\ ! Medical and Scientific
L L Staffing of National
Health Service Pathology
Departments

Histopathology and cyto :

Please note the histopathology A ogy chapters
g 200Y

of this document have be by the July=2863

College publicatign, Guide ffmg and workload

for bzstopatholo topatholo gy departments,

available th org

June 1999




Introduction

The provision of adequate numbets of zppropriately
trained staff at all levels is cleatly critical to the provision
of pathology services, but the divetsity of pathology
means that there can be no simple formula for deciding
what this provision should be. The different pathology
specialties each encompass different working practices,
with a variable and complex mix of laboratory and
clinical duties.

Each histopathological spécimen requires a medical
opinion with the result that it might seem that medical
staff numbers could be reasonably accurately tied to
the numbers of specimens to be examined. Howevet,
some types of specimen tequire much more detailed
examination than others, and the variation in case mix
between different hospitals may have a considerable
effect on the number of specimens that an individual
pathologist can be expected to examine. In laboratories
where much of the work is automated, as in clinical
biochemistry anid haematology, a change in wotkload
may might seem to Impinge less directly on the
requirement for staff. However, a change involving an
increase in specialist work or work for general
practitioners, requiring mozre interaction betwee

laboratory and clinical staff, or of work that requires a
high level of technical skill, may have a signifi
So, too, will any change in the level of the direc
work for which the laboratory is responsily

malignancies, the provision of nutg#io
control of infection ot ‘one-stop’ ics th
pathologists.
Pressutes on consultants’ tin tinues to increase in
response to developments in tig NHS. Participation in
clinical audit, EQA, CPD arc Qeatly essential to the
provision of a quality service, but all take tfime. The
structured training programmes for junior doctors
require both that they have protected time for training
and that consultants set aside time to teach their trainees,

Managers often prefer to invest in expanding clinical
services rather than diagnostic and supoort services,
without appreciating the consequences for these, Yet it

is clearly essential that we provide pathology services
that are both appropriate to the clinical service and
allow pathologists to practise without undue pressure
(and so safely), and to maintdin their own education
and professional development.

'The College frequently receives requests for guidance
on appropriate staffing levels in pathology departments.
The guidelines that follow were developed by the
College’s SACs, They have been extensively discussed
within the respective disciplines in draft form and these
drafts were published in the College Bulletin for
comment. We believe that they represent realistic
standards for staffing, We cannot subject them to
controlled trizl, but they have been tested in a variety
of settings and found to be approptiate. However,
although they carry the authority of the College, as
with any guidelines, they should not be applied withcut
regard to the circuff@iances which pertain in individual
Trusts and other prasitiers of pathology services.

We appreciate th
vaty in fo
This is

ines for each discipline
#miount of detail they contain,
caflfle the nature of the work and extent
volvement is so variable between
- ctimes even within - different specialdies.
jaltics have found considerable difficulty in
lishing realistic methods for measuting workloads
is is reflected in the vatiable degtee to which the
jdelines can be based on firm evidence,

With the introduction of clinical governance and
revalidation and related increasing emphasis on the
importance of participation by all consultants in clinical
audit and continuing professional development, the time
that will need to be identified fot these activities in
consultants’ workloads may well increase, with
consequent implications for staffing.

These guidelines will therefore need to be kept under
review and updated on a regular basis. The College
will be pleased to receive any information or comments
which may facilitate this process.

Julie Crow
Registrar



Chemical Pathology

SUMMARY

A model has been developed which relates the seniot
staffing of a Clinical Biochemistry (Chemical Pathology)
department in a non-teaching District General Hospital
to both the number and nature of consultants and
general practitioners supported by that department, and
also to the special units within the hospital which require
clinical liaison with Chemical Pathologists and senior
Clinical Scientists. The model also takes cognisance of
the job plans of staff required, and the activity of the
department, The model has been validated in 34 widely
differing departments in the UK, It is recommended
that the model may be applied to give an independent
estimate of minimal staffing to support core clinical
services. The model will not be valid for teaching
hospitals or highly specialised units where additional
staffing will need to be agreed locally for teaching and
training, research and development and specialist clinical
ot laboratory services. It is anticipated that the model
will be of value in individual situations where
uncertainty exists or change is proposed.

INTRODUCTION
In its 1992 publication on the staffing of pathology
departments, The Royal College of Pathologists
(RCPath) stated that “The number of senio
required in each discipline should relate to the nu

and type of beds and clinics served, the num o
interests of seniot clinicians, and the extefif of t
General Practitioner service provided. it v

reinforced in the S#rafegic Rewew of logy es
(1945} which recognised the it
in clinical practice and the acti
inside 2nd outside the laborato

on cf@@athology
ce both

In histopathology it has proved rel#tvely easy to relate
senior staffing to workload because each item of work
is reported by a consultant histopathologist. As a tesult,
a staffing model for histopathology is now in
widespread use throughout the UIL

In the pathology disciplines where there is a significant
amount of automation or simple manual tests, such as
clinical biochemistry, workload figures, such as Korner
requests or Welcan units, are mainly of value in
manpower planning for MLSO staff directly involved
in the analytical process. For senior medical and
scientific staff, it is more appropriate to consider the
clinical groups for whom the analyses are performed,
tecognising the involvement of such staff as patt of
the clinical team. Whilst this role may be clearly seen in
the context of interpretation of results in the diagnosis
and management of patdents, it must be remembered

that the chemical pathologist and clinical scientist also
have a responsibility to control demand by ensuring
appropriate use of the laboratory (Audit Commission
Report on Pathology - Critical Path 1992),

QUALITY STANDARDS
The Association of Clinical Biochemists (ACB) and

the RCPath have for many years had a common view

on senior staffing of Clinical Biochemistry departments
although this has not been directly related to workload.
There is now an urgent need for a model which relates
senior staifing to clinical activity and to quality standards.
The purpose of such a model is to determine the
minimum number of senior staff tequired to ensure
that quality standards are met across the full range of
laboratory activity including pre- and post-analytical
functions such as laboratory management, clinical
liaison, report interprggation, clinical advice, provision
of clinical services, scid@uific evaluation, clinical audit
etr. These quality stand@¥ftls M@ best defined by reference
to the standatds of hology Accreditation
(UK Litd (CPAguiliyi

Vices that might be expected from
ing Dristrict General Hospital laboratory.
ior staff will be needed for specialist
vice@ teaching, supporting training, tvesearch and
ment and dedicated clinical activities such as
outpatient clinics and specialist consultations, but these
ill need to be agreed locally in the light of individual
circumstances.

Additiona

SERVICE REQUIREMENTS, JOB PLANS
AND ACTIVITY

For the purposes of this papet the elements of the
service ate those recognised in the Sirategic Review of
FPathology Services. It is important that any model
recognises these functions and that they are reflected in
the job plans for the posts concerned. Appendix 1
summarises job plans for 2 typical large non-teaching
DGH department with 1 chemical pathologist and 3
clinical scientists, It is clear from these job plans that
the majot part of the work commitment is directly
related to clinical and scientfic activity and therefore
related to the demands of the users. In these job plans
the 4 posts would provide 35.5 sessions {notional half
days) of clinical and sclentific activity, which is a high
efficiency compared with some other clinical specialtes.
For laboratory beach workers, where Welcan units are
commonly used, an efficiency of >70% is considered
commendable. Appendix 1 is not a universal model
and job plans for chemical pathologists and clinical
scientists will vary with the size of the department,
ranging from 55% clinical functions in small



departments, where management functions would
constitute z significant part of the time of a single
handed head of department, to 65% clinical functions
for a medium sized department, and to 75% clinical
functions fot a large department, A small department
is considered to be one with less than 100,000 requests
per annum, 4 medium department has 100,000 -
250,000, and a large department >250,000 requests
per annoum (Korner definition).

In developing the model we have returned to the
otigingl advice of the RCPath and have sought to link
staffing levels with the demands made of the
department by the consultant clinicfans and general
ptactitioners who use that department, and by special
clinical units. Cleasly, not all consultant clinicians make
equal use of a Clinical Biochemistry department, e.g,
demand is apprecizbly higher from medical specialties
than from surgical specialties. Therefore a system of
weighting based on the tme spent supporting each
clinical specialty was seen as an essential element of the
model.

THE METHOD
Fot the putpose of this document, senior staffing of 2

Clinical Biochemistry department has been defined 2@

those grades of staff eligible to participate.in the
Continuing Professional HEducation sche
RCPath, namely consultant chemical pathologist
C clinical biochemists and Grade B 17-2
biochemists. In the future all new appoint
grades may be expected to posses
qualification. All other grﬂdes of m
staff arc either in training
included i this model. Tt &
with the model will, norma
CPA Standatds B1 and B2 w
senior staffing,

al a

ior an ve not been

atgompliance
pliance with

specifically telate to

Weighting to reflect titme spent supporting each
clinical specialty

Time factors may be consideted as analogous to Welcan
units, but related to clinical commitments and contact
rather than to bench work. A working party of senior
members of the profession detrived time factors for
each of the individual clinical specialties that use Clinical
Biochemistry depastments. These were tested in a pilot
study but the resulting model was complex and it became
clear that 2 much simplified system based on broad
specialties gave the same information whilst being much
easiet to use. The time factors have been dertved in terms
of sessions (notional half days} so that they can be co-
ordinated with job plans as desctibed eatlier. The
simplified parameters, which vary from an average of
0.01 to 0.25 sessions (2 - 50 minutes) per consultant per

weels, are listed in Table 1.

General Practitioners are major users of Clinical
Biochemistty departments. In the model a GPis regarded
as 2 consultant clinician but a relatively low time factor
has been applied to GPs in recognition: of the fact that
they have a smaller clinical team and so make relatively
fewer demeands of the Clinical Biochemistry service.
Howevet, (also see Discussion) this time factor may not
be adequate to cope with the increased movement of
patient cate to the primary sector, and most departments

ate already experiencing major increases in contact with
GPs.

Work related to supporting Special Units

Most DGHs opetate a number of special clinical units
or facilities which requite a measure of direct support
from a chemical pathologist or senior clinical scientist
because of the sp nature and demands of the
Bxamples of these are Intensive

{e.g. training and quality control). The
these units will vary from day to day
ding on the patients being treated, but experience
icAles that a time factor of 0.5 session {1.75 h) per
t pet week would be appropriate. The Units
identified ate listed in Table 2.

The Model
Determination of the optimal senior staffing of a Clinical
Biochemistry department is a five stage process:

1. Obtain data on the number of consultants and
General Practitioners (WTE) supported by the
department and divide these into the broad specialiies
shown in Table 1,

2. Multiply the number of clinical WTE in each category
by the appropriate time factor (Table 1) to determine
the number of senior Clinical Biochemistry staff
(SCBS) sessions required to support that broad
specialty, then divide by 10 to give the number of
laboratory WTES,

3. Multiply the number of Special Units supported by
the department by the time factor (0.5) to indicate
the number of sessions requited to suppost them,
then divide by 10 to give the number of labotatory
WTEs.




4, Add up all the laboratory W1IEs, and to produce
the number of whole time equivalent senior Clinical
Biochemistry staff required, then divide by the
appropriate job plan factor - 0.55 for a small
depastment, 0.65 for a medium departmentand 0.75
for a large department.

5. Assesslocal needs to determine the exact composition
of staff required to fill these senior posts. There must
be at least one consultant level member of staff, in
line with the report of the Strategic Review of Pathology
Services.

