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Consultant workload and staffing in
medical microbiology and virology

Report of a working group of The Royal College of Pathologists

SUMMARY

The range, complexity and volume of work carried out by consultant microbiologists and
virologists have all increased considerably over the last ten years, with only a small increase in
staffing numbers. In comparison, there has been a major expansion in consultant numbers in
other medical specialties and in numbers of general practitioners (GPs). Consultant
microbiologists and virologists make major contributions, not only to the welfare of individual
patients, but to public health as well.

A recent questionnaire survey of consultant microbiologists and virologists confirmed a rising
workload, with many respondents working long hours, accompanied by heavy on-call
commitments and consequent deteriorating job satisfaction and morale.

The working group proposes a formula for assessing the adequacy of consultant
microbiologist staffing. The formula is based on the size of the resident population served,
adjusted by weighting factors for:

. the number of acute hospital sites served

. the presence of doctors in training in the department

° the requirement to provide support for a range of tertiary referral units

° participation in undergraduate teaching

° additional population served for virology.

The formula is applicable to clinical microbiology laboratories and should be applied by CPA
inspectors as part of the laboratory accreditation process.

In addition, the working group proposed that:

° in order to safeguard consistent high standards of clinical practice, single-handed
consultant posts should no longer be regarded as acceptable, either for microbiology or
for virology

. no consultant microbiologist or virologist should be required routinely to be on-call
more frequently than 1 in 3 weekends

. clinical virology needs a nationally coordinated strategy and staffing structure, geared to
meeting the needs of the UK population. A ‘hub and spoke’ structure is proposed, with a
significant increase in the consultant medical virologist and consultant clinical scientist
establishments and support for local microbiology laboratories

. in order to safeguard the future staffing position, the impact on clinical microbiological
services of new consultant appointments in acute specialties is recognised and funded

o consultant microbiologist and virologist job plans should generally include sessions with
fixed clinical commitments.



The working group recommendations may result in an increase in bids for additional
consultant microbiologist and virologist posts. Medical workforce planning issues and
academic medical microbiology and virology infrastructure will be of paramount importance.
The erosion of academic microbiology and virology in the UK is therefore a cause for
considerable concern. The working group recommends that the Royal College of Pathologists
and the Association of Academic Clinical Bacteriologists and Virologists should consider what
options are available to improve the current position as a matter of some urgency.

INTRODUCTION

Recent developments in the NHS have led to increasing pressures on consultant time.
Involvement in managerial and clinical governance issues, participation in professional
development and clinical audit are all essential, but add to the workload of consultants who
already have heavy clinical commitments. Structured programmes for doctors in training
require that they have protected time for personal development and that consultants set aside
time to teach them. This further increases the burden on consultants with teaching
responsibilities. For many years, consultant microbiologists and virologists have responded to
rising workloads by re-prioritising their activities, but the scope for further refocusing is now
very small.

Over the last 10-15 years a profound cultural change has occurred among both hospital
doctors and GPs. The current generation of doctors has grown up with, and now expects, the
availability of a comprehensive clinical microbiology service at all times. This is a reasonable
expectation, given the ever-increasing range and complexity of clinical microbiology. Hospital
Trust Boards and Health Authorities often see the need to expand clinical services through the
appointment of new consultants, but do not always recognise that new appointments must be
supported with adequate resources in diagnostic services.

Consultant microbiologists and virologists now act increasingly at the interface between the
laboratory and the ward (or primary care) doctor. Key roles are to advise on the investigation
and management of individual patients and to interpret the results of the tests undertaken in
light of the patient’s clinical condition. This increasingly clinical role has been highlighted in a
number of recent audits and studies.*™ The diverse range of activities now carried out by
consultant microbiologists and virologists was summarised recently in the College’s Medical
and Scientific Staffing of NHS Pathology Departments.® The activities include:

° ward visits and clinical liaison with general and specialist units

° 24-hour telephone advice and support for hospital practitioners

° hospital and community infection control

. interpretation of laboratory results

. microbiology advice to primary care

. teaching doctors in training (microbiologists and other), laboratory staff, nurses, and
other hospital and primary care staff

. investigation and management of outbreaks
° public health microbiology

° support for the Consultant in Communicable Disease Control (CCDC) and
Environmental Health Departments

° investigation and management of imported infections
. laboratory management
. clinical and laboratory audit



o CME/CPD

. research and development

. undergraduate teaching (in medical school departments)
° regional, national and international responsibilities.

