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European Residents Exchange
Scheme – new centres needed

Editor – We would like to take the oppor-

tunity to remind readers of Clinical

Medicine about the European Residents

Exchange Scheme, which has been running

a highly successful exchange programme

since 1977. The programme has enabled

trainee doctors, who are usually within

their first four years of registration, to

undertake a period of 6–12 months of their

training in other European centres. By the

end of 2004, approximately 120 trainees

had taken part in this successful scheme.

The scheme works on a two-way basis,

giving an opportunity to European doctors

to come and work in the UK, as well as

British doctors to work in a European

country, and thereby allows young doctors

to develop a critical knowledge of other

healthcare systems and different ways of

working.

The ongoing success of the scheme has

resulted in it being adopted as the official

exchange programme of the European

Federation of Internal Medicine (EFIM),

and the scheme has been described in a

number of articles in the medical litera-

ture.1–5 Currently, only a limited number

of centres take part in the scheme and

potential exchanges have to be nominated

by the scheme representative at their local

centre. 

The Steering Committee is chaired by

Professor Jurg Schifferli, Universitatsspital

Basle, and meets on an annual basis, in

order to plan partnerships for future

exchanges. The Steering Committee is keen

to consider new centres in the UK as

potential points of exchange and interested

parties should contact Professor Schifferli

directly (j.schifferli@unibas.ch). We appre-

ciate that training in the UK is becoming

more formalised, but still consider this

opportunity to be a very positive part of

the trainees’ educational experience and

look forward to it continuing in the future.
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Survey of flexible working amongst
specialist registrars and consultants
in respiratory medicine in the UK

There is currently a rapid and progressive

change in the sex distribution within the

medical workforce at all levels.1 In addi-

tion, there is an increased tendency for

senior consultants to consider early retire-

ment.2 In 2002 the British Thoracic Society

formed a working party to examine issues

around flexible training for specialist regis-

trars and flexible working for consultants

(defined as working less than full time or

maximum part time), and between

January and March 2003, three separate

cross-sectional questionnaire surveys were

performed of work patterns in all specialist

registrars, consultants <50 years, and con-

sultants ≥50 years in respiratory medicine

in the UK. 

Specialist registrar survey

The response rate, age, sex and working

pattern are shown in Table 1. All those

training flexibly (all female) had started in

full-time training and 10/18 (55%)

intended to continue to train flexibly,

whereas 8/18 (44%) reported an intention

to return to training full time. Of those

training full time, 178/215 (82.7%)

(M = 135, F = 43) reported having no

intentions to train flexibly, 2/215 (1%)

(M = 2, F = 0) made no comment and

35/215 (16.3%) were considering training

flexibly in the future (3 (M = 1, F = 2))

declaring this as possible, 20 (M = 4,

F = 16) probable and 12 (M = 1, F = 11)

definite). 
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Of the trainees, 115/233 (49%)

(M = 103, F = 12) reported having no

intentions of working flexibly as a consul-

tant, whilst 118/233 (51%) had intentions

of working flexibly as a consultant (definite

18/233 (M = 2, F = 16); probable 40/233

(M = 7, F = 33); possible 59/233 (M = 30,

F = 29); with 1/233 not specifying). Four

main areas were considered as possible

deterrents to flexible training and working: 

• extended/prolonged training

• reduced income 

• prejudice within the medical workforce

• difficulty in arranging flexible working

patterns.

Consultants <50 years

The response rate, age, sex and pattern of

work are shown in Table 1. Of the 11 who

worked flexibly (M = 1, F = 10), four

reported plans to reduce sessions further

and 10 reported wishing to continue to

work flexibly. Of those not working flex-

ibly, 195/273 (71%) (M = 169, F = 26)

reported no plans to change their sessions,

13/273 (5%) (M = 13, F = 0) reported

plans to increase their sessions and 58/273

(21%) (M = 44, F = 14) had plans to

decrease their sessions, with a further 7/273

(3%) (M = 6, F = 1) identifying plans to

reorganise. Of the 58 individuals who

planned a decrease, 28/58 (48%) (M = 25,

F = 3) wished to reduce by 1–3 sessions,

15/58 (26%) (M = 7, F = 8) by 4–10, with

15/58 (26%) (M = 12, F = 3) not speci-

fying. There appeared to be two main rea-

sons: for greater family commitment and

to reduce workload. Twelve of 284 consul-

tants reported having worked as a flexible

trainee and 5/12 had continued to work

flexibly as a consultant with the remaining

seven working as a full-time consultant.

Fifteen of 284 consultants reported ever

having been a flexible consultant with

11/15 continuing to work flexibly and the

remaining having returned to full-time

work.

Consultants ≥50 years

The response rate, age, sex and pattern or

work are shown in Table 1. Of those

working flexibly, in contrast to the spe-

cialist registrars and consultants <50 years,

the majority were male; of the respondents,

50% wished to retire before or when 60

years old. Over a third (37%) stated that

they planned to reduce the number of 

sessions worked prior to retirement from 

a mean of 10.6 sessions to a mean of 7.1

sessions: in respiratory medicine from 5.2

to 4.6 sessions, general medicine 3.2 to 1.1

sessions and an increase in work for

national bodies from 1.2 to 2.1 sessions,

with no change in commitment to other

activities. 

Discussion

These surveys have clearly demonstrated the

changing sex distribution within the med-

ical workforce and although at present 

relatively few specialist registrars and con-

sultants work flexibly, flexible training and

working is an important issue for many. Up

to half of trainees had plans to work flexibly

as a consultant, and many consultants

stated that they would like to reduce their

number of sessions, perhaps due to over-

work, but also to take up flexible working.

For consultants near the age of retirement

there is clearly an interest in working fewer

sessions, in particular, less general medi-

cine. If the NHS is to avoid a loss of consul-

tant staff at all levels of seniority, consider-

able effort will be needed to develop and

encourage flexible training and working.3
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Table 1. Demographic details and working patterns of specialist registrars and
consultants in respiratory medicine in the UK.

Consultants Consultants 
Specialist registrars <50 years ≥50 years
(n = 233) (n = 284) (n = 234)

Response rate 233/336 (69%) 284/365 (78%) 234/347 (67%)

Male 142 (61%) (82%) 214 (91%)

Female 91 (39%) 51 (18%) 20 (9%)

Mean age in years 32.8 42.1 55.3

Flexible working
Male 0 1 11
Female 18 10 4

Not flexible working
Male 143 232 203
Female 72 41 16

Total working 233 284 234