Two examples of practical use of the model are shown
below:

Validation of the Model

Data were collected from 34 Clinical Biochemistry
departments throughout England, Scotland and Wales
with the full knowledge and active collaboration of the
senior staff at each site. Throughout the subsequent
analysis of the data the identity of individual laboratories
has been kept confidential. The working party selected
these departments since:

+ they were representative non-teaching DGH
laboratories,
*  they had a wide geographical distribution

*  they had widely differing wotkloads {60 - 365K
Kormer tequests pa)

*  they provided a setvice of acceptable quality (e.g.
by obtaining accreditation from CPA{UK)Ltd)

"The model was used to determine the optimal number
of senior Clinical Biochemistry staff required and this
figure was correlated with the actual number of seniot
Clinical Biochemistry staff in post (Figure 1). In most
departments there was good correlation providing
validation of the model. In some depattments there
was a discrepancy between the predicted and actual
number of senior Clinical Biochemistry staff in post.
Three departments, matked “” on Figute 1, signalled at
the time of data submission that they had undergone
significant change and felt that the actual senior staff in
post were not sufficient to maintain adequate quality
standards.

Following debate abg
audit of GP—related 3

actor zllocated o GPs, an
petformed in 6 of the
gaglficrable variation in activity,

i6e range appears to be between
/GP/week. From these datz it
tor of (.02 should be used for the
D, as demands from GPs are increasing
sichificantly With changes in clinical practice, this factor
il n&@hto be revised in the near future (see Discussion).

EXAMPLE 1
A large District General Haspital dePp@ctment
Specialty ! Weighting factor SCBS seesions Lok WIE
Surgery 50 0.025 1.25
Medicine 45 0.25 11.25
Obs & Gynae 10 0.25 2.5
GPs 400 0.02 8.0
2.3
Special Units 14 0.5 7 0.7
Korner requests p.a. (,000) 290
Job plan factor 0.75
Total 3/0.75 = 4.0

In a large DGH department with 4 senior Clinical Biochemistry staff it would be in lne with the recommendations of the RCPath
and ACB fo have one Consultant Chemical Pathologist, one Grade C Clindeal Biochemsist and two high Grade B Chnital
Biochenzists.



EXAMPLE 2

A medium District General Hospital department also serving another Trust such as a Comtunity

Trust
Specialty WIE;s Weighting factor SCBS sessions Lab WTEs
Surgery 25 0.025 0.625
Medicine 20 0.25 5.00
Obs & Gynae 5 0.25 1.25
GPs 150 (.02 3.00
Other (eg Psychiatry) 125 0.01 0.125
1.0
Special units 6 0.5 3 0.3
Kotner requests p.a. (000) 130
Job Plan factor 0.65
Total 1.3/0,65 = 2.0

The staffing recommended by the RCPath and ACB would be one Consnliant Chentical Pathelogist and one Grade C Clinical

Biocherist,

DISCUSSION

The model described is simple and easy to use. It is
based on the recommendations of the RCPath and
should be capable of being applied to all DGH Clinical

Biochemistty departments in the UK. L 23

It must be emphasised that the model is a
only to the core Clinical Biochemistry service
in non-teaching District General Hospital de

predict the
functions
arkedly. The

because local circumstances A
on-going growth in direct cli@cal responsibilides of
chemical pathologists in arefg) such as metabolic
medicine will require to be carefully monitored and
appropriate action taken. Decisions on additional staff
will have to be agreed locally with knowledge of those
services which ate over and above the cote service -
Appendix 2 provides some guidelinies for these
discussions. On the other hand, thete must be some
concern about the viability of any department whose
size can only justify a single handed head of depattment,

€

where there |
houts and

The w
) i

able 1 had considerable debate about the
at should be used for General Practitioners

sessions = 4 min per GP per week). Thete is a
jisin®demand being made by GPs on Clinical
emistry departments. In addition to an increasing
number ang repertoire of requests many GPs now
require detailed interpretation and activity data and
financial information formatted to their particular
needs. A GP time factor of 0.05 {10 min per GP per
week) may be more appropriate than 0.02 - equivalent
to one extra senior member of staff for every 330
GPs served. Therefore the professions believe that the
weighting factor for GPs may require to be
reconsidered in the light of a wider application of the
model.

It is hoped that this model will receive widespread
professional support and so achieve the status of
‘Guidelines’ to help determine the optimal seniot
staffing of Clinical Biochemistry laboratories in
situations where uncertainty exists or change is proposed.




TABLE 1

Time Factors and Examples of Specific Input from Chemical Pathologists / Clinical Scientists

Specialty Time Fasior

Surgery 0.025
Genetal Sutgety
Urology

Trauma & Orthopaedics
ENT

Ophthalmology

Oral Surgery
Neutosutgety

Plastic surgery
Cardiothoracic
Paediatric Surgery
Accident & Emergency
Anaesthetics

Medicine 0.25
General Medicine
Gastroenterology
Endoctinology

Clinical Hagmatology
Clinical Physiology
Clinical Pharmacology
Audiology

Clinical Genetics

Clinical Cytogenetics
Clinical Immunology
Rehabilitation

Palliative Medicine
Cardiclogy

Thoracic Medicine
Infecdous diseases

G U Medicine
Nephrology

Medical Oncology
Nuclear Medicine
Neurology

Clinical Neurophysiclogy
Rheuwmatology
Paediatrics

Getdatric Medicine

Dental Medicine
Community Drug Teams

Obstetrics
& Gynaecology 0.25

Genetal
Practice 0.02

Other 0.01
Psychiatry

Radiotherapy

Radiology

Community Medicine
Occupational Health Medicine

Bocamples of Chinical Biochewsistry support
(in addition to basic profile)

tumour markers, tumotr localisation, auttition
tumour matkers, renal calculi

bone metabolism,

allergy testing, post laryngectomy
inborn ertors

bone metabolism

endoctinology

nutrition

tumouy markets, cardiac markers, lipids
nutrition

drug screening, near patient testing
cholinesterase phenotyping

endoctinology, diabetology, porphy:l$
breathtests, malabsorption tests,]
endoctinology, dynamic function
proteins, tumour markers, H

therapeuticdrug motj
therapeutic drug mo

adren tion, allergy, immunology
liver flilfiction, drugs of abuse
f abuse
special proteins, cyclosporin
tumour markers, nutrition
thyroid assessment
endocrinology, CST studies
endoctinology

bone studies, proteins, immunclogy

SCBY, inborn etrors, neonatal screening, porphyring

endocrinology, vitamins, misc bicchemistry
calcium metabolism
drugs of abuse

endocrinology, prenatal screening, diabetology

evetything

endocrinology, drugs

mumour markers

tumous markers, tumour localisation
toxicology

allerpy



FIGURE 1

Senior Staff model

Compatison of actual staff with the model prediction for 34 Jaboratories in the UK
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APPENDIX 1

Clinical Biochemistry Senior Staffing Model

IMlustrative job plans for large District General Hospital Clinical Biochemistry Departments

Item
A, Clinical and Scientific

Laboratory services
Report signing general
Report signing special
Special interest (clinical)
Analytical

Cliniical liison

Clinical activities
In-patients/Wd rounds
Outpatients

Dynamic Punc tests
NPT supervision

Clinical Andit

Internal

External

O# sadl

oC

R&»D/ special interest

B. Education and Training

Teaching/ education
0.4

CPD
C. Management and Administration

Management/ Adwin
Strategic Planning

Committee work
Professional affairs

Total

Notational half days

HOD

Cons Grade Grade Grade
CP C B 21- B 17-20
1 4 4 2
0.5 0.2 0.5 0.5
0.5 0.2

0.5 2 4
1 05
0.5 0.5 0.5 0.5
0.5
0.5

* \A
0.5 0.5 0. 0.5
0.1
1 , 1
C) |
0.5 1 1
0.2

0.5 0.5 0.5 0.5
2
1
0.6 0.2
0.1 0.1 0.1
11 11 il 11

Total Area Total

11

1.7
0.7
0.5

1.5

1.9
0.2

3 355

0.2

0.8
0.3 6.1

44

A head of a department may be a consultant chemical pathologists o1 grade C clinical scieatist, and 1 session

relates to HOD roles.



TABLE 2

Special Units which have a requirement for
contact with Chemical Pathologists and Seniot
Clinical Scientists

Accident & Emergency
Intensive Therapy Unit

High Dependency Unit
Special Baby Care Unit
Neonatal Intensive Care Unit
Neurosurgical Unit

Medical Admissions Unit
Near patient testing support
Nutrition team

Day Sutgery Unit

Diabetes Unit

Renal Unit

Gastroenterology Unit

Drug Dependency Uit
Coronary Care Unit

Cancer Unit / Centre

Bone Marrow Transplant Unit
Radiotherapy Unit

Assisted Concepticn Unit
Eatly Pregnancy Unit

1, Calculate the numbes of senior staff to meet the
core activities of the department (to the specification
for a DGH) according to the basic model for
determining the minimum senior staff aumbets.

2. Bstimate the number of additional staff required
for the provision of services on a Regional or
Suprategional basis - ¢ endocrinology, toxicology,
trace clements, vitamins, inborn erfrors of
metabolism,

3, Estimate the numbet of additional staff required
for direct clinical activities ptovided on 2 Regional
or National basis - gg clinics and ward consultations
in complex aspects of endoctinology, bone disease,
nuttition, inbotn errors of metabolism.

4. Bstimate the number of additioral staff required
for training SpeciMigt Registrars and SHOs, and for
training Grade rade B Clinical Scientists,

5. Hstimate
for te e

additional staff recquired
cal students and other

vamme, This exercise may be facilitated by

und e aflfl postgraduate groups.
Ante-Natal Day Unit K L X7 ' the number of additional staff required
Community Drugs Team &i? t the hospital research and development
2

APPENDIX 2
Guidelines on Senior Staffing in @eachi
Hospital Departments of Clinical &idghermisfy

(Chemical Pathology)

The vatied nature of the
teaching hospital or 2 major ¢
itis impossible to produce a gef@rally applicable model
to calculate the number of seniof@linical Biochemistry
staff required. Decisions on such senior staffing must
be agreed locally by discussion taking into account the
individual circumstances. The following guidelines are
suggested as an aid to such local discussions:

sigtities in a

centre means that

ndysis of the ‘Culyer Returns’.

Based upon the above calculation, it might be expected
that a large teaching hospital department would requite
6-10+ senior staff members, 2-4+ whele time
equivalents heing Consultant Chemical Pathologists, and
4 - 8+ whole time equivalents being Grade C or Grade
B17-24 Clinical Biochemists.

However, the actual number of Chemical Pathologists
and Clinical Scientists, and the balance between them,
will depend upon the particular profile of activities
suppotted by the individual department and should
be decided locally,




Haematology

BACKGROUND 7

To define precisely what a consultant haematologist in
the National Health Service does, and how much one
might reasonably be expected to do, is a difficult task
compounded by a number of vatiables. Some of these
relate to the widely different tasks haematologists have
to catry out in different institutions, and some, of course,
relate to individuals in terms of theit efficiency and
enthusiasm. The problem was examined by the British
Society for Haematology in a presidential working party
report in August 1992, but it was felt that the matter
needed to be revisited due to the growing pressures on
consultant staff from the New Deal, the continued
evolution of the Health Setvice reforms, the requitement
for CPD and audit, Calman postgraduate training and
the advance of technology in the treatment of patients
with blood disorders.

