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Scottish Cancer Task Force (SCT)
· Items discussed at the meeting on Monday 25th March
Cancer waiting times: 
Lack of awareness of standards
Not all have specific Cancer services manager
Lack of effective breach analysis
Issues meeting them, especially around endoscopy access (action plan for this).
Referral guidelines refreshed
 
Screening:
Proposal for national service and Director of Screening to better coordinate
Asked to consider impact of changes to screening services downstream.
 
IHDP: 
Contract with PHE in place from 1st April for RT data.
Issue with Chemocare as differences in contracts. Discussions ongoing to make a national one.


You may be interested in this 

· 
I had a telecom with a Policy Officer from CRUK (Ben Moore) who has written a paper regarding “a new approach to workforce planning” which involves the diagnostics phase of the cancer pathway (radiographers, radiologists and those from the pathology workforce). He is meeting with workforce planners in Scottish Government and I highlighted SCIN, SRTP and Tracy McInnes as well. Seemingly the proposal is to start with D Rads (measuring demand etc). On behalf of SCoR, I offered my ongoing support and advice which he welcomed. The original paper from Oct 18 (been updated to correct factual errors) is at 
Scottish Radiology Transformation Programme (SRTP)
· SCoR continues to support the Scottish Radiology Transformation Programme (SRTP) – Richard Evans (SCoR CEO) still sits on the overarching steering group. 
· The cross boundary reporting pilot has started 
· The sub-group for advanced practice education has not met recently - next meeting scheduled for 29th April.
Scottish Clinical Imaging Network (SCIN)
· MM is a member of the SCIN Steering Group – meeting took place on March 28th where the following were discussed:
· 
SCIN Workplan – see 
· IR(ME)R update from new Inspector
· SiSAT  - a self-assessment quality tool for Scottish Radiology depts. – will come out soon.
· MR Pacemakers
· See https://www.scin.scot.nhs.uk/ 
· The annual SCIN event takes place on 23rd May – do register! See https://www.nsssurvey2.scot.nhs.uk/index.php?r=survey/index/sid/255597/lang/en
· The SCIN Radiographer Focussed Event is to take place on 7th November – save the date. 
Special Interest Groups (SIGs)
· The Scottish CT Radiographers Special Interest Group (SIG) – contact is John Airlie (NHS Borders) at John.Airlie@borders.scot.nhs.uk 
· Scottish Ultrasound SIG - Morag Stout at Morag.Stout@ggc.scot.nhs.uk 
· Reporting Radiographers SIG Scotland (RRIGS) - Kirsteen Graham at kirsteen_b@hotmail.com 
· The new Paediatric SIG will hold its inaugural meeting on 25th April – I am attending.
· We are hoping that there may be a new SIG for Mammography – watch this space.
NES
· NES ran the event entitled: Capitalising on the knowledge and skills across Radiography on 25th March. This relates to a piece of work that Fiona Hawke is seconded to NES to complete (in terms of the 4 tier system). The aim was to Review the current scope of the Assistant Practitioner (Radiography) workforce in Scotland and to explore their potential to support the wider Transforming Roles agenda 
· A greater awareness of the wider workforce development agenda in Scotland
· A better understanding of how Assistant Practitioners are currently supporting the delivery of Radiography services in Scotland 
· An improved awareness of tools and resources to support the development of the workforce
· Informed discussion on how to overcome potential challenges in role development across all levels of the radiography workforce
· An opportunity to share good practice and consider the impact of role development 
· 
Much of the debate centred around the Radiography (D) AP workforce – the work I had done when I was at NES (left 2012) still hangs on! 
· 

I delivered 2 presentations – see 
· There are 35 CoR accredited APs in Scotland (3 in RT and the rest imaging)
· There are 95 RAs in Scotland (19 have been accredited before, the rest haven’t). 

· I would still like to have a clinical radiographer to be on the AHP Portfolio (TURAS) User Group – any volunteers? See https://turasdashboard.nes.nhs.scot/   It is open to anyone to use (just register) – will have links for HCPC audit support. Of course our own SCoR CPD Now does the exact same thing (there are on-line tutorials too) – I know that TURAS took over the use of e-KsF which was mandatory for NHS Scotland staff to use. 
AHPfS
Has not met since my last PO report.
Other
· Sonographer Regulation update: Towards the end of last year Health Education England (HEE) commissioned the Professional Standards Authority to assess sonography for statutory regulation using their published assessment tool.  They have now reported to HEE and this report will be included in the overall submission HEE will be making to the DH. Even if positive that will only be the start of what could be a two year or so ‘new professions’ process  by whichever statutory  regulator is selected to regulate the sonographers. There is no guarantee the DH will support statutory registration as Government policy is that there must be compelling evidence of a substantial risk to the public for statutory registration, the preferred option is PSA accredited voluntary registers. The SCoR Public Voluntary Register of Sonographers is not PSA accredited and we will not apply for this due to the high risks and costs for the organisation. See https://www.sor.org/news/evidence-put-forward-statutory-registration-sonographers and PSA: https://www.professionalstandards.org.uk/home
· William Woods ran a student seminar on Monday 1st April – seemingly very successful.
· The 4th Inter-University student radiographer conference had to be cancelled. Very disappointing.

SCoR
· Please note that there are now several “Glasscubes” virtual groups in the CoR (free for members to register) – Groups are: advanced practitioner; reporting radiography; radiation protection; CT head, research radiographers, and consultant practitioners. If anyone is interested in joining these, please let MM know.
· Remember to keep an eye on news items on the website at https://www.sor.org/news 
· I have been delivering CPD talks around Scottish departments (D&T) – I like to get to depts. To speak with radiographers so please do invite me if you want me to come along.

The P&E Team at CoR are really busy writing more and more guidance / policy documents – please ensure these are read and used. Some recent SCoR publications on the document library are https://www.sor.org/learning/document-library :
· Radiotherapy Radiographic Workforce UK Census 2018
· Guidelines for professional ultrasound practice

Maria Murray
MariaM@sor.org 
April 2019
PS I have not included topics around my radiation protection (RP) role as this report is enough. There is plenty going on with RP though!
There is a new IR(ME)R inspector for Scotland based at NHS Healthcare Improvement Scotland – Alastair McGown.
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CANCER RESEARCH UK POSITION PAPER: THE DIAGNOSTIC WORKFORCE IN SCOTLAND
OCTOBER 2018

EXECUTIVE SUMMARY

Early diagnosis of cancer is critical to a patient’s chance of survival — for the 8 most common types of
cancer combined, survival is more than 3 times higher for those diagnosed at an early stage compared to
a late stage.! Diagnosing cancer involves a dedicated array of specialist NHS staff to carry out and
interpret investigative tests. Like other nations in the UK, these specialist staff in Scotland are currently
stretched and struggling to keep up with the increasing volume of these tests. Yet, patient demand for
diagnostic tests is set to increase, underpinned by an ageing and growing population and a collective
drive towards early diagnosis. By 2035, more than 40,000 people in Scotland are expected to be
diagnosed with cancer every year, an increase of over 8,000 from 2015 levels.? Scotland needs more staff
to carry out and interpret the growing number of diagnostic tests, both now and in the future.

The impacts of staff shortages are clear. Staff shortages may lead to delays in diagnoses. These delays are
not only an emotionally difficult time for patients and their families, but in some circumstances could also
limit the treatment options available to the patient. And crucially, without enough workforce, we won’t
be able to fully realise the benefits of a collective drive towards early diagnosis, which would accelerate
progress in cancer survival.

There are short and long-term challenges to cellular pathology, diagnostic radiography, clinical radiology
and endoscopy in Scotland:

Shortages of staff: more than 1 in 10 medical diagnostic posts are vacant.3

Increase in workload: a 10% rise in demand for imaging each year.*

Retirement: almost 1 in 5 radiologists are expected to retire in the next 5 years.’

Growing backlog of diagnostic tests: performance against the cancer waiting times standard has
steadily deteriorated since 2013° and the number of patients waiting longer than 6 weeks for a
key diagnostic test has almost quadrupled since June 2016.”

e Staff retention: there is currently a net loss of 6% of radiologists who train in Scotland and then
leave to be employed in other UK nations.?

Scottish Government, NHS Education Scotland, the Scottish Pathology Network, the Radiology
Transformation Programme, local Health Boards and other regional and national bodies are trying to
address these challenges head on. Welcome initiatives include the review of the endoscopy workforce,
international recruitment drives, digital pathology pilots and some workforce modelling.

These initiatives and workstreams need to be built upon so that struggling services keep up with rising
demand. Primarily, we need an audit of the diagnostic workforce to accurately gauge the gap between
patient demand and service capacity in endoscopy, cellular pathology and imaging. To account for
growing patient demand, there should also be projections of the number, and type, of diagnostic staff
that will be required in the next 10-15 years.

Skills mix approaches should be widely adopted to use existing staff more effectively. But ultimately, to
meet patient demand today and in the future and accelerate progress in cancer survival, there is a need
to train and employ more diagnostic staff.

This paper is informed by consultation of senior diagnostic clinicians and the latest data from Royal
Colleges and the Information Services Division. The paper sets out Cancer Research UK’s position on the
diagnostic workforce in Scotland. It sets out recommendations below, with an in-depth analysis of key
professional groups followed by further background in the Appendix.
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RECOMMENDATIONS

To address the immediate challenge of shortages in specific workforce groups, the Scottish
Government, NHS Education Scotland and Health Boards should:

Clinical radiology: fund more training places for clinical radiology. Local Health Boards
should share learnings on international recruitment and work with the Royal College of
Radiologists to improve retention.

Diagnostic radiography: employ more general diagnostic radiographers and train more
reporting radiographers® to conduct safe reporting on images across Scotland.

Cellular pathology: increase training places for histopathology to fill existing vacancies. NHS
bodies should further work with the Scottish Pathology Network (SPAN) to explore national
programmes for digital pathology and opportunities to upskill more biomedical scientists in
tissue dissection and some reporting.

Endoscopy: there needs to be immediate action to address acute shortages of staff. Training
and employing more endoscopists and a greater use of skills mix is essential. A review of the
endoscopy workforce should consider the impact of Faecal Immunochemical Test (FIT) in
bowel screening on capacity and also the staff required for even more sensitive thresholds.
Accelerated non-medical training should be introduced and extended to colonoscopies.

In the long-term, the Scottish Government, NHS Education Scotland and Local Health Boards
should take a strategic ‘Once for Scotland’ approach to workforce planning:

1.

The Scottish Government should conduct an audit of the diagnostic workforce. This audit
would gauge the gap between patient demand and service capacity in endoscopy, diagnostic
radiography, clinical radiology and cellular pathology.

NHS Education Scotland should project the number and type of diagnostic staff that will be
required in the next 10-15 years to meet patient demand.*®

Based on the audit and future projections, local and national workforce plans should work
towards training and employing staff to meet patient demand. There is also a need to
further join up existing workstreams.

We would also like to see the following actions taken, broken down by organisation:

Scottish Government

Provide appropriate resource to Local Health Boards. Health Boards must have adequate
resource to employ the staff they need to meet patient demand, deliver high-quality care
and guarantee patient safety.

Provide resource so that NHS Education Scotland can open more training places for key
diagnostic professions.

Join up existing workstreams. With a number of different streams of activity relating to the
cancer workforce, we would like clear leadership to join up national activity in diagnostic
services.

Support Health Board collaboration. More collaboration and support is needed across
Health Boards to share capacity and skills. We want to see the Scottish Government using
its influence so that best practice examples are implemented across the country.
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NHS Education Scotland (NES)

Develop accelerated training programmes. Where possible, accelerated training
programmes should be put in place to address the urgent need for more workforce in the
short-run. Endoscopy services could benefit from an accelerated training programme for
staff with a non-medical background. Biomedical scientists could also benefit from
accelerated training schemes for reporting on some samples.

Increase training places. Based on future demand, NHS Education Scotland should increase
training places for cellular pathologists, endoscopists and diagnostic radiographers.
Address rural shortages. NES should work with NHS Scotland and continue to explore ways
of incentivising trainees to take permanent posts in rural Boards. In this regard, the Scottish
Graduate Entry Medicine Programme (ScotGEM) is a welcome programme for GPs, and
similar schemes for students specialising in diagnostics could be considered.

NHS Scotland

Consider national expansion of digital pathology. Consider evidence from the Scottish
Pathology Network for the case (including key obstacles) for a national roll-out of digital
pathology. Digital pathology has the potential to free up pathologists’ time, reduce fees on
agency staff, help with backlog and allow flexible working.

Mitigate against retirement. Further plans should be developed to reduce early retirement
among consultants and senior Allied Health Professionals. Early retirement is a dynamic
issue and decision-makers should work with professional bodies to develop plans to address
this.

Work with professional bodies and Local Health Boards to encourage skills mix
approaches.

Local Health Boards

Cross-board jobs. Boards should collaborate so that there are more attractive job plans
across boundaries. This could be as part of a national approach to workforce capacity
planning.

Further efforts to recruit internationally. Continue to attempt international recruitment,
encouraging diagnostic staff from across the world to fill vacancies and meet rising demand.
Adopt skills mix approaches. Training should be offered to staff so they can work at the top
of their clinical competencies. Utilising existing staff more effectively can help services keep
up with demand. For example, increased radiographer reporting may alleviate some
reporting pressures in imaging services.

Feedback accurately on the staff required. Health Boards should report on the staff they
need to meet patient demand, not on perceived affordability or the staff they think are
available.





