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[bookmark: _MON_1622376850]Here is the most up to date list of AHP Directors – please let me know if you can help fill in the gaps. 

Scottish Cancer Task Force (SCT)
Next meeting on Monday 24th June
Membership has been re-jigged but we still have a SCoR seat.

· 
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 Government AHP Transforming Roles Group
· 
This group (which I sit on), Led by Chris Rowley (AHP Lead for Workforce and Education), has come up with definitions for specialist, advanced and consultant practice – see 
· 
Chris also did a presentation for the radiography day – see 
AHP Strategic Workforce Group

It seems that this group may be up and running once more – there are ToRs. MM was the AHPfS rep on the group last time so hopefully this is still the same. 


Scottish Radiology Transformation Programme (SRTP)
· The cross boundary reporting pilot went live on 15th March – now 2 donating Boards so far and 4 reporters (with 3 Radiologists). IT connectivity issues with some Boards
· There is an updated Reporting Radiographer Knowledge Skills and Behaviours document developed by Jonathan McConnell and Chris Rowley as part of the work that Chris is undertaking in developing a knowledge, skills and behaviour framework for Advanced Practitioners, including reporting Radiographers.  The pilot for this is in 3 phases – 1st phase started.
· The sub-group for advanced practice education met on 17th June. A Sonographer Framework is drafted (like the RR one last year).  The last meeting will take place in August but the Mammography work will carry on via the Access Collaborative – I have offered SCoR support.

Scottish Clinical Imaging Network (SCIN)
· See https://www.scin.scot.nhs.uk/  - newsletter already sent around.
· The SCIN Radiographer Focussed Event is to take place on 7th November – save the date. 
Special Interest Groups (SIGs) – see https://www.scin.scot.nhs.uk/special-interest-groups/ 
· 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 held its inaugural meeting on 25th April 
· We are hoping that there may be a new SIG for Mammography – watch this space.
NES
· The NES AHP Careers Fellowship is open for applications - The closing date is 12 noon on Thursday 1st August 2019 and link to apply at:
https://www.nes.scot.nhs.uk/education-and-training/by-discipline/allied-health-professions/the-ahp-careers-fellowship-scheme.aspx
· Information on current 2019 NES Fellowships is available at: https://www.nes.scot.nhs.uk/media/4286649/nesd0965_skills_max_a4_flyer_v4_digital.pdf
· Following the NES event entitled: Capitalising on the knowledge and skills across Radiography on 25th March which relates to a piece of work that Fiona Hawke is seconded to NES to complete (in terms of the 4 tier system), we are trying to set up a Scottish AP Network. Fiona has asked each Board to nominate an AP to sit on this.
· Scotland’s Position Statement on Supervision for Allied Health Professions (2018) states that all AHP practitioners, irrespective of their level of practice or experience, should have access to, and be prepared to make constructive use of supervision. The statement makes the recommendation that formal supervision should occur as a minimum of 4-6 times per year (Clause 6.2, Page 6, Position Statement) and cover all four components of supervision (see Table 2 for summary, page 5, Position Statement). The AHP Practice Education Leads (PELS) within each health board can provide further information and signpost to educational resources to support learning and development.
· There is a NES Healthcare Support Worker Learning Needs Report – see https://www.nes.scot.nhs.uk/media/4294454/nes1030_nes_hcsw_learning_survey_2018_final.pdf 
AHPfS
Gillian has given a detailed report.
Other
· 
You may know that I have previously received a few e-mails raising the issue of Band 5s working OOH in Band 6. I raised this at a meeting of all Officers at SCoR HQ (Trade Union and Professional) – a long discussion took place that this seems to be happening in lots of radiology depts. across the UK. I really think that the present published AfC job profiles need to be updated - there was agreement. A small working group is going to look at these profiles (Deborah will also keep an eye on this). Do ensure that staff are acting within their scope of practice and are adequately trained (and IR(ME)R entitled) to undertake the role that they do in CT. In terms of out of hours, there really should be some sort of Band 6 supervision even if it is not in CT but in the dept.  I delivered a presentation to the Reps Forum on this issue – see 
· You may have seen the news article at https://www.express.co.uk/news/uk/1140967/mri-scan-patients-put-at-risk-hospitals
Seems to be scaremongering and may influence patient’s opinions of the safety of MRI departments in Scotland/UK. SCoR have responded stating that Radiographers are highly trained individuals, regulated by and registered with the HCPC and accountable for their actions they have a duty to raise with their organisations if they have not received adequate training. The issue of patient deaths was India. The pacemaker reported deaths I believe are from quite some time ago and not the fault of the radiographers rather the departments were not aware not told of a pacemaker in situ. The e learning MR safety project that we are involved in has not stalled there is a meeting in July however I have again contacted the project lead to check
· There is a consultation on the National Whistleblowing Standards being done with the  Scottish Public Services Ombudsman – I will be meeting with them next week on behalf of AHPfS. They have had aware significant interaction with medical and nursing bodies, and now seek views from us. Do you have anything for me to report?
· The Scottish Health Awards 2019 launched on Friday 31st May at the NHSScotland Event 2019:
https://www.dailyrecord.co.uk/lifestyle/family-kids/scottish-health-awards-hail-nhs-16246171
The launch marked the start of the nomination process where the public, staff across NHSScotland and its partners can nominate people who have gone that extra mile to provide the highest quality health and care for the people of Scotland. The closing date for nominations is August 29th 2019.