It is probably true to say that for the vast majority of
INHS haematologists in the United Kingdom the patt
of their job that potentially causes stress through
overwork is the clinical component - the direct care of
patients with blood disorcers. Any attempt to define a
maximum workload should therefore concentrate on
that aspect and it can arguably be assumed that if
reasonable clinical workload can be achieved th
most instances - other duties can be coped with,

This is not, of course, to belittle the laboratorand ot
work of haematologists which is equallg#npo

indeed in some circumstancegcan take Wi majority of
their time, It is just that for iy 0 ultants’
laboratory work, laborato pon, NHS
administration, teaching and ro§@irch can usually be
accommodated provided sulficient
from encroachment by clinical dutieS. Exactly how much
time is ‘sufficient’ will vary from job to job, but the
Working Group has attempted to offer reasonable and,
it is hoped, realistic averages where posts do not inelude
extraordinary managerial responstbikities or feaching commitments,

e can he protected

The pattern of clinical work varies greatly depending
on the subspecialty interest (if any) of the practitioner
concetned. Those dealing with haemnophiliz, for example,
will see fewer new patients than those running general
clinics, but will probably have mote day case attenders,
For this reason it is difficult to define equivalent clinical
wotkloads based on Finished Consultant Episodes
(FCEs), ot patient numbers, or in-patent days, or clinic
attenders, or casemix, An eatly attempt to do so was
abandoned by the working group after 2 preliminary
assessment of available information from a few trusts

10

in the North East and others in the South Fast from
which it was concluded that the data available are not
neatly detailed or reliable enough,

The group also shied away from the Notional Half Day
INHD or ‘session’) as this is no longer appropriate for
the way most haematologists work. Eventually, and with
some reiuctance, the group decided instead to follow
the Junior Dectors’ lead in looking at hours of work, It
did so also because an increasingly important component
of the job of most haematologists is clinical on-call
outside the normal working week, and it seemed only
logical that any consideration of excessive work for
juniors in posts with limited tenure should equally apply
to careet grade seniors with open contracts. So the starting
point was the simple assumption that work in excess of
56 hours per week should be no mote acceptable for
seniogs than juniots.

The notion that coupgiM@iours should be applied to
an anathema to many

senior medical staf 5
cinp gfoup shates that distaste,

colleagues, an
It merely f ntzin standards, to avoid
unneces s 28l to avoid the exploitation of
1 li to an unacceptable degree,
ng the proposed lines has become necessary
ible to define workload for haematologists
ther meaningful way. It should be stressed that
tan attempt to define a standard working weelk
(a c8hcept rejected both by the working group and
MA) but simply an effort to agree an acceptable
maiyn.

8

ASSESSMENT OF WORK OFF THE WARD
AND OUTSIDE THE CLINIC

The way NHS haematologists divide their time between
laboratory worlk, administration, teaching, CPD), zudit,
clinical trial paperwork and other research vaties
enormously. The working group felt, however, that an
attempt to define a reasonable zduimum could be made
as follows:

Laboratory work, including cytomorphology and
professional supervision/liaison: minimum 1 hour per

day, 7 days per week.

Administeative NHS work: minitmum 1 hour pet
day 5 days per week.

*Teaching (including preparation);

(a) Teaching Hospital: 3 houts per week,
(b) Non-teaching hospital: 1 hour per week,

*{These teaching times may be an underestimate in view
of the effect of Calman training)



CPD and audit: 2 houts per week.

Clinical trial paperwotk/other research/non-NHS
administration/cover for colleagnes’ absences: 2 hours
per week.

TOTAL: Teaching Hospital: 19 hours/week.
Non-teaching hospital: 17 hours/week.

The notlon being put forward is that, a5 a minimum
these amounts of time should be set aside for all
haemuatologists before their clinical wotkload is taken into
account. Arguably the size of the laboratory and/or the
complexity or specialised nature of its repertoire could
increase the input needed from the consultant(s) under
category 1 above up to a further 7 hours per week or
mote, though thresholds would be hard to define and
the working group felt that simple but realistic global
minimum figures should be applied. I# i important 1o
emphasise again that no acount in ‘these fignres is taken of
exctragrdinary vesponsibilities such as chinical directorships,
mermbership or chairmanship of special committees (such as ethics
commitives, trairing committees etc), which would chuiously reguire
ROFE L3926

ASSESSMENT OF WORK INVOLVED INy
DIRECT PATIENT CARE '

On calt

haematologists. The advent of the New D)
doctots has placed some consultants in
uaits on regular clinical call at the ¢
registrar level, and this ma at a fx
or wotse, By nature of thei
haematologists, whatever the
infrequently faced with seriouSliifill patients. They may
have to attend the watd at alt hB@urs and maay have to
performm all the necessary bedside procedures themselves,
(This is, of course, increasingly true for consultants in
othet acute medical specialties as well, but haematology
is possibly one of the first and worst hit with its
combination of small units and seriously ill patients
requiting frequent emergency attention.)

ale
ncy of 1in 2
call such

he
test, are not

Neot all haematologists have such onercus on-call duties,
either because they work in larger units where there is a
sufficient pool of junior staff to provide middle-grade
support, o because their clinical work does not include
a consistent population of very sick patiénts, They may
still be regulatly on-call but are more likely to be able to
deal with their calls by telephone. The group felt,
however, that most consultants spend considerable time
in excess of a ‘normal’ working weelk in their hospitals,
and most would spend Saturday and Sunday moening
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at work when on-call. Most would probably be in the
hospital for what would amount to a third of their on
call time or time outside the ‘normal” working week of
40 hours, particularly when covering for colleagues’
annual leave or other absences.

On this basis it was decided that a similar calculation as
used fot Juniors’ houts could be applied to seniots in
haematology.

Ad hoc clinical work

By the nature-of their practice, all consultants
acknowledge that there are regular occasions when a
clinical problem with a haematology pattent will crop
up unexpectedly. This may demand time out of the
routine wotking day at short notice and may take an
hour ot mote to deal with. It is impossible to measutre
ot predict this time, and it will vary considerably between
sub-specialties, TH@group felt, however, that an
allowance should bedilade for it, and agreed that a

reasonable averagg m e 4 hours per consultant

per week.

Planned c k

Becausdgha sts adopt differing work patterns
oggdiffer@hit units it is difficult to define even planned

in NHDs. Many do a wotking watd round

c
e3¢ morning that may take an hour or so - amounting
5Wars per week. Others do one ot two larger ward

tO8nds on a mote forma!l basis. Some will have day
cases trickling in throughout the week, others will
concentrate them within fixed times. Again, an allocation
of hours was thought to be the best way to cover this
activity, The time should therefore include ward rounds,
clinics, day cases/practical procedures/anaesthetic lists
and clinical cortespondence.

The group felt that the amount of time allocated to
these sctvitles should not normally exceed 19 - 21 hours
per week. This is calculated on the basis of the residuum
aftet statting with 56 hours and taking off time for non-
clinical work, on-call and ad hoc activities. That fgure is
for consultants on a tota of 1in 3. Forthoseona 1in 2,
the residual hours would be fess,

How the calculations wotk out
Hours worked each week are composed of:
(@)  non-clinical work: 19 or 17 hours {see above)
(by lin3oncall: 168-40 /3/ 3 = 14 hours.
(1in 2 on call: 168-40 / 2 / 3 = 21 hours)

(This is calculated on the basis of 168 hours in the week
less 40 hours of the basic working week divided by 3
to give the hours on call - that pives 43 - and then
dividing again by 3 to estimate the amount of that time




actually spent working - i.e. 33%, NB for junior doctors
the working time on call is assurned to be 50%).

(¢ Ad hoc clinical work:
4 hours

This mezans that before any planned clinical sessions are
undertaken a haematologist on a 1 in 3 rota would be
required to wotk 37 houss per week in a teaching hospital
‘and 35 hours per week in a non-teaching hospital. The
maxirnum amount of time that might be allocated to
planned sessions should take this into account and
therefore should not normally exceed 19 hours in a
teaching hospital and 21 houts in a non-teaching hospital.
(Fot those on a 1 in 2 rota the above figures would
dwindle to 12 and 14 hours respectively.)

Calculating back to NHDs, if an NHD is assumed to
be 3.5 hours, this means that full time teaching hospital
consultants on 2 1 in 3 rota shouid not be contracted
for more than the equivalent of 5 clinical NHDs and
non-teaching hospital consultants for more than 6. ot
those on a 1 in 2 the figutes would be 3.5 and 4
tespectively. (Note: converting a 56 hour week to NHDs
gives a figure of 16 ).

RECOMMENDATIONS AND
CONCLUSIONS
INHS consultant haematologists should not be

to work. Some may choose to work more, others may
be in posts that demand less.

NHS consultant haematologists should not normaily be
on an on-call rota more onerous than 1 in 3, While under
some circumstances 1 in 2 may be workable and
acceptable, continuous on-call for single-handed
ptactitioners should not be allowed and some
attangement with neighbouting services should be made.

NHS consultant haematologists should have theit dme
on call taken into account when calculating their
contractual workload. Where in-patients are involved, a
teasonable figure would be 33% of the time on call (i.e
outside the standard 40 hout week) counted as worked.
For 2 1in 3 rota this would be 14 hours and fora 1in 2,
21 hours,

NS consultant haemat@hogists should have adequate

ey should have due additional
tracurricular management or

Int haermatologists should have an allowance
um of 4 hours per week - made for ad-hoc
clinical problem solving

HS consultant haematologists should, taking the above
into account, have 2 limited amount of time devoted to
planned clinical sessions. For those on a 1 in 3 rota the
calculated mzximum should be no more than 21 hours
for a non-teaching hospital consultant, 19 houss for those
from teaching hospitals,
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Medical Microbiology

The duties of a consultant microbiologist are many
and wvaried, but the developmeﬁt of a guantitative
systemn of workload measurement has proved elusive,
Although necessatily crude, measures based on
specimen/test numbers or Welcan units (of time) have
provided a basis for detetmining MLSO input, but
they are not appropriate for allocation medical staff
time. Nevertheless, a method is needed to detetmine
the input of consultant time required for particular
service needs. The previous RCPath recommendations
were based upon population served, and recommend
two consultants for a DGH laboratory serving
approximately 250,000 population. This takes no
account of the functions and areas of responsibility
that generate work for a consultant microbiologist.
Furthermote, this tequitement has been ignored by
many distticts and thete ate still many DGH laboratories
with single-handed microbiologists expected to cope
with inordinate workloads. A more specific and
guantifiable approach is needed in which
recommendations for consultant numbers can be
based, always bearing in mind the need to be cost-
effective within the current financial constrains of the
NHS and PHLS,

The following components of a consultant’s
televant for defining the workload of a cons
microbiologist. Although the allocation of a

time required for the varions activities can be rg@e
estimale for each function is given in ifalics.

The following are indicativ ats d€signed to
help those who have to draw uj@P’descriptions, assess
work pians and determine mas}
intended that 2 consultant microbl

ower needs. It is not
ogist job description
should include all of the components; indeed, that
would constitute an inordinate ovetload.