:{% CANCER
% RESEARCH
Ayl UK

DIAGNOSTIC SERVICES UNDER PRESSURE: IN-DEPTH ANALYSIS OF THE DIAGNOSTIC
WORKFORCE IN SCOTLAND

IMAGING — DIAGNOSTIC RADIOGRAPHY AND CLINICAL RADIOLOGY

Imaging services are vital in diagnosing cancer. Staff conduct and interpret scans for a range of
cancer types, including: prostate (emerging use of MRI); brain (MRI); breast (mammography and/or
ultrasound) and; lung (x-ray and/or ultrasound).

RADIOLOGY™ RADIOGRAPHY*

([l Js @54 | 335 (Consultants, WTE®® | 2,323 (2,018 WTE)
312)

Vacancy levels 13.4% 4.8%

S ENEHLEER S Demand for imaging rising approximately 10% per
annum®

Growth rate in Decrease of 1.3% in Unknown
WS A= 8 consultants since 20127

DEMAND

Demand for imaging services has been growing steadily across the UK for many decades. There has
been an estimated increase in the overall diagnostic reporting workload of 30% in the last 5 years in
the UK. In the same period, there has been an increase of 49% in the volume of CT scans and 45%
in the volume of MRI scans.!” The Royal College of Radiology has estimated that demand for
imaging in Scotland is increasing by 10% every year.'® If imaging services are to cope with a yearly
increase of 10% in demand, we will require an increase in consultant radiologists and diagnostic -
both general and reporting - radiographers.

STAFF SHORTAGES

Despite this, the consultant radiology workforce has actually fallen by 1.2% in the same period.
Radiology departments are relying on goodwill, outsourcing and overtime. In 2017, Scotland’s
radiology departments spent an estimated £4million on outsourcing, overtime and insourcing.®

The lack of consultant radiologists is reflected in the difficulty Local Health Boards are having with
recruitment. More than 1 in 10 consultant posts are currently unfilled, with 87.5% of those unfilled
for 6 months or more. There aren’t enough consultants to fill existing vacancies, let alone meet
future demand.

SKILLS MIX

While there has been a welcome increase in the role of reporting radiographers, there should be a
national drive so that Health Boards across Scotland are utilising this skills mix. However, this will
require training and some backfilling.
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ENDOSCOPY

Endoscopies can be performed by gastroenterologists, specialist nurses, surgeons and other trained
physicians. Endoscopy services conduct scopes for several cancers, including: oesophageal and stomach
(gastroscopy) and colorectal (colonoscopy and/or flexible sigmoidoscopy).

Endoscopy

Numbers in post 50820

Vacancy levels Unknown.

11.9% for consultant
Gastroenterologists?’

Estimates needed Unknown. Need to account
for FIT in bowel screening

DEMAND
Demand on endoscopy services continues to grow. The number of people waiting for a key endoscopy
test rose 54.8% from 2016 to 2018.2

The introduction of the more sensitive FIT in bowel screening is a welcome drive to diagnosing more
cancers early. The FIT in bowel screening doubles the sensitivity of the test it replaces, the FoBT, and
therefore will increase the number of people being referred for follow up pathology and endoscopy tests.
The UK National Screening Committee noted that there has been an increase in uptake of this test of
10%.23 While the data is not yet available for the impact of FIT on demand for endoscopy, Scottish
Government’s review of the endoscopy workforce should account for this. Future projections of patient
demand should also consider the workforce required if the most effective (and more sensitive) threshold
were to be adopted.

STAFF SHORTAGES

Endoscopy services are currently struggling to keep up with patient demand. The number of people
waiting for longer than 6 weeks for a key endoscopy test has risen fivefold in two years— from 2,536 in
June 2016, to 12,701 June 2018.2* Only 56.6% of people are now waiting less than the 6 week standard.?®

There is also a lack of consultant endoscopists available to meet patient demand. Currently, 12 of the 15
vacant consultant gastroenterologists posts have been unfilled for 6 or more months.?®

GPs in Scotland disproportionally identified secondary/tertiary care as causing avoidable delays for
patients receiving diagnoses for colorectal cancers.?” While in general, ‘Test request/performance’ was
the most attributed factor affecting delays in cancer diagnoses (25.4% cases), it was approximately 34%
for colorectal cancer.?® GPs should be able to refer patients for endoscopies without having to second-
guess secondary care’s capacity to provide swift diagnostic results.

SKILLS MIX

Scottish Government’s programme to train more nurse endoscopists every year is welcome, though
reports that only 1 of the most recent cohort completed their training is concerning.?® There is therefore
scope for a wider skills-mix approach and Government should consider an accelerated non-medical
endoscopy programme.
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CELLULAR PATHOLOGY

Cellular pathologists (histopathologists and cytopathologists) are scientists and doctors who look at
changes in cells and tissues using a microscope to make diagnoses and guide treatments. They account
for roughly 45% of all pathologists.3° Having a ‘tissue diagnosis’ made by a cellular pathologist is usually a
prerequisite for starting treatment, and any delays in diagnosis can potentially affect the patient’s
outcome.

Cellular Pathology

Numbers in post 111 (WTE histopathology)3!. 5.37
(WTE) staff practicing cervical
cytology®?

Vacancy levels Unknown, but vacancy rates for
all pathologists: 10.44%33

Estimates needed Unknown. Need to account for
FIT in bowel screening

DEMAND

Demand for cellular pathology services is increasing. Cancer Research UK analysis estimates that this
demand is set to increase by at least 4.5% year on year.3* A national audit of the cellular pathology
workforce will help to gauge the gap between patient demand and pathology capacity. This should also
account for the impact that the introduction of FIT has had on pathology services.

STAFF SHORTAGES
In histopathology, there is a 10.5% vacancy rate in consultants. 9 of the 13 vacant posts in June 2018 had
been unfilled for 6 or more months.

An audit would look at the supply of particular cellular pathology groups such as cervical cytologists,
where there are currently just over 5 (WTE) staff practicing cervical cytology. The supply of these staff in
the context of demand from cervical screening should be considered in workforce planning.

SKILLS-MIX

A greater use of skills mix in pathology could also help to alleviate some pressures on the cellular
pathology workforce. There should be widespread opportunities for biomedical scientists to upskill and
train in tissue dissection and some histopathology reporting.

For further information or to discuss this statement please contact ben.moore@cancer.org.uk




mailto:ben.moore@cancer.org.uk
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APPENDIX

Contents:

1. Background
- Early diagnosis
- Current initiatives to improve diagnostic services
2. Diagnostic services under pressure: patient demand
- Cancer waiting times
- General diagnostic waiting times
- Patient demand
3. Once for Scotland: Key recommendations in focus
4. Key professions data

1. BACKGROUND
Early diagnosis is key to improving survival

Cancer that’s diagnosed at an early stage is more likely to be treated successfully. For the 8 most
common cancer types, when diagnosed at the earliest stages (I and Il), you have an 81% chance of
surviving cancer. This falls to 26% when diagnosed at later stages (Il and IV). Later diagnoses may limit
the treatment options available to patients. If Scotland diagnosed more people at an earlier stage it
would make the best use of resources and therefore be realistic medicine.

International comparisons suggest that cancer survival in the UK lags behind other comparable
countries.?®> A potential driver of this survival gap is because the UK as a whole is comparatively poorer
when it comes to diagnosing cancer early. Achieving earlier diagnosis is complex, with several ‘intervals
of delay’ potentially affecting early diagnosis. Efforts to improve early diagnosis aim to shorten or
eliminate these delays through a variety of interventions.

Patient interval Doctor interval System interval
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Figure 1: Intervals of delay, Adapted from Olesen, F., et al. (2009). "Delay in diagnosis: the experience in Denmark." Br J Cancer

For example, ensuring people take part in relevant screening programmes can contribute to the
proportion of bowel, breast and cervical cancers diagnosed early. Symptom awareness campaigns, such
as those run by Detect Cancer Early, can curtail the patient interval by encouraging individuals to visit
their GP.
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Current initiatives to improve diagnostic services

Underpinning the ability to detect cancer early is sufficient workforce. There is a myriad of Government
initiatives to improve diagnostic services at a local and national level. These activities need to be further
joined up.

In 2016 the Scottish Government published a plan for tackling cancer—Beating Cancer: Ambition and
Action. This committed to making early detection of cancer the norm and access to swift diagnosis and
results for clinicians and individuals.3® Government has started to deliver on the actionable steps from
this plan®’, which we welcome. Parts 1, 2 and 3 or the health and social care plan set out some of
Government’s general vision for Scotland’s health and social care services, including the workforce.

In May, a Staffing Bill was proposed, which would make it the legal duty of Local Health Boards to ensure
the safety and wellbeing of patients. In order for Local Health Boards to fulfil this statutory duty, Cancer
Research UK believe they will need sufficient workforce. Decisions made at a national level will affect
Local Health Boards’ ability to ensure appropriate levels of staffing. Scottish Government must therefore
support Local Health Boards so they have the workforce required to ensure the safety and wellbeing of
patients.

In June 2018, Scottish Government announced that ‘urgent action” would be needed to reduce the
number of people across Scotland waiting for diagnostic testing. We welcome the announcement that
there will be an Endoscopy Action Plan and the commitment of £14million to cut the number of people
waiting for endoscopies by 20% by September 2018.38 However, while this should help to alleviate
pressures in the short-term, this action needs to be supplemented by a comprehensive long-term plan
that accounts for increasing patient demand.

The Radiology Transformation Programme have been exploring innovative ways to overcome workforce
pressures, for example considering an audit of breast radiology and radiography. The push for Health
Boards to recruit consultant radiologists internationally is also a welcome initiative. Nine Health Boards
have attempted to fill 32 vacancies through targeted advertising across the globe. This could increase
consultants by 10%.3° The appointment of two independent diagnostic leads is also welcome.

2. SERVICES UNDER PRESSURE: PATIENT DEMAND

Pressures on diagnostic services are growing, with boards relying on staff goodwill, overtime and
outsourcing to try and tackle staff shortages. Demand for tests and investigations is growing already and
this will increase over time, increasing the workload of diagnostic staff.

Breached cancer waiting times

National performance against the target for 95% of newly diagnosed cancer patients to begin treatment
within 62 days of an urgent GP referral for suspected cancer has steadily deteriorated since 2013. In the
guarter ending June 2018, 84.6% of patients were waiting for less than 62 days. However, ISD data shows
that 95% of patients are beginning treatment within 31 days of this referral. This implies breached cancer
waiting times targets are the result of a bottleneck of patients waiting for their diagnostic test results
and is further evidence that diagnostic services are under pressure.

Deteriorating diagnostic waiting times

Waiting times for general diagnostic tests are also increasing. The Scottish waiting time standard for
diagnostic tests states that patients should be waiting no longer than 6 weeks for one of eight key
diagnostic tests. Currently, 78.4% of patients are waiting within the standard.

In June 2018, there were a total of 87,482 patients waiting for one of 8 key diagnostic tests.*° The
number of patients waiting longer than 6 weeks for a key diagnostic test has almost quadrupled since

8
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June 2016.* There are now 18,644 patients (over 1 in 5) waiting longer than 6 weeks for a key diagnostic
test. There is significant regional variation in diagnostic capacity, as reflected by the general diagnostic
waiting times. In some boards, almost all patients had access to diagnostic tests within 6 weeks, while in
others almost 1 in 3 were waiting longer than 6 weeks. Endoscopy services are under particular
pressure—only 55% of Health Boards are meeting the 6 week waiting times target for endoscopy.*?

Demand for tests is increasing

Every year an increasing number of people are referred for tests and investigations. In June 2018, the
number of people waiting for a key diagnostic test had increased by 30% since June 2016. And patient
demand is set to grow even further. There are a range of factors affecting an increased demand for
cancer tests and staff time, including:

- Increasing incidence of cancer: around 43,000 people in Scotland are projected to be diagnosed
with cancer in 2035, up from 31,900 in 2015.

- More complex diagnoses associated with an ageing population.

- Welcome efforts to improve earlier diagnosis of cancer: national cancer plans and various
workstreams and initiatives have placed greater emphasis on early diagnosis.

3. RECOMMENDATIONS IN FOCUS

Workforce planning should look at the workforce required to meet patient demand. We believe a
national body would be best placed to oversee and drive the approach described below.

In general, we can tackle workforce pressures in three ways:

- Train and recruit more staff
- Use skills mix approaches
- Retain current staff

An audit of the current national workforce

The national diagnostic workforce should be audited in order to accurately gauge the gap between supply
and patient demand for diagnostic services. A new approach to gauging patient demand should be
adopted and employed in future workforce planning.

Workforce planning based on patient demand
Building on audit of the current workforce, NES should project® the cancer workforce required in the
next 10-15 years to meet changing patient demand.

Workforce modelling of diagnostic staff required should include:

- Best-practice models of care, based on extensive consultation with staff, to see how much time
they need with patients to deliver high-quality healthcare.

- Factors affecting patient demand such as changing referral standards and factors associated
with national initiatives to improve early diagnosis.

- Projections of changing incidence of specific cancer types and the staff involved in diagnosing
these.

- Projections for the supply of staff, factoring retirement rates, international recruitment and
training pipelines.

- Consideration of the impact of new technologies on both staff workload and patient demand.
This should be proactive and consider the conclusions of the HEE-facilitated Topol review.