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.
· A very good resource on manual handling – information and posters – see https://www.sor.org/trade-union-support/health-safety/manual-handling-patients 
· To help you to know the difference between the Society (SoR) and the College (CoR) please see https://www.sor.org/about-us/who-we-are and https://www.sor.org/college-of-radiographers 
· 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.
· Latest issue of Imaging and Oncology (launched at UKIO) – see https://www.sor.org/news/latest-issue-imaging-oncology-available-online 

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 :

· Have you 'Paused & Checked'? IR(ME)R Operator checklist for Molecular Imaging Procedures: Image acquisition
· Have you "Paused & Checked"? IR(ME)R Operator checklist for Administration of Radioisotopes for Molecular Imaging Procedures 
· Diagnostic Radiography Workforce UK Census 2018
· Ultrasound Training, Employment, Registration and Professional Indemnity Insurance
· Principles of Safe Staffing for Radiography Leaders
· Communicating Radiation Benefit and Risk Information to Individuals Under the Ionising Radiation (Medical Exposure) Regulations (IR(ME)R)
· Patient Identification: guidance and advice


Maria Murray
MariaM@sor.org 
June 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. He sent an e-mail notifying the Scottish community of the new IRMER SAUE guidance – see 
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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.
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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
/_/R /_/H A
4 N\
Diagnostic interval Treatment interval
A N
r Y N
Potential screening interval Primary care interval Secondary care interval

AL AN AN

s ' 4 A

S S |

First
First presentation/
symptom clinical
appearance

Investigation Referral to
of related secondary
symptoms care

First Diagnosis/

First pre- First
cancerous development
indicator of cancer

Start of

specialist referral to

visit treatment treatment

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.

7
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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.

11






5% CANCER
& " RESEARCH
ol UK

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.*

15
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AHP Transforming Roles Agreed definitions – Meeting 5th Feb 2019 



Specialist AHP Practice

Specialist level AHP practice involves the critical application of professional knowledge and skills, underpinned and informed by experience and learning gained through activity and professional development as a registered practitioner. 

Its focus is on contributing to developing and delivering services within a particular sphere of practice; e.g. relating to a particular population/patient group, individuals presenting with a particular health condition(s), patient pathway, healthcare environment, or broad intervention approach. It involves the deepening of professional knowledge and skills in a particular, specialist area, or the deepening of professional knowledge and skills to meet needs across a wide service area. 

It is characterised by the capability and confidence to practise independently and as part of a multi-professional team; active engagement in service evaluation and improvement; and contributing to team leadership and others’ learning.



Advanced AHP Practice 

Advanced level AHP practice is delivered by experienced, registered practitioners who have progressed their knowledge, skills and behaviours beyond those required for specialist AHP practice. 

It is underpinned by a Master’s level award, or equivalent evidence of learning, that encompasses the four pillars of clinical practice, leadership and management, education and research, and leads to the demonstration of core and area-specific capabilities relevant to scope of practice and role.  