The workload of consultant microbiologists and virologists has been rising for many years.
Audit Commission data confirmed steady workload growth in microbiology laboratories
throughout the 1970s and 1980s, as measured by requests for investigation.® The same trend
has continued throughout the 1990s (Public Health Laboratory Service, unpublished data).
The range and complexity of the workload undertaken by consultant microbiologists and
virologists has risen faster still, with increasing requirements for sophisticated clinical
microbiology and virology services, growing demands for consultant input into infection
control and antimicrobial prescribing, and by the need for a greater participation by
consultants in audit, management and teaching.

Increases in the numbers of identified pathogens and disease syndromes have been
accompanied by a rapidly expanding repertoire of laboratory diagnostic tests, including
molecular tests, and by a growth in the range of antimicrobial agents. An sustainedexplosive
rise in the prevalence of MRSA and of numbers of hospital-acquired infections have led to the
issuing of a Health Service Circular ” and a report by the National Audit Office.® There is
similar concern regarding the prevalence and rising trend of antimicrobial resistance, not only
in bacteria but also in viruses and protozoa. Such resistance is already compromising patient
management and may be associated with inappropriate prescribing of antimicrobials.®

To these changes must be added increases in the numbers of travel-associated infections, the
increasing requirement for outbreak detection and management, and the availability of a far
greater number of other communicable disease interventions, notably vaccines. Advice to
professional colleagues and to the public is now required in all these areas.

In contrast to this rising workload, consultant microbiologist and virologist numbers increased
only modestly between 1987 and 1997, and subsequently (data from the Department of
Health’s Medical and Dental Workforce Census and from the Royal College of Pathologists).

A questionnaire survey of consultant microbiologists and virologists carried out in June 1999
elicited a high response rate (~7580%). It confirmed that many of these professionals are
working unacceptably long hours, and have demanding on-call commitments as well."° These
increasing pressures are resulting in deteriorating job satisfaction and morale, with large
numbers of consultants in all age groups actively planning early retirement.

THE COLLEGE WORKING GROUP

In March 2000, the Royal College of Pathologists’ Specialty Advisory Committee in
Microbiology commissioned a working group to examine consultant workload and staffing in
medical microbiology and virology with the following objectives:

o to produce a robust formula that could be utilised by Clinical Pathology Accreditation
(CPA) inspectors to assess whether consultant numbers in a laboratory (or group of
laboratories) were adequate

. to assess the impact of the appointment of new consultant posts in other specialties on
medical microbiologists’ and virologists’ time



. to produce advice on drafting business cases and job plans when making the case for
new consultant microbiologists and virologists

° to consider the problems encountered by single-handed consultant microbiologists and
virologists and to make recommendations for overcoming them

° to consider briefly the repercussions of any recommendations on consultant
microbiologist and virologist training and on medical workforce planning

. to consider briefly the implications of any medical workforce planning recommendations
on academic microbiology and virology in the UK.

The members of the working group were selected so that the views of consultants with
experience of district general hospitals and teaching hospitals, and including both NHS and
Public Health Laboratory Service (PHLS) employees, could be represented. Membership of the
working group is detailed in Appendix 1. The working group included members of the
Association of Clinical Pathologists, the Association of Medical Microbiologists and the
Hospital Infection Society.

Whilst recognising the key role played by biomedical scientists in the provision of
microbiological and virological diagnostic services in the UK, the remit of working group did
not include a consideration of the staffing issues related to this group of health care
professionals, since a study by the Institute of Biomedical Sciences was already in progress.

