The Society & College of Radiographers
Professional Officer Report for Scottish Council / Reps Forum (August 2017).
Consultations

· 
[bookmark: _GoBack]A volunteer required for a forthcoming consultation on the joint CPD statement – see   - I have put Ian Henderson’s’ name forward.

Scottish Cancer Task Force (SCT)


Took place on Friday 23rd June – main focus was be on the implementation of the cancer strategy. See minute (draft)       and an updated monitoring tool (cancer strategy) 


Scottish Clinical Imaging Network (SCIN)

· 
MM is still a member of the SCIN Steering Group – updated Terms of Reference FYI 

· Reporting Radiographer SCIN Shared Services Working Group information   - really important for all reporting radiographers 







· 
SCIN have published their PET-CT Review of Indications Report. The intention of this report was to develop consistent, evidence based PET-CT guidelines which would promote equity for patients   
· 
Summer Newsletter at 

· SCIN is currently undergoing a national review.  Your thoughts are required in this short survey at http://www.nsssurvey2.scot.nhs.uk/index.php?r=survey/index/sid/892866/lang/en
· The purpose of this survey is to find out whether you are aware of the work that SCIN does, whether SCIN has had an impact on your services and what you feel SCIN could do to improve your services. This questionnaire should take 5 minutes to complete.

Breast Screening


[bookmark: _MON_1564832562][bookmark: _MON_1564832605]Please see the most recent information about workforce issue in the Scottish Breast Screening service -  
MM sat on the “Digital mammography” workforce & training group” which has now disbanded - the Cabinet Secretary had requested a ‘root and branch’ review of all screening programmes managed under the Scottish Screening Committee and expected this to take 18 months and so it was hoped that this would identify and acknowledge major workforce issues within the programme.

NES
· 
NES are reviewing competencies for advanced practice (AHPs) – Jonathan McConnell sits on the group for SCoR – see FYI 
· You will recall that I had responded to a consultation at NES about “supervision of practice” – please see general feedback



· The Practice Placement Agreements are being updated – I on behalf of AHPfS) have reviewed Tiers 1 and 2 – you may be asked to get involved in the Tier 3 which is at departmental level.
· 

The NES AHP Advisory Group met recently (I went for radiography) 
· http://www.nes.scot.nhs.uk/education-and-training/by-discipline/allied-health-professions.aspx 
AHPfS
The next meeting takes place on 7th Sept. 

SCoR

· 
The 3rd Inter-University student radiographer conference is due to take place on 11th November at QMU in Edinburgh – see William Woods (QMU student) will be applying for CoR CPD endorsement – my colleague in HQ will waive the fee this time because Scottish Council had paid for the endorsement for the 2 previous student conferences.
· Some recent  SCoR publications on the document library are https://www.sor.org/learning/document-library  :
· Pause & Check – IR(ME)R Referrers


Maria Murray
MariaM@sor.org 
August 2017

PS I have not included topics around my radiation protection (RP) role as this report is long enough. There is plenty going on with RP though, so feel free to ask me.
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Overview

		Version: 2 June 2017 		Theme 		Action		Owner		Implementer		Resource (per annum and in total)		Source of funding 		Indicator 1		Indicator 2		Source of indicator 1		Source of Indicator 2		Timescale 		Narrative 		Date Update - Next update		Outputs		Outcomes 		Impact (Ambitions)		Target		Risk Rating 		Milestone 1		Milestone 2		Milestone 3		Milestone 4		M&E plan 		UPDATE REQUESTED 