- A move away from filling existing vacancy rates. This approach is likely to be problematic for
several reasons. Vacancy rates are not a good proxy for patient demand. For example, Local
Health Boards may require more staff to meet patient demand, but choose not to bid for new
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positions because they have been unable to fill long-standing vacancies. Additionally, workforce
planning that looks to fill existing vacancy rates fails to account for changing demand over time.

Training and employing more staff

Following an audit of the current workforce and modelling to estimate the current and future gap in the
provision of diagnostic services, Local Health Boards, Scottish Government and NES should set out
detailed plans to train and employ more diagnostic staff. This should include the joining up of the range
of existing workstreams.

Consultants can take more than 15 years to train. Plans must therefore set out how current shortages will
be addressed, which looks beyond increased training places. Long-term ambitions for improving early
diagnosis will depend on the appropriate levels of workforce.

Improving existing services: skills mix

Whilst we acknowledge that productivity of some diagnostic services could be improved by increasing
efficiency, these productivity gains are unlikely to release the capacity that’s needed. Productivity
improvements have been explored in the past and there are ongoing improvements through changes to
pathways and processes, as explored through initiatives such as the review of cancer waiting times and
the Detect Cancer Early programme.

Different ways should be explored to manage the existing workforce, such as safe adoption of skills mix
approaches. Skills mix approaches enable staff to work at the top of their clinical competency. In
histopathology, biomedical scientists can train to dissect even report on some samples. However, in the
short-run this will require Allied Health Professionals to spend time training, and consultants to give
training. Those being upskilled will also have to have part of their role backfilled. Skills-mix approaches
therefore will only be enabled by appropriate funding from Government.

It is possible that use of technology, such as digitisation or networking could improve diagnostic
services. Demand for some diagnostic tests could be reduced through more targeted approaches, so
that tests are given to the most appropriate people at the right time: these potential ‘triage’ tests, such
as using FIT for high risk symptomatic patients, need research to explore and ascertain safe and effective
usage. Cancer Research UK is contributing to improving efficiency through several initiatives, including
providing resources and tools for health professionals and service managers. However, even with these
efforts, achieving world-class cancer outcomes will require an increase in diagnostic capacity.

Supply issues

Government must consider how it will ensure a consistent supply of staff across Scotland. While NES
should open more training places and Local Health Boards should be resourced to employ more staff
based on the audit and future modelling, there are still distinct challenges with the supply of diagnostic
staff. These challenges need innovative solutions and include:

- Alack of staff in rural Scotland. There is significant regional variation in the number of diagnostic
staff. The recent ScotGEM scheme aims to incentivise postgraduate medical students to take up
permanent GP roles in rural Scotland. The diagnostic workforce could benefit from piloting a
similar scheme.

- Trainees leaving Scotland to take up permanent posts elsewhere. Medical education in Scotland
is heavily subsidised, so it is both a financial and social cost when doctors leave Scotland to take
up permanent clinical roles abroad.

4.KEY PROFESSIONS DATA
Unless referenced otherwise, data below is taken from the ISD’s Medical and Dental and Allied Health
Professional Dashboards, June 2018.
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The following framework (developed by the Health Foundation) can be used to consider the issues for
each professional group:

Workforce planning: numbers in post, vacancy levels

Education and training: how many are being trained, the training
duration and nature of training

Professional regulation

Pay, terms and conditions: for example, pay caps and contracts
Motivation, engagement and leadership: e.g. NHS as an attractive place
to work; Brexit making it uncertain to what extent we will be able to
attract, recruit and retain staff from outside the UK in to the NHS in the
future.

Innovation and changes: skills mix approaches, technology such as
artificial intelligence, networking, telereporting.

We use this framework to explore components of the diagnostic workforce below.

RADIOLOGY
1. Workforce planning: 335 (Consultants, WTE 312)

Numbers in post 20% of consultants are international, compared to
the UK average of 31%.%

Vacancy levels 13.4% for consultants. No other medical or dental
professional has a higher number of vacancies in
Scotland.

Estimates needed Estimates need to account for increasing patient
demand. The RCR estimate that demand for
imaging is rising 10% year on year.

Growth rate in numbers per year (previous Despite growing patient demand, consultant

trend) numbers (WTE) have fallen by 1.3% since 2012.

2. Education and training: Costs of training and employing more Radiologists
should be considered in the context of the cost of
outsourcing. In 2016/7, £4 million was spent by
radiology departments on outsourcing and
insourcing.*®
The training pathway takes at least 5 years
specialisation, after medical school and
foundation years.

3. Professional regulation NES should continue work to upskill radiographers
to conduct safe reporting.

4. Pay, terms and conditions: Consultant contracts could be made flexible to
minimise people retiring early.
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5. Motivation, engagement and leadership:

NHS Scotland needs to be seen as an attractive
place to work. NHS Scotland and NHS Education
should continue to explore communication
avenues that encourage people to train and work
in Scotland.

6. Innovation and changes:

Streamline, with a view to rolling out nationally,
existing IT projects aiming to enable cross
boundary image sharing and reporting.

Need comprehensive embracing of skills mix
approaches so there is widespread and safe use of
radiographer reporting.

Investigate Artificial Intelligence, networked
solutions, telereporting should all be explored.

DIAGNOSTIC RADIOGRAPHY

1. Workforce planning:

Numbers in post

2,323 (2,018 WTE).

Vacancy levels

4.8%

Estimates needed

Unknown

2. Education and training:

Training for diagnostic radiographers can take 5
years (including 3 years undergraduate degree
and 2 years post-graduate).

Potential to increase the amount of radiographers
training to report.

3. Professional regulation

Ensure there is a clear path to becoming a
reporting radiographer.

4. Pay, terms and conditions:

Work with the Royal Colleges to see if innovative
ways to incentivise radiographers to pursue
training

5. Motivation, engagement and leadership:

NHS Scotland needs to be seen as an attractive
place to work. NHS Scotland and NHS Education
should continue to explore communication
avenues that encourage people to train and work
in Scotland.
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6. Innovation and changes:

Need comprehensive embracing of skills mix
approaches so there is widespread and safe use of
radiographer reporting. Investigate Artificial
Intelligence, networked solutions, telereporting.

ENDOSCOPISTS

7. Workforce planning:

Numbers in post

508%

Endoscopies can be performed by:
gastroenterologists, surgeons, specialist nurses
and other doctors.

Vacancy levels

Unknown.

Consultant Gastroenterologists: 11.9% vacancy
rate.

Of 15 vacant positions for Consultant
Gastroenterologists, 12 have been unfilled for 6
or more months (June 2018).

Estimates needed

This will largely depend on analysis of the impact
of FIT for screening and symptomatic and how
many non-medical endoscopists are retained and
trained in colonoscopy.

8. Education and training:

Scottish Government committed to increasing
training the number of nurse endoscopists by 4 a
year. However, last year only 1 additional nurse
completed training.*” There should be a
concerted effort to boost recruitment to this
training scheme and reduce attrition.

9. Professional regulation

10. Pay, terms and conditions:

Pay increases may contribute to recruitment and
retention. Exploring ‘bonding’ and grant schemes
may also help with regional recruitment and
retention.

11. Motivation, engagement and leadership:

NHS Scotland needs to be seen as an attractive
place to work. NHS Scotland and NHS Education
should continue to explore communication
avenues that encourage people to train and work
in Scotland.
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12. Innovation and changes:
skills mix approaches, technology such as
artificial intelligence, networking,

telereporting

Making full use of skills-mix approaches by
allowing non-medical endoscopists to undertake
endoscopies where appropriate. Potential for FIT
in symptomatic to be used to reduce demand —
subject to evidence.

CELLULAR (HISTO and CYTO) PATHOLOGISTS

1. Workforce planning:

numbers in post

111 consultants (WTE histopathology). 21.7%
consultants aged 55 or over. 2.87 (WTE)
cytologists and 2.5 (WTE) biomedical
scientists/advanced practitioners practicing
cervical cytology.*®

Vacancy levels

Histopathology: 10.5%. 9 of 13 posts vacant for 6
or more months (June 2018)

Estimates needed

Unknown, but need to account for 4.5% rising
demand and the introduction of FIT in bowel
screening

2. Education and training:

53 (WTE) currently in histopathology training.
The training pathway takes at least 5 years
specialisation, after medical school and
foundation years.

3. Professional regulation

Remove barriers to international recruitment
where they exist

4. Pay, terms and conditions:

Consultant contracts and awards could be made
flexible to minimise people retiring early — as
there is a significant problem with age profile in
the histopathology workforce.

5. Motivation, engagement and leadership:

NHS Scotland needs to be seen as an attractive
place to work. NHS Scotland and NHS Education
Scotland should continue to explore
communication avenues that encourage people to
train and work in Scotland.
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6. Innovation and changes:

skills mix approaches, technology such as
artificial intelligence, networking,

telereporting.

Making full use of skills-mix approaches through:

Ensuring biomedical scientists are being utilised to
cut up specimens where possible and even trained
to report on some samples.

Clinical scientist input should be recognised in
their job plans with backfill provided for existing
duties.

Ensuring widespread use of biomedical scientist
reporting following their completion of the
Biomedical Scientist Reporting Programme. SPAN
to continue drive to have network of pathologists
who are trained to report digitally.*
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Scottish Government Policy Aim: Optimal outcomes for people with rare/complex conditions, through equity of access to the highest quality care.

Policy framework of core principles and quality dimensions to which national networks must adhere.

Core Principles (Ref: CEL 29 (2012))

Core Principle 1:
Clear management arrangements
and leadership of the MDN

A defined MDN structure setting out the
points at which the service is to be
delivered and the connections between

Core Principle 2:

them

Core Principle 3:
The use of a MDN annual
work plan

Core Principle 4:
The use of a documented
evidence base by the MDN

Person Centred

Safe

Effective

Core Principle 5:
The multi disciplinary and multi
professional constitution of the
MDN, which includes patients

Principle 6:
A patient-centric approach

Core Principle 7:
Optimising the MDN education and
training potential and continuing
professional development

Core Principle 8:
Generating better value for
money

Institute of Medicine’s 6 Dimensions of Quality (Ref: Healthcare Quality Strategy For NHS Scotland, 2010)

Efficient

Equitable

Timely

The Scottish Clinical Imaging Network (SCIN) operates across local and regional NHS Board boundaries in order to facilitate equity of access to high
guality, clinically effective and standardised care, within the realms of Clinical Imaging across NHS Scotland

Strategic Aims

Develop cohesive
pathways to imaging that
provide safe, equitable
access to diagnosis and
care

Nurture a culture of
continuous quality
Improvement in imaging
across NHS Scotland

Contribute to workforce
planning, development
and education to equip
the workforce of the
future

Support service
modernisation and
development in key

strategic areas

Support the development
of sustainable imaging
services through the

Scottish Radiology
Transformation
Programme

Year 1 (2018)

Develop atlas of interventional radiology
procedures.

Work with medical physics network to
produce and promote posters that reflect
new IRMER guidelines.

Evaluate uptake of the Direct Access to
Imaging (DAI) pathway, identifying barriers
to implementation and planning for
improvement.

Evaluate implementation of DNA work

Establish Dose Optimisation workstream

Year 2 (2019)

Establish CT special interest group to
scope dose optimisation.

Develop network approach to
accessing interventional radiology
services.

Finalise development of the Scottish
Imaging Self Assessment Tool, test this in
at least 2 NHS Boards, revise in line with
findings (PDSA cycles)

Finalise dataset for PET-CT services,
including development of QPIs and
understanding service pressures

Work with Society of Radiographers and
NES to produce an audit of current
radiographic workforce including potential
gaps through predicted retirals.

—» Promote current range of education

_’

Deliver capital plan for PET-CT for the next
10 years.

Facilitate event to scope issues in paediatric
imaging. Develop paediatric workstream.

Consider outputs from SiSAT,
support NHS Boards to use outputs
to develop quality improvement
programme

Develop QI programme for PET-CT

Assess uptake of post-grad
education in 3 NHS Boards

Produce an audit of interventional
radiology workforce, including
predicted numbers of trainees
required.

(inc online learning)

Facilitate specialist interest group in
sonography

Produce an audit of PET-CT
Workforce

Develop, consult on and finalise the clinical
governance framework, giving direction on
varied aspects from access management to
report Quality Assurance (QA). This will be
taken forward as a project within SRTP,
reporting into the Programme Board.

Revise PET-CT Review of
Indications in light of any clinical
developments in partnership with
SHTG

Produce FDG production plan to
ensure needs are met, Scotland-
wide

Progress paediatric workstream

\ SRTP, providing a vehicle for

Continue to make a contribution to

engagement and consultation with
the clinical community as required
and agreed.

Year 3 (2020)

Share recommendations for dose
optimisation.

\ optimisation.

Complete SiSAT roll out, produce
Scottish Quality Map.

Support quality improvement
programme to spread best
practice

Year 4 (2021)

Promote best practice in dose

Outcomes (2022)

Further activity informed by
outputs from previous years and
strategy/policy

A safe, equitable service across NHS Scotland
with robust cover in place for interventional
radiology services, equity of access for patients
with an unidentified suspected malignancy,
consistent DNA coding and management, and
safe, consistent dose optimisation practice.

Evaluate outputs of QI
programme, design and spread
further improvement

Facilitate PET-CT Education
event

Share recommendations to
address gaps in radiographer
training, in collaboration with SoR
and NES

Promote uptake of post-grad
training in CT and MR

Explore resilience and capacity in
non-FDG Ligands

Progress paediatric workstream

Scope improvement in emerging
PET-CT issues

Re-evaluate the role of SCIN
within the SRTP and the wider
imaging landscape as national
reporting embeds and new
priorities are identified.