It is characterised by a high degree of autonomy in practice and the ability to make decisions independently. It is manifested in the ability to analyse complex problems in a range of contexts and settings; the synthesis and interpretation of information (including that is incomplete or ambiguous, and relating to the evidence base); the management of risk; and the formulation and progression of new approaches to service delivery to enhance people’s experiences and outcomes of care.



Consultant AHP Practice

[bookmark: _GoBack]Consultant level AHP practice builds directly on the attributes of advanced AHP practice. 

It is underpinned by doctoral-level learning (not necessarily a doctoral-level qualification) and spans the four pillars of practice. It involves exercising a wide sphere of influence at local/regional, national and international levels, within and beyond the practitioner’s profession, and that is founded on the practitioner’s clinical expertise. It involves demonstrating and leading clinical excellence; exercising strategic leadership and initiating quality improvements and systems developments; facilitating others’ learning and development; and contributing to knowledge creation, dissemination and implementation.  

It is characterised by the capacity to manage high levels of complexity, uncertainty, unpredictability and risk through critical thinking and problem-solving, and to initiate and lead innovative approaches at service and system levels to optimise people’s experiences and outcomes of care.
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Transforming Roles for AHPs



Chris Rowley

AHP National Lead for Education and Workforce





Background to Transforming  Roles


Advanced Practitioners have been identified as      essential in supporting increased capacity and capability within the health and care workforce in Scotland



A national approach to Advanced Practice (AP) is a key strand of Transforming Roles



A Plan for Scotland: The Government's Programme for Scotland 2016-17 includes a commitment to train 500 additional Advanced Nurse Practitioners (ANPs) by 2021 



SG has committed £3m to achieve this aim





Why something new

Historical development of Senior Nursing Roles



Consistency



Confusion



Portability 











Nursing AP Start point

Single role



Centrally controlled syllabus



HEI engagement



Funding







ADSG Commission NES

Elaine Figgins, Associate Director NES



Service led advanced practice group



Developed draft definitions 



Supported the development of position paper





ADSG Position paper

Lack of an underpinning infrastructure for AHP Advanced Practitioners means that at present there is a ceiling effect to the potential impact these roles have nationally.

AHP Advanced Practice development requires uniform competencies as well as specific competencies dependent on the practice settings.





ADSG Position paper

http://www.careerframework.nes.scot.nhs.uk/



 Need to develop pathways agreed nationally that allow further development of advanced practice across AHP disciplines. 



Understanding of an advanced AHP practitioner as a specialist generalist or a specialist in a specific selective field of practice.





ADSG Position paper

Advanced Practice AHPs (and those aspiring to be) require an agreed national consistent approach.

The advantage to a collective model includes better transparency for policy makers as well as the public in understanding of roles responsibility for all professional staff in health and social services across Scotland.





 

1st November 2017 



Work on Allied Health Professionals Advanced Practice would be taken forward through a formal AHP Advanced Practice Group.



Agreed to take forward in the context of Consultant and Senior/ Specialist practice.  





Transforming Roles Group















New infrastructure



CNOD

Transforming Roles Group





Governance

ADSG  is the governance group for the AHP group



Once approved by ADSG outputs will be fed back to the NMaHP Advanced Practice group 



Then to the Transforming Roles Group







AHP advanced practice group

Chair Associate Director NES

Vice Chair, ADSG member

Professions and AHPFS

Scottish Partnership Forum

3rd sector

Scot Gov, Workforce, HCS, NM, Social work













1st AHP ADV Practice Group

3rd Oct 18,  10th Dec 18,  5th Feb 19,  16th Apr  19



Ensure Nationally Consistent



Sustainable and Progressive Roles



Education and Career Pathways







How do AHPs do this at pace 

Good understanding of Advanced Practice



Need to cover all professions 



Build on what we have 



Don’t reinvent the wheel
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Agreed the need for a definitions for Advanced, Consultant and Senior/Specialist practice



That Knowledge Skills and Behaviours be used to underpin the definitions.



That the NES Post Registration Framework for Career Development should be the source of the generic Knowledge Skills and Behaviours for each level of practice. 



http://www.careerframework.nes.scot.nhs.uk/

     to be updated



	











That role specific Knowledge Skills and Behaviours be set by an appropriate role specific national group, ratified by ADSG. 