		1		Prevention 		 We will ensure all the actions in our Tobacco Control Strategy, Creating a Tobacco Free Generation are implemented in full. This focusses on reducing the health inequalities inherent in smoking; creating an environment that supports young people to choose not to take up smoking; continuing to protect people from second-hand smoke; and supporting smokers to quit.		Elaine Mitchell		Scottish Government - Directorate (ASH - HBs)		£1.5m		SG  		Smoking prevalence 21% (2015).  Target is 5% prevalence by 2035.
		Completion of Smoking Control Strategy   		Scottish Health Survey - http://www.gov.scot/About/Performance/scotPerforms/indicator/smoking 		Ministerial working Group - Minutes  http://www.gov.scot/Topics/Health/Services/Smoking/TobaccoControlTeamGroupMinutes		Apr-18		Tobacco Control Strategy progress includes development of a partnership approach to reducing smoking in pregnancy, and work with Scottish Prison Service to ban smoking in prisons.  Ministers have implemented most legislation in Part 1, Chapter 1 of the Health (Tobacco, Nicotine etc. and Care) (Scotland) Act 2016 – including banning the sale of nicotine vapour products to under 18s.  The ban on smoking in cars with children became law in December 2016.  Work is on-going in implementing other elements of the 2016 Act – a smoking ban outside hospital buildings and restrictions on the advertising and promotion of NVPs should become law by the end of 2017.  		04/04/2017 - Due September 2017		Implementation of the Health (Tobacco, Nicotine etc and Care) Scotland Bill		To create a generation of young people who do not want to smoke, with aim of reducing smoking prevalence to 5% or less by 2034.		Reduction in cancer health inequalities. Growth in people diagnosed with cancer, closing gap  in survival rates.		5% by 2034		Green 		Smoking in cars ban implemented (December 5 2016)		11 sections of the Health Bill  implemented as of April 2017		Smoking outside Hospital buildings by end of 2017		Chapter 3  - nicotine vapour products - October 2017

		2		Prevention 		 We will continue to task health boards to deliver a higher proportion of successful smoking quits from the most deprived areas, and to increase that proportion in future years.		Elaine Mitchell		NHS Boards		 £10m 		SG (part of SG Public Health bundle to HBs)		Number of smoking quits in deprived areas quits 7,947  109% against traget				Smoking Cesation Report (page 10) - http://www.isdscotland.org/Health-Topics/Public-Health/Publications/2016-10-04/2016-10-04-SmokingCessation-Report.pdf 				LT		New target for 40-60% of quit efforts to be targeted on most deprived communities by Health Boards now live and part of this year’s Outcomes.

		3		Prevention 		We will explore how initiatives like the ‘Act Well’ programme, (a personalised breast cancer risk reduction programme offered to women attending routine breast screening clinics) can be fully tested for effectiveness and roll out. If proven effective we will invest up to £1m over four years to offer similar opportunities in a wider range of NHS Boards		Sarah Manson				£1m		SG Cancer Strategy										LT		Pilot to run from 1/1/17 – to 31/12/19 in 4 NHS breast screening clinics.

Funding has been agreed in principle of £85,000 in 2016/2017 and £250,500 in 2017/2018 to:
• Establish project governance and ethics considerations and permissions
• Visit all screening centres, identify local champions and put in place recruitment procedures
• Identify and train research nurses and coaches 
• Recruit women and initiate follow up procedures
• Monitor and report pilot numbers


		4		Prevention 		Through the next phase of the Alcohol Framework we will highlight the potential causal links between excessive alcohol consumption and the risk of cancer.		Louise Feenie																LT		Following publication of CMOs’ proposed guidelines for low-risk consumption, next phase of Alcohol Strategy – scheduled for late-2016 – will build on evidence of associated cancer risk.

		5		Prevention 		We will undertake a review of the Preventing Overweight and Obesity in Scotland: A Route Map Towards Healthy Weight to ensure that it is reflecting the best available advice, including on cancer risks, and practice into the future.		Fergus Millan		SG		 - 		 - 										MT		Team will be revisiting the ‘Prevention of Obesity Route Map” in line with the Programme for Government’s commitment to set out and consult on the development of our new Diet and Obesity Strategy in 2017.				Develoment of an obesity strategy that reflects the relative risks of cancer 				Reduced risk of cancer 						Consultation phase		Strategy/Action Plan launched Winter 2017		Implementaiton phase

		6		Prevention 		Through our Detect Cancer Early programme we will continue to work in partnership with Teenage Cancer Trust to roll out their schools based education and awareness programmes. This will help ensure young people across Scotland have access to cancer prevention and early detection messages. We will highlight in particular the links between unsafe tanning and cancer to help protect those who are most vulnerable – the young and impressionable.		DCE Programme Board

Nicola Barnstaple/
Mary Stewart
		Teenage Cancer Trust														ST		Already progressing. NB and LP to meet shortly with TCT to begin to reconcile existing work and discuss partnership. 