ASSESSING THE REQUIREMENT FOR CONSULTANT MEDICAL MICROBIOLOGIST
STAFFING

College guidelines on recommended numbers of consultant medical microbiologists were based
in the 1980s on the population served (a recommendation that there should be two consultant
medical microbiologists per 250 000 population), and more recently on the volume and
content of the job (the 1999 College formula®).

The working group attempted to devise a formula applicable to all types of clinical
microbiology laboratories in the UK, whether teaching hospital, district general hospital or
PHLS. However, the medical workforce implications of public health microbiology and the
specific additional requirements of Public Health Laboratories were excluded from
consideration, as were the needs of private hospitals.

Options for a formula based on numbers and complexity of laboratory specimens, numbers of
acute beds served, and resident population served, were all explored. The first option was
rejected primarily because laboratory workload is not measured in a standardised way in UK
microbiology laboratories and also because laboratory (analytical) workload does not always
correlate with clinical workload.

The second option was rejected because of the difficulty in defining the term ‘acute bed’, and
also because it did not take into account the provision of clinical microbiological services to
the primary care sector.

The formula finally selected for calculating the requirement for consultant medical
microbiologists was derived from a model proposed by Dr Hugh Webb of the Belfast City
Hospitals Trust, to whom the working group is indebted.



The formula is based on the resident population served by the department of microbiology (1),
with weighting factors for:

° number of acute sites covered (2)

° availability of support from doctors in training (3)

° tertiary clinical referral units served (4)

° undergraduate teaching commitments (5)

o additional resident population for virology (6).

Weighting for regional and sub-regional specialties made it possible to take into account the
fact that the resident population for (some) teaching hospitals is small. Use of catchment
population was not feasible since it varies between specialties within individual hospitals.

THE MODIFIED WEBB FORMULA

Population served (1)

The baseline is set at one consultant microbiologist per 150 000 resident population. This
baseline figure, and the attendant weighting factors, were established following detailed
modelling of consultant numbers relative to resident population served, across a range of
district general hospitals and teaching hospitals, where the working group assessed the medical
microbiologist workforce as adequate (or in some cases, inadequate), but not excessive.
Numbers of GPs were not considered in this model, since GP list sizes now show less variation
than in the past, and therefore numbers of GPs are probably reflected with reasonable
accuracy within the resident population estimate on which the formula is based.

Number of acute hospital sites covered (2)
If two or more acute hospital sites are served, the resident population figure (1) is multiplied

by 1.1. This takes into account the additional complexity inherent in a multi-site service, and
the loss of time caused by travelling between sites.

Support from medical microbiologists in training (3)

If there are no medical microbiologists in training in the department, the result of (2) is
multiplied by 1.15, or if there is a single trainee, by 1.05. If there is more than one full-time
trainee, no weighting factor is applied. The working group recognised that the training needs

and the service contributions made by trainees vary according to their experience but,
following wide consultation, on balance it was felt that trainees make a positive impact.

Tertiary referral specialist clinical services (4)

For each of the following tertiary referral clinical services covered, the result of (3) is
multiplied by the factor(s) indicated, up to a maximum of 1.4.

Cancer Centre (serving a population of 1 million or more) 1.1

Cardiac surgery 1.1



Transplant services viz.

allogeneic BMTs 1.1
liver/pancreas 1.1
renal 1.1
cardiac/lung 1.1
Neurosurgery 1.1
Burns/plastic surgery 1.1
High level cystic fibrosis (Level 1 or 2 service) 1.1
Spinal injuries 1.1

Weighting factors should be applied such that cumulatively i.e.a laboratory or department
serving a hospital with two such units each with a weighting factor of 1.1 would have a
cumulative weighting factor of 1.21 (1.1 +x 1.1) and not 1.21 (1.1 x+ 1.1), up to a maximum
weighting factor of 1.4.

The list of tertiary referral units is not comprehensive. Others may need to be included with a

weighting factor of 1.05-1.1 depending on the clinical microbiology support required, for
example hospitals providing inpatient care for large populations of HIV infected individuals.