That when approved role specific knowledge skills and behaviours will be shared with HEIs through the Academic Heads Group. 



That staff working at  Senior/Specialist,  Advanced and Consultant level should be recorded on SWISS allowing future routine workforce data to be generated by ISD. 











That a mapping exercise of nationally agreed advanced roles be conducted across Scotland.



That a service needs analysis for advanced roles be conducted across Scotland









That an educational needs analysis for advanced roles be conducted across Scotland.



That this work should be supported by NES running masterclasses for staff in advance of the audit.





Pilots

MSK



Unscheduled care



Reporting radiography













To support spread and rollout

Publication for each Advanced role developed 



Nationally agreed Role Specific Knowledge Skills Behaviours



Where to access training and support



Evidence to support role impact











Our approach

Collaborative



Learn from everywhere 



Share what we have 



Get it right





Questions









chris.rowley@gov.scot
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TRANSFORMING NMaHP ROLES GROUP AHP  WORKPLAN 2018/19


Blue-Complete 


Green-On track 


Amber-Delay with mitigation


Red-Delay anticipated


Grey-Not Known
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Action


Gain Consensus on definition for Advanced 


practice.


Gain Consensus on definition for Consultant 


practice.


Gain Consensus on definition for Specialist Senior 


practice.


Identify framework to support career pathway. 


Develop and test National Process for identifying 


and collating role specific clinical competencies.


Pilot Workforce data review and identification of 


baseline.


Pilot Service needs Analysis / Educational Needs 


Analysis 
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AHP Strategic Workforce Group 


Terms of Reference   

1.
Title

           AHP Strategic Workforce Group 

2.
Terms of Reference

· This group is the overarching governance group for planning and understanding of AHP workforce data.

· A mechanism for reviewing and developing the AHP national workforce projections and identifying opportunities and implications.

· Provide strategic advice and guidance to stakeholder groups including NHS Boards, Social care, third sector, education and workforce planners in relation to workforce trends and opportunities.


· A mechanism for stakeholders to identify priority areas for investment in undergraduate and post graduate education and training in response to workforce demands and developments.


· A source of expertise in relation to AHP workforce and education needs.

· Inform the development of research within clinical practice for AHPs across Scotland


· Commission work in regard to AHP workforce projections and planning.


· Consider new education pathways and models for the AHP workforce that include widening access and participation, with step on/step off approaches.

3.
Equality and Diversity.


The steering group will ensure that its actions and advice comply with Equality and Diversity legislation.


4. Composition of the Group

The multi disciplinary nature of the initiative will require an appropriately representative group. The group will be Chaired by an Associate Director of Allied Health Professionals at NHS Education for Scotland, with the Vice Chair the AHP Professional Officer for Education and Workforce at the CHPO Office within Scottish Government.

            It is envisaged the group having the following make up:


Chief Heath Professions Officer  


Head of Workforce Planning, Scottish Government  


AHP Associate Director(s), NHS Education for Scotland

Chair of AHP Academic Heads Group

Chair of ADSG


Convenor, Allied Health Professions Federation Scotland

Regional Workforce Director


Convenor of Council of Deans for Health Scotland

AHP Partnership Representative


AHP Officer, Education and Workforce, CHPO Office

ADSG group member

NES Digital Workforce Representative


AHP Data Manager 


Scottish Funding Council


AHP /Workload Lead NHS Health Improvement Scotland

HCPC representative

Scottish Ambulance Service Workforce Lead/Representative 

5. Delegated Authority


The AHP Strategy Workforce Group is authorised by Scottish Government to progress this work.


6. Reporting and Communication Mechanism

A communication strategy approved by the strategic group will be in place. The minutes of this group will be distributed, and progress/issues raised.

7. Meetings 

· Co-ordination

Co-ordination will be through NHS Education for Scotland and Chief Health Professions Office at the Scottish Government.


· Administrative support will be from NHS Education for Scotland.