1. It must be recognised that a consultant
microbjologist cannot exist in total isolation, Cover
is required 24h/day, 365-6 days/year. Formal rotas
for single-handed consultants are rare and they have
te depend on the goodwill of local colleagues.
Informal arrangements for cover from neatby
larger centres are common. Trusts are genetally
unwilling to pay for locum cover. The College
recommends that every consultant should be part
of a team providing some form of rota for
emergency cover and that a consultant
microbiolegist should not have a rota of on-call
duties that exceeds 1 in 2.
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Specimen numbers/Welcan units. Although not a
direct measure of consultant time, as the laboratory
requires supervision and each request is, technically,
a request for consultation, this does reflect an aspect
of consultant input. The number of positive results
requiring interpretation and advice is 4 roughly
measurable proportion of the total. Number of
staff to be supervised and number of specialist
sectons, e.g virology, mycology, environmental
microbiology; as levels of workload and
specialisation increase, a specialist consultant o
grade C clinical scientist is needed.

At least 1h per day receiving laboratory reports for every
30,000 specimens.

Numbet of staff to be supervised and number
of specialist sections, e.g. virology, mycclogy,
environmentalguicrobiology; as levels of
wotkload and spgdi@lisation increase, a specialist
consultant or g pical scientist is needed.

O and junior medical siaff

7 ), e@em@ when one or miore specialist

igation to provide teaching for junior

edical staff {especially in more structured
p#grammes), MLSOs, nusses, kitchen and other
ospital staff.

Each commitment to a seminar 5 1h + preparation time;

project supervision demands at least 1-2k per week

Number of beds served - particulatly acute beds;
with a weighting for the many types of specialist
unit that have a higher than average rate ofinfection
and higher demands on the microbiologist. This
work includes interpretation of laboratory results
and the provision of advice on patient
management {particularly antibiotic treatment and
the need for isolation/barrier nursing) and further
investigations that may be needed.

(1) acute general medicine (including care of the
eldetly)

acute general surgery

paediatrics

obstetrics and gynaecology

Jor a 500-bed DGH, 1-2b per day, depending on junior
dactor support

(b) Specialist Units
+ ITU
+ HDU




+  SCBU

*  cardiac surgery

¢ trapsplant surgery

»  dialysis

+  oncology unit

*  haematology/oncology

*  neurosutgery

*  GUM/AIDS

¢+ infectious diseases

*  respiratory medicine, especially cystic
fibrosis

Bach specialist unit will require at feast 15 of visiting time per
week and often much niore.

6. Infection control responsibilities including
provision of advice to a range of professional
colleagues

*  numbet of beds  }as above (5)

*  special unites }as above (5)

*  need for monitoting

*  provision and revision of policies

*  attending (chairing} meetings
*  lavestigating outbreaks

*  support for occupational health

departments

*  commissioning of wards/theatres etc
-+ kitchen inspection

*  educational activitics

7. Number of outlying h at need

to be visited

1-2k travelling time per visit (at fe
often). And then clinical aclivity (see 4

weekly, possibly more

8. 'The relationship with and service provided to
primaty caze in terms of:
* laboratory workload
+ advice to GPs
* development of policies
* shared care protocols

1-2h per 50,000 popuiation per week

9, Population served. This is relevant for public health
microbiology, including food/water sampling and
contribution to national surveillance and outhrezk
Investigation, '

Public health microbiokygy requires 1 session (3725} per 250,000
poprilation] wesk.
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10. Relation with CCDCs and Eavironmental Health
Departments (linked to 9}
* number served
* amount of routine monitoring
+ development of policies

1 session (3%eh) per 250,000 population/ week

11, Involvement with imported infection from abroad
(if the laboratory Is near a major port/airport)

12. Then add on:

* management responsibilities  1-2 sessions (3%2-7h)

»  audit 1h/week

+  education/CPD time 1-2h/week

¢ R&D activites ? variable but

necessaty for all

* teaching respogsibilities in medical school
depatrtments

* national responsi

HLS committee;, DoH;

These general) @ essz0ns per week (1072h)

GEISES find they are performing several
Whctions at any one time so that the time
etlap, while the stress factor increases
o ionally. Nevertheless, the times do indicate levels
ork that are impossible to achieve when specified
duti€s would occupy mote than the hours available,

Application of the above measurements of wotkload
are likely to result in the following general consultant
staffing requirements:

Small DGH 45,000 -60,000 specimens/year
one F/T consultant plus formal
rota for on-call, and cover for
absences

Medium DGH  60,000-100,000 specimens/year
one F/'T consultant plus either
another consultant, associate
specialist or staff grade doctor (full
or part-time)

Large DGH or  >100,000 specimens/year
teaching hospital two or more full-time consultants




Virology

The duties of consultant virologists and grade C scientists

wotking in that capacity are varied and it is difficult to

quantify them. The demands of a post will depend on:

»  the presence locally of special clinical units where,
for instance, immunocompromised patients are
treated {e.g. oncology, transplant, pacdiatric/
neonatal, and haemodialysis units)

* the other resources available in the region for
virological investigations

*  administrative responsibilities where a post holder
is head of department.

Most consultant virologists (and grade C clinical scientists
of equivalent status) wotk within a teaching hospital
setting for a large Trust/Hospital or for the Public Heath
Laboratory Setvice, and they invariably provide reference
facilities for other virologists, mictobiologists with special
responsibilities for virology, and other consultant
mictobiologists, Consultant virologists are often single
handed, though they may have senior scientific support.

They work in conjunction with consultantdpg,

mictobiologists on all aspects of infection and infectious
disease, and provide a regional virology service £

investigate and advise on atypical bactetial §
coxiella, chlamydia and mycoplasma infec
advise primary healthcare and occ
services extensively on prevgmil

but currently there are only 40 qualified consultant
virologists in England and Wales {and 13 in Scotland
and Northerr Ireland), and theis skills are more and more
in demand. Duties extend beyond the laboratory to ward
and outpatient consultations in infectious disease and
infection control in the hospital and community. Teaching,
training and research ate routinely expected because of
medical school affiliations, and clinical audit and medical
administration ate as much a duty as they are for medical
microbiologists, Consultant virologists provide advice
and training for staff working in their own discipline,
for microbiclogists, consultants in infectious diseases,
epidemiologists and infection control specialists, and for
medical and nursing staff/students of most disciplines.

"The Table shows the components of the workload of
a consultant virologist. Although allocation of a time
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factor to many of these is difficult, an estimate has been
made,

Typical clinical virologist’s workload

Clinseal diagnosis and adyice %
[pre-test 5
teport validation 10
advice 5

Ward visits and consultation : 10

Laboratory bench work 2

Infection control 5

Occupational health advice 4

Laboratoty administration 10

Technical supetvision/QC/QA 5

Teaching and training of juniots 7

Primary care/community
care responsibilities

w0 = B =]
e}

ive assessments follow, designed to help
e Wl e to draw up job descriptions, evaluate
ots@elans and determine manpower needs. It is not
déd that a consultant virologist job» description
shotld include all of these components; indeed that
would be an inordinate load. But the comments amplify
the content of the typical workload shown in the Table.

COVER

A consultant virologist is usually single handed. Cover
may be provided through the goodwill of virologist
colleagues-elsewhere and occasionally by consultant
microbiologists or by senior medical trainees or scientists
with honoraty contracts. However, some competing
NHS Trusts ate teluctant to enter into such arrangements,
Cover is required 24ht/day, 365 days/year. Informal
attangements for cover from nearby larger centres ate
at present common, but in the future these may need to
be formalised to avoid medico-legal disputes.

SPECIMEN NUMBERS/WELCAN UNITS

Although specimen numbers/Welcan units cannot be
used as a direct measure of the use of consultant dme
the numeric workload does reflect an aspect of consultant
input, as the laboratory requires supervision for all tests
undertaken and each request is, technically, a request for
2 consultation. The number of requests requiring pre-
test serutiny and the number of positive results requiting
interpretation and advice is therefore a measurable
proportion of the total workload. In general, virology




specimens require more detailed investigation than
microbiology specimens, patticularly transplant patients’
specimens. Further examples include women who have
been exposed to or have developed infections in
pregnancy and patients who may have acquired or
transmitted Infection with the various hepatitis viruses.
Moleculat’ tests are now routine and are changing work
patterns, generating more urgent investigations. There is
a tendency for Microbiology Depattments in Trusts
which do not have 2 specialist virology setvice to retain
straightforward virological screening work but to refer
the more onerous diagnostic tests to specialised virology
departments. The time required for consultant scrutiny
partly depends on the proportion of diagnostic tests to
screening tests.

Though most vitus laboratories provide specialised tests
of a more labour intensive type than are performed in
microbiology laboratoties, the consuitant workload
assessment can be adjusted downwatds to some degree
if automation is being used for bulk screening and whete
senior technical supervision can address quality issues.

The time of a consultant spent on the scrutiny of
specimens and results is put at least 2-4 hours pet day

for every 30,000 requests received per year (assumingdp,

there is not a disproportionately large number of
screening specimens). If when virological wogkloa
exceed 100,000 per year this usually reflects
screening work, and this large worklozd might be co
© with if there is a single extra full dme cogtltant o
equivalent.

STAFF SUPERVISION
The number of staff to be s
vary with workload (20,000 - 1
ie 10-40 staff of various gra mcludmg MLSO,
scientific and medical trainees, Th€e may be R&D staff
who need special supervision and suppott. As levels of
workload and specialisation inctease, a specialist Grade
C clinical scientist may be needed.

TEACHING

There will shortly be an obhgmon to provide structured
training programmes for junior staff (in line with
Calmanj. Supervision will demand at least 1-2 hours
per week. Purthermore, some of the duties hitherto
borne by trainees must now be carried out by
consultants.

CLINICAL RESPONSIBILITIES

This depends on number of beds served - particulatly
acute beds - with a weighting for the many types of
specialist unit that have a higher than average rate of
infection and higher demands on the clinical virologist.
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The work includes interpretation of laboratory results
and the provision of advice on patient management
(including infection control) and further investigations
that may be needed. Genito-urinaty medicine, general
practice, adult respitatory, paediatrics and obstetrics
patients provide the most test demands. They require 1
hour - 2 hours per day, depending on junior support.

In larger centres specialist units: tequiring the specialist
attention of the consultant virologist in larger centres

may include:

« ITU

« SCBU

*  Dialysis

*  Transplant units (bone marrow, tenal, liver, heart)
*  Oancology

*  Neurology

* GUM/AIDS

* Infectious diseases

guire at least 1 hour of
occasionally much more,

Each specialist {4
visiting ti

INFE
RESPO

I COQNTROL
I IES
greeing and revising policies
ten eetings
tigating cutbreaks (e.g. viral diatrhoea, varicella,
rvovirus B19)
¢ investigation of varicella/zoster contacts
investigation of needle-stick injuries (for HTV, Hepatitis
B, hepatitis C)
* educatonal activities. These include the teaching of
junior medical staff, nurses, midwives and ancillary

workets in hospitals and primary care settings,

In most hospitals 3% to 7 hours of consultant time pes
week is devoted to infecdon control.

OCCUPATIONAL HEALTH SUPPORT
The consultant virologist plays an important role in
occupational health support. This is largely due to the
Hepatits B vaccine programme and the follow up of
needle-stick injuries and varicella/zoster contacts,

2 houss per week in & teaching hospital,

PRIMARY CARE SUPPORT

The relationship with and service provided to primary
care in terms of:

¢ laboratory workicad

* advice to GPs

*  development of policies

amounis to 1 - 2 houts per 50,000 population per week.