		7		Improving Survival		 Invest up to £5 million in the next 5 years in new activity targeted to improve outcomes by addressing health inequalities including in screening and by supporting the development of an NHSScotland network to develop innovative strategies and share learning on inequalities in screening.		Sarah Manson																LT		SM working with PHE and NHSScotland to establish an Inequalities network. Initial funding agreed for 2016/2017 as £150,000 to cover activity till year end (31 March 2017) and includes;• Establishing network and governance arrangements. • Establishing network and governance arrangements. • Development of protocols for approving and evaluating local proposals. • Scoping screening data requirements for network activity. • Commencement of local pilot activities to tackle inequalities in screening. A new campaign will be launched in July 2016 to raise awareness of the importance of going for a smear test 

		8		Improving Survival		 Add cervical cancer to bowel and breast through targeted public awareness campaigns in areas of higher deprivation.		Sarah Manson / Nicola Barnstaple																MT		A new campaign will be launched in July 2016 to raise awareness of the importance of going for a smear test 

		9		Improving Survival		 Working in partnership with organisations such as CRUK, Breast Cancer Now, Walk the Walk, Jo’s Cervical Trust, and Bowel Cancer UK we will participate in projects to explore how we can best make improvements to our screening programmes.		Sarah Manson																LT		Continuing to work with Walk the Walk on a project to support breast screening in Scotland. Also working closely with Jo’s Cervical Trust and CRUK on the cervical screening campaign.

We are working with Breast cancer Now as part of the Actwell pilot (action 3 above) 


		10		Improving Survival		Complete the roll-out of digital mammography to all our breast screening centres in 2016		Sarah Manson																ST		Completed – all screening centres now working on the new system (Digital Breast mammography equipment refresh completed July 2015 and Digital IT rollout for Breast Screening completed Feb 2016)

		11		Improving Survival		  Make the current home testing for bowel screening easier from 2017. Replacing the current kit with the quantitative Faecal Immunochemical Test, or FIT. 		Sarah Manson																MT		Implementation work underway. Aim for roll-out by December 2017. Existing  QFIT implementation group meets with reporting through Bowel Screening reference group to Scottish Screening Committee (SSC)

Estimated funding of £500,000-£600,000 to expand this pilot across Scotland in 2017/2018. A robust cost estimate of this work is being prepared.


		12		Improving Survival		 Examine the evidence from an on-going trial to determine the need for a national roll-out of a flexible sigmoidoscopy one-off test that looks at the lower part of the bowel where most bowel cancers are found.		Sarah Manson/Nicola Barnstaple																ST		Pilot now complete – report to be submitted to the Scottish Screening Committee later this year.

		13		Improving Survival		Change the age range and frequency for cervical screening in line with the National Screening Committee recommendations.		Sarah Manson																ST		Completed – changes implemented from 6 June

		14		Improving Survival		 Following a successful pilot, we will introduce Human Papilloma Virus HPV testing for all women who have had treatment for cervical intra-epithelial neoplasia (CIN). This will be available at their next cervical screening test. Women who have a test that shows normal cervical cells and no HPV (HPV negative) 6 months after treatment for CIN will return to routine 3-yearly screening.		Sarah Manson																MT		Completed

		15		Improving Survival		 Introduce HPV testing as a first-line test in the cervical screening programme, dovetailing with the HPV vaccination programme. An expert group is currently considering a business case for the introduction of HPV testing within the programme.		Sara Manson																MT		Introduction of HPV to Scottish Cervical Screening programme – Year 1 funding (2016/2017) £50,000 which will cover setting up the project and management team for implementation of the changes. The IT development and procurement costs will follow over 17/18 and 18/19. More detailed funding and implementation plans are being developed. Expected to be considered by the Scottish Screening Committee by end of 2016.

		16		Early Detection and Diagnois		We will create new processes to capture activity and waiting times’ data for diagnostic tests. We will ensure this is aligned with the Innovative Health Care Delivery Programme and specifically the work to develop a transformed national cancer intelligence system.		Nicola Barnstaple/Carole Brown/Paul Curtis		IHDP														ST &LT		ST – Carol Brown working with ISD to capture more diagnostic WT data. LT – All collection of data to be aligned to IHDP work.

		17		Early Detection and Diagnois		 Invest an additional £2 million per annum in a new Diagnostics Fund to support swift access to diagnostics for people with a suspected cancer diagnosis.		Nicola Barnstaple																ST &LT		ST –Capacity pressures identified and NHS boards notified of NR revenue for 16/17 to support improvements (notification as part of overall Access and performance support allocation letters). LT – Diagnostic Centres to increase diagnostic capacity.

		18		Early Detection and Diagnois		 Increase MRI capacity at the Golden Jubilee National Hospital from April 2016.		Nicola Barnstaple																ST&LT		Plans being strengthened for increasing capacity for more complex scans. Waiting times colleagues are working with the Golden Jubilee on this. Add funding.