· Frequency of Steering Group meetings 

There will be quarterly meetings of the group, May, August, November and February, additional meetings may be convened according to the business to be conducted.
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Maria Murray 

Professional Officer (Scotland)





SCoR Scottish Reps Forum

May 2019



Band 5 / 6 and CT









sor.org





“Make every contact count”





Assumptions

CT is a core modality – but complexity



HCPC Standards of Proficiency (14.3) – upon qualification



Adequate training – theory, skills & competencies



IR(ME)R duty holder role



Band 5s working in CT throughout UK



AfC profiles out of date!









sor.org

Consider

What is a complex CT scan?



Level of practice



Decision making (justification etc).



Scope of practice



Evidence of capability



Supervision – needs to be CT trained also











sor.org

Actions

Get supervision right!



Get training and scope of practice right!



Governance – OOH



Update the AfC profiles – Paul!!!



Request JD / JE review?











sor.org

Questions and 
further information?







Maria Murray   MariaM@sor.org

					020 7740 7240





					Thank you
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Guidance for employers and
duty-holders
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Introduction

The lonising Radiation (Medical Exposure) Regulations 2017 and the lonising
Radiation (Medical Exposure) Regulations (Northern Ireland) 2018 are designed to
protect people while undergoing examinations and treatment using ionising
radiation.

When there is an accidental or unintended exposure to ionising radiation, and the
IR(ME)R employer knows or thinks that it is significant, they must investigate the
incident and report it to the appropriate UK IR(ME)R enforcing authority (under
Regulation 8(4)).

This guidance tells you which incidents you need to report. It replaces the previous
guidance on investigation and notification of medical exposures much greater than
intended (MGTI) under IR(ME)R 2000, and is jointly agreed by the English, Welsh,
Scottish and Northern Ireland enforcement authorities.

Definition of significant accidental or
unintended exposures

Regulation 2 of IR(ME)R defines accidental and unintended exposures. When
accidental and unintended exposures are judged to be ‘significant’ (or SAUE), they
need to be notified to the enforcement authority under Regulation 8(4). To help you
make notifications, we categorise SAUE as:

e Accidental exposure: an individual has received an exposure in error, when no
exposure of any kind was intended.

e Unintended exposure: although the exposure of an individual was intended, the
exposure they received was significantly greater or different to that intended. For
example, in the dose received, the modality or technique carried out, anatomy,
radiopharmaceutical or timing of exposure. These can happen for many reasons
including procedural, systematic or human error.

Unintended exposures can also include exposures to individuals resulting from an
equipment malfunction. Under IR(ME)R, the term ‘equipment’ includes equipment
that delivers radiation and ancillary equipment that directly influences the dose to the
individual. This can include, but is not limited to:

e contrast injectors

e software

e picture archiving and communication systems (PACS) and radiology information
systems (RIS) or similar

¢ radiotherapy planning systems
e treatment verification systems
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Regulation 8(1) refers to the employer’s responsibilities when an incident is considered
as ‘clinically significant’, which must be notified to the appropriate enforcing authority
under Regulation 8(4). See the table on page 8 for notification codes and criteria.

When to investigate and notify the
enforcement authority

The employer’s responsibilities are set out in Regulation 8(4). As the employer, if
you suspect, or are informed, that a SAUE has, or may have occurred, you must first
carry out a preliminary investigation as soon as possible.

If the preliminary investigation shows beyond reasonable doubt that the incident
meets the specified criteria for a SAUE, you must notify the appropriate enforcing
authority as soon as possible.

This means that, depending on the circumstances, employers need to make the notification
no later than 2 weeks after discovering the incident. You must then carry out a detailed
investigation of the circumstances of the exposure or arrange for this to happen.

Keeping records of investigations

There must be a record of the investigations and what they found. You need to keep
these records in accordance with your local procedures and with Regulation 8(3).
You must do this regardless of whether an incident needs to be notified to the
appropriate enforcing authority or not.