As there are fewer virologists than microbiologists per
population served, this activity occupies a larger share
of consultant time than it does for general microbiologists.

COMMUNITY RESPONSIBILITIES AND
RELATIONSHIP WITH CCDCS

The size and chatacter of the population served is also
relevant to public health microbiology. There is a large
contribution to national surveillance and cutbreak
invesdgation. Most virology laboratories are ininner city
settings where problems related to intravenous drug use
frequently arise, and sexually transmitted infections are
common.

PUBLIC HEALTH VIROLOGY typically requires
7 houts per 250,000 population/week, including a 2
hour visit per month for outbteak investigation.

To these must be added:

*  managementresponsibilities  1-2 sessions

1 hour/week

»  education/CPD time 1 2 hour/week

* R & D activities variable

* National responsibilities (PFHLS Cominittees; DoH;
HSE; RCPath, etc.

These generally require 3 sessions per week.

+  gudit

EXCESSIVE WORKLOAD

The details of a consultant workload vary widely with
local circumstances. Most virologists are performing
several functions at any one ime and dutics overlap,
with the stress factors increased proportionally. Overtime
working is the norm,

It is recommended that job descriptions are monitored
to ensute that workloads are not excessive. In such cases
the need to create more consultant sessions has to be
considered. Becayge of scientific and technical advances,
wotkloads in vir are increasing and they should
therefore be re

viewed.

'Q
\
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Histopathology

INTRODUCTION

Since the Royal College of Pathologists last published
guidelines on staffing and worklozd in 1992,
consultants’ time has become even more pressured.
Trusts frequently appoint new consultants in other
specialties without taking into account the knock-on
cffects on the worldoad of pathology departments,
and ever more specia]iéed and sophisticated laboratory
investigations are needed to support advances in clinical
work, Although there have been a significant aumber
of new consultant histopathology posts created during
the last few years, NHS managers have their own
budgetary pressures and often also a very poor
understanding of the nature of the work and staffing
needs of different types of pathology departments.
As a result many colleagues find themselves working
under extreme pressures with the obvious dangers of
potential diagnostic ettors possibly leading to litigation
ot even investigation into the quality of their
ptofessional practice. When there are disagreements
between consultants and managers as to appropriate
staffing levels the College may receive requests for
guidance but some cases of poor staffing levels are
not addressed until the standard of service of ghe
department and/or the standard of professio
practice of its consultants are called into queggion
because a high error rate has been discovered,

have to find morte time fot forma
having to handle the extra work
trainees absence during protected study time.

In academic departments, pressures from the funding
bodies for highet education to increase research grants
and publications, and from the GMC to devise and
implement new teaching methods for the
undergraduate curriculum, together with pressures from
Trusts to deal with ever increasing numbers and
complexity of specimens without compromising
turnarcund times, can lead to disagreements over the
way these responsibilities are divided np and debates
over whether senior lecturers, readers and professors
should each be counted as one wte consultant in staffing
calculations or as cartying only 6 sessions of NHS
work. Consideration also has to be given to the
possibility that those with very heavy academic
responsibilities may spend insufficient time on
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diagnostic work to maintain their skills and that there
should be individual minimum as well as maximum
workload guidelines for safe practice.

The ultimate test of whether staffing levels aré adequate
is whether consultants have sufficient time to deliver a
high quality service including the monitoring of its
reliability by participation in audit-and quality assuranee
schemes, and to participate in enough educational
activities to maintain their own profeésionai
development.

Previous College guidelines on staffing/workload ratios
have been teken into account in CPA assessments for
accreditation, although the CPA policy has been to look
for evidence that the quality and safety of the serviceis
being jeopatdised before using too high a wotkload
as a criterion for refusinggaccreditation. This approach
does not take sufficient ac@unt of the stress that high
wotkloads may cause '
misses of actual errors
guidelines is to
reduce the ing

purpose of these
uch occurrences and

m for workloads of average complexity,
ove which safe working practices may be
angered.

CALCULATION OF WORKLOAD FOR
HISTOPATHOLOGY AND
CYTOPATHOLOGY

Appropriate consultant staffing levels could be worked
out from the 1992 guidelines by calculating the
ptopottion of the recommended numbers handled in
each of the main areas (surgical specimens, autopsies
and cytology specimens) but some confusion has arisen
because the numbers for surgicals and autopsies were
calculated assuming that a consultant would be involved
in both these activities, whereas the numbess for
cytology assumed that the consultant was not also doing
surgicals and autopsies as well. Most DGH consultants
will be involved in all three activities to a greater or
lesser extent, so the proportionate amount of
consultant time needed for the cytology, surgicals and
autopsies should be added together to calculate the
total number of staif needed. Each of these areas of
work has heen related to consultant whole time
equivalents (wte) and similar calculations for academic
departments in university hospitals can build in factors
for greater numbers of complex cases and the time




needed for academic activities.

An added factor to be considered is the number of
trainee pathologists in a department, Trainees cleatly
make a significant contribution to the work, but under
the Calman type of training this benefit is balanced by
the consultant time taken up in direct supervision and
checking of their work, interviewing and appraising
their progress, and organising and teaching on their
coutses. For these reasons, trainees have been excluded
from the staffing calculations,

It is therefore recommended that the appropriate
consultant staffing levels for histopathology
departments be calculated by adding together the
nominal wte needed to cover each of the areas of
service (histopathology, cytopathology and autopsies).

GUIDANCE ON LEVELS OF WORKLOAD
IN ‘SURGICAL’ HISTOPATHOLOGY

The figure of 4000 histopathology specimens per DGH
wte consultant per annum has been generally accepted
as practicable. However, in view of all the extra duties
which have now been imposed on consultants together
with the fact that advances in technology mean that
many specimens now tequire considerably mdpe
investigation before they can be reported, it might b
considered that this figure should be reducgd. O
other hand, it is clear from the job descrig
consultant posts received in the College,
inspections and from the Keel
Benchmarking survey, that many
dealing with considerably more t

It should be noted that 2
considered to tefer to a “c
to each individual specime
the actual number of tissue fi

st” rather than
ot. It is recognised that
ents and the number
of blocks will vary considerably from case to case but
the guideline given is based on an average degree of
case complexity for a typical departmentc. If a
department has a much mote demanding case-mix (e.g,
with large numbers of renal biopsies or lymphomas)
then a lower number of cases per consultant is
apptopriate for safe practice, whereas if there are large
numbers of relatively simple specimens {e.g.
melanocytic naevi and seborrhoeic keratoses) then a
somewhat higher workload may be tolerable and safe.
The introduction of weighting factors for more
complicated specimens would be one way of
increasing the accuracy of workload assessment but
this would quickly become very complicated. Welcaa
units are also a way of measuring workload but they
have so far been developed only for technical work
and do not take account of the pathologist’s time,
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Another possibly simpler way of adjusting workload
measurements would be to count the total number of
microscope slides used since this is roughly proportional
to the degree of complexity of each case (numbers
of blocks, special stains, intuncstaing ete.). Mozre data
needs to be chtained on this method of wotkioad
measurement for the futute,

Histopathologists working in cancer units will be
expected to work to exacting standards of specimen
description, measurement, sampling and repotting, In
addition, they will be expected to ptepare for and
participate in regular multidisciplinary team meetings
and specifically to audit their diagnostic activities, This
will typically amount to one session per week per cancer.

The figure of 2000 surgical cases per consultant wie
per annum for academic departments is designed to
take account of (N@generally increased complexity of
the specimens frg pccialist units and the fact that
nts in relation to research

partments, It is apparent that
ts have different ways of dividing

s is based on a theoretical situation in which
ic staff with honorary consultant contracts

all NHS consultant staff in a department take an
eql share of both the service and academic activities,
i departments whete the academic staff take a greater
share of teaching and/or research activities then the
NHS staff will need to take a proportionately higher
share of the service work. In larger departments where
considerable subspecialisation has occurred, consultants
should not be required to cover for colleagues’ specialist
work during their leave of absence ualess they are
tegulatly working in that subspecialty. As lar ag
minimum levels for continued safe practice ate
concerned, this again depends on the degree of
specialisation but it is considered that anyone who is
involved in general reporting who sees less than 1000
cases a year may run into preblems.

In devising rotas it is also important to ensure that the
daily workload does not exceed safe thresholds even
if the annual workload lies within the recommended
levels.

The figures of 4000 surgicals specimens per wte DGH
pathologist and 2000 per academic department
pathologist are considered still to be realistic. The DGH
figure may need to be reduced in units with 2 higher
than average number of complex cases and the latter
figure may need modification in larger departments
where considetable subspecialisation has heen




implemented. Additional sessions may also be needed
for the activities of cancet centres and units.

GUIDANCE ON LEVELS OF WORKLOAD
IN CYTOPATHOLOGY

In respect of cytopathology practice, a distinction has
to be made between diagnostic and screening work.
Pathologists should reportall diagnostic gynaecological
and non-gynaecological specimens (including breast
FNA specimens since this is not a primary screening
procedure}. Cervical screening specimens in which
abnormal or equivocal cells are present must also be
examined by a pathologist and this will represent about
10 -15% of the cervical screening cases. Taking into
account the time required for laboratory management
as well as the previously mentioned audit, teaching,
postgraduate training, CPD and research, an
approptiate cytology workload should be calculated
on the basis of a total of 6000 cases (3000 diagnostic
specimens plus 12% of 25 000 cervical smears) per
wte consultant per annum. Additional consultant
sessions will be needed if cytopathologists are running
FNA clinics, taking their own aspirates, covering more
than one hospital or are heavily involved in teaching
and/or research. If the consultant takes on the role of
co-ordinator of the screening programme extra
sessions will be required, the number depending upon
the size of the task in each Trust, There should
named consultant in charge of the cervical screent
service and if one or more consultants are wQulsl
solely in cytology there must be adequately skill
for them when they ate on leave.

The College recommends tha
cases (12% of 25 000 cervic
diagnostic cases) be taken as a suit
for 2 wte DGH cytopathologist andhat the calculation
of varying proportions of the type@f cases is made
by adding 12% of the cervical smear numbers to the
total diagnostic case numbers, If there is a requirernent
for FNA clinics, teaching and research and/ot screening
programme co-ordination, appropriate extra
consultant sessions will be recuired.

figul@yef 6000

GUIDANCE ON NUMBER OF AUTOPSIES
In the 1992 guidelines the figure of a maximum of
300 autopsies pet wte consultant was calculated to be
in addition to the surgical work, This has led to some
confusion hecause the cytology workload was
calculated as though it was being done by separate
consultants. A figure of 600 autopsies per anaum has
been suggested as being the number which could be
performed to 2 satisfactory standard by a consultant
who was doing nothing else, and which can therefore
be used as a nominal figure to be added to the surgical
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and cytology numbers. The main problem with
calculating the autopsy workload is that medico-legal
autopsies ate not-a part of the NHS work although it
can be argued that where such autopsies are performed
on hospital cases, a service is also being provided to
the hospital clinicians and that these ate also useful for
undergraduate teaching and for postgraduate training,
The exact contractual arrangements for doing medico-
legal autopsies vary considerably between departments.
It is however, a College responsibility to ensure
maintenance of good standards of practice and
departments should therefore ensure that they have
enough staff to carry cut all their commitments.