Further activity informed by
outputs from previous years and
strategy/policy

Imaging departments are equipped to understand
the quality of their service and share plans and
improvement stories

Develop national training
scheme for interventional
radiology

Develop workforce plan for PET-

cCT

Further activity informed by
outputs from previous years and
strategy/policy

/

A workforce that is trained and skilled to deliver
the service of the future, including an
understanding of gaps in education and a clear
way to address succession planning
requirements

Progress paediatric workstream
Progress PET-CT workplan

Further activity informed by
outputs from previous years and

strategy/policy

Issues in paediatric imaging are understood and
integrated into SCIN operations with key
improvements progressed.

There is national oversight and continuous
improvement in PET-CT, ensuring appropriate
use and reduced variation

Further activity informed by
outputs from previous years and

strategy/policy

An imaging service capable of national reporting,
with robust governance and QA processes in
place to facilitate this
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Recommendations

· A communication plan or strategy to outline the benefits of the introduction of the AP role to the staff groups/funding body

· NES to encourage discussions between managers and SCoR regarding the issues surrounding supervision. Interim clarification should be sought

· Training provision for supervision and mentoring

· Training programmes for supervision placed in public domain eg SCoR or NES website

· Data gathering on the extent of AP role extension

· Training for role development- NES could facilitate a  meeting with managers to 

· determine priorities for AP role extension

·  assesses economies of scale for this training and 

· agree on standards for further training.

· Review of the AP scope of practice is advisable
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HCSW  



Key Issues



Need for consistent education & role development across NHS Scotland



Link to Knowledge & Skills Framework



Agreement on role parameters



Articulating career progression 
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Minimum Education and Training 
for HCSWs Role Development

Education Needs: Support 

to achieve programme of 

learning at SCQF level 6

Education Needs: Support to

achieve programme of learning

at SCQF level 7.

Education Needs: Support to 

achieve programme of learning

At SCQF level 8.













HCSW 

Senior HCSW

Assistant Practitioner

Public Protection Standards – achieved through induction **
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Professional Development Awards
(PDAs)

What are PDAs?



   are for those already in a career or vocation who wish to extend or broaden their skills base. 



   they assess and certificate progression – both horizontally and

	vertically – in a defined set of specialist occupational skills.



   PDAs are validated by the Scottish Qualifications Authority (SQA).
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PDAs are suitable for people who want to learn about a specific occupational area but who may not need a ‘large’ qualification like an HND or an SVQ. They can be undertaken to gain knowledge, understanding and skills needed to enter various work roles and for progression within particular fields of work. 

Generally an individual is employed to carry out a specific job role for which they will receive training prior to being expected to operate competently.    Here the training given could be used as evidence and contribute to the knowledge and understanding element of the SVQ.   Then evidence of competence on the job can be gathered to contribute to the skills element of the SVQ.

This follows a similar pattern to professional development for other areas within the NHS where periods of academic study at University are followed by periods of practice development in the workplace.    There are varying patterns for this.   However the principle is the same – build up the knowledge and understanding, assess the knowledge and understanding and then apply knowledge and understanding to an appropriate job role and observe competence through work practice.   The learning is appropriately matched to the level of job.    Within the learning the delivery and assessment is matched and appropriate to the capabilities of those undertaking the programme.
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PDAs 

Elements of PDAs:



   available at Scottish Credit & Qualification Framework 

     (SCQF) levels 6 to 12

  ‘bite sized’ chunks of learning

   for those already in a career or vocation

  designed to extend or broaden existing knowledge and skills

  combination of knowledge and understanding and skills elements

  delivered in the workplace or in college by SQA approved centres and partnerships
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Future education & training for the AP

 Baseline data collected from Radiography Managers



 “Identify 3 new clinical areas you would like to see Radiography APs develop to operate in”….



Results:       

DEXA; 

Symptomatic Breast; 

Non-ambulant CXR; 

MRI; 

Support forMobiles; US (bladder volume & AAA)



  Education – Level 8 (SCQF) 





 but ..any new teaching and assessment should be undertaken within radiology departments and not education institutions:



 affordability (i.e course fees) in this economic climate 



 the need to avoid the APs having to attend formal classes within a College with them being unable to support service delivery, which could have a detrimental impact on waiting lists. 
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NES and the PDA process

 NES commissioned Scottish Qualifications Authority (SQA) to help create PDA



 HN Unit writers – 5 Radiography Managers 

 6 Units to be written

 Managers were “taught” SQA Unit development



 Several PDA QDT meetings between Aug 2010 – June 2011



 Validation event 17th June 2011 – panel = other Scottish Radiography Managers, Skills for Health, FE College and College of Radiographers (CoR)







 Designed to give individuals working in Clinical Imaging areas in NHSScotland the opportunity to improve their professional practice and will provide continuing professional development to allow them to 

widen their scope of practice for specific areas of radiology services. 



Candidates must have: 



  HNC or CertHE…     and 

  at least 1 year clinical experience before doing PDA
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PDA Radiographic Imaging

6 HN Units

Dental radiography

CT support

Orbito-meatal (OM) radiography – lateral skull

Antero-Posterior Chest X-Rays 

DEXA

MRI support



See PDA documentation and Unit descriptors at: https://www.sqa.org.uk/sqa/controller?p_service=Content.show&p_applic=CCC&pContentID=47666  

Choose 2 Units (@ 16 SCQF credit points each) to get the PDA at SCQF Level 8
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Each Unit

Contains:

four main aspects common to each unit within the award, these are: 



  Anatomy and pathology of the specific area of interest

 

  Knowledge of new equipment and relevant physics 



  Health and Safety issues not previously taught within the HNC 



  Performing the examination and critical analysis of the examination 
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Implementing the PDA

  Manager decides on appropriate Units for the service (with AP)

  Teaching & assessment done by Radiographers in Board area

  Radiography Manager needs to identify SQA Assessors in dept

  Each Board needs to be an SQA approved centre

  NHS Tayside is not approved – need to contact SQA approval section 

  Each board has its own SQA Co-ordinator – a person that the manager needs to liaise with..
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CoR Accreditation for APs.pptx
CoR Accreditation – 
what is all the fuss about?







How do I know if I meet the standard? 





Once upon a time there was an assistant practitioner...



Historical evolution

Current requirements and definitions

The future?
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Career progression?

Advanced practitioner











Practitioner















 

Consultant practitioner













Assistant practitioner
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General

radiographer





Specialist

radiographer







Expert/leader in defined area of practice





Reporting 

Radiographer?













CoR Career Framework



Defined by SoR Scope of Practice (SoP) documents & CPD



Advanced/consultant practice defined by DoH / SG across professions



HCPC registration and CPD relates to SoP (not APs)



https://www.sor.org/learning/document-library/education-and-career-framework-radiography-workforce 
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Assistant Practitioners

"have a required level of knowledge and skill beyond that of the traditional healthcare assistant or support worker.

 

The assistant practitioner would be able to deliver elements of health and social care and undertake clinical work in domains that have previously only been within the remit of registered professionals.” 





https://www.nhsemployers.org/your-workforce/plan/workforce-supply/education-and-training/developing-your-support-workforce/assistant-practitioners 



‘Qualified Assistant Practitioners have a multi-skilled role within a particular area, providing accountable, holistic and diverse care’ 



Therefore, it is important to note that:



 ‘The specific technical competencies required for the role will vary depending on the clinical area in which the Assistant Practitioner is working.’



Skills for Health, 2012
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How does your practice measure up?

What qualifications and underpinning knowledge do you have that support your practice?

What do patients know about your role?

How do you  measure your own quality and impact?

What are you worth?

How do you keep up to date?

How do you ensure ‘best practice’?

How do you know you meet the standard?





CoR solution = Accreditation.   We accredit individuals.
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What is the value?

National consistency in the standards of practice.



Transferability of those standards across the NHS and other health care sectors.



Recognise explicitly the achievements of individuals.

Clarity for professionals and service users on the nature of practice.

Promote the value of practice skills and status.



Support the development of all in a systematic way.



Support to remain demonstrably at the leading edge of their practice.



Build on existing frameworks to enhance practice.
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Assistant Practitioner
Accreditation



Mandatory accreditation to access Professional Indemnity Insurance (PII) for assistant practitioner role as a member 



Must be within SoR agreed Scope of Practice



Approved course = automatic approval on application



Other route = CPD plus attestation and evidence of SoP, reaccredit 2 yearly.

Application via CPDNow.



Attesters must be registered professionals.



Member benefit.



Clear evidence of your skills and competence.



After successful accreditation - If the scope of practice changes then the applicant must provide evidence to support the change.



CoR Accreditation requires individual’s name entered on the SoR public voluntary register.
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Web – links for APs



https://www.sor.org/career-progression/assistant-practitioners/assistant-practitioner-accreditation





https://www.sor.org/career-progression/assistant-practitioners/accredited-ap-register







https://www.sor.org/learning/document-library/scope-practice-assistant-practitioners 
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Executive Summary

The Challenge

Scotland’s cancer care system is facing unprecedented challenges. There are
currently around 220,000 people living with the impact of a cancer diagnosis in the
country. This is set to reach approximately 343,000 by 2030.

A diagnosis of cancer can affect every aspect of life, bringing emotional, financial,
practical and physical problems that can last long after treatment ends. However, we
know that too many people aren’t getting the support they need at diagnosis, during

and after treatment.

The current cancer care system wasn’t set up to support the current and future

numbers of people living with the wide-ranging and long-lasting effects of cancer.

Research has found:

e 76% of those who've had a cancer diagnosis in the previous 10- years — an
estimated 100,000 people - had practical or personal care needs. Despite this,
the Scottish Cancer Patient Experience Survey found that, among those who
needed it, only 54% got enough care and support from health and social care
professionals during treatment. The situation was worse after treatment, with
only 45% of people saying they got enough care and support

e Just over half of people (52%) wanted information on financial help and benefits
from hospital staff, but only half of them (51%) received it. This is despite
research from 2013 showing that 80% of people in Scotland who have cancer
are £420 a month worse off after diagnosis.

There is often support available from health and social care services and 3" sector
organisations. But in most of Scotland, there’s no formal process in place for the
assessment of people’s needs and the routes to acquiring support to meeting those
needs.

The Scottish CPES in 2015 found that only 22% of people (CPES) diagnosed with
cancer were given a written care plan, despite the survey showing that those who had

a care plan were significantly more positive about their experience.



http://www.gov.scot/Publications/2016/06/3957

https://www.macmillan.org.uk/_images/Cancers-Hidden-Price-Tag-report-England_tcm9-270862.pdf
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Creating Change

The cancer care system is Scotland needs to change. As the number of people living
with cancer grows, we need to move away from a one-size-fits-all system and
establish one that is tailored to meet all the needs of the person with cancer. This isn’t
just better for people with cancer, it's better for the cancer care system. Providing
tailored support means NHS resources can be directed to where they’re needed most.
People get support as soon as they need it, instead of struggling alone with mounting
problems that impact their physical and mental health. It means people are helped to
access support in their local community from their local pharmacist, to a welfare rights

advisor.

Macmillan has used its financial investments and influence to start to work towards
creating a better system. One where everyone with cancer has access to the best
clinical care possible, alongside the emotional, practical and financial support they
need from the moment of diagnosis onwards. This support utilises the services

available across all sectors of the system.

Working with people with cancer, carers, cancer clinicians and social care
professionals, Macmillan has helped to develop new models of care and support that
place the needs of the person with cancer at the centre. In particular, Macmillan has
developed its Recovery Package, which aims to ensure everyone with cancer receives
all the support they need. It does this by utilising tools and processes that can be used
to assess people’s needs before creating an action plan to meet those needs. It
improves the consistency of communication between acute clinicians, primary care
clinician and the person with cancer. It also includes a well-tested approach to
rehabilitation, which helps people find their new normal, while supporting them to feel
confident in taking more control and moving towards self-management. Together,
these quite simple tools and pathways, create a more efficient and effective system
where services are better placed to respond to identified needs and increasing

demand.

The Recovery Package model has been tested across Scotland via the Transforming
Care After Treatment (TCAT) and Improving the Cancer Journey (ICJ) programmes.

There is considerable evidence from these programmes that they delivered better care
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and support for people with cancer, while allowing the NHS to better use its resources
to support those with the greatest and most complex clinical needs. These
programmes also supported a more co-ordinated and integrated approach to service
delivery across the cancer care system, bringing together health, social care and
charities. The Recovery Package and supported self-management pathways have
been shown to improve patient experience, help people feel prepared and
confident in the transition between treatment and recovery, and improve overall

guality of life.

The cancer plan committed to investing £9m into services like Macmillan’s Improving
the Cancer Journey programme. With Macmillan committed to match fund this
investment, there is an opportunity to transform cancer care and support for all people

affected by cancer in Scotland over the next five years.

Transforming Cancer Care (TCC)

Macmillan-funded programmes have had some well-evidenced successes in
improving the system. However, without the backing of Scottish Government, the

wholesale change needed could take much longer, or indeed may never happen.

With the Scottish Government and Macmillan Cancer Support working in partnership,
Transforming Cancer Care will transform the cancer care system in five years. It will
allow health, social care and 3™ sector partners to accelerate the transformation of the
cancer pathway to one that is truly integrated and co-ordinated for people affected by
cancer from the point of their diagnosis. It will build and spread the foundations
established by TCAT, aligned and integrated with the spread of the ICJ model.