For SAUE incidents, you must send a report on the outcome of the investigation to
the appropriate enforcing authority. The report should include:

what happened
e an estimate of the dose(s) received by the exposed individual(s)
e a detailed account of the root causes and contributory factors

e whether any similar previous incidents have occurred where individuals might
have been over or under exposed, or if there are any trends that show a possible
systematic failure

e whether local duty of candour requirements have been met

e whether local procedure, required under Regulation 8(1), schedule 2(l), has been
applied

e any learning from the investigation and how this has been shared

¢ the corrective measures adopted and/or remedial actions implemented to reduce
the likelihood or prevent this type of incident from happening again.
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The appropriate enforcing authority needs to receive the investigation report as soon
as possible, regardless of the severity of the incident or any complications.
Employers need to submit the report no later than 12 weeks after the incident was
discovered. This is irrespective of any timeframes of a health board or an employer’s
own timeframes for reporting serious incidents.

If you cannot submit the report within the expected timeframe, you need to discuss
with an inspector from the appropriate enforcing authority as early as possible.

Criteria for making a notification

The table shows the criteria for a significant accidental or unintended exposure
(SAUE) that must be notified to the appropriate enforcing authority.

We use the ‘effective dose’ as the principal dose parameter, including for
radiotherapy planning and verification imaging. However, where it is difficult to
assess the effective dose or where alternative dose units are more relevant, the
notification form allows you to add this information in the relevant section.

Interventional radiology and cardiology

Determining the extent of any ‘unintended’ dose across a range of examinations and
treatments in interventional radiology and cardiology is complex.

Where there is a local diagnostic reference level (DRL), enforcing authorities have
determined that a dose greater than or equal to 10 times the local DRL will help you
to determine what incidents are notifiable. This applies even when there has been
no procedural failure.

Where local DRLs are not available, you should compare the dose with the
estimated intended exposure if it is quantifiable.

You may also consider submitting a notification if it will lead to wider learning. This is
at the discretion of the employer.

We also include deterministic effects (excluding transient erythema) in the criteria for
making notifications of interventional radiology and cardiology exposures. We will
keep these criteria under review.

In England only, there are now age-related dose thresholds for notifications of
accidental exposures.
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Under-exposures

Regulation 8(4)(b) requires employers to make notifications of radiotherapeutic
exposures that are significantly lower than intended. This includes molecular
radiotherapy, brachytherapy and intraoperative therapy.

You do not need to make a notification of exposures lower than intended for non-
radiotherapeutic modalities.

Complementary notification codes

As well as notification codes 1-8, the table includes complementary codes that help
to identify specific types of incident:

Voluntary: incidents that do not necessarily meet the criteria for statutory
notification but, because of other significant or unusual circumstances, may be
submitted for wider learning.

Clinically significant: incidents involving ‘clinically significant’ exposure(s). The
criteria for these are developed and published by professional bodies.

Multiple individuals (more than one): incidents where a theme has been identified
over a number of incidents or where a single incident has involved multiple
individuals.

Equipment: refers to incidents where equipment failures are the direct cause.

Where a notification specifies a complementary notification code as the basis for an
incident, it must also be accompanied by a notification code 1-8, to indicate the
most relevant exposure category for the incident.

Incidents that do not meet the notification criteria
You do not need to make a statutory notification for:

e Repeat exposures involving no procedural, human, systematic or equipment
errors. These are not included in the definition of SAUE. For example, where
original images are undiagnostic and need a technical repeat or are not
diagnostic due to contrast extravasation or movement.

e Foetal exposures where there has been no procedural failure
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Incidents involving medical and non-medical ionising radiation that do not meet the
dose threshold and notification criteria for SAUE still need to be investigated and
analysed locally under Regulation 8(3). Employers must record the analyses of
these events, which should consider any thematic reviews and trend analyses.

You should also consider coding all incidents to understand total numbers of similar
incidents irrespective of whether they are notified or below the relevant notification
threshold.

This is particularly important for incidents that were previously reported as MGTI
under IR(ME)R 2000. Examples included referral errors, the wrong individual or
wrong anatomy, timing errors, use of wrong radiopharmaceutical, and radiotherapy
partial geographical misses.

The appropriate enforcing authority will review these analyses through regulatory
monitoring activity and will collect data from employers periodically. This type of
evidence, together with SAUE notifications and knowledge of local governance
processes for managing radiation incidents, may be used to assess compliance with
Regulation 8 more generally.

This guidance will be reviewed periodically and revised as necessary, based on
analyses of notifications received by enforcing authorities. This is to ensure
consistent notification practice among employers and to share wider learning of
SAUE incidents.