Undergraduate teaching commitments (5)

For the following undergraduate teaching commitments per department the result of (4) is
multiplied by one only of the factors indicated:

. 20 or more lectures/1 h teaching sessions per annum 1.05
. 40 or more lectures/1 h teaching sessions per annum 1.1
. provision of practicals as well as lectures and teaching sessions 1.2

The working group recognised that many consultant microbiologists and virologists carry out
a variety of other teaching commitments, for example to GPs, nurses and hospital doctors.
Since this is a commitment common to most consultants and most departments, it was not
included as a specific weighting factor.

Laboratories requiring dual CPA inspection in microbiology and virology

A number of UK microbiology laboratories offer a sizeable virology service in addition to their
microbiology service, but without the benefit of a specialist consultant clinical virologist. These
laboratories are identified by the need for separate CPA virology inspectors in addition to
microbiology inspectors during the CPA accreditation assessment process.

In such laboratories, the resident population served by the laboratory for virology is often
larger than the resident population served for microbiology. Where the resident population for
virology is at least 250 000 larger than the resident population for microbiology, an additional
weighting factor of 1.1 should be applied (6).



Contribution of associate specialists, clinical assistants and clinical scientists

The contribution to clinical microbiological services made by associate specialists, clinical
assistants and clinical scientists needs to be taken into account in arriving at a figure for the
recommended level of consultant microbiologist staffing in a particular department. These
members of staffmay provide an important, often critical contribution to the clinical
microbiology service of a laboratory.

Consultant clinical scientists may be expected to contribute to the clinical microbiology service
in equal part with their medically-qualified colleagues.

Contribution of infectious disease physicians

Infectious disease physicians play a major role in managing inpatients with infections. Where
there are such physicians in post, they may be expected to deliver clinical services that in other
circumstances would be required of consultant medical microbiologists. Due allowance for this
contribution should be made.

Laboratories serving popular tourist areas

Additional clinical microbiological workload may be generated by transient rises in the
resident population such as occur in hospitals serving popular tourist and holiday destinations.
However, since most holidaymakers and tourists are relatively healthy, the working group felt
that additional weighting would only be necessary in exceptional circumstances.

Application of the formula

Any proposed formula that attempts to model the consultant staffing requirements of a broad
range of microbiology departments will inevitably be open to criticisms of lack of precision.
The working group members were in agreement that it was noteither possible to attempt to
identify and to include within the formula every factor that might influence the need for
consultant staffing. CPA inspectors must be alert to the possibility that there may be special
local factors that would require consideration when assessing the adequacy of consultant
microbiologist staffing. Such factors could determine a need for either a higher or a lower level
of consultant staffing.

CONSULTANT MEDICAL VIROLOGIST STAFFING LEVELS

The working group members were unanimous that there was a severe shortage of consultant
medical virologists with a total of about 40 w.t.e.s (whole-time equivalents) in the UK,
together with about a dozen consultant clinical scientists, leading to:

. a lack of critical mass for the specialty

. potential problems in maintaining peer group interactions and professional standards,
especially for single-handed virologists

. an inability to meet rising demands for clinical virology associated with characterisation
of new viruses, rapid growth in availability of antiviral agents and clinical requirements,
including participation in the management of HIV-infected individuals

. problems in recruiting trainees and in effective succession planning.



The working group felt that a fundamental review of clinical virology services in the UK was
urgently required, with consideration of the need for a national strategy to address the above
problems. The working group’s view was that that single-handed clinical virological practice
was no longer acceptable and that numbers of consultant medical virologists and consultant
clinical top grade scientists should be based on the size of the population served with a
weighting factor if there were substantial patient populations with blood-borne viral
infections. As a minimum, there should be one consultant virologist per 1 000 000 people.

The working group recommended that consultant virologists should work in groups of two or
more (as determined by the size of population served and other local factors). Each such ‘hub’
should also be supported by at least one consultant clinical top grade scientist. Since medical
microbiologists in district general hospitals spend the majority of their time dealing with
bacteriological rather than virological matters, support and regular training and updating
should be provided from such a local centre of excellence. A minimum of 20 such hubs was
identified as being required for the UK.