Transforming Care Care (TCC) will:

> Ensure that 100% of people in Scotland with a new cancer diagnosis have
the opportunity to access services to support and meet their needs

> Help people with cancer have the best quality of life

> Support the delivery of integration across Health, Social Care and 3" Sector

> Increase the capacity of Health, Social care and 3™ Sector partners jointly to

meet the needs of people living with cancer.
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> Support the delivery of the Living With and Beyond Cancer section of the
Scottish Government Cancer Plan.

» Address inequalities by ensuring support is targeted to those who need it
most and accessible to those who live in the most socially deprived areas of
Scotland. More deprived areas currently have higher incidence and lower
rates of cancer survival.

» Ensure co-production with users of cancer services to maximise impact and

retain person-centred approach.

By ensuring early co-ordinated support is systematically delivered, a culture of
confidence for people affected by cancer and professionals will be developed, which
will support people to regain control of their lives and facilitate self-management. It will
support the embedding of new approaches to surveillance, reduce unnecessary care
reviews, promote rehabilitation and facilitate the establishment of shared decision-

making with people affected by cancer.

There will also be the development of cancer follow-up programmes that promote co-
design of high quality, safe and person-centred care and provides more support in
dealing with the physical, emotional and financial consequences of cancer treatment,

which will have a significant impact on the outcomes for people affected by cancer.
Wider Scottish Policy Drivers

Both the TCAT programme and the wider roll out of the ICJ work have delivered
person-centred approaches and as well as supporting the delivery of the strategic
cancer plan, have supported and reinforced progress towards meeting national

strategic initiatives such as;

» Creating a Fairer Scotland - Addressing inequality and reducing poverty

» Practical implementation of Health and Social Care Integration including the
attainment of the nine Health & Wellbeing Outcomes

» Achieving key goals of ‘Realistic medicine’ and the subsequent paper
‘Realising Realistic Medicine’

» Reducing numbers of delayed discharges

» Avoiding unnecessary hospital admissions
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» Releasing time to deliver better treatment and care and person centred

anticipatory care planning

Funding Proposal

With the £9m the Scottish Government has identified in the Living With and Beyond
Cancer section of the 2016 Beating Cancer: Ambition and Action plan to support the
roll out of programmes such as ICJ, Macmillan will contribute the same amount over
the duration of the five year programme to not only reinforce the ICJ developments but

also the other developments as detailed below in Table 1.

Table 1 — Funding Resource

Developments Scottish Macmillan Cancer Total over 5

Government Support (Em) years £m)
(Em)

ICJ Spread 8.0 7.2 15.2

ICJ cancer centre 0.18 1.12 1.3

Hubs (redesign

benefits)

TCAT Learning 1.0 0.5 15

spread including

reduction in medical

led follow up

TOTAL 9.0 9.0 18

Sustainability

With robust monitoring and evaluation, each development will be supported to
incorporate the considerations and requirements into the longer-term sustainability of
the services. This will entail working collectively with all partners to embed the cultural,
attitudinal and behavioural change that will be necessary to ensure the new approach
to service delivery and the transformation of the cancer pathway is maintained beyond

the funding allocation and is spread to other long-term conditions. Co-production will
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ensure a person-centred care focus remains in the longer term, embedding a

continuous improvement approach.
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Introduction

In the Scottish Governments revised cancer strategy ‘Beating Cancer — Ambition and
Action’ launched in March 2016, the Scottish Government proposed ‘to invest £9m
over five years to support access to health and social care services during and after
treatment, via initiatives such as Macmillan’s Improving the Cancer Journey’. With the
same amount of funding provided by Macmillan Cancer Support over five years, this
will transform cancer care and support for all people affected by cancer in Scotland.

This business case sets out the rationale for the development of a partnership between
the Scottish Government and Macmillan Cancer Support to invest jointly in a new
programme of work called Transforming Cancer Care. Transforming Cancer Care
(TCC) will build on the foundations established by the Transforming Care After
Treatment (TCAT) programme and incorporated into the spread of the Improving the

Cancer Journey (ICJ) model of intervention.

Transforming Care After Treatment

The Transforming Care After Treatment (TCAT) programme funded with £5m by
Macmillan Cancer Support is a major component of the Scottish Cancer Taskforce’s
workplan. It adopted a multi-partnership approach, which included service users,
colleagues from the NHS, Local Authorities, Health and Social Care Partnerships and

the third sector. TCAT was established to test approaches to:

e Enable people affected by cancer to play a more active role in managing
their own care.

e Provide services which are more tailored to the needs and preferences of
people affected by cancer.

e Give people affected by cancer more support in dealing with the physical,
emotional and financial consequences of cancer treatment.

e Improve integration between different service providers and provide more

care locally.

From the 25 different projects and test of change, we have identified both clinical and
non-clinical patient needs across different tumour types. This can help support better

decision making and allow better resource planning for interventions to meet identified
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needs. At the same time these new approaches have shown high levels of patient

satisfaction and efficiency savings for the system.
Improving the Cancer Journey (ICJ)

The Improving the Cancer Journey (ICJ) project is a five year partnership development
between Macmillan Cancer Support and Glasgow City Council. Launched in February
2014, it offers everyone in Glasgow, at the point of diagnosis, contact with a link officer
in the community to undertake a Holistic Needs Assessment (HNA). This looks at the
financial, emotional and practical needs that a person may have. A care plan is put
together and the most significant needs are addressed through onward referrals or

self-management.
Its overarching aims are;

e To support local authorities, health and 3rd sector partners to strategically assess
and meet the non-clinical needs of people affected by cancer in their population,
by supporting the development of a community based cancer impact assessment
for the Community Planning Partnerships and a joint strategic needs assessment
on cancer for the IJB Strategic Plans.

e To enable high quality and integrated models of person centred assessment, care
and support to deliver the greatest impact for the communities they serve.

e To create clear pathways for people affected by cancer from diagnosis - that are
designed around the user and streamlined for convenience, efficiency and
accessibility. Centred round a person affected by cancer’s Holistic Needs
Assessment, transitions will be anticipated, planned, fully supported, co-ordinated

and integrated from the point of a cancer diagnosis.

Glasgow ICJ is the first of its kind in the United Kingdom, winning a number of awards
and has been recognised nationally and internationally as an exemplar of health and
social care integration. Results evidence that the service is successfully engaging and
reaching people in deprived areas at levels that far surpass normal engagement with
health and social care services and is addressing people’s needs and concerns by

effective utilisation of organisations across the health and social care sector.

10
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Transforming Cancer Care

Transforming Cancer Care will allow Health, Social Care and 3 sector partners to
truly transform the pathway for everyone in Scotland to one that is integrated and co-
ordinated for people affected by cancer from the point of their diagnosis. It will build
and spread the foundations established by TCAT, aligned and integrated with the

spread of the ICJ model and will:

» Ensure that 100% of people in Scotland with a new cancer diagnosis have
the opportunity to access services to support and meet their identified needs

> Help people with cancer have the best possible quality of life

> Support the delivery of integration across Health, Social Care and 3" Sector

> Increase the capacity of Health, Social care and 3™ Sector partners to meet
the needs of people living with cancer.

> Support the delivery of the Living With and Beyond Cancer section of the
Scottish Government Cancer Plan.

> Address inequalities by ensuring support is targeted to those who need it
most and accessible to those who live in the most socially deprived areas of
Scotland. More deprived areas currently have higher incidence and lower
cancer survival rates.

» Ensure co-production with users of cancer services to maximise impact and

retain person-centred approach.

11
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Background: The case for change

Strategic Case

Scotland will see a continued growth in the numbers of people affected by cancer. In
2016 the Scottish Government produced its ‘Beating Cancer: Ambition and Action’
strategic plan, which acknowledged that the incidence of cancer is anticipated to grow
from 27,000 per year in 2009 to 35,000 by 2020. In addition to this, the development
of improved diagnostics and better cancer treatments has meant there has been a
significant increase in the number of people surviving and living with a cancer
diagnosis and this anticipated to grow to 343,000 by 2030. For example, 5-year
survival rates are at an historic high of 48% and 54% for men and women respectively.
For many people, cancer is a long-term condition.

Cancer pathway

In 2011 Macmillan provided a new description of the survivorship element of the
cancer pathway. Diagram 1 shows that we no longer see the cancer pathway where
treatment is either followed by cure or end of life. It also includes rehabilitation, early
and late monitoring of the disease with patients with active and advanced disease who
are not in the last year of life.

Diagram 1 Cancer Pathway

& Rehabilitation

Later End Of Iife

Diagnosis

Progressive
Treatment el

monitoring lIness

Appendix 1 highlights an estimated assessment of how the survivorship pathway
looked for breast, colorectal and lung cancer during 2008. The expectation is that the
Early Monitoring and Later Monitoring elements will continue to grow significantly over
the next 20 — 30 years, as more people survive their cancer diagnosis but varying

across tumour types.

Whilst more people may survive their cancer, this does not necessarily mean they live

well. Many people affected by cancer also suffer from other co-morbidities, either as
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a result of their cancer and its treatment or due to other causes. Multi-morbidity for

those affected by cancer is currently seen as the norm rather than the exception.

Cancer incidence tends to be higher in areas of highest deprivation. In addition, those
in more deprived areas have lower rates of cancer survival. It is essential that any
programme of work in this field must respond to the existing cancer health inequalities
and support more equitable access to treatment and services.

Aside from the clinical needs, evidence is growing of the significant impact that non-
clinical needs have on clinical outcome. There is a lot of evidence showing that people
affected by cancer have a range of different needs, often because of their diagnosis.
These include psychological feelings such as anxiety, isolation, difficulty in returning
to normality, regaining control as well as more practical difficulties such as problems
returning to work and financial consequences. Macmillan Cancer Support research
has shown that 83% of patients in Scotland are hit with an average cost of £420 a
month as a result of their iliness. They also struggle to deal with the emotional legacy
and knowing where and how to access services which will help them and their
families/carers meet their needs. This was further emphasised from the 2015 Scottish
Cancer Experience Survey which found among those who needed it, only 54% got
enough care and support from health and social care professionals during treatment,
while only half (51%) of those who would have liked information on financial help and

benefits advice, received this.

These increasing levels of both clinical and non-clinical needs make it imperative to
develop and embed a new approach to service provision. One that is not solely
dependent on the health service but also adopts an integrated, co-ordinated and
sustainable approach to the provision of care involving health, social care and third
sector partners.

In 2018, Macmillan Cancer Support subsequently refined the cancer pathway into nine
identifiable ‘“Times of Need’ (Diagram 2), these are times when we know that people
with cancer require more help and support. By developing TCC, we will be able to
target and meet the needs of people living with cancer throughout these times of need.

This requires an integrated and co-ordinated clinical and community environment

13
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Diagram 2

Living with the
consequences
of cancer
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TCC will be built on the development of a risk stratified approach to service delivery,
which ensures that access to clinical service is based on clinical need rather than one
based on one size fits all. Diagram 3 provides a demonstration of a risk stratified
approach developed by Macmillan Cancer Support in conjunction with partners and
adopted in some of the TCAT projects. This emphasises the need to identify those
patients that require more complex management versus shared care and self-
management. From Macmillan’s own research it has shown that 70% of patients with
breast cancer, 50 % of patients with colorectal cancer and prostate cancer would fall
within the shared care/self-care elements of the diagram.

Diagram 3

Self-care with support
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Macmillan has been aware for some time of the many issues that have impacted

negatively on people affected by cancer and in response to this has developed ‘The

Recovery Package’ — Table 2. This has been implemented across different areas of

the United Kingdom and is a key component of NHS England’s Cancer Strategy. This

is a series of interventions that can improve outcomes for people living with cancer.

An evidence based approach, it aims to ensure that, from diagnosis, people’s needs

are identified and addressed so that their care is person-centred and their health and

wellbeing needs are recognised and supported.

The elements of the recovery package, which NHS England and the UK Government

has committed to ensuring that every person diagnosed with cancer will have access

to by 2020 include;

Table 2: Components of the Macmillan Recovery Package

Holistic Needs
Assessment (HNA)

and Care Planning

a structured method of identifying needs and discussing and
agreeing the best way to meet them from the person’s

perspective (Appendix 2)

Treatment

Summary (TS)

a pro forma document which records clear information about
a person’s treatment, any immediate to longer term
consequences of treatment that they need to be aware of,
ongoing clinical management, any actions they need to take
and who to contact with any questions or concerns. A copy
is given to the Person Living with Cancer (PLWC) and their
primary care HCPs (Appendix 3 — NHS Forth valley

example)

Cancer Care
Review (CCR)

Cancer Care Reviews (CCRs) involve a person with cancer
having a holistic conversation with a primary care healthcare
professional in order to ‘raise any issues relating to their
cancer or treatment that are impacting on their quality of life

or wellbeing’
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Health & Wellbeing
interventions
(H&WB)

The aims of such Health and Wellbeing (H&WB)

interventions are to:

Educate people with cancer on how to live well; Inform
people with cancer about where they can access the support
they need; Help people with cancer to cope with difficulties
(e.g. stress/anxiety, consequences of treatment/late effects);
Provide targeted information to people with cancer; Provide
opportunities for people with cancer and their carers to

access peer support.

Risk Stratification
(RS)

An approach to profiling patients’ following treatment for
cancer that is based on their clinical and individual needs. It
is applied to all patients whether they have been treated with

curative or palliative intent.

