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The Team comprised:

Mr A Monks, Retired District Geperal Manager (Chairman):
Dr N Thin, Consultant at the Department of Genito Urinary Medicine,
St Thomas's Hospital London and Personal Adviser on Genito Urinary

Medicine to the Chief Medical Officer, Department of Health;

Mrs S Trotter, Senior Health Adviser at the Department of Genito-Urinary

Medicine, the Radcliffe Infirmary Oxford.

Miss D Pryce, Clinical Nurse Specialist Department of Genito Urinary

Medicine, Royal Hallamshire Hospital, Sheffield.

We visited a selection of GUM clinics over a period of 2-3 months beginning in
April 1988. This made it possible for us to visit at least one clinic in
every Region. Our aim was to visit a representative {DN: the word
representative has a particular statistical meaning - RLC suggests take out])
sample of 10% of clinics in England. These were located in both large cities
and small towns and included teaching and non-teaching hospitals. We have
good reason to believe that the position in the other 90% was the same. Our
object was not to act as an inspectorate but to make an assessment of the
overall situation of the country and to make recommendations. For this
reason, in describing what we found, we have kept the identity of individual

cliniecs confidential.
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CUM WORKLOADS

In assessing clinics and writing this Report we have been guided by the
principles laid down in the Venereal Diseases Regulations 1916 which are still
in force and the explanatory notes that accompany them. Many of the
principles apply as much in 1988 as they did in 1916.

In examining the clinics we assessed them under the following headings:

1. Accommodation

2. Potential for expansion

3. Staff

4, Egquipment

5. Support Services

6. Counselling

7. Flexibility of Appocintment System
8. Co-Ordination

9 Future Plans

10. Forecast Increase in Workload

1t was our practice in carrying out this survey to give markings in these
particular areas and these are shown in the Table at Annex D

However, we should sound a note of caution about the use of this Table. Marks
under 7 are unsatisfactory. The figures should not be used to establish
"averages'" which might imply that a generally acceptable standard of service
was being provided when individual Scores were very poor. It is important,
furthermore, that tlis =wr“.ugs in the table are read in conjunction with the
explanatory notes.
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GUM WOREKLOADS
MAIN CONCLUSIONS

G.U.M., should be designated as a priority and additional resources should be
made available to implement the team's recommendations. Hitherto exhortation
has falled to lead to the improvements intended by the department. It is
therefore vital that Ministers and the NHSMB should give a lead in developing
this part of the NHS,
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GUM WORKLOADS
1. CURRENT WORERLOADS

1.1. In general, current patient numbers were putting excessive pressure on
resources before the advent of HIV infection. This was accentuated by the
change in case-mix from bacterial infection, such as syphilis and gonorrhoea,
to viral infection, such as herpes, warts and HIV, Management of the latter
group is much more time-consuming because:

a) diagnosis may be more difficulr;

b} treatment is less satisfactory;

c} the implications for the patient, family and contacts are cften more
serious.

In addition in 1988 patients are better informed than in the past and have
higher expectations than when most of the clinics were planned,

In making their assessments in each Clinic the Team examined the most recent
SBHE0 Statistical Returns and discussed them with clinic staff who were able
to provide current informaticen. This information corroborated the upward
trends for overall numbers shown in the Returms. Individual members of the
Team discussed the case numbers with their professional colleagues in the
Clinics who all stated that the workloads were straining resources within the
¢clinics and the supporting services, such as laboratories.

The increase in workload in numbers of new cases seen in all GUM Clinics
between 1976 and 1986 was recently published in a DHSS Statistical Bulletin.
A short extract of this Bulletin is at Annex E, This shows that the total
diagnoses in c¢linics rose by over 70% between 1976 and 1986. In addition the
Annex shows the rising number of cases of AIDS.

MCs7737a



GUM WORKLOADS
2. ACCOMMODATION

2.1 The gquality of the accommodation in which the Genito Urinary Medicine
(GUM)} Cligics are housed is variable and spans the spectrum from new purpose
built accommodation to the most appalling adapted premises in basements and
courtyards. Unfortunately even where the quality is of a high standard the
quantity is inadequate for the practice of modern medicine having regard to
the requirements of this speciality. 75% of accommodation surveyed was in the
lower half of the spectrum and even where attempts had been made to upgrade
the structure its unsuitability and inadequacy were all toc apparent. Already
stretched services are being pressurised still further by peoor accommodation
which results in a waste of staff time and poor patient flow.