These proposals would involve an increase in the numbers of consultant medical virologists
and of consultant clinical scientists, and a restructuring of the UK clinical virology service. A
coherent national policy would be beneficial, with possibly a regional or national management
framework.

Even if funding for new consultant virology posts were available immediately, a major
expansion of the consultant establishment could not be achieved straight away, since there are
insufficient trainees to fill a large increase in consultant posts. An evolutionary approach
would therefore be required. The working group recommended that consultant virologists and
consultant scientific colleagues in the UK should identify a range of medical workforce
planning options, addressing both the required numbers of consultant and top grade
scientistfic posts and their distribution. The options should be scrutinised to assess their
capacity to meet the needs of the UK population in respect of local, regional and national
clinical virology service provision, training and succession planning in clinical virology, and
support for medical microbiologists. If appropriate, a detailed business case should be
prepared for the Department of Health.

SINGLE-HANDED CONSULTANT MEDICAL MICROBIOLOGISTS AND VIROLOGISTS

In addition to the need for single-handed consultants to be continuously available during the
working day, Saturday morning (and often Sunday morning) working is commonplace and
difficult to avoid, and weekday and weekend on-call commitments are generally onerous.™
Single-handed consultants often have difficulty in attending meetings and in taking study leave
and annual leave. There are real risks that single-handed consultants become professionally
isolated, with the potential for erosion of professional standards. The working group
concluded that the concept of single-handed consultant microbiologist or virologist practice
could no longer be supported.

It was appreciated that this recommendation would be very difficult to implement in
departments serving small but isolated populations. If, after applying the formula, it was clear
that a department warranted only one (or less than one) w.t.e. consultant microbiologist, then
special consideration would be required to meet the needs of that consultant.



The following options, not mutually exclusive, would be worthy of exploration.

1.  Where an additional whole-time post could not be justified on the basis of workload,
consideration should be given to the creation of an additional part-time post, or
alternatively a post shared with an adjacent microbiology department.

2. An on-call rota shared with colleagues in the vicinity. An on-call commitment of 1 in 3
(weekend and weekdays)s was considered the maximum acceptable frequency for any
consultant microbiologist or virologist, whether or not in single-handed practice. For
single-handed practitioners, it should be noted that this option would not address CPD
issues and the need for professional interaction.

3. A further alternative would be the establishment of formal links with consultant
colleagues in other Trusts in the vicinity to form a medical microbiology consortium,
meeting workload and on-call standards as set out above, and providing a framework
for local professional interaction.

It is important that Trust managers do not see the latter option merely as a possible cost-
saving exercise. The total clinical and administrative workload must be met with an adequate
number of consultant sessions. Similarly, sufficient support must be available to each
consultant on each site, including administrative and infection control staff and cover for
periods of leave. These are issues that are likely also to be of interest and concern to the newly
established Workforce Development Confederations.

LABORATORY MERGERS AND RATIONALISATIONS

Mergers and rationalisation of analytical microbiology laboratory services have become
increasingly frequent in the last few years. Rationalisations, either partial (e.g. of virus
isolation, virus serology, media production), or complete (reprovision of the whole
microbiology service on another site) can generate considerable savings. However they may
create the need for more, not less, consultant medical microbiologist time. When laboratory
services are rationalised on to a single site distant from the acute hospital, there is an ongoing
additional time commitment associated with travel between the laboratory site and the acute
hospital site. This can be considerable, and needs to be built into financial models.

APPOINTMENT OF NEW CLINICAL CONSULTANTS

Most other medical specialties have increased their consultant numbers markedly in recent
years. For example, in the period 1987-1997, numbers of consultant paediatricians increased
by 80%, orthopaedic surgeons by 50%, medical consultants (all medical specialties, including
elderly care) by 70%, consultant obstetricians by 30% and consultant surgeons by 25%
(Department of Health’s Medical and Dental Workforce Census). Consultant appointments in
all these specialties impact significantly on the work of medical microbiologists. During this
period, the number of consultant medical microbiologists and virologists increased by just
12.5%.