Scottish Government Policy Drivers

Transforming Cancer Care would lead on and support the Scottish Government and

the Scottish Cancer Taskforce in its delivery of the Living with and Beyond Cancer

section of its revised strategic cancer plan — ‘Beating Cancer: Ambition and Action’.

TCC will improve access to health and social care services during and after treatment

and will significantly contribute to the cancer strategy’s ambitions of:

e More people surviving cancer for 1, 5 and 10 years

« Closing the gap in survival rates between Scotland and the best countries in

Europe

e Areduction in cancer health inequalities

o People with cancer and their families feeling involved in decision making and

able to make the right decisions for them on the basis of full information

« Aradical improvement in experience and quality of life, including at the end of

life

e A reduction in the growth in the number of people diagnosed with cancer
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e More equitable access to services and treatment

From Edinburgh Napier University’s research and evaluation of the ICJ service in
Glasgow, they have confirmed that the service is helping to meet five out of the seven

ambitions.

Both the TCAT programme and the wider roll out of the ICJ work have delivered
person-centred approaches and as well as supporting the delivery of the strategic
cancer plan, have supported and reinforced progress towards meeting national

strategic initiatives such as;

» Creating a Fairer Scotland - Addressing inequality and reducing poverty

» Practical implementation of Health and Social Care Integration including the
attainment of the nine Health and Wellbeing Outcomes

» Achieving key goals of ‘Realistic medicine’ and the subsequent paper
‘Realising Realistic Medicine’

» Reducing numbers of delayed discharges

» Avoiding unnecessary hospital admissions

> Releasing time to deliver better treatment and care and person centred

anticipatory care planning
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Proposed Programme - Transforming Cancer Care

Our overall aim is that everyone with a cancer diagnosis will be able to access an
integrated and co-ordinated service across secondary, primary and community care
and support based services.

This will be delivered through the clinical and community settings by;
Clinical Setting

This work will see partners provided with resources to facilitate and support the spread
and embedding of the key learning initiatives from the TCAT programme. This work

will cover 4 key principles:

1. Aconsistent and standardised approach to identifying the holistic needs at key time
points in the clinical setting.

2. Implement the use of treatment summaries at the end of each episode of treatment
including the development of an IT solution to support completion with efficient
electronic transfer of the summary to primary care.

3. Establish a risk stratified approach to service delivery, which ensures that access
to clinical service is based on clinical need rather than a one size fits all system.

4. Completion of cancer care reviews within primary care 6 months following the

completion of treatment

Community setting: ICJ

The roll out of ICJ which will be adapted to the local context of each Health & Social

Care Partnership will follow 4 key principles:

1. 100% of adults diagnosed with cancer within agreed criteria will be sent a letter by
Information Services Division (ISD) inviting them to contact the ICJ service.to
speak to a link officer.

2. Alink officer will undertake an HNA with the patient and generate a care plan to
meet the needs identified. To support this and a core part of each development will
be the implementation of Macmillan’s electronic HNA (eHNA), which Macmillan has
developed over a number of years and will link to local patient management

systems.
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. Local community assets will be identified and utilised to support the service user in
meeting their needs.
. Follow up with the service user by the link worker to monitor progress with agreed

actions to meet.

To support this there are a number of initiatives that will need to be followed through

for each ICJ development and each of the Health & Social Care Partnerships will be

resourced to oversee this, which would include;

Project Management support

A six to twelve month scoping exercise to identify and progress required
workstreams, which will instruct service delivery.

Established Governance Structure, Project Plan, Risk Register and Budget Plan
Establishing the local Link Officer role(s) to support People living with cancer,
equivalent to one per 70 — 100k of the geographical population.

Embedding of people affected by cancer and their experience to shape the design

and delivery, whilst maintaining a person-centred approach.

Anticipated Outcomes

We have developed a programme level Theory of Change for TCC (Appendix 4).

This has mapped out the expected changes we expect of TCC. Table 3 below

highlights the anticipated outcomes we expect to see at the (i) patient level (ii)

clinical level and (iii) system level as well as which policy objectives this programme

will contribute to.

Table 3: Anticipated Outcomes

appointments

Efficiency savings

Patient level Clinical level System level outcomes Policy objective
outcomes outcomes

Patients feel Reduction in Increased cooperation Support delivery of
supported unnecessary between partners elements of SG

cancer plan
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Patients have

reduced anxiety

Reduced number of

delayed discharges

More integrated care

Creating a fairer
Scotland- Addressing

inequalities

Patients experience

joined-up care

Avoidance of
unnecessary hospital

admissions

Awareness of gaps in
care and support within

an area

Practical
implementation of
health and social care

integration-

Improved patient
experience and

satisfaction

Release clinical time
-for focusing on
clinical care or more
complex clinical

cases

Increase the capacity of
Health and Social care
partners to meet the
needs of people living

with cancer.

Contribute to the
achievement of 9
Health and Wellbeing

outcomes

Patients have greater
confidence to self-

manage

Deliver more patient

centred treatment

Deliver more patient

centred support

People feel more
informed-increased
awareness and use of
services available to

them

Professionals have
greater confidence in

the system

Earlier intervention-
avoidance of crisis

situations

People have
improved emotional

wellbeing

Increased morale
amongst

professionals

More appropriate use of

resources

People have the best

quality of life possible

Reduced inequality in

accessing services

People’s
rehabilitation is
facilitated and
achieved more

quickly

Support services are

patient centred

Negative financial
consequences of

cancer are minimised

Improved
communication between

partners
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People have greater Reduced occupied bed
confidence in the days
system

Improved IT solutions

We anticipate these outcomes based on evidence from the evaluation of TCAT
projects, ICJ in Glasgow and evidence from other Macmillan programmes around the

UK. This evidence is summarised as:
ICJ

Since its inception in 2014 and full implementation by mid-2015, ICJ has seen 4,038
service users, identifying, 11,494 needs. An independent evaluation carried out by
Edinburgh Napier University has highlighted the following outcomes of ICJ:

Patient level outcomes:

e 61% of service users are from SIMD 1 and a further 16% from SIMD2,
o Of which 31% are from the most income deprived SIMD 1 (vigintiles)
o ICJ is creating a more equitable access to services.
e |CJ service users report a drop in concern between visits (from 7.15 at first visit
to 3.85 at follow-up)
e |CJ service users report high levels of satisfaction with the service (maijority
rating the service ‘very helpful’ and 9 out of 10)
e Interviews with ICJ service users show:
o Benefit from joined-up care
o Increased awareness of support and services
o Patients feel supported
o Increased ability to self-manage (around 13% of referrals are for self-
management)
e 26 people with cancer who were at risk of homelessness have not become

homeless

Clinical level outcomes

Clinical staff are now referring patients in to ICJ. Interviews with clinical staff show:

21





SCT-19/03

¢ Clinical staff able to focus on the clinical needs of patients and less time
being spent on non-clinical needs

¢ Clinical staff believe this offers a better service to patients

e Reducing the ‘burden’ on clinicians, shared responsibility for a patient’s
wellbeing

e Increased levels of confidence that patient’s needs are being met by the
system

e Improved job satisfaction amongst clinical staff
System level outcomes:

e |CJ Glasgow is a partnership between Macmillan Cancer Support, Glasgow
City Council, Glasgow Life, Wheatley Housing Group, Cordia and NHS.

e |CJ Glasgow refer to approximately 230 referral agencies across the public,
private and third sector from health and social care. Partner organisations are
working well together and are committed to the ICJ programme

e These partner agencies have agreed a collective responsibility to work with one
another to put the person at the centre of their care

¢ Interviews from key stakeholder organisations suggest that resources are being
used more appropriately and there is earlier intervention, which is avoiding
crisis situations.

e Costs savings to the public sector through the prevention of homelessness.

e The referrals ICJ makes to agencies, including the 3™ sector, mean the
organisations spend less time promoting themselves and more time helping

people.
TCAT

Each project in TCAT carried out a self-evaluation. In addition, an external and
independent programme evaluation carried out at Edinburgh Napier University has

been carried out.
Clinical outcomes

- Areduction in consultant outpatient appointments for routine breast cancer
follow up providing an estimated 600 hours of consultant time annually in

one hospital to see patients with more complex needs. This has reduced
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the number of unnecessary follow-up appointments (NHS Greater
Glasgow & Clyde - Stobhill Hospital project)

- A reduction in the number of hospital bed days and unnecessary
investigations resulting in a £400k cost avoidance being demonstrated for
100 patients (NHS Fife Best Supportive Care Project.

- The introduction of nurse led, person centred follow up for patients with
skin cancer resulting in more efficient use of consultant time. Depending
on the patient pathway, this saves for someone on a 12 month pathway,
£60 per patient and for those on a five year pathway, £360 per patient. It
also frees up clinical time to allow urgent referrals in to the system (NHS
Fife Melanoma project)

- The successful delivery of cancer care reviews in General Practice
performed by Practice nurses helping to generate efficiencies in GP time
(NHS Lanarkshire)

Improved IT outcomes

The introduction of digital approaches to follow up preventing the need for many
patients to attend hospital. (NHS Highland and NHS Lanarkshire). The use of an
electronic two-page treatment summary to support the transition of consistent

communication between the patient, acute care and primary care. (NHS Forth Valley)
System level outcomes

- The West of Scotland Cancer Network has introduced revised Breast
Cancer Follow Up Guidelines, which now take account of the learning and
practice from the two local breast cancer TCAT projects based in NHS
Ayrshire & Arran and NHS Greater Glasgow & Clyde providing a more

efficient and responsive service.
Increased Collaboration

TCAT has worked closely with 3rd sector organisations and has demonstrated the
significant role that they can play in supporting service users during the cancer
pathway. This has included;
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» Breast Cancer Care seeing a significant increase in the uptake in service users
attending its ‘Looking Forward’ programme as a result of its link to the TCAT project
based in Stobhill Hospital.

» Maggie’s was involved in a number of projects but more specifically is supporting
the wider sustainability alongside NHS colleagues of the learning from one project
to support people with cognitive dysfunction following their cancer treatment. This
has also brought in NHS Education for Scotland (NES) agreeing to produce training

materials as a result of the work completed by the project staff.

Additional Supporting Evidence

Macmillan as part of a wider UK programme of work similar to ICJ, is also carrying out
a Health Economic Analysis and will further provide the evidence to support
sustainability of the developments.

TCAT has provided evidence for a generic and standardised approach to supporting
people affected by cancer when they have completed their treatment, which can be
applied across the whole of Scotland. It has also demonstrated the approaches that
have been applied within secondary care to one tumour type can also be equally
applied to other tumours. However, although potential generic approaches have been
successfully established, the emphasis is on ensuring that acknowledged local context
determines how approaches should be implemented.

Through research it has been demonstrated that 53% of people affected by cancer
have physical and mental health needs that are not being met six months after
treatment. It has also been shown that people affected by cancer had 50% more
contact with their GP and 60% more A&E attendances than expected 15 months after

diagnosis.

The Recovery Package and supported self-management pathways have been shown
to improve patient experience, help people feel prepared and confident in the
transition between treatment and recovery, and improve overall quality of life.
An evaluation of the ICJ work demonstrated that 93% of people felt less isolated, 86%
less stressed and 79% more in control. A recent audit of the impact of having a
dedicated housing officer involved in the ICJ project in Glasgow City has demonstrated
£2m in financial savings/cost prevention from its provision of dedicated housing

support for those affected by cancer.
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A recent economic analysis of the recovery package completed by Optimity Advisors
on behalf of Macmillan Cancer Support in 2016, which utilised a cost consequence

analysis concluded that the Recovery Package;

e Reduced patients’ anxiety and increased reassurance

e Improved patients’ confidence

e Brings benefits to care planning process, through better information and
improved communication between patients, carers and professionals about the
diagnosis and treatment

e Reported confidence in decision making by healthcare professionals

¢ Increased awareness among patients of availability of local services

e Demonstrated potential reduction in utilisation of acute care services

With the latter point and as highlighted earlier, being demonstrated through the TCAT
programme. Macmillan is committed to continue to support the collection of data
and analysis, which will be necessary to evidence success of TCC and support

sustainability decisions in the future.

The TCAT and ICJ programmes are a demonstration of health and social care
integration in action and have provided very solid foundations on which to build on. It
is the view, not only of Macmillan Cancer Support but also of wider partners, that we

cannot afford not to make systematic changes to how services are delivered.

Assumptions and Risks

To achieve the intended outcomes for this proposed programme, it is dependent on

a number of assumptions as follows;

e C(Clinical leadership and support for change

e Health and social care partners leadership & support for change

e Wider engagement and support from 3" sector partners

e Strategic Leadership to implement service change and to establish joint planning and

commissioning.

e Services exist to meet demand
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e The services are accessible

e People are able to self-manage

e People trust the services

e Staff have had all the relevant training

e Relevant agencies accept collective responsibility

e [T resources are in place

In addition, as with any large programme there are a number of inherent risks, which
would potentially impact on the success of the programme and its intended outcomes.
A full risk register will be established and maintained within the governance of the
programme and for each individual development there will be an expectation that a full

risk register is established and maintained.

Diagram 4 details the high-level themes of the programme risks that have been
identified and that will be translated into the full risk register following agreement for

the programme to proceed.