		19		Early Detection and Diagnois		We will continue to target our Detect Cancer Early social marketing campaigns to those individuals who are most likely to present with later stage disease and less likely to participate in screening.		DCE Programme Board																ST 2017		Update: DCE social marketing activity and plan for 2016/17 has been agreed by DCEPB. Campaigns for bowel screening, lung cancer and breast screening will continue throughout 16/17.

		20		Early Detection and Diagnois		Add malignant melanoma to the DCE programme, investing  £500,000 in local tests of change throughout 2016-17 to expand DCE in this way.		Sarah Manson  /Nicola Barnstaple																ST		 Funding has been allocated to 3 boards – NHS Tayside, Fife and Grampian for melanoma test of change projects. Each project is at a different stage and an update report will be shared at the next DCEPB meeting in October ‘16. Additional tests of change work has been identified for 2017/2018 and will be considered further after the completion of the melanoma tests in 2016/2017.

		21		Early Detection and Diagnois		Expand the collaborative focus for dermatology, and more particularly melanoma, by harnessing the proven methodology of the successful MSK and Orthopaedics Quality Drive and National ACCESS Programme. This will provide a renewed focus with measurable outputs.		Nicola Barnstaple/Alex Bowerman																2017		Angela Bonomy leading on specific skin cancer pathway redesign and improvement projects. Project is in initial scoping phase.

		22		Early Detection and Diagnois		 Increasing by 40% the number of Nurse Endoscopists in training – who will be available for work in 2017.		Richard Copeland /Janet McVae/ Grant Hughes																2017		Arrangements are in place with Glasgow Caledonian Uni to deliver the increased provision, (10 places, up from 6), supported by SG funding. Boards have been advised of additional funded places and asked to prioritise and ensure the increased uptake of training places. The first delivery of the Non-Medical Endoscopy module is now complete. The next run of the module is January 2017.  Seven students matriculated on the module in January 2016 and all 7 students successfully completed it in May 2016. The expected student co-hort in academic year 2016/17 is currently showing 6 nurses expressing an interest in commencing training, initially by undertaking the theory module in January 2017.  A further 5 nurse endoscopists wish to undertake training for a second modality. Glasgow Caledonian University (GCU) has agreement for funding of 8 places for new trainees.  If these places are not filled, the funding will allow for the module to run.  The remaining places can be used by those returning for a seconded modality, but if the 8 places are filled with new trainees then a charge will be required for those undertaking their second modality

		23		Early Detection and Diagnois		Invest an additional £1 million per annum in additional scopes capacity, which will see an additional 2,000 scopes per annum on a sustainable basis. By investing in diagnostics we aim to give people quicker access to vital cancer tests and their results.		Nicola Barnstaple/Paul Curtis																ST		Capacity pressures identified and non-recurring revenue funding for 16/17 to support improvements has been agreed and will be issued to NHS Boards shortly.

		24		Early Detection and Diagnois		Participate in projects and audits with partners such as CRUK to understand and improve routes to diagnoses and ensure that any applicable lessons can be incorporated.		Nicola Barnstaple /Paul Curtis		Scottish Cancer Coalition
CRUK
														LT		Scotland participating in the NCDA national audit lead by CRUK, Macmillan & RCGP. Currently developing submission to PBPP for approval. Meeting with CRUK on 21 July to discuss further.

		25		Early Detection and Diagnois		 Support primary care education and training in early cancer detection and screening, working collaboratively with third sector colleagues.		Scottish Primary Care Cancer Group / Nicola Barnstaple/ Paul Curtis		Scottish Cancer Coalition
CRUK
														LT		Funding identified to produce magazines for screening clinics to raise awareness of cancer prevention messages and test effectiveness of approach. This will be produced in partnership with the Scottish Cancer Prevention Network and third sector colleagues. Estimated costs of £40,000 in 2016/2017 to trial approach over the winter period. Discussions ongoing with the Scottish Primary Care Cancer Group to establish how best to support GP education.

		26		Early Detection and Diagnois		Support further improvements in early diagnosis, cancer prevention and the interface between primary and secondary care. We are working in partnership with Cancer Research UK to develop and expand their health professional facilitator engagement programme across Scotland in 2016-17.		Scottish Primary Care Cancer Group / Nicola Barnstaple/ Paul Curtis		CRUK														MT		NB involved in recruitment for CRUK regional manager for devolved nations. Working in partnership with CRUK to develop the HPE programme to Aberdeen City, Dundee City, Lanarkshire, FV and Lothian in first instance. Survey sent to HBs on how programme can support working in remote and rural areas.