1t is recommended that the figure of 600 autopsies
per anoum be taken as the nominal workload for a
DGH wte consultant in the workload calculations and
a figure of 300 per consultant in academic departments.

C_ALCULATIONS
Based on the s

¢
EXAMPL

a W& H which has 13 500 histopathology cases,
700 3 gk

sies, 27 000 cervical screening cases and 3750
iagnostic cytology specimens (including a
itment to perform FNAs in a breast clinic) the
ppropriate consultant staffing level is 3.4 + 1.2 + 1.2
= 5.8 rounded up because of the aspiration clinic to 6
wte consultants.

2) In a teaching hospital which has 16 000
histopathology cases, 250 autopsies, 20 000 cervical
screening cases and 5500 diagnostic cytology specimens,
the appropriate number of consultant grade staff is 8
+ 0.8 + 1.3 = 10.1 consultants, The cytopathology
sessions would also need to be increased if there is
involvement in FINA clinics, undergraduate teaching,
research and/or scteening programmme co-ordinator,
and if the hospital is designated as a Cancet Unit thete
would need to be sessions to cover this extra work,
giving a figure of 10-11 wte consultants (including
professors, readers and senior lecturers),

LOCUMS

It is not considered safe for any histopathology service
to be operated by a single handed consultact.
Therefore, in departments whete thete are only two
established consultants, locums should always be
recruited to cover aay periods of leave. Since cover
for colleagues’ leave should not be allowed to increase




an individual’s workload above the recommended
guidelines, locums may also be required in larger
departments, High quality locums may be difficult to
find and since it is also more difficult for locums who
are moving around from department to department,
to participate in regular audit, EQA and CPD activities,
it is further recommended that all departments should
move towatds consultant staffing levels sufficient to
provide proper internal cover for annual and study
leave, the total number of weeks of which can also be
added into the staffing calculations.

¢

Q
\
™
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IMPLEMENTATION AND MONITORING
Implementation of these recommendations is the
responsibility of local management, acting on
information and advice from the profession. The
College’s responsibility lies in the approval of job
descriptions for consultant posts, in granting approval
for regional trzining programmes and through its
representation on CPA{UK)Ltd, in laboratory
accreditation. Further work is required for the
quantitation of worklead complexity.




Immunology

INTRODUCTION

The épp]ication of immunology to human disease arises
from scientific discoveries in biomedical immunology.
This scientific endeavour is (and has been for many
decades) a major international effort conducted by
most developed countries. It has led to an ever more
complex but increasingly rational and coherent picture
of how the immune system works and is the
foundation on which all clinical understanding in
immuaology is based. It is not possible to interpret
with real insight the pathophysiclogy and genetics of
hwman immunclogical diseases without 2 thorough
grounding and regular updating of this fundamental
immunology.

A Clinical Immunology service provides clinicians
within the NHS with a consultative service relevant to
the diagnosis and management of disorders of the
immune system and the provision of an efficient
laboratory service to support this function. The
compass of the laboratory service includes the
assessment of normal and abnormal components of
the immune system. The principal areas of disease
diagnosis catered for are immunodeficiency, aligrgy,
autoimimune diseases (including rheumatic diseases)
lymphoid malignancies (including myelomatosis

A single compteheasive service providin
laboratory facilities has become ent
immunology has become mor licatcH@pd s recent

heSrmune

research has revealed the com
system, both physiologica muno-
pathologically, the need combine the
immunochemical, autoimmune and Wmunodeficiency

investigations has become more apparent. There is
considerable ovetlap of patients with immunochemical
and autoimmune ahnormalities and a greater awareness
of autoimmune manifestations in patients with
immunodeficiency, as well as the previously appreciated
ovetlap between malignant disease of the immune
system and immunodeficiency.

Cumulative reporting and interpretacion of
immunology tests is needed to give clinicians optimum
and apptopriate information, In the last 15 years, the
development of the clinical role of immunologists has
greatly increased the impact of the clinical and
laboratory aspects of the speciality on healthcare, But
is has also escalated the workload of clinical
immunologists. Advances in immunotherapy have led
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to immunoglobulin infusion clinics and home
immunoglobulin treatment programmes for immune
modulation as well as replacement therapy. Thus, clinical
immunologists have become involved in disease
dizgnosis and management as well as interpretation of
labotatory assays. Specialist nurses (who fotm an
immunology group within the Royal College of
Nursing) have been specifically trained -over the last
ten years and played an important role in these
developments. Interactions with European and world-
wide groups for immunodeficiency and auteimmune
disease have been important to expand the knowledge
of the basic science, natural history and management
of immunological discases. Increasing awareness of
the spectrum and consequences of immunologically
mediated diseases, resulting from the development of
patient support groups, has led to more patients to
treat. This has alsoded to a greater teaching
commitment both to pagients and their medical/
paramedical carers.

PATTERN
THE UK
There are

DELIVERY IN

25 g8htres in England and Wales (7
1§Lo don afl 1 ide London) and 5 in Scotland/

Ol d, which provide clinical immunology
servIgRg to t HS. Twenty six of these 29 centres
ascQpin teaching hospitals. In some centres there
ore consultant immunologists, but 9 age sinple-
. Queside London and a few other centres, there
common model which involves consultant clinical
immunologists appointed within the last 20 years who
practice both clinical and laboratory immunclogy. A
modern clinical immunology service provides a clinical
referral service (mainly out-patients), as well as a
specialist laboratory with clinical interpretation of results.
This is the model in 20 of 22 UK centres outside
London but in only 2 of 7 within London. Provision
of such services in London is the subject of current
debate.

Clinical immunology services are important to so many
specialities that their provision in major teaching
hospitals is essential, Specialties such as theumatclogy,
nephrology, neurology, respiratory medicine,
dermatology and gastroenterology, as well as the more
traditionally linked specialties of microbiology,
infectious diseases and paediatrics are provided with
immunological input in the most efficient and effective
way. Opportunities for clinical researchers in these
specialties, clinical immunologists and basic
immunologists to investigate immunological aspects of
disease are facilitated by this arrangement of a
combined University and NHS setting,



CLINICAL SERVICE

A typical clinical service has out-patient sessions where
adults and children with immunodeficiency, uousual
antcimmune diseases or multiple or severe allergies are
seen for diagnosis, treatment and management, This
typically comprises of one joint clinic with a
paediatrician and two adult out-patient clinics per week,
A day case facility will involve specialist nurses for
immunoglobulin therapy (immunodeficiency or
immunomodulatory treatment for auteimmune
disease), hyposensitisation therapy and challenge testing
in the context of complex allergies.

LABORATORY SERVICE
A modern laboratory service provides a wide range
of assays:

1. Detection of autoantibodies ranges from anti-
nuclear antibodies to acetylcholine receptor or voltage
gated calcium or potassium channel antibodies,
Autoantibodies are measured by a vatiety of different
technigues which include radioimumunoassays, enzyme
linked immunosotbent assays and immunofiuorescence
as well a3 some functional tests. These methods require
considerable technical expertise as well as interpretative
skill. Clinical experience in rheumatic diseases and orn
specific autoimmune diseases is needed to advis

clinicians on appropriate tests and their diagnost]
management implications,

2. Immunochemical investigations usuallyf#ll withi

remit of immunology, given the i nce off the
functions of 1mrnunog10buhns t ide of
immunoglobulin produgtign and tN@complexity of
the complement pathwa vl of advice

on the appropriate man
abniormal levels of immuno

t OWpatients with
ulins, and the detection
and interpretation of hyperviggosity or cryoglobulins
requires the level of clinical and laboratory experience
found most readily within clinical immuneclogy
departments, The variety of complement assays
available for quantitation and functional testing are
relevant to immune complex diseases and for
investigating patients with sevete infections (e.g.
Neisserial meningitis), severe autoimmune diseases (c.g,
SLE) ot for differential diagnoses (e.g hereditary or
acquited angioedema).

3. Cellular assays have become widely available with
the advent of flow cytometers. Quantitation of
lymphocyte subpopulations are essential, not only for
HIV disease monitoring , but also for the diagnosis of
sevete combined immune deficiency, primary antibody
deficiency and lymphoid malignancies. Urgent
functional assays should be available in teaching centres
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and large paediatsic departments. Likewise, tests of
neutrophil function should be available for screening
patients, particularly as congenital disorders such as
chronic granulomatous disease are now known to
present in young adulthood.

4. Histocompatibility and immunogenetic analysis is also
a function of some immunology departments. Such
assays are vital in supporting centres performing solid
organ or bone marrow transplantation and in identifying
associations between disease and HLA types.

TRAINING

Laboratory training for medical and scientific trainees
as well 2s biomedical scientists (BMSs) encompasses
the whole range of manual and machine
methodologies. Training for state registration, from the
Councdil for Professions Supplementary to Medicine,
is essential for B and requires regular bench and
aboratory must be recognised

ection. Scientists’ training
Society for Immunology
[fining Board and includes an
mmunology. Medical graduates and
¢ membership examination of the
]lege of Pathologists require experience of a
| e of clinical and laboratory services as well

raining in management, NHS procedures and
estarch, Experience of research is essential and most
munology centres are in teaching hospitals where
this is easily available, though additional time is needed
to achieve a reseatch degree.

Specialty trained immunologists are required to pass
on this knowledge base in theit role as undergraduate
and postgraduate teachers. The rapid pace of advances
in biomedical immunology, especially genetics, has also
made it necessary for clinical immunologists to
exchange phenotypic and genotypic informaton about
patients on an international scale through clinical
databases. Research and development is a vital part of
an immunology service, as well as for training New
techniques and their interpretation in a clinical setting
are now part of an NHS as well as a university
department, When considering the development of
laboratory services, increase In sensitivity in any given
assay must be assessed against clinical relevance. New
techniques providing additonal information need the
context of normal ranges for interpretation and all
new assays should be assessed in a clinical setdng for
disease specificity. Research is part of the training
programme for clinical immunologists and the
importance of immunological research and the use of
techniques should not be
undetestimated. Basic immunology has played a leading

immunological




role in the development of molecular techniques and
in genetic research. The study of immunodeficiency
diseases is fundamental to the understanding of basic
immunology.

THE PATTERN OF WORKLOAD
Imounology as practised in the United Kingdom most
closely approximates to the pattern of work in
haematology. Immunologists in the NIS, as well as
those primarily based in academic departments, divide
their time between labotatory work, clinical and other
duties, the propottion varying enormously.

Many immunologists wotk in single consultant-led
departments. Most of these departments deal with
patients with immunodeficiency on long tetm therapy
(mainly immunoglobulin replacement therapy, including
home therapy). While the current workload related to
any (on call) duties is typically small and vatiable, this
workload may increase as standards of cate ate better

defined.

Because immunology has an impact on a wide range
of clinical conditions and complex immunological
therapies are increasingly utilised, the need for ad-hoc
clinical advice arises unexpectedly, often at short notice
and can take a substantial amount of time to deal with.
The second source of ad-hoc work arises from
telephone enquiries about the availab:

investigations. Those working in regional or sub
centres spend a substantial amount of time
such enquities which are unpredictalg¥ and
consuming Furthermore, ther 10 me isms to
derive income from this type of ich th@eefore
may not contribute to trust inco
considerable amount of ‘consulta
needs to be directly recogaised dut
immunology contracts.

ilising 4
me”, This aspect
negotiation of

In an attempt to gauge the current workload of clinical
immunologists, a questionnaire was sent to a sample
of consultants in England, Scotland and Wales. It was
not designed to be comptehensive but to be indicative
of the relative breakdown of workload into four main
categoties: clinical work, laboratory and scientific duties,
education and training, and management and
administrative work.