Appropriate UK enforcement authorities

To submit a notification, the appropriate IR(ME)R enforcement authorities are:

England:
The Care Quality Commission
www.cqc.ord.uk/irmer-notification

Wales:
Healthcare Inspectorate Wales
www.hiw.org.uk email: IRMERIncidents@Wales.GS|.Gov.uk

Northern Ireland:
The Regulation and Quality Improvement Authority
www.rqgia.org.uk

Scotland:
Healthcare Improvement Scotland
www.healthcareimprovementscotland.org email: hcis.irmer@nhs.net
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Reporting device-related incidents

Where there are risks to individuals relating to medical devices, employers should
consider reporting all device and medicine-related incidents to other agencies
including:

England and Wales:
The Medicines and Healthcare Products Regulatory Agency (MHRA)
http://www.gov.uk/report-problem-medicine-medical-device

Scotland:
Health Facilities Scotland

Northern Ireland:
the Northern Ireland Adverse Incident Centre

It is good practice for employers to report such incidents (even if they have not
resulted in SAUE). This enables the UK Competent Authority for the Medicines and
Medical Device Regulations (MHRA) to take appropriate action with the
manufacturer.

Public or occupational exposures

Where members of the public or workers receive over-exposures to ionising
radiation, these need to be reported to the Health and Safety Executive under
Regulation 26 of The lonising Radiation Regulations 2017.

http://www.hse.gov.uk/radiation/ionising/index.htm

Health and Safety Executive Northern Ireland
https://lwww.hseni.qgov.uk/articles/ionising-radiation#toc-3

Over-exposures resulting from equipment faults before the equipment is put into
clinical use, for example, for critical examination, should also be reported to the
Health and Safety Executive.
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Notification codes, categories and criteria

Notification
code

a, b

Exposure category Criteria for notification

Accidental exposure

1 All modalities including | 3 mSv effective dose or above (adult)
(England only) | therapy 1 mSyv effective dose or above (child) ©
1

(Northern Hing i ;

Ireland, ﬁ‘]" modalities including All, regardless of dose

Scotland & erapy

Wales)

Unintended exposure

All radiology modalities including nuclear medicine and radiotherapy CT imaging

Intended dose less than | 3mSv or above (adult)
0.3mSv 1mSyv or above (child)
Intended dose between

2.2 0.3mSv and 2.5mSv 10 or more times than intended

Intended dose between
2.3 2 5mSv and 10mSv 25mSyv or above

Intended dose more

21

24 than 10mSv 2.5 or more times than intended
Where there has been NO procedural failure
AND 10 or more times the Local Diagnostic

3 Interventional/cardiology | Reference Level AND/OR observable
deterministic effects excluding transient
erythema

4.1 I(?é;\_lq)lotherapy planning 2.5 or more times than intended
2.5 or more times than intended ¢ (single

4.2 Radiotherapy fraction) OR when 5 repeat exposures have

: verification imaging been necessary for an individual patient over
a course of treatment
Foetal Where there has been a failure in the

5 " procedure for making pregnancy enquiries
All modalities AND the resultant foetal dose is 1TmGy or more

Where there has been a failure in procedure
AND the resultant infant effective dose is 1
mSv or more

Breast feeding infant
Nuclear medicine only
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Therapy delivered dose (including nuclear medicine)

Delivered dose to the planned treatment
volume and/or organs at risk is 1.1 or more
71 Therapy over-exposure | times (whole course) or 1.2 or more times
(any fraction) the intended dose or
administered activity

Delivered dose to the planned treatment

7.2 Therapy under- volume is 0.9 or less times the intended dose
exposure - - e
or administered activity (whole course)
Therapy geographical miss (including nuclear medicine)
All total geographical misses, even for a
8.1 Total ) ; e
single fraction or significant part thereof
Where the miss exceeds 2.5 times the locally
. . f . .
8.2 Partial defined error margin * AND the guideline

dose factors above (as 7.1 & 7.2) for the PTV
or OAR are exceeded

Complementary notification codes

More than one individual
exposed within the

M same incident/theme. All cases regardless of dose
(plus suffix with relevant
1 to 8.2 code)