New consultant appointments in ‘acute’ specialties generate approximately 0.5 sessions of

consultant microbiologist time. In other words, 20-22 new ‘acute specialty’ appointments
would equate to the need for an additional whole-time consultant microbiologist.
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Specialties that should be included under the heading ‘acute’ include:

° surgical specialties

. medical specialties

° haematology

° oncology

° obstetrics and gynaecology
° genitourinary medicine

. orthopaedics

. paediatrics

. care of the elderly

. intensive care.

Specialties where the appointment of a new consultant has little impact on consultant medical
microbiologists’ workload include:

. psychiatry
. pathology
o clinical genetics

. palliative care.

This guideline can be used not only to assess the historical impact of new clinical consultant
appointments on the medical microbiologist establishment, but also to make a case for more
medical microbiologist sessions, if appropriate. It can also be used as a mechanism of
assessment in future planning. Funding for consultant microbiologists should be included in
Health Improvement Programme (HImP) bids for consultant staffing.

The impact of Cancer Units and Centres on clinical microbiology and virology services is
considerable, is increasing in line with the frequency of use and the intensity of
chemotherapeutic regimes, and will need to be kept under constant review. The impact can
probably best be assessed by taking into account either the population served, the number of
consultant haematologists and clinical oncologists employed, or the numbers of severely
immunocompromised patients.

CONSULTANT MICROBIOLOGIST AND VIROLOGIST JOB PLANS

The working group members wish to encourage microbiologists to assess the need for
additional consultant staffing using the formula set out in this report. The critical importance
of making a good local business case is also stressed. In making a business case for an
additional consultant colleague, the clinical component of the post carries great weight since
this is more easily understood by hospital managers and likely to be supported by clinical
colleagues.

Job plans for new posts should set out fixed and flexible sessions, in keeping with job plans of
clinical specialists. Attendance on specific ward rounds (e.g. haematology/oncology rounds)
and any regular outpatient commitments should be emphasised. The British Medical
Association recommends that fixed commitments should be limited to seven sessions per week.
Examples of activities that may be designated as fixed sessions include case conferences and
laboratory rounds, daily ward rounds on specific wards, infection control activities,
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surveillance and ward liaison, outpatient clinics, audit and on-call. Any excess fixed
commitment can be highlighted when a case is made for extending the consultant
establishment. Flexible or variable commitments include CPD, research, and local and external
committee meetings. External committees could be regional, national or international.

It may also be worth considering making a case for more consultant microbiologist time to be
dedicated to achieving specific and identified cost savings in antibiotic prescribing. As well as
improving antimicrobial prescribing practice (thereby perhaps favourably influencing the local
prevalence of antibiotic resistance), such initiatives could part-fund a new consultant
microbiologist or virologist post, thereby improving the likelihood of its acceptance. When
drawing up a business case and a job plan for an additional consultant post, there will clearly
be a need to review not only the total clinical workload of the whole department, but also the
job plans of all consultants already in post.

A pack of information to support the preparation of business cases for new consultant
microbiologist posts is available from the following people:

° Professor Keith Cartwright, Public Health Laboratory, Gloucestershire Royal Hospital,
Great Western Road, Gloucester GL1 3NN

. Dr Steve Rousseau, Postgraduate Dean, PHLS HQ, 61 Colindale Avenue, London
NW9 5DF

° Ms Fiona Addiscott, Medical Workforce Department, The Royal College of
Pathologists, 2 Carlton House Terrace, London SW1Y 5AF.

OTHER MICROBIOLOGICAL SPECIALTIES

The working group briefly considered the position of other, smaller microbiological specialties
such as parasitology, mycology and malariology. It was recognised that tThese specialties are
generally provided as national reference services in the UK. Key issuesfor these specialities are
maintenance of critical mass, continuing professional development for consultants and clinical
scientists, training and succession planning. The working group recommended that for such
small specialties there should normally be a single ‘centre of excellence’ (usually this would be
a national reference laboratory) with adequate medical or senior scientific staffing to ensure
maintenance of continuing professional development.