2.2 Patients also suffer more directly. Attendance at some Clinics can only
be regarded as punitive! For example, some Clinics were not signposted from
the hospital entrances and we were surprised to f£ind 50% not using the title
Genito Urinary Medicine Department., Access for disabled people or mothers
with prams was not provided in many Clinics. There were frequently no
facilities for mothers with children., The Team were concerned that patients
had to wait in corridors immediately adjacent to examination rooms. In many
cases the pature of the structure and the Clinic layout mearn that only lip
service can be paid to the principle of confidentiality especially for new
patient registration. Sound-proofing of all areas where patients may wish to
discuss confidential matters is especially important in this specialty. We
were particularly concerned about the lack of sound proof accommodation for
cohnselling.

2.2 Culy 80% of Clinics had integral accommodation for counselling,

2.4 Staff facilities were sadly lacking in many Clinics. For example in cne
Clinic samples of infected secretions were being handled on the bench where
food and drink were being prepared. 5taff, who were under pressure betause of
their workloads often had insufficient time to attend central canteens, This
problem was made worse by the remote position of many Clinics; it is clear
that Clinics need adegquate staff facilities.

2.5 The standard of accommodation should be no less than that which would be
acceptable for general medical clinics. We were surprised to find that some
Districts were unaware of the recommendation in the Venereal Disease
Reguilations 1916 that Clinics should be situated in acute general hospitals,

2.6 Furthermore the provision of modern and suitably located accommodation is
given a low pricrity in the capital lists of most District Health

Authorities. Any significant expansion of service could not be achieved
within the existing physical structures which are inadegquate to deal even with
the traditional STDs like syphilis and gonorrheoea. The advent of HIV
infection has brought a new dimension to the specialty and most Districts have
not yet come to terms with the requirements of this disease. Whilst some of
the Clinics could be expanded with appropriate capital investment cthers would
require the construction of completely new departments or removal to specially
adapted accommodation elsewhere in a general hospital.
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GUM WORKLOADS

2.7 I1f the number of HIV cases is small, they may be absorbed within the
provision for GUM services. Moderate numbers of patients can be seen in
dedicated Clinic sessions but large numbers will require full time dedicated
premises.

2.8 It is difficult to visualise how some of the Clinics would cope with HIV
infection if it reaches the proportions projected for 1991, particularly as
the absence of any entry in a District's capital programme means it will be
the mid@ 90's before any significant improvement can be achieved.

2.9 The increased public anxiety which will be generated by the escalation in
HIV cases will inevitably place considerable strain on the counselling
services of the GUM Clinics which will be unable to cope without a significant
expansion of resources.

2.10 The current guidance from the Department of Health on the design of GUM
Clinics ("Special Treatment Clinic - A design guide”) was issued in 1974 and
is naturally out of date in many respects. For example:

1. There are various recommendations on the proper scale of provision
of clinics for the population. These are based on 1972 statistics as the
incidence of STDs in the population.

2, There is nc reference to facilities for colposcopy.
3. There is no reference to arrangements for the management of HIV
infection.

Furthermore in the team's view, the Guide's recommended regquirements for
office space for all grades of staff, are completely inadequate.

2.11 Recommendations

1. GUM clinics should be situated in the general ocut-patient department of a
District General Hospital.

2, The standard of accommodation should be no less than that recommended in
the Qut-patients Department Health Building Note 12 (1988 edition)
3. The publication 'Special Treatment Clinic. A Design Guide' should be

revised and a new edition issued using GUM Clinie in the title and not Special
Treatment Clinic.

4. Clinics should be clearly signposted from all patient entrances to the
hospital and use the title "Genite Urinary Medicine Department.”

5. All areas where patients may wish to discuss confidential matters should
be scund proof.

6. Counselling should be available in dedicated sound-proof accommodation,
integral to the Department,
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GUM WORKLOADS
3. POTENTIAL FOR EXPANSION OF ACCOMMODATION

3.1 In assessing the potential for expansion of service the Team had regard
to the physical environment in and around the Clinic and the District's
capital programme. We considered the possibility of expansion on DGH sites
under the following 3 headings:

1. Replacement in larger or more suitable buildings;

2. Physical extension of existing departments:
a. by new building:
b. by taking over existing accommodation immediately adjeining
the GUM Departments;

3. By internal alterations to the existing department which as the
result of raticnalisation would allow increased use of the
existing accommodation.

3.2 A low rating on the Table at Annex D for "potential for expansion”
coupled with a low rating for "Future Plans" indicates a serious problem if
expansion of service is to be contemplated. Out of the 20 Districts visited
14 showed at least a reasonable possibility of expanding GUM services but only
two had new Departments under construction,
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GUM WORKLOADS

4, STAFFING AND TRAINING

4,1. Introduction

All GUM Clinics should have the following staff: Doctors, Hurses, Health
Advisers in SIDs, Receptionists and Secretaries. All require special training
which must include the need for confidentiality, as stated in the VD
Regulations 1916, but Health Advisers, who are only found in GUM Clinics have
particular training needs (see para 4.4.6.1.) In addition some Clinics have
other specialists such as clinical psychologists on their staff. With certain
notable exceptions staffing, ie established posts, is significantly falling
behind current workload in all areas ©of work and it is evident that a strategy
for the development of GUM services has not been worked out in most

Districts. For example inadequate clerical staffing means that the shortfall
is being made up by other staff. When professional skills are at a premium,
as appeared to be the case in most Districts, the optimal use of these skills
should be paramount.