E Equipment fault exposure (suffix as above)

\' Voluntary notification (suffix as above)

C Clinically significant event (suffix as above)
Notes to the table

a. Criteria apply to the total exposure from the incident, including any intended component plus
over-exposure and/or necessary repeat exposures. Where a multiplication factor is specified this is
defined as the total dose from the incident divided by the intended dose.

b. This column of the table defines the various natification criteria. Where the exposure is not
easily estimated in mSv or the dose unit specified, an alternative recognised unit may be applied
and specified in the notification.

c. In England, Wales and Northern Ireland, a child is someone who has not yet reached their 18th
birthday. In Scotland, this is someone who has not yet reached their 16th birthday.

d. Excluding where there has been no breakdown in protocol and repeat verification imaging has
facilitated correction of a ‘setup’ error so preventing a geographical miss in treatment.

e. Excluding where the under-exposure to the target volume is a result of a geographical miss,
which is reportable under 8.1 or 8.2.

f. A surrogate for the locally defined error margin might be a displacement of 2.5 times the local
imaging action level for specific anatomical site and treatment intent.
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Care Quality Commission
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enquiries@cagc.org.uk
Tel: 03000 616161

June 2019
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Scottish Government



Acting CHPO  - Tracy MacInnes at Tracy.MacInnes@scotland.gsi.gov.uk

AHP National Lead for Education and Workforce – Chris Rowley at chris.rowley@gov.scot

AHP National Lead for Children – Pauline Beirne



AHP Directors and Leads

[bookmark: _GoBack]Contact List – STILL NEEDS UPDATING





		

Name



		Title

		Organisation

		Address

		Telephone No.

		

E-mail Address



		

Vacant post

		

Associate Director for AHPs

		

NHS Ayrshire & Arran

		

Eglinton House 

Ailsa Hospital

Dalmellington Road

Ayr  KA6 6AB

		



		





		

Erica Reid, 



		

Associate Director of nursing and AHP’s/Chief nurse

		

NHS Borders

		

Westgrove House

Waverley Road

Melrose

TD6 9SJ

		



		

Erica.Reid@borders.scot.nhs.uk



		

? Hazel Dykes	

 





		

Lead AHP and General Manager AHPs - Acute Services



		

NHS Dumfries & Galloway



		

Crichton Hall

Bankend Road Dumfries 

DG1 4TG

		

01387 241425



		

hazel.dykes@nhs.net





		

? Carolyn 

McDonald





		

AHP Lead

		

NHS Fife

		

Carnegie Clinic

Inglis Street

Dunfermline

KY12 7AX

		

01383 722911

		

Carolyn.McDonald@fife-pct.scot.nhs.uk



		

Bette Locke

 

		

AHP Lead

		

NHS Forth Valley

		





		



		

e.locke@nhs.net



		

Susan Carr

		

Associate Director of AHPs

		

NHS Grampian

		

UPPERBOAT ROAD

Grampian

AB51 3UL

		

01224 558405

		

susan.carr2@nhs.net



		



Claire Ritchie

		

AHP Director



		

NHS Greater Glasgow & Clyde



		

Gartnavel Royal Hospital,1055 Great Western Road,Glasgow,G12 0XH

		



		Claire.Ritchie@ggc.scot.nhs.uk







		

Claire Wood

		

Associate Director, AHPs

		

NHS Highland









		NHS Highland

Assynt House

Beechwood Park

Inverness IV2 3BW

		

01463 704932





		claire.wood32@nhs.net​







		

Peter McCrossan









		

Director of AHPs

		

NHS Lanarkshire



		University Hospital Wishaw,

50 Netherton street,

Wishaw,

ML2 0DP

		



		

Peter.McCrossan@lanarkshire.scot.nhs.uk











		

Dr Lynne Douglas	





		

Director of AHPs

		

NHS Lothian

		

Laurieston Rooms

Royal Infirmary of 

Edinburgh

51 Little France 

Crescent

Edinburgh

EH16 4SA

		

0131-242-1986 (Ext 21986)  

		

lynne.douglas@nhslothian.scot.nhs.uk







		

? Sue Barnard

		

AHP Lead

		

NHS Orkney
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