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Review Article

The Royal College of Surgeons is hoping to 
role out a program of mentorship, which 
will provide mentors for trainees as they pass 

through their training and into Consultant posts. 
The drive for this is, to a great extent, the number 
of Consultants, both surgeons and physicians 
who are being suspended pending investigation of 
their practice. While anything that can be done 
to support surgeons in the workplace and prevent 
unnecessary suspensions is to be welcomed, there 
is little indication as to how the scheme will work 
in practice.

It could be argued that the mentor will be 
used to gloss over a lack (perceived or otherwise) 
of professionalism. Under normal circumstances it 
might reasonably be expected that a senior colleague 
would ‘keep an eye out’ for a newly appointed 
Consultant and offer informal advice, as and when 
it was felt to be needed. At least one would expect 
to be seen as sufficiently supportive that a colleague 
would feel comfortable enough to come and ask 
for advice. Similarly it would be regarded as little 
more than appropriate for a junior colleague to seek 
guidance on difficult problems or situations from 
someone who has ‘seen it all before’. Perhaps here 
is where some of the anxiety behind the mentor 
system lies. There is a widespread concern that 
the reduction in the numbers of hours spent in 
training, over the past 15 years or so, means that 
people are not as well trained, as they once were, 
on appointment to their Consultant post. The 
provision of a mentor may be seen to tick a box and 
provide a degree of supervision not previously given 
to newly appointed, autonomous Consultants. Such 
mentorship may ward off the development of posts, 
which are formally called ‘Junior Consultant’, with 
all that that implies in terms of loss of status.

At the same time the Review Body on Doctors’ 
and Dentists’ Remuneration (December 2012) has 
suggested that ‘a single consultant grade, often 
attained relatively early in an individual’s career, 
limits the opportunities for career development 
and job growth.’ Their recommendation is for the 
introduction of a ‘principal consultant’ grade for 
‘experienced, high-performing consultants, who 
are undertaking larger roles in terms of service 
delivery, expertise or leadership.’ It is proposed that 
approximately 10% of consultants would be promoted 
to these principal Consultant posts which would be 
held for a fixed term rather than in perpetuity.

These two initiatives are not linked and both 
have some merit. However, it is easy to see how 
the implementation of one or both schemes will 
lead to both a real and perceived two tier system 
of Consultants. Does this matter? Perhaps a 
two tier system would be a better reflection of 
working practices. It certainly seems as though 
there is an increasing movement towards a more 
explicit recognition that people working at the 
same grade, in the same specialty have different 

levels of expertise and responsibility. It has been 
suggested that the mentoring of newly appointed 
Consultants is merely the re-introduction of a 
senior registrar grade, used to substitute for a lack 
of hours in training. It would seem sensible to 
look at correcting perceived training deficiencies 
during training, rather than after appointment to a 
slightly downgraded substantive post.

Indeed the introduction of mentoring raises 
at least as many questions, if not more, than the 
problems it is designed to address. What is the 
time period of any mentorship and who will decide 
when the mentorship is no longer required? How 
formal is the relationship and should the substance 
of all meetings be documented? What is the 
responsibility of the mentor for the failings of the 
mentee and how might they protect themselves 
from culpability? Will the mentor come from the 
same department as the mentee and does this 
matter? What protection will there be for a mentee 
who has an overbearing mentor who seeks to 
restrict their activity ‘for their own good’?

These problems are surmountable and it 
would be churlish not to support what is after all 
an initiative to help people find their way in what 
can be a daunting environment.  That having been 
said, at a time when nursing leaders are being asked 
by the media about the inclusion of compassion 
in the training of nurses, our forebears must be 
wondering why it is seen as necessary to formalise 
a system that most would regard as little more than 
good professional practice. There will, of course, 
always be those in our profession who fail to see 
the need for support, even though it is clear to 
others that they need it, but I fear that this system 
will not address that lack of insight.

The introduction of the Principal Consultant 
has great potential for strife within departments. 
More than 10% of people working in regional centres 
and many people working in smaller units will have 
developed a significant tertiary practice or taken on 
important leadership roles regionally or nationally. 
It is not clear how the appointment of Principal 
Consultants would take place, or if it would be 
appropriate to have multiple Principals in the same 
department. If the implementation is not handled 
well, such a grade may act as a source of de-motivation 
rather than as a spur to career development.

There are obviously good arguments both 
for and against the fragmentation of a single 
consultant grade with a single pay scale. However, 
it appears that there is an inexorable movement 
towards change, which is happening with little 
debate within the profession. If the Government 
also moves towards regional pay scales for NHS 
workers, then the Consultant work environment 
will change beyond all recognition. Perhaps now 
is the time to bite the bullet and start to negotiate 
the implementation of a tiered Consultant grade 
before it is introduced by stealth.
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