The working group recommends that CPA inspectors of supra-regional and national reference
laboratories and similar sub-specialty units should address the issue of continuity of clinical
service provision during the assessment process. If a small specialty warrants only a single
consultant, specific arrangements should be in place to ensure that individual’s continuing
professional development, adequate continuity of service provision during periods of leave,
and a clear mechanism to ensure smooth succession planning. International collaboration and
interaction are of especial importance where there is only a single consultant specialist.

The working group identified the need for long-term vision and great care in succession

planning, since such specialties are often dependent on the skills of just one or two key
individuals.
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WORKFORCE PLANNING IMPLICATIONS

Applying the proposed formula to medical microbiology laboratories in the UK is likely to
result in the identification of the need for a significant increase in the consultant establishment
in this specialty in the UK. The same is likely to be true of the working group’s
recommendations regarding the restructuring of medical virology.

Numbers of National Training Numbers (NTNs) and the numbers of medical microbiologists
and virologists in training are driven by the projected numbers of consultant vacancies, both
for new and replacement postsTherefore, if an increased rate of loss of consultants occurs
through increased numbers taking early retirement, this must also be taken into account in
medical workforce planning.. 41f anticipated early retirements (as indicated by responses to the
recent national questionnaire) are included in the calculations, rather than the numbers
expected to retire at 65, the need for additional consultant microbiologists and virologists over
the next few years will be greater than had been predicted.™

5The working group recommends that the Royal College of Pathologists attempt to obtain
more detailed information from consultant microbiologists and virologists in post, particularly
those over the age of 50, regarding their retirement intentions. In order to improve the
numbers — and accuracy — of replies, such inquiries may need to be repeated annually or
biennially, accompanied by an explanation of the reasons for making these requests. 6An
increase in microbiology and virology training posts (and therefore in NTNs), both in the
short- and medium-term, may be required.

ACADEMIC INFRASTRUCTURE IN MEDICAL MICROBIOLOGY AND VIROLOGY

The academic infrastructure in the UK to support the training of medical microbiologists and
virologists has been eroded to such an extent that most medical schools no longer support
Chairs in medical microbiology or virology. This erosion threatens the whole future of
microbiology and virology as medical specialties, unless urgent means are found to strengthen
the academic infrastructure. Better recognition of the importance of teaching and training (as
well as R&D) as key functions of academic microbiology and virology departments may be an
initial step.

SHORT-TERM ACTION FOR MICROBIOLOGISTS — CONTROLLING WORKLOAD

One short-term answer to managing excessive workload is to prioritise activities and to
minimise or cease to carry out work that is considered least important. A survey of the range
of clinical and other activities carried out by consultant microbiologists has been carried out in
South West England (Riordan T, unpublished datapaper in preparation). In addition to
identifying variations in practice, the survey has provided a self-assessment by consultant
microbiologists of the relative importance of a range of their daily activities.

If consultant microbiologists or virologists reduce workload deliberately, they should give
good notice of impending changes. They should also maintain a strong clinical and managerial
presence within the Trust and with primary care colleagues, not only because this is of direct
benefit to patients, but because the support of clinicians and managers is of the utmost
importance when making a case for an increase in consultant microbiology or virology
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sessions. Other strategies, such as formally sharing an on-call rota to alleviate out-of-hours
commitments, should be considered.

Consideration should also be given to the possibility of delegating appropriate tasks to other
professionals and support staff. For example, opportunities for delegation may arise if
appreciable numbers of specialist nurse consultants (e.g. in infection control) are appointed
during the next few years.

COMMENTS

Comments should be sent to Professor Keith Cartwright at the Public Health Laboratory,
Gloucestershire Royal Hospital, Great Western Road, Gloucester GL1 3NN by 31 July 2001.
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