		27		Improving Treatment		Apply the National Clinical Strategy to cancer services, keeping services as local as possible and exploring those surgical interventions that would be better delivered by planning services across a larger population.		National Cancer Clinical Services Group (NCCSG) / Paul Curtis		David Dunlop - Terry O'kelly														LT		Initial discussions took place in Spring 2016. Potential areas for exploration include Upper GI and Sarcoma. Work already underway through the auspices of NCCSG group in Head and Neck cancer and Radiotherapy.  

		28		Improving Treatment		Invest a further £2 million of capital to support our nationwide programme which will see two further robots for prostate cancer surgery in place, one in Glasgow and one in Edinburgh.		Robotic Surgery Implementation Group (RSIG) Craig Bell / Paul Curtis																ST		Robot in Aberdeen up and running. Glasgow robot is in place but still in the training phase. Edinburgh robot to be in place later this summer.Funding announcement of Edinburgh robot expected around the end of summer. This will be coordinated with the Cabinet Secretary’s office.

		29		Improving Treatment		Invest further £39 million in radiotherapy equipment over 5 years. This includes £8 million investment in 2016-17.		RSTG, TSE, Alan Morrison, Paul Curtis		Capital Investment Group, TSE		£39m		SG		Access to modulated radiotherapthy- IMRT and VMAT. Target at least 83% and number of patients treated.  				Data from the five radioytherpay centres. PHE audit will provide in due course.				LT		Plans for RT equipment replacement/ updating in 2016/2017 received and being considered by capital funding colleagues.				Implementation of capital investment plan. TSE. 		Increased and  availabilty of a sustainable modern raditotherpay service. 		More people surviving cancer for 1, 5 and 10 years. More equitable access to services and treatment. Radical improvement in experience and quality of life, including at the end of life		To be consdered by the RTSG. 		Amber		Capital Investment Group approves TSE plan.

		30		Improving Treatment		We will also invest in two radiotherapy physics trainee posts over 2015-16 and 2016-17 to help build capacity in radiotherapy services.		Paul Curtis,  NES		NES														ST		Funding already provided to NES for 2015/2016 and 2016/2017 trainee posts.

		31		Improving Treatment		Introduce a new gene expression profiling test for all women with breast cancer who would clinically benefit from it, Oncotyope DX. The Molecular Pathology Evaluation Panel advised on this, the test aims to improve the targeting of chemotherapy in breast cancer by more accurately identifying individuals who will gain the most benefit. It is estimated that this may help around 25% of relevant women avoid unnecessary chemotherapy treatment.		Paul Curtis 		NSD														ST		Evidence Guidance issued. Completed

		32		Improving Treatment		Examine whether additional targets for treatment or diagnosis would improve outcomes for people with cancer		Nicola Barnstaple																MT		Waiting times review work announced (June 2016) and review group has been set up.

		33		Improving Treatment		Invest an additional funding of up to £2.5m to enable the MSN to lead and deliver the improvements set out in their second Cancer Plan.		Children Young  People MSN; Paul Curtis;
Fiona McKinley
		MSN		500		SG               TCT £300k		% Discussed at MDT		% of patients entered into the cancer registry		Enhanced Cancer Registry		ISD - Cancer Registry		ST		The MSN has submitted plans for funding. They have provided a workplan. 				Implementaiotn of the Action Plan 2016-19. Including appointment of new posts.		Implementation of a national MDT and increased use of HNAs. Entry in the new enhanced cancer registration. Increased (eligible) entry into clincial trials. 		Reduced mortality , increased patient centred.		95% - MDT 				Recruitment 		Enhanaced Cancer Registry Launched in all boards by end of Apil 2018		MDT linked 				Annual report on QPI. 

		34		Improving Treatment		We will consider the recommendations from the independent review on new medicines reporting in Summer 2016 and what further changes need to be made.		John Hanna/Elisabeth Campbell																ST		Review on schedule to report soon. 

		35		Improving Treatment		We will invest £7.5 million over the next 5 years to support improvements in surgical treatments, including urological cancer surgery.		NCCSG/Paul Curtis/Nicola Barnstaple																LT		NPF have produced a framework for urological review. This is being taken forward by regional planning managers