The lack of staff was being met in 2 ways:

1, Restriction of service.

2. Staff working beyond contracted hours.
4.2 Medical Staffing and Training

1.2.1 The number of doctors in Clinics was in general regarded as
inadequate by the consultants, and this was reflected in the Team's subjective
assessment. Subsequent analysis of the workload data provided by Clinics
confirmed these assessments, Doctor consultation times varied from 4.2 to
27.7 minutes with a mean of 13.4 minutes. This contrasts with the 20 minutes
consultation recommended to the Department of Health by the Royal College of
Pen Physicians on the advice of the College GUM Committee. The Clinic with
the longest visit time had recently increased its number of doctor sessions.
The Clinie with the most doctor sessions had the most diagnoses in relation to
its catchment population, and was above the mean for diagnoses per doctor
lession. This was the only Clinic given a high grade for staffing and

had sessions provided by academic¢ staff in addition to NH3 staff. Half of the
Clinics with below average number of diagnoses in relation to population were
above average in diagnoses per doctor sessicn, This indicates an under
provision of doctor sessions in relation to population with a compensatory
high diagnostic rate. (See Annex A paras 1 and 2)

4.2.3 The number of sessions and diagnoses gives only a crude measure of
work. 1In recent years there has been a decline in many Clinics in the
relatively easily treated bacterial infections such as gonorrhoea: at the
same time there has been an increase in the viral conditions, namely warts,
herpes simplex, and HIV which are much more time consuming for doctors, nurses
and health advisers. (See Annex E})

4.2.4 Catchment populations were often much larger than the District
population, This was related to the lack of GUM provision in some Districts
and poor distribution of Clinics with in Regions. Tt is widely accepted that
the medical care of HIV-infected patients at all stages is best when GUM
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GUM WOREKLOADS

physicians play a part. Further it is now being recognized that the
transmission of HIV is related to genital ulceration in particular and to
other STDs in general. It is tharefore vital that all Districts have GUM
provisien including health advisers. Managers at all levels should be made
aware of the importance of GUM in the control of the HIV epidemic.

4.2.5 Training meetings were regularly held for doctors im all teaching
hospital Clinics but in only 4 of the 11 non-teaching hospital Clinics.
Medical staff frequently attended other hospital clinical meetings in all
teaching hospitals but in only 4 non-teaching hospitals. Consultants at most
hospitals encouraged their doctors to attend courses such as colposcopy and
family planning, but attendance at specialist GUM meetings was variable. Most
consultants reported that study leave was readily available but expenses were
more difficult to obtain especially in teaching hospitals. (See Annex A paras
7-10}.

4.3 HNugrsing

4.,3.1 Establishment and Recruitment

4.3.1.1 At present there is no satisfactory baseline for calculating the
required nurse establishment. Although 85% of Clinics had filled their
nursing establishment they found they had tco few staff to manage caseloads.
Only 2 Clinics said they had sufficient nursing staff.

4.3.1.2 London Clinics have the biggest problem with recruitment. This
probably reflects the difficulty with nurse recruitment in London generally,
and is exacerbated by the lack of opportunity to earn 'unsocial hours'
payments in GUM Clinics. Regrading, without specific GUM training, is
unlikely to improve the situation.

4.3.2. TIraining

4.3.2.1 In some Clinics the potential value of the nurse in patient care and
management is reccgnised but training is usually “in-house"”. Apart from the
necessary clinical skills, nurses need knowledge and understanding of the
specialty, awareness of their responsibilities, and professional
accountability,

4.3.2.2 Many nurses are not able to take advantage of the specialist courses
available because they are perceived to be inappropriate by nurses, doctors
and managers In 4 Clinics pno nurse had attended any relevant course. There
was strong suppert for an introductory nurse training course,

4.3.3 Responsibility

4.3.3.1 There is great diversity in the amount of responsibility given to
nurses working in GUM (See Annex B para 4}. This does not necessarily
reflect the experience of staff but rather local custom and practice.

4.3.3.2 The skills of experienced nurses are under-used in some Clinics} in
others, less experienced staff carry a heavy responsibility for patient care.
In some Clinics new patients have their clinical examination performed by
nurses rather than doctors, a practice we deprecate. However we approve the
collection of specimens and other procedures carried out by Hurses provided
these are adopted as part of the District's Nursing Policy. (Annex B para 4).