Broad conclusions can be deawn as follows:
+  Consultantimmunologists, like consultants in other

specialties, are working in excess of their 11 session
contracts.
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Most immunologists catry out ditect patient contact
work as well as laboratory duties. Qutpatient
clinical work is a major responsibility but in-patient
consultations and telephone coasultations are of
Increasing significance. For consultants working at
two or mote sites, telephone advice can equate to
two or more sessions per week.

A substantial proportion of lzboratory. duties is
spent on clinical liaison, interpretation and
authotisation of repotts. Liaison with consultants
in district general hospitals served by the regional
centre is of increasing importance. Consultants
continue to participate in vatiable amounts of
hands-on-scientific wotk, particulatly related to
research and development, or special areas of
expertise,

Teaching of mce
postgraduates can
Immunologists an

al undergraduate and
s variable demands on
ther accentuated by
medical scientists and
of specialist registrar
traininggh inclogy and several medical
i ad is proving to be significant.
d mainly in teaching hospitals, most
ave a steady research output.

n¥ement and administration of the
unology service consumes at least one to two
sessions per week, Because of the supradistrict or
regional nature of most services, immunologists
spend 2 significant amount of time on regional
and other professional committees representing the
spectalty.

Working patterns differ between single-handed
consultant-led services and those departments with
two (or more) consultants, Larger departments
allows some slanting towards clinical versus
laboratory work or subspecialisation towards
immunodeficiency, autoimmunity or allergy etc.

Several immunologists work between two or more
centres, This is a reflection of rationalisation of
services between trusts and the realisation that some
District General Hospitals performing
immunological assays do not meet the criteria of
accreditation bodies regarding approoriate
professional direction. Such hub-and-spoke
arrangements are increasingly common and
contribute to the significant travelling time incurred
by some consuitants,



FUTURE DEVELOPMENTS

* The clinical work of immunologists is increasing,
even dominating, and will increase further as
immunologists become more interventionalist
through the use of more clinically effective therapies,

Clinical immunologists will foster better defined
relationships with adjacent district general hospitals.
This will become an increasing area of professional
and managerial input. The downside is the significant
travelling time required to support competent but
remote centres,

The provision of allergy services in the UK is
underdeveloped in comparison with the rest of
Burope. Close liaisons have developed with the
Royal College of Physicians and other bodies
through the Joint Committee on Immunology and
Alletgy to provide training programmes leading to
a CCST in Immunoclogy and a CCST in Allergy. A
sensible development of this relationship would be
the establishment of funded regional centres
incorporating both clinical and laboratory aspects
of immunology and allergy services.

‘The College response to the document The N@y

INHS Commissioning Specialired Services makes specific 7
menticn of the need to have i inical work
O

tf
Immunodeficiency Centres recogni an
designated as specialist service,

RECOMMENDATIONS
* The provisicn of hub and spok@@iran has

major implications f; anpo Professional
supervision of several, mallplaboratories
is not efficient. The serv: ore effective
if laboratory immun@logy services were
r number of larger
laboratories in teaching centres or remote centres
serving high populations, In contrast, the provision
of clinical consultative advice on site is more easily
provided and improves local clinicians’
understanding of the benefits of immunological
input,

consolidated into a sma

Mest clinical immunologists are wotking significantly
over their contracted sessions and in excess of the
European directives on the maximum working
week, However, in many areas of the UK,
immunological services are underdeveloped and
maxny conditions are under diagnosed or recognised
only after significant diagnostic delay. Fxpansion of
consultant immunologist posts is essential to meet
the clinical need.
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* Many consultant immunologists remain single-

handed. Single-handed practice should be
discouraged. Working with a colleague, especially in
a field changing as rapidly as clinical immunology,
helps to sustain a clinician’s professicnal development
and enables clinical governance.

Details of 2 consultant’s workload vary with local
circumstances. Most immunologists are performing
several roles at any one time. Scientific and technical
advances in immunclogy mean that workload in
immunology should be reviewed regulatly.

An illustrative example of a consultant immunologist’s
present job plan is shown in the Table. This summarises
the core roles of the consultant immunologist. It is
essential that the cutrent excessive quantity of work
performed be replaced by quality work meeting safe
wotking practices, @@ that patients can be assured of

the highest stand clinical immunology practice
in the UK.
AN IL JOB PLAN FOR A
FULL- NSULTANT
IM ST
Notional beif-days
tient clinics 3.0

atent/day case/ad hoc 0.5
Telephone consultation 0.5
Laboratory scientific work
Report intetpretation/
authotisaton 1.0
Analytical work 0.5
DGH liaison 1.0
R&D/special intetest 0.6
IQC/EQA 0.2
Education and training
Teaching - undergtaduate/
postgraduate 0.6
CPD 04
Refereeing papers/grants 0.2
Audit 0.2

Management and administration

Administration 1.5

Committee activites 0.5

Professional affairs 01

Other

Travel 0.2
11.0




Genetics

GENERAL CONSIDERATIONS

Clinical Lahoratoty Genetics consists of two closely
interrelated disciplines: Cytogenetics (the study of
chromosomal abetrrations) and Molecular Genetics (the
study of mutation at the molecular level), Related
subspecialties such as biochemical genetics,
Immunogenetics and the haemoglobinopathies may
also be investigated in the same laboratoties.

Important technical developments in genetic analysis
over the past ten years have lead to an exponential
increase in our knowledge of the genetic basis of
discase. A genetic approach to the diagnosis of clinical
problems is now being applied in an increasingly wide
range of clinical disciplines from the definition of the
causes of miscarriage and recutrent abottion in
Obstetrics and the diagnosis and treatment monitoring
of many leukaemnias to the presymptomatic screening
of individuzls who may be generically susceptible to
disorders such as diabetes or high blood pressure.

Genetic services are unique, because, in the great
majority of genetic tests the family, rather than the
individual, is the focus of the investigation. Two majot
exceptions to this are in the diagnosis of num@cs
chromosome abnormalities (both in the prenatal a
postnatal stages) and the genetic testing of mald
disease. Scientists and Clinicians involved in th
of a Clinical Genetics Service ate tr
principles of medical genetics and work as\@ integt
team to provide a quality patie protgss which
respend rapidly to techno e and
innovations. '

Thete has been a significant m&ve towards the
establishment of regionally based Generics
Laboratories rather than the ad hoc development of
smaller laboratoties at a local level, This has maximised
the opportunity to respond to change by developing
expertise in a relatively small number of centres,
minimising wasteful duplication of staff and equipment
and ensuring an efficient, effective and reliable service,
In general the established regional or sub-regional
pattern of service delivery has continued to prevail
after the NHS reorganisation.

STAFT QUALIFICATIONS AND TRAINING
FOR GENETICS LABORATORIES

Recruitment to the service is mainly from science
graduates or postgraduates with an academic
background in the life sciences, with special emphasis
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on genetics, Further qualifications may be achieved
following periods of appropriate training in recognised
laboratories.

At a junior level, qualifications ate provided by the
professional bodies representing the two specialties,
the Association of Clinical Cytogeneticists (ACC) and
the Clinical Molecular Genetics Society (CMGS). The
AGCC offers clinical cytogeneticists a certificate of
competence following completion of A grade training
which may be supplemented by further study and
project wotk for the award of an MSc. The ACC also
awards a Diploma (DipACC) by formal examination
to candidates who have successfully completed an initial
B Grade training, For clinical molecular geneticists, the
CMGS provides a certificate of competence for A
Grade trainees successfully exiting their scheme.,

Qualification at a more
Membership examinati
Pathologists (MRCR&
examination ma

gior level is provided by the
af the Royal College of
¢ MRCPath Part 1

ed® of a Regional (or large sub-regional)
etics or molecular genetics laboratory should
an appropriate qualified C Grade Scientists or a
medically qualified clinical cytogeneticist or molecular
geneticist. Other staff should include B Grade Scientists,
A Grade trainees and laboratosy support staff, both
technical and clerical.

CYTOGENETICS
The techniques of cell culture and the methods used in
cytogenetics are largely untelated to the traditional
disciplines of other hospital diagnostic services. It is
therefore, recognised as an independent and separately
administered specialty.

Inorder to fulfil the wide range of investigations which
may be required, the faboratory must be capable of
undertaking many different analytical procedures and
of assessing the significance of constitutional and
acquired cheomosomal abnormalities. In addition,
cytogeneticists should keep abreast of new technologies
such as the application of gene probes in the
characterisation of chromosomal defects, and be
actively involved in development and research. The
studies undertaken include the investigation of
congenital malformations, mental retardation, infertility,

-retarded development, the cytogenetics of neoplasia,



the effect of chemical and environmental mutagens
on chromosomes, etc. Prenatal diagnosis from amniotic
fluid cells ot chotionic villi involves fetal chromosome
analysis.

The cytogeneticist has close professional links with
clinical geneticists and molecular biclogists and
collaborates with clinicians and scientists from a wide
variety of other disciplines. Senior cytogeneticists ate
involved in teaching, training, advisory activities and
reseatch. ‘

Staffing levels approptiate to cytogenetic laboratories
ate dependent on the workload mix of individual
laboratories. These should take into account the variety
of laboratoty procedures provided, and make use of
time-based workload units (e.g. Welcan) to assess
wotkloads, Factors such as changing referral patterns,
increased management duties of senior staff, time
requited for staff training, and the expansion of
employment of technical grades must also be
considered.

MOLECULAR GENETICS
Although many disciplines now utilise molecular
techniques, expertise in clinical molecular genetic@is
usually found closely associated with departments o
clinical genetics. Because molecular diagnosis regi

accurate clinical diagnosis, an informatl
structure and calculations of risk that may i
factots other than those provided by
specialist diagnostic service labor
estzblished in conjunction with regg

services.

Such labotratories car ]
investigations for moleculaf€haracterisation of gene
mutations, the segregation @8 Mendelian disorders,
studies of gene expression and gene mapping The
techniques used for prenatal and postnatal diagnosis

de range of
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of genetic disorders include Southern blot analysis,
polymerase chain reaction (PCR) and DNA sequencing,
with non-radioactive analysis and automation likely to
play an increasing role in the future. Scientific and
technical progress in all these areas is extremely rapid
anid the clinical molecular geneticist has to keep abreast
of new research findings and new molecular biological
techniques. Molecular geneticists have close professional
links with clinicians and scientists from a wide vatiery
of other disciplines.

The very rapid pace of technical and sclentific advance
in molecular genetics means that an increasing number
of genetic disorders are becoming amenable to
molecular investigation and thus the workload of a
regional molecular genetics laboratory is increasing, It
also means that training and the development of new
techniques are an important part of the workload of
laboratories.

The staffing lex
genetics la
of indiv

d for a regional molecular
0 penad on the workload mix
atories. Workloads are beginning to

sigmificantly by population screening and

cening programmes for cystic fibrosis
ragile X syndrome. Further expansion of
ill need to take into account the balance of

loads provided by relatively routine mass
reening as opposed to detailed and specialised genetic
mapping and muation characterisation studies. The
majority of laboratory staff would be trained
molecular geneticists, but the skill mix of staff will
need to teflect workload balances, and the availability
of automated equipment. Contact pressures will dictate
an economic balance of staff of the appropriate grade
and capital equipment, but should not be allowed to
prejudice the current high quality of service provided
ot the constant requirement for the development of
new services and the introduction of new techniques.




