	0.0 (0.2) 0.0

	Medico-legal
	431
	0.1 (0.4) 0.0
	458
	0.1 (0.4) 0.0

	Medical politics
	431
	0.1 (0.3) 0.0
	458
	0.2 (1.1) 0.0

	Travelling (between hospitals and clinics)
	431
	1.3 (2.3) 0.0
	458
	1.3 (3.0) 0.0

	Other
	431
	0.3 (2.3) 0.0
	458
	0.5 (3.2) 0.0

	Total
	431
	33.4 (13.6) 36.0
	458
	32.9 (14.5) 34.8


5.3.5. Non-NHS medical work

Respondents were asked if they undertook any non-NHS medical work and, if they did, how many hours per week on average they spent doing non-NHS medical work. The proportion undertaking non-NHS medical work remained constant across the two surveys at 11%. Those participating in non-NHS medical work in 2006 reported a mean (median) of 4.6 (2.0) hours per week. 

Discussion

5.4. Summary of main findings

Comparisons of the levels of overall job satisfaction measured using the Warr-Cook-Wall scale show substantial increases between 2001 and 2006. The magnitudes of the increases from 2001 to 2006 vary between doctor groups. These increases are largest for the two groups of doctors who have moved onto new contracts – consultants and GPs. The changes also differ across the domains of job satisfaction. Consultants and GP Performers recorded the largest increases in job satisfaction on remuneration, recognition for good work and hours of work. However, when asked directly, less than a third of consultants and GPs perceive an increase in their job satisfaction in the last two years. Consultants are less likely to attribute an increase in their job satisfaction to their new contract than are GPs. 

Mirroring the changes in measured job satisfaction, there have been substantial positive changes in attitudes to workload and working practices. Whereas a majority of consultants and GPs agreed with most of the negative statements about their workload in the first survey, a minority agreed with these statements in the second survey. However, a majority of doctors continue to express concern about the capacity for them to delegate tasks to staff that could perform them equally well. Many more GPs than consultants consider that their new contract has resulted in improvements in the quality of patient care.

The average number of hours worked per week has reduced for all doctor groups. GP Performers reported the largest reduction. The number of hours spent on clinical work has increased for consultants and decreased for GPs, though GPs now spend a higher proportion of their work time on clinical work. The majority of consultants continue to have on-call commitments, whereas the proportion of GPs undertaking out-of-hours work has more than halved and most of these are doing so even though their practice has opted-out of OOH provision under the new contract. SAS doctors reported a reduction in weekend working. Consultants reported a slight reduction in the time spent on non-NHS medical work whereas GPs reported increased participation in non-NHS medical work. 

5.5. Strengths and weaknesses

The primary strength of this research is provided by the ability to follow-up on employment conditions five years after the first survey. The content of the questionnaires is as similar as possible between the two surveys and this provides a robust description of changes over time. Nevertheless, changes in terminology and working conditions necessitated changes in some specific questions and in these cases it has proved difficult to get truly comparable results.

As with all surveys, the response rate dictates the generalisability of the results to the entire target population. The achieved response rates are reasonable for this kind of survey but do not, of course, provide universal coverage. The respondents are broadly representative of the entire doctor population in terms of basic characteristics. Moreover, where we have been able to follow-up individual respondents who participated in both surveys, we find similar changes over time to those obtained by comparing the figures for the entire samples of respondents in each year.

For example, our investigation of changes in job satisfaction was framed in three ways. First, we considered the responses from the two surveys on the Warr-Cook-Wall scale. Second, respondents were asked directly whether there had been an increase in their satisfaction in the last 2 years. This coincided with the timing of the introduction of the new contracts.
 Third, we analysed a matched sample of responses from individual consultants. In the first of these, care must be exercised when attributing cause to reported changes in job satisfaction between two specific points in time. There is evidence from other studies of time trends in job satisfaction figures that may contribute to our results. In addition there is evidence that reported job satisfaction is also linked to age and gender.
 If the two point estimates are based on different samples in terms of these factors that influence reported job satisfaction, then the increases reported may reflect changes in the make-up of the workforce. Our third approach to the analysis using matched respondents strengthens the robustness of the evidence showing increases in job satisfaction.

The changes that we have uncovered are likely to be most profoundly influenced by the contractual reforms that occurred in the intervening years. Furthermore, we have found more marked changes for the two groups of doctors whose contracts have been changed. Nevertheless, some time has elapsed between the first and second surveys and we cannot be sure that these changes had not occurred before the new contracts were introduced or reflect underlying trends that are not attributable to contract reform.

5.6. Implications

The measured increases in job satisfaction are found for all doctor groups but differ across domains of job satisfaction. The largest increases recorded by consultants and GP Performers are found on the three domains on which they reported lowest job satisfaction in the first survey. Therefore, the new contracts seem to have addressed those issues that caused most dissatisfaction. Physical working conditions and freedom to choose own methods of working are the domains on which these doctors reported relatively low satisfaction in the first survey and which had not increased as markedly by the second survey. These, along with the employment conditions of SAS doctors, might therefore be the next priority areas for intervention to improve satisfaction. 

Comparisons with the data from the first survey reveal substantial positive changes in attitudes to workload and working practices. However, there still remain high proportions of doctors continuing to agree with statements expressing concerns about the effect of their workload on standards of care and their work-life balance. We are not aware of any external benchmarks for these questions so cannot judge whether these remain a particular cause of concern.

5.7. Future research

The differences between consultants and GPs in their attribution of changes to the reforms of their contracts are marked. The greater propensity of GPs to attribute improvements in their job satisfaction to their new contract may reflect the opportunity for them to opt-out of OOH responsibilities. The new GMS contract contains an explicit quality improvement component and this most likely explains why GPs already perceive beneficial consequences for patients of their new contract. Since we would expect improvements in quality, productivity and recruitment and retention to flow from the positive trends in job satisfaction and attitudes uncovered by this survey, a priority for future research should be to evaluate these longer-term consequences.

Finally, our findings demonstrate the value of these kinds of follow-up surveys. Information on the perceptions and attitudes of doctors is likely to be an early sign of the longer-term consequences resulting from policy changes. Surveys also offer the opportunity to collect data that are not held centrally. For example, the real impact of the new contracts on doctor recruitment and retention needs to consider actual hours of work and not just the figures on contracted hours that are centrally collected. In this regard, future surveys would assist in monitoring the effects on the trained doctor workforce of full implementation of Modernising Medical Careers, any contract changes for SAS doctors and the longer-term consequences of recent reforms. 

6. Appendix – Warr-Cook-Wall job satisfaction scale

Please indicate how satisfied or dissatisfied you are with each of the various aspects of your job.

Please ring a response on the scale             
1 - extreme                           

   7 – extreme 


dissatisfaction
 

  
    satisfaction

a)
Physical working conditions
1
2
3
4
5
6
7

b)
Freedom to choose your own

method of working
1
2
3
4
5
6
7

c)
Your colleagues and fellow workers    
1
2
3
4
5
6
7

d)
Recognition you get for good work  
1
2
3
4
5
6
7

e)
Amount of responsibility you are given
 1
2
3
4
5
6
7

f)
Your remuneration
1
2
3
4
5
6
7

g)
Opportunity to use your abilities
1
2
3
4
5
6
7

h)
Your hours of work
1
2
3
4
5
6
7

i)
Amount of variety in your job                 
1
2
3
4
5
6
7

j)
Taking everything into consideration, 

how do you feel about your job?               
1
2
3
4
5
6
7
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