Diagram 4: High Level Programme Risks

Service User Financial
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Constraints & Dependencies

There are a number of constraints and dependencies associated with the programme.
In programmes of this type these are generally the engagement, commitment and
leadership by key partners, nationally, regionally and locally and the availability of
funding to proceed. The project would be unable to proceed if either of these were not
in place. The TCAT programme has demonstrated its success in engaging with key
stakeholders from NHS Boards, Local Authorities, Health & Social Care Partnerships
and 3" sector organisations to support its implementation and the aim would be to
continue to build on this engagement to allow the smooth progress to this proposed
next stage.

However successful implementation would be subject to the agreement of the key
partnerships to lead on the proposed work e.g. Health & Social Care Partnerships,
which will be subject to a number of constraints and dependencies including the
longer-term view of sustainability, capacity to support the local implementation and

organisational financial wellbeing.

The TCAT programme has also demonstrated a number of other areas, which has at
times hampered the speed of progress with some projects including human resource
management, when trying to bring in the agreed required staff to implement the project
and secondly the inability of different IT systems across a geography being able to
communicate with each other. Both of these will require a national strategic focus to
help overcome any potential obstacles.

Monitoring & Evaluation

We are committed to monitoring and measuring the impact of the programmes that we
invest in. Underpinning TCC, we will have a programme level Theory of Change. This
is a description of how and why a desired change is expected to happen. It maps out
the activities as well as the links between these activities and the anticipated changes
and outcomes. Appendix 4 provides an outline draft of a theory of change approach
to be incorporated into the programme.
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As mentioned, we have anticipated outcomes at the i) patient level (ii) clinical level
and (iii) system level. Based on the overarching programme Theory of Change, each
project will need to develop and adapt its own Theory of Change and therefore be
clear on the activities and intended outcomes it is expected to achieve.

We will also put together a monitoring framework, that is a range of metrics that will
be collected across the TCC programme. We will therefore expect each site involved

to collect core monitoring data. This could include:

» Demographic data on service users (and non-users) offered the HNA.

» Number of people with cancer taking up an HNA and having a care plan

developed.
> Needs arising from the HNA and how they’re addressed.
» Who carries out the HNA, when, at what time point
» Referral agencies
» Number of treatment summaries
» Impact on the patient, including patient satisfaction

» Impact on clinical staff and capacity (where applicable)
This data will be used to:

e understand how and why TCC is impacting on people in different areas

e continuously improve the programme by using the relevant evidence and
insight to design more effective and efficient projects and share that learning.
This can also lead to better planning and service delivery in the future.

e measure progress in reaching our longer-term objectives

Where feasible, we will seek to collect baseline data so we can understand better the
effect that TCC is having on both patients, clinical system and system level outcomes.

Scottish Government colleagues should also consider what key measurements they
would require to be collected and collated to help demonstrate the impact and hoped
for success of the programme.
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Financial Case

In its revised cancer strategy ‘Beating Cancer — Ambition and Action’ launched in
March 2016, the Scottish Government proposed ‘to invest £9m over 5 years to support
access to health and social care services during and after treatment, via for example,
Link Workers to provide support in the most deprived communities and initiatives such
as Macmillan’s Improving the Cancer Journey’. Macmillan has progressed discussions
for the development of Improving Cancer Journey projects with Dundee City Council,
Fife Health & Social Care Partnership, West Dunbartonshire Council, Renfrewshire
Council and the four Lothian Health & Social Care Partnerships and sees it as a key
flagship development for Scotland, especially in meeting the needs of those affected

by cancer in the most deprived communities.

Macmillan Cancer Support is regarded as one of the most trusted and recognisable
brands across the United Kingdom and with its previous experience, suitably placed
to lead on the implementation of this programme. It should also be recognised that
although it is being proposed implementing ICJ for all people affected by cancer, over
the medium-longer term the approach could also be applicable for people affected by
long term conditions, which will further support the opportunity for it to be sustained by

key partners.

The intention is that both Macmillan and the Scottish Government will provide
investment as detailed in Table 1 of the Executive Summary and replicated in Table 4
below, to support the implementation of Transforming Cancer Care over the next 5
years. Furthermore, Macmillan will also aim to continue investing in other programmes
which will support this work e.g. volunteering structures in communities (~£500-800K
pa), toolkits and standards to support continuous improvement and co-production with
people affected by cancer, learning and development support and phase 2 of Glasgow
ICJ; support workers in acute care and potentially cancer pathway co-ordinators;
digital development and innovation; investment in primary care leadership and practice

nurse education.

Macmillan will not be consuming any of the funds provided by the Scottish Government
for its own staff costs, which equates to in-kind costs of approximately £240k per

annum including the contributions of the Head of Service, Programme Manager,
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Project Managers, Partnership Managers, Partnership Quality Leads, Engagement

Manager, Engagement Leads & Volunteer Co-ordinators with the Engagement

Manager not only supporting the local developments but also the Patient Reference

Group that will be established to work alongside any established Programme Board.

All funds provided to Macmillan Cancer Support will be disseminated directly to the

key partners on submission of business papers which fit Macmillan’s financial

governance requirements.

Table 4. Funding Resource Allocation

Developments Scottish Macmillan Cancer Total over 5

Government Support (Em) years £m)
(Em)

ICJ Spread 7.82 7.34 15.16

ICJ cancer centre 0.18 1.12 1.3

Hubs (redesign

benefits)

TCAT Learning 1.0 0.5 15

spread including

reduction in medical

led follow up

TOTAL 9.0 8.96 17.96

The total amount to be committed by the Scottish Government and Macmillan Cancer

Support for the above developments will be £9m each respectively. To date Macmillan

has already committed £4.93m to the roll out of ICJ already during 2017 and 2018

leaving a further £4.07m to be committed over the next 3 years. This is over and above

the £56m provided to fund the TCAT programme since 2013.

Table 5 details Macmillan’s spend to date;

Table 5

Development

Spend

Fife Health & Social Care Partnership

£1.1m
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West Dunbartonshire Council £0.32m

Renfrewshire Council £0.5m

Pan Lothian Health & Social Care Partnerships | £2.8m
Pan GG&C Project Management £0.21m
Total £4.93m

In addition Macmillan has also committed £0.55m in 2018 to NHS Highland to take
forward an NHS based One to One Support Worker role. NHS Highland is in a unique
position in the integration agenda of being the sole lead agency in Scotland with the
responsibility for health & social care across NHS Highland. Negotiations are taking

place to expand this service into a fuller ICJ service.
ICJ Rollout

For the roll out of ICJ, an approximate £1m per 300,000 population has been identified
to support each individual project. This would provide sufficient funding for each
project to be maintained for 3 - 5 years. During this time, work will include a focus on
the longer-term sustainability of the service within existing resources and start to be

incorporated with services provided to individuals with long term conditions.

The funding that each partnership receives from TCC will be used to focus on key
areas such as the needs of urban versus rural provision, what services are currently
in existence to support service provision including community cancer information
points, local environments, transport provision and IT connectivity. This will need to be
assessed and taking cognisance of within the local context. It is expected that the bulk
of the costs will be consumed by staffing costs in relation to the senior project
manager(s), which will be circa £50k per year plus on costs, support officers will be
circa £25k per year plus on costs each with the number required varying across each
population. There will be an expectation that there will need to be 1 support officer per
75-100k population. However, it is acknowledged that a minimum of 2 support officers
per geography will be required to maintain the service during periods such as annual
leave. There will also be set-up and local administration costs and capital costs for the

development in relation to computers, iPads and telephones.
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Table 6 provides a breakdown of the estimated allocation across each Health and

Social Care Partnership to support the spread of ICJ. It should be recognised there is

a need to provide support over a sustained period of time to help create the necessary

cultural and attitudinal change. Secondly the island populations have a much lower

population and therefore a minimum of £300k allocated to these geographies taking

account of the need for two support officer staff to be in place; however steps will be

taken to review all opportunities for cost minimisation, while maintaining service

delivery.

Table 6: ICJ Funding Breakdown

Health and Social | Population | Cancer Anticipated Level of ICJ
Care Partnership (circa) Incidence/000 | Investment

population
Aberdeen City 231,000 623.9
Aberdeenshire 265,000 575.3 £1.8m
Moray 96,000 498.3
Orkney 22,000 486.7 £300k
Shetland 24,000 761.1 £300k
Highland & Argyle | 331,000 600.3
& Bute (NHS
Highland Lead Eim
Agency)
Dundee City 151,000 636.1 £1m Committed in 2016
Angus 119,000 547.1
Perth and Kinross 151,000 606.6 £800k
Eilean Siar 29,000 662.8 £300k
Scottish Borders 116,000 598.4 £320k
Dumfries and 155,000 537.9 £430k
Galloway
Fife 372,000 618.1 £1.1m Committed in 2017
City of Edinburgh 490,000 677.8
East Lothian 102,000 614.8 £2.8m committed by
Midlothian 88,000 644.7 Macmillan in 2018
West Lothian 180,000 670.5
East Ayrshire 126,000 622.2 £1.1m
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North Ayrshire 140,000 671.8

South Ayrshire 115,000 640.1

Falkirk 161,000 587.1

Stirling and 145,000 619.5 £950k

Clackmannanshire

East 108,000 589.5 £330k

Dunbartonshire

East Renfrewshire 91,000 628.9 £300k

Glasgow City 605,000 731.8 Phase 2 Funding committed by
Macmillan up to April 2021

Inverclyde 81,000 631.6 £300k

Renfrewshire 177,000 585.9 £500k Funding committed by

Macmillan in 2018

West 92,000 717.4

bunbartonshire £320k Funding committed in 2018

North Lanarkshire 346,000 647.2

South Lanarkshire | 321,000 637.1 sem

* The funding committed to Dundee City and Glasgow City Phase 2 have not been assumed within the total costs and have been

picked up by Macmillan Cancer Support outwith this funding agreement.

** An additional £210k has been committed to Glasgow City for Project Management support to implement ICJ in the other
Greater Glasgow & Clyde partnerships.

*** An additional £1.7m was committed by Macmillan to take the service up to April 2021. This included operational costs and the

continuation of Glasgow City being a learning lab for the further development of the ICJ service.

Given that some health boards have multiple H&SCP’s, attempts will be made to take
advantage of opportunities to establish a hub and spoke approach to support referral
management and the establishment of services to help ensure equity of access to an

ICJ service whilst maximising use of joint resources.

Appendix 5 provides details of the future provisional roll out plans over the next 3
years. Flexibility will be required in relation to these plans as progress on roll out will
be dependent on the progress of local discussions, which will be influenced by local
leadership, influences and priorities. This will vary across partnerships. Secondly
progress can be protracted at times due to a number of areas including completion of

required paperwork, legal advice, scoping requirements and employing staff.
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TCAT

Funding will be allocated to agreed and identified partners to continue to support the
spread of the learning from TCAT across geographical boundaries. During the TCAT
programme funding was allocated to the networks to establish regional structures and
project management roles to support the oversight and monitoring role, to provide
individual support to the work being implemented in each of the health boards and
partnerships and facilitating the spread of the learning. Similar roles would be
expected to support this proposed new programme, to support clinical colleagues to
make the transition to the new ways of working and to spread the learning through

learn and share workshops and rapid improvement events.
Allocated Funding

In relation to the management of the allocated Scottish Government funding, it is
proposed that the Scottish Government provides Macmillan with £9m over the next 3
years as a grant to support the programme of work and this would be allocated in
conjunction with Macmillan’s funds and distributed to partners who will support the
implementation. Full up to date finance reports and audit trail will be provided to
Scottish Government at agreed points and as and when requested detailing when and
to whom funds were allocated. Full progress reports will also be available to Scottish
Government colleagues at agreed intervals. Governance will be through a newly
established Transforming Care Board (see Management Case).

Anticipated Funding Allocation

Table 7 details the anticipated funding allocation over the next 3 years by the Scottish

Government and Macmillan Cancer Support.

34
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Development Total cost Allocation Provider
TCAT Nationally via Cancer £1500.000 £1,000,000 Scottl§h Government
Spread Networks , ' £500.000 Macmillan Cancer
2018/19 ' Support
s IC‘J. Grampian Scoping £200,000 £200,000 | Scottish Government
coping
North & South Lanarkshire | £2,000,000 £2,000,000 | Scottish Government
East Dunbartonshire £330,000 £330,000 | Scottish Government
ICJ Roll | Angus £300,000 £300,000 | Scottish Government
Out i .
2019/20 Perth & Kinross £500,000 £500,000 | Scottish Government
Eorth,_ South & East £1,100,000 £1,100,000 | Scottish Government
yrshire
Benefits £180,000 | Scottish Government
Redesign Cancer Centres £1,300,000 £1.120.000 Macmillan Cancer
' ’ Support
Dumfries & Galloway £430,000 £430,000 | Scottish Government
Falkirk, Stirling & £950,000 | £950,000 | Scottish Government
Clackmannanshire
Grampian £1,600,000 £1,600,000 | Scottish Government
Inverclyde £300,000 £300,000 | Scottish Government
ICJ Roll . Macmillan Cancer
2020/21 out East Renfrewshire £300,000 £300,000 Support
Macmillan Cancer
i i i £890,000
:'rgh::”; |'3”u°t'e“d'”9 £1,000,000 Support
9y £110,000 | Scottish Government
Borders £320,000 £320,000 | Macmillan Cancer
Support
Orkney, Shetland & £900,000 £900,000 Macmillan Cancer

Western Isles

Support

Total investment over the next three years

Macmillan Cancer

Scottish Government Total
Support
£9,000,000 £4,030,000 £13,030,000
69% 31% 100%
Macmillan Cancer Support Spend 2017-18 £4.93m
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Management Case

Governance

The TCAT Programme Board currently reports into the Scottish Cancer Taskforce and
this would continue with a revised board if there is support to progress this proposed
new programme. Operational sub groups will be established to support the
implementation of the different interventions. This is already in place for TCAT and
would continue to focus on the spread of the learning from this programme locally,
regionally and inter regionally. New operational sub groups will be established for the
other key developments to support and oversee their delivery. Diagram 5 sets out the

proposed governance structure.