MCs7737a
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GUM WORKLOADS

4,3.4 Commitment

This was generally high., It was expressed in a willingness to work beyond
scheduled hours and frustration at having insufficient time to spend with

individual patients or at having to limit the number of patients seen per

session,

4.4 Health Advising in §TD
4.4.1 Duties

The duties of health advisers varied enormously frem Clinic to Clinic. All
undertook contact tracing, counselling and health education. However the
degree of involvement ranged from a totally clinic-based health adviser to
those who, in addition to working in the Clinic., were also involved in
extensive health education in the community, serving on commiktees,
policy-making and running training courses, 1In those latter districts it was
apparent that the health adviser was one of the main instigators of preventive
work. (See Annex C para 2}.

4.4.2 Of the 20 Clinics visited, 19 had health advisers, one Clinic not
having a health adviser's post. In the clinic which did not have a post,
contact tracing and counselling were undertaken by the doctors. This was
clearly unsatisfactory.

4.4.3 Of those 19, 60% of the health advisers in post stated that staffing
levels were inadequate., This resulted in decreased involvement in some of the
basic components of a health adviser role, such "< i» ilealth Education,

4.4.4, In 1B of the 19 clinics with health advisers, an increase in
worklead associated with SIDs, including PID and WVl was reported as well as
HIV infection. '

4.4.5 In Clinics with only one health adviser sickness and holiday cover
were either not provided or other members of staff, usually nursing, covered
these periods of absence. Only cne Clinic planned to increase staffing by
appointing an additiconal part-time health adviser. No other Clinic or manager
indicated plans in the short or long term for increasing the complement of
health advisers.

4.4.6 Training

There is no certificated course available for health advising. Previocus
courses, organised by DHSS or the National Health Service Training Unit have
been limited to a cone-week residential course for those newly in post. These
were not provided on a regular basis. As far as the team are aware no further
course has been organised for the future. Training for health advisers has
been "in-house” and has been subject to the same financial and resource
constraints as apply to other health workers, but with the additional
constraint that health advisers working alone may not have cover for study
leave. 1In 58% of the Clinics there were training problems involving funding
or the granting of study leave. The majority of health advisers had managed
to attend HACTU courses.

MC/7737a
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GUM WORKLOADS

4.4.6.2 In 1980 the DHSS in conjunction with the Health Education Council
produced the “Handbecok for Contact Tracing in Sexually Transmitted Diseases"
which was issued to every health adviser and every Clinic. Health advisers,
especially those working alone, have remarked on its value. The Handbook has
not been updated since 1980, so does .ot have any reference to HIV infection,
counselling or WV1l. It has proven its valuve and needs to be updated. While
the initiative for this should come from the Department of Health, senior
health advisers will be anxious to help.

4.4.6.3 The absence of training for health advisers was highlighted in the
majority of Clinics, either by health advisers or by their managers, and the
team found variations in role specification and pay scales and anxiety about
the lack of a career structure. Concern was expressed at the ancmalous
position of health advisers who lack professional representation at District,
Region or at the Department of Health, Similarly there is no acknowledgement
of their professional status.

4.4.6.4 This concern was borne out by the issue of training. A certificated
training course needs to be established which is recognised by the Department
of Health, It is not appropriate within this report to set out the contents
of such a course in detail, however the basic components of Health Advising
need to be covered eg Contact Tracing, Health Education and Counselling. It
would therefore be unlikely that the course would be of less than six months
duration and participants would need to reach a recognised standard. The
training should be satisfactorily completed early in the health adviser's
career. The arrangement of the course could be flexible and there might be
advantages in a modular structure. The establishment of the course might lead
to the formulation of a career structure for health advisers. This would in
turn be linked with the representation of health advisers at Region and
Departmental level as recommended at 4.4.6.3 above.

4.4.7 Secretarial Support for Health Advisers

Only 10% of the Clinics had secretarial support for the health advisers. Lack
of administrative support led to misuse of professional health adviser time,

4.4.8 Other Counselling Support

Only 25% had clinical psychologists undertaking sessions in the Clinic,
Another 25% had access to a designated psycholegist. 10% of the Clinics
employed specific AIDS counsellors, the rest preferring to incorporate work on
HIV infection within the health advisers' rele. (See also Chapter 7 on
counselling),

4.5 Clerical Staffing

4.5.1 Without exception clerical staffing has been kept to the barest
minimum both in gquantity and grading. Districts claim that DHSS restrictions
on the numbers and grades of clerical and secretarial staff make it extremely
difficult to improve this situation. The clerical and secretarial pay scales
are said to have fallen so far behind commerce and industry that recruitment
is difficult even in Districts outside the London conurbation. In the
majority of cases the staffing level is inadequate for the service they are
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