Neuropathology

INTRODUCTION

Neuropatho].ogy is an essential and specialised branch
of pathology dealing with the diagnosis of diseases
of the nervous system. The diagnostic service is
provided primatily to, and often closely integrated with,
the clinical activities of neurologists and neurosurgeons,
but a wide varlety of other specialists - including
psychiatrists, paediatricians, ophthalmologists,
histopathologists, fotensic pathologists znd paediattic
pathologists - benefit from the unique expertise of their
local neuropathologist(s). Whilst this document relates
principally to diagnostic work, neuropathologists also
have a very important teaching and research function
in relation to nervous system disease.

To ensure that staffing levels in all centres throughout
the UK are adequate to meet the local service demands
and maintzin national expertise in the speciality, the
Department of Health and Royal College of
Pathologists requite some method of relating
consultant staffing in neuropatholegy to workload.

Historically aeuropathology has related consultant
staffing in a given centre to the catchment populg
served by the neurologists and neurosurgeons. W
this has some validity as far as numbets of bigpsy
specimens is concerned - numbers of mug@le an
netve biopsies are roughly proportional tofe et
of neurologists whilst the same is true for'i@urosu.

biopsies - there is considerable in imbers
of neurologists and neurosurged ne UK
with an averzge of one neur st per 250,000
vopulation and one neurosurgeon s@ving a population
of 250-400,000. Fusthermore, relating neuropathology

consultant staffing to populations served fails to take
account of local variations in material received from
soutces other than the neurologists and nenrosurgeons.
Autopsy work is not necessarily propostional to the
population served by the neurologists and
neurosurgeons with some neuropathology departments
having heavy refettral loads from histopathologists and
forensic pathologists whilst others perform many
psychiatric autopsies. Similarly, some departments
receive significant numbers of muscle biopsies from
theumatologists and paediatricians and others provide
a service to ophthalmologists. CSF cytology is another
extremely variable area with some neuropathology
departiments doing none, others doing cytelogy for
only the neurologists and neurosurgeons, and still others
petforming all CSF cytology for a given Trust.
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Wotkload assessment papers for specialties such as
chemical pathology and haematology, where much of
the analytical phase is automated, are inappropriate as
models for neuropathology, as are papets for specialties
such as medical microbiology, which handle large
numbets of specimens many of which require little
consultant analytical input. Neuropathology, like
histopathology, is & specialty in which each specimen
requires a medical opinion for diagnosis. However,
unlike histopathology, a high percentage of blopsies
teported by neuropathologists require intra-opetative
diagnostic procedures (smears and frozen sections) and
many require detailed clinical consultation and
immunocytochemistry prior to reporting. Many
neutopathological autopsies also present unique
difficulties e.g infection risk (CJD and AIDS) and
technical complexity (removal of spine, examination
of vertebral arteries etc.). In addition, some
neutopathologists pes
nerve biopsies. The cg
nature of many neu
therefore means th

their own muscle and

and labout-intensive
gical investigations
sessments based upon
Clmens’ are meaningless.
e a useful way of quantifying
analysis of neuropathological
ate not a useful way of measuting
oad as there is no clear relationship
co@atechnical and medical activity.

tion therefore proposes 2 system of workload
asurement based upon units of time equivalent to
one consultant hous, It should be noted that this system
applies onfy to diagnostic work, In producing the
following system of wotkload assessment for
neutopzathology, 2 number of assumptions have been
made:

1. Neuropathological trainees are supernumeraty as
far as diagnostic wotk is concerned with
consultants being primarily or ultimately
tesponsible for the issuing of diagnostic reports,

2. The concept of ‘sessions’ remains wvalid for
neuropathology because of the flexible nature of
working patterns in the speciality. One session in
this paper means a fixed flexible session of 3.5
hours.

3. One WTE consultant equates to a maximum of
seven sessions of diagnostic work per week with
the remaining three or four sessions of a WIE
contract being devoted to other activities including
CPD, audit, teaching, tesearch, administration and
preparation for, and participation in, clinical
meetings. If the consultant has a significant
academic or management wotkload, then less
than seven sessions should be appropriately
devoted to diagnostic work,



4.  One WTE consultant has been zssumed to work 440 sessions per year so that a maximum of 308 sessions
(1078 consultant hours) per year are available in a WTE consultant’s contract for dizgnostic wotk, including

the provision of cover for other consultants,

WORKLOAD ASSESSMENT

Workload element hours Consubtant See Notes
Neurosurgical biopsy
¢ frozen section/smeat 0.5
*  paraffin - complexity 1 0.25 (1)
- complexity 2 1.0
- complexity 3 2.0
- complexity 4 3.0
Autopsies
¢ ‘head only’ autopsy 1.0 (2)
¢ standard neuropathological autopsy 3.0
¢ complex neuropathological autopsy 5.0
Autopsy Tissues (3
*  beain/spinal cord - <5 blocks 1.0
- 5-10 blocks 2.0
- 11-15 blocks 3.0
- 16-20 blocks 4.0
- > 20 blocks 4.0 + 1.0/5
®  other tissues - < 5 blocks 0.5 e)
- 6-10 blocks 1.0
- > 10 blocks 16+ 5 Gocks
¢ special stains/ - <5 blocks‘
immunocytochemistry - 6-10 blocks 1.
- 1115 blocks \5
- 16-20 blocks 0
- > 20 blocks 2,0 4+ 0,5/5 blocks
Muscle biopsies and other histochemist (5)
*  performing biopsy 2.0
*  histochemistry/bloc 1.0
& IMMuNocy istry/Ghse 0.5
e HM/block 1.0
Nerve biopsies
® performing bio@ey 2.0
*  standard report 1.0
. immuﬂocytochemistry/ case 0.5
*  EM, teasing etc/case 1.0
CSF Cytology (6)
*  simple 0.25
*  complex 0.5
Ophthalmic Pathology
* globe - standard 1.0

- complex 2.0
o periotbital/corneal biopsyas neurosurgical

Other Biopsies as neurosurgical -
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NOTES

The time allocated includes cutting up, otientation of

specimens, etc.

(1) Complexity
level 1: e.g diagnosis possible on H & E; < 5
blocks, etc
level 2 e.g immunocytochemistry, levels, clinical
consultation, etc, required for diagnosis
level 3: e difficult or large specimens requiring
otientation, photography, extensive consultation,
etc, for teporting
Level 4: e.g. very difficult cases requiring BM,
referral for second opinion, etc, for diagnosis

(2) Times for autopsies include study of case notes,
clinical consultation, organ removal and producticn
and validation of the macro report. A ‘standard’
autopsy includes removal of the brain and spinal
cord. A ‘complex’ autopsy may be a high risk or
perintatal case, or one in which a considerable
amount of extra preparation or dissection is
required.

(3) Total times for cases are calculated individually and
include time for macroscopic examination and
block selection. ‘Block’ means one of standard
Tissue Tek size. For larger blocks an appropriate
cotrecton should be made based on the surface
area of the block, e.g. a block filling & Surgipath
Super Cassette, which is four times the surfac
of z standard Tissue Tek block, would be cou
as four blocks for workload assessment put
Example: a case required examination of 1
of brain, 8 of spinal cord and 2 cach gfh!
lung, Two specizal stains were per ed
of the brain blocks and Mmmunoci@chemical
procedutes on 6.

14 brain + 8 cotd 22 4.5 houts

[l

il
N
I

2 heart + 2 lung 0.5 hours
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It

2% 10 specials 2x1.0= 2.0 hours

Il

2 % 6 immunos 2x10= 2.0 houts

Total time for case 9.0 hours

(4) ‘Other tissues’ are any other tissues sampled at
autopsy, except muscle, nerve ot eye, which are
calculated separately.

(5) ‘Other histochemistry” rectal biopsies for
Hirschsprung’s disease, ete.
‘Performing biopsy’ includes time for clinical work-
up prior to biopsy, as well as the actual surgical
procedure. :
The figures are additive, e.g, & muscle biopsy with
two blocks upon both of which histochemistry
and EM were undertaken would be assessed at
4.0 consultant hout

6y Simple CST cytolo
Complex CSF cy

2 cytospins
> 2 cytospins, cell

ouat,
immuno- .
cytochemistry etc
for diagnosis
CONCL
e s Qe the product of 2 process of wide

tatio ongst consultant members of the
uropathological Society and validation in a

varying wotkloads and wotk pattetns.

The minimum number of WIE consultants required
to deal with a given diagnostic wotkload can be
calculated by dividing the total annual number of
diagnostic consultant hours by 1078 (see point 4, page
29}. It is recommended that consultant staffing
establishments are based on 3-5 year treads in
wortkload, rather than upon single annual calculations
Or averages.



Forensic Pathology

There ate approximately 800 homicides and 2000
suspicious deaths every year in England and Wales, These
numbers are expected to rise over the next 10-15 years.
There are currently nearly 40 pathologists accredited
by the home Office, Of these approximately 20 are
employed full-time in university posts and around a
dozen are independent. The temainder undertake duties
in addition to NHS consultant commitment,

The workfoad, case mix, and areas to be covered by
these practitioners vary widely, and in terms of
individual contracts aiso display great variation. For
example, the university departments in London and
the independent London Medico-Legal Centre carey
out large numbers of routine Coroners’ autopsies.
Provincial departments, such as Sheffield, Liverpool
and Cardiff, have a much lower routine autopsy
commitment, but greater teaching and research
obligations. An independent practitioner must have a
fairly large coronial caseload to generate an income
comparable to his/her university or NHS peers.
Retention of fees for defence work elso varies. Those
who are not permitted to retain such fees tend to tafge
on 4 smaller load of second post mortems and
opinion work,

allocate, but 10-15 homicides, 20-30 suspi
and 200-300 coronial autopsies seems

university
e increased
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somewhat. Independent practitioners would no doubt
take the view that the coronial caseload could, and
shouid be, much higher without the quality of work
suffering, A latge number of consultants relative to
the total population will be required in Scotland where
the law requires the participation of two doctors in
the investigation of any suspicious or criminal death.

In the last few years there has been an increase in the
number of practitioners operating outside the NHS
or university departments. This change has largely been
caused by the cutrent mechanism for renumeration of
pathologists undertaking routine coroners’ autopsies
as well as suspicious deaths and homicides. This tread,
if it continues, could have serious implications for the
future training of forensic pathologists since
independent pathologists, either working alone or in
consortia, are unaple to offer the necessary training and
supervision neces required by the College for
accreditation an | of posts for trainees. The
future of the sp only be secured if urgent

consideratj to the establishment of 2
number ot specialist registrar trainees in
appr S ofjuniversity institutions, Funding for

such p@ts, t initially, may necessatily need to be

m the Home Office,

bstantial number of pathologists will retire on the
routids of health or age within the next five years,
e Home Office is increasingly reluctant to renew
accreditation for those remaining beyond the age of
65 years. We therefore anticipate that there will be a
need for 8 specialist registears in post in England and
Wales by the year 2000, In addition there will be a
need for 2-3 posts in Scotland and 2 in Northern
Ireland.