Diagram 5

Transforming Cancer Care
To provide national leadership
in the shaping and delivery of

the partnership between Transforming Cancer Care
Macrrillan Cancer Support and Programme Board
the Scottish Government to 5
transform cancer care.

e B3 R

To innovate and strengthen the
approaches wsed fo  inwolve
Supporting and overseeing :"_'"':'- parers :'"g*":.m In
velopmen cancer
the delivery of the key TCAT programme and hotd the
developments/initiatives Programme Board to account
for delivering improvements in

patient experience.

Membership

It is anticipated that the core membership that was in place for the TCAT Programme
Board will continue and be broadened to include other members relevant to the
programme of work. The programme board is chaired by Mr Jeff Ace, Chief Executive
Officer for NHS Dumfries & Galloway and the vice chair is Mrs Janice Preston, Head
of Service for Macmillan Cancer Support in Scotland. There is also representation from
the Scottish Government, Scottish Cancer Networks, Local Authority, Primary Care
(Scottish Primary Care Cancer Network), Voluntary Sector (Scottish Cancer
Coalition), Patients and Carers, NHS 24, Nurse Consultants, Allied Health
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Professions, Macmillan Cancer Support including National Programme Manager and

Communications Manager.

This core membership would be broadened for this proposed programme of work to
include representation from the Integrated Authorities as we look to further support
and enhance the integrated approaches to meeting the needs of those affected by
cancer. Other members of the Scottish Government including Dr Gregor Smith
(Deputy CMO) have also expressed an interest in joining the revised board to ensure
alignment with synergies with the long-term conditions focus of the House of Care
programme and Links Worker programme however it will be important to make sure
that the board does not become too large, unwieldy and lose the dynamism that is
present with the TCAT Programme Board. Professor Annie Anderson from the Cancer
Prevention Network could ensure we build on our engagement in deprived areas with

a prevention focus for the wider family of people with cancer.
Board Objectives

The list below although not exhaustive lays out what the key objectives of any revised
board will be;

e Shape the programme of work through the development and delivery of a
Programme Implementation Plan

e Ensure the views of patients and their families are at the core of planning and
delivery of the programme

e Implement and maintain the appropriate governance framework to support the
successful delivery of the programme.

e Support the facilitation of the spread of key outcomes, embedding into routine
practice to ensure sustainability.

e Have oversight and mitigate programme delivery risks

e Monitor and evaluate programme performance

e Provide clear direction / communication for associated sub/working groups and
wider stakeholders across Scotland

¢ Report performance to Scottish Cancer Taskforce

e Ensure effective and appropriate linkage to other related national programmes
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Table 6 provides an indication of the workstreams that will be looked to be progressed

on behalf of the board.

Table 6: Proposed TCC Developments

TCAT

the spread of
key learning
developments

Development Initiative High Level Aims
> Establish agreed national datasets for
tumour specific treatment summaries.
» To further support the local
To support implementation of treatment
and facilitate summaries

» To support the appropriate continued
reduction in clinically led follow up.
» To explore opportunities for nationally

ICJ

and facilitate
the spread of

the Improving

Cancer
Journey
including
Benefit & I1CJ
Hubs in

from the agreed follow up protocols/guidelines
programme » To implement HNA in the clinical
setting.
» To implement Cancer Care Reviews
in Primary Care
Secondary Prevention | Physical » To identify and implement key
Activity Advice secondary prevention messages
and Delivery within deprived communities
of Health
Messages
To support | » To spread the core principles of ICJ

across all H&SCP.
» To establish ICJ hubs within the

cancer centres.
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Cancer

Centres

Meetings

It is proposed that the Programme Board meets quarterly with a focus on written
updates on the progress made with each development and sub-group/work-stream
leads to present items for decision/sign-off. The programme is anticipated to run for 3
years.

Reporting

Outputs from the Board will be recorded and stored within programme documentation
in an appropriate shared facility. A quarterly programme summary report will be
produced and circulated to the Scottish Cancer Taskforce and other appropriate fora.
There would be an expectation that all Board members and sub groups thereof act as
Programme ambassadors and raise concerns / opportunities within the agreed
governance arrangements. Within the financial case it has been highlighted the
additional reporting processes that will be in place for the ICJ roll out to ensure

compliance with agreed progress and Service Level Agreements.
Management

A programme management approach following Managing Successful Programme
(MSP) methodology will be applied to this programme. Appendix 6 details the
framework that will be used. The TCC programme would be managed by a National
Programme Manager funded and employed by Macmillan Cancer Support providing
leadership and oversight for the full programme. As highlighted above there will be
individual/organisational leads for the proposed different workstreams and the
programme manager will have responsibility for co-ordinating, supporting and
overseeing progress for each of the workstreams as part of an agreed programme

plan.

The financial case section provides some details of the suggested funding resource

being directed to each of the workstreams and the anticipated additional staffing
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structures that will be put in place to support each workstream over and above the
already existing organisational structures. This also applies to Macmillan Cancer
Support, which will have an extensive organisational structure to support the
programme of work over and above the proposed funding, which includes, project
management, partnership management, engagement and volunteer management and

communications.
Communications

The TCAT programme has had a communications strategy supporting its
communication work, working closely with the cancer networks and individual projects.
This has been led by Macmillan’s Communications Manager who will continue to lead
the development of the communications strategy in conjunction with Scottish
Government communication colleagues in the first instance and with other key

partners via the programme board.
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Appendix 1
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Mational Cancer Survivership Initiative — Concerns checklist

Identifying your concerns

SCT-19/03

Holistic needs assessment

-~

Pafient's name or label

Discussed by:

Date:

Designation:

Contoct details:

-

This salf ossessment is optional, however it will help us understaond the concerns and feslings you have.
It will also help us identify any information and support you may need in the future.

If any of the problems below have coused youw concern in the past week and if you wish to discuss them
with a health care professional, please tick the box. Leave the box blank if it doesn’t apply 1o you or you

don’t want to discuss it now.

O1 have questions about my diagnosis/trearment that | would like to discuss.

Physical concerns

[ Breathing difficulties

[ Passing urine

O Constipation

O Diarrhoea

[ Eating or appsetite

O Indigestion

[ Sore or dry mouth

[0 Mausea or vomiting

[ Sleep problems/nightmares
O Tired/exhausted or fotigued
[ Swollen tummy or limb

[J High temperature or fever

Practical concerns

[ Caring responsibilities

O Work and education

O Monay or housing

O Insurance and travel

O Transport or parking

O Contact/communication
with MHS staff

O Housework or shopping

O Washing and dressing

[ Preparing meals/drinks

Family/relationship concerns

Spiritual or religious concerns
O Loss of faith or other
spiritual concarn
O Loss of meaning
or purpase of life
[0 Mot being ot peacs with
or feeling regret about the past

Lifestyle or information needs
O Support groups

O Complementary theropies

[ Diiet and nutrition

[ Exercise and activity

. . [ Partnar O Smoking
| Gaﬂl_ng grﬂund [walking) [ Children O] Aleohol or drugs
E;::Elmg in hands/feet [ Other relatives/friends [ Sun protection
[ Hot flushes/sweating Emotional concerns E g{:hﬁ
O Dry, itchy or sore skin O Difficulty making plans er
OWound care after surgery O Loss of interest/activities
O Memory or concentration O Unoble to express feelings
[ Taste/sight/hearing O Anger or frustration
O speech problams O Guilt
0 My oppearance O Hopelessnass
O Sexuality O Loneliness or isclation
O Sodness or depression
O Worry, fear or anxiety
Please mark the scale to show
the overall level of concern
you‘ve felt over the past week. 1 10
You may also wish fo score the | | | | | | | | |
concerns you hove ficked from
1+t 10. Loweast Highest
MAChLLAN. (©4) pcziment
CANCER SUPPORT of NHS Improvement

Thix document @ copyright MCSI S 2012 Mocmillon Concer Support, egirened dharity in Englend end Wele [361017), Scoffond (S00379007) and the bie of Man (504). MAC13589
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WE ARE
MACMILLAN.

CANCER SUPPORT

Lamont, Duncan
(9999X) Test Partner(9999X)

Dear Dr Lamont

PURPLE, Craig ( 3212580208 )

Your patient has now completed a significant phase of treatment for cancer and a summary of their
diagnosis, treatment and ongoing management plan is outlined below.

Treatment Summary:

Lead healthcare professional: Dr Test Doctor, Testing Department,  Tymour Site: Colorectal

FVRH
Diagnosis: Bowel Cancer
Date Of Diagnosis: 07-Juk2015 Metastatic Disease: None
Treatment Completed: Ongoing Review Cancer Stage: T1NOMO
Treatment Aim: Curative Scoring System: N/A
Risk Of Recurrence: Low- 5% chance of recurrence

Key symptoms which may require referral to specialist team: Blood in the stools, A feeling of
incomplete bowel evacuation , Vomiting, Bloating in the abdomen, Swelling in abdomen

Other services currently involved: There are no other services involved
Has patient been given a copy of this Treatment Summary : Patient doesn't want a copy
Summary Of Treatment (Completion DatjComments
Brachytherapy 05Feb2014 Test information can be added here
Other 01-Dec2015 Any other relevant treatment information can be added here
Surgery 07-Dee2015 Test information can be added here

Printed: Page 1 of 2
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Possible treatment toxicities and / or late effects:
Tiredness and general fatigue
Nausea

Required GP actions in addition to GP Cancer Care Review: (e.g. ongoing medication, osteoporosis
and cardiac screening) Annual blood pressure check

Medication prescribed from secondary care: Nil

Secondary Care Ongoing Management Plan (tests, scans, appointments etc):

Annual review at nurse led follow up clinic(suitable to be discharged to primary care as per 5 year
protocol) however wishes to attend secondary care

Additional information including issues relating to lifestyle and support needs: The patients has
gone back to work part time for 18 hours aware. Patient will see his own Occupational Health team to
update on progress

Referred to Macmillan Money Matters Team: No

Summary of information given to the patient about their
cancer and future progress: Discussion of late effects and
understanding of who to contact for advice is required. This
treatment summary has been discussed with the patient.

Yours sincerely

Completing Health Professional:
Contact Details:
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Transforming Cancer Care : Everyone with a cancer diagnosis in Scotland is able to access a high
quality, integrated and coordinated health and social care system that meets their needs

Patient lewel.

* Patlents feel supported throughout thelr care
+ They feel more Informed —they have a better
understanding of the support avallable to

therm

+ They experlence jolned-upcare

Patlents are satisfiad with the sendce they

recelve

* They have greater confidence to self-manage

+ They have greater confidence in the health ad
soclal care system

* The negative financial impacts of cancer are
minimised

* They have reduced ansiety

+ They have Improved wellbeing

*+ They have the best quality of Iie possible

Datcomes

Clinical and professional level

+ The most appropriate clinical pathway ls
develaped for each patient-more patlent
centred treatment

*+ Reduction in unnecessary clinical

appolitments

Reduced unoccupled bed days

Improved T systems

Release clinical time for more comples cases

Professionals have increased knowledge and

confidence to treat patients

*+ Professionals have increased job satisfaction
and morale

* Professionals have Increased confidence n
the whale system

Everyona receives a

. . Completion of cancer
treatment summary Risk stratified clinical care reviews In
andit is sent to pathways P
primany care

- Everyonewith a
Cansistent approach mmer:-?jlagnmlsls
ta identifying holistic offared a HMA with
neads at key points Li kﬂ:ﬁm' h ’
duringclincal setting ! e
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Health & Social Care

. Health Boards Network 2018 2019 2020 2021
Partnership
Aberdeen City
Aberdeenshire NHS Grampian
Moray
Argyle & Bute NHS Highland
NHS Highland - Lead Agency
Orkney NHS Orkney NOSCAN
Shetland NHS Shetland
Angus
Dundee City NHS Tayside Operational 2017
Perth & Kinross
Eilean Siar NHS Western Isles
Scottish Borders NHS Borders
Dumfries & Galloway NHS Dumfries = &
Galloway
Fife NHS Fife Operational 2017
- - SCAN
City of Edinburgh
East Lothian . Agreement Signed. Operational in
NHS Lothian .
Midlothian 2019
West Lothian
East Ayrshire _
North Ayrshire NHS — Ayrshire &
Arran
South Ayrshire
Falkirk
- . NHS Forth Valley
Stirling & Clackmananshire
East Dunbartonshire
East Renfrewshire WOSCAN

Glasgow City

Inverclyde

Renfrewshire

West Dunbartonshire

NHS Greater
Glasgow & Clyde

North Lanarkshire

South Lanarkshire

NHS Lanarkshire

Operational. Phase 2 funding

until March 2021

Operational 2019

Operational 2018
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Framework Overview

e Project Management

\ - Framework Companent

Wiking pragmatic
change in multiple
OTE3sE

I
I
Laarhing

|
|
|
|
|

\

Magsirement [
Reporting

After some tme

Sattling In:
Sustalnable porm &
uttomes sustalned
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