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Who we are

• 26 doctors
• 37 nurses (1st SH Nurse Practitioner-Vic)
• 15 administrative, clerical or IT support
• 3 medical scientists
• 3 pharmacists
• Registrars: SH, ID, GP
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Why we exist
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Our Vision and Mission

The vision of the MSHC is to be a leader in 
the management and prevention of 
Sexually Transmissible Infections (STIs)

Our mission is to maximize sexual health 
through innovation and excellence in 
public health, education, clinical care and 
research
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Theory of STI control

R0 =ßcD

Rate of partner change

Transmission probability per sexual partnership

Duration of infection



8

Non core group

Few partners

Ro<<1

Core Group, Ro >>1, many partners, high rate STI’s

Average Society (Ro=1.5)
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Numbers of diagnoses of syphilis (primary, secondary and early 
latent) by sex, GUM clinics, England, Wales and Scotland*, 
1931 - 2003

0

2,000

4,000

6,000

8,000

10,000

12,000

1931 1937 1943 1949 1955 1961 1967 1973 1979 1985 1991 1997 2003

N
um

be
r o

f d
ia

gn
os

es
(E

ng
la

nd
 &

 W
al

es
)

0

1,000

2,000

3,000

4,000

5,000

6,000

N
um

ve
r o

f d
ia

gn
os

es
 

(S
co

tla
nd

)

England & Wales - male
England & Wales - female
Scotland - male
Scotland - female

* Equivalent Scottish data are not available prior to 1945 and for 2001& 2002. As N. Ireland data 
from the time period 1931 to 2000  are incomplete they have been excluded 
Data source: KC60 statutory returns and ISD(D)5 data.

Effect of antibiotics on “D”
Access to health care 
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But it is not all about quality- 
Quantity also matters

Source JID 2005;192:824-836, figure 2

10% 20%

30% 50%

Gono rate

Service rate
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What do we have to do

• Efficient service- increase quantity
– See as many people with STI as possible

• Treat them, their partners, provide counselling.
– Innovation- Sexual health not prestigious 

• Safe – high quality
• Reach out side of MSHC

– Victoria has 5.5 million people
• One sexual health service city
• Thousands of GP’s.  



Increase the Quantity
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Appointment system to walk in Triage only at MSHC 
Change in patient characteristics
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Other changes

• Uni sex rooms
• Uni sex clinicians
• Phone HIV results – low risk men and women
• Easily accessible information- intranet
• Quarterly reporting to clinicians

– Number of clients seen, log on time, etc
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Reports Clinicians receive
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Start time by clients per session

Time- afternoon session starts at 1.30

Clients
Per
3.5 hours



18

• Picture of our service 
– Get people to stand 

facing the computers
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• Paste in example of 
what it looks like on a 
print out

• Include one with 
declined.
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19 year old female sex worker, Miss Marple, 15/2/91 
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Time taken to complete 

• Average time male 
clients
– 3.05 minutes

• Average time female 
clients
– 4.02 minutes

CASI Aug - Nov 08
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Consultations at MSHC
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Total Number Chlamydia Tests by 
Month & Year
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Changes mostly in men
Moderate increase in % positive (20% rise)
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Chlamydial infections at MSHC



25

Waiting Times



Increase Quality

Quality feedback cycles
OHS – committee
Incident reports

Quality audits of clinical staff



System changes 
medical record form
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Before and after formatted History
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Schmidt et al.  International Journal of STD & AIDS, 2005. 
16(12):822-824
<0.05 for all comparisons
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Examples of Labelling errors
• Blood specimen is sent to the laboratory found to be 

HIV+
• It is a heterosexual women – no risks 

– Clinic has tested 14,000 such women and never found 
positive result

– Turns out clinician labelled specimen incorrectly

• Whose fault was it?
– Doctor?
– The system?
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Picture of labelling error
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Large rise in labelling errors

• System error identified

• Changed the system
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Patient Feedback

• Annual Client Satisfaction Survey
• Daily feedback forms available
• New service surveys before and after 

implementation 
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Clinical support to 
General Practitioners
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Same number of clients and identical risk to 
the actual clinic: 30,000 per year

Personalised recommendation

Lee et al17th ISSTDRJuly 29-August 1 2007
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57 SMS and 2 emails per week
Of 2,300 SMS only 4 reported hoax
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Web site appears on most positive 
chlamydia results to GP 
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Research and Teaching
• Published > 138 original scientific articles in peer 

reviewed medical journals since 2001
• Awarded $11,280,000 in research grants since 2001
• Greatly strengthening  the body of Victoria’s clinical 

research staff, who in turn provide yet further 
innovation (PhD: 9 completed, 5 in progress; 9 AMS 
completed, 1 in progress; 4 MPH completed, 5 in 
progress)

• ISSTDR 2009 1plenary, 14 presentations (3 oral)
• IUSTI 2012 will be held in Melbourne
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Why are we successful
• The people

– Lowest prestige speciality around
– People do not do it for the money
– Genuine desire to help in time real need

• The clients
– Young, grateful, relieved. 

• Academic centre
– Time to think
– Resources to evaluate 

• Focus on community control and the clients
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What are “prestigious” specialities?

• Highest 
– neurosurgery
– internal medicine
– surgery

Why?
• “nobler” organs (heart and brain)
• patient responsibility 

– “immoral” behaviour 
• above belt better than below
• wealth, power, hospital-based, 

male practitioners

• Lowest 
– dermatology, 
– allergy medicine
– preventive medicine
– occupational medicine
– psychiatry 
– administrative medicine

Norredam et al: Scandinavian Journal of Public Health, 
2007; 35: 655–661

1950-2005: only 6 articles ranking medical specialities

Sexual Health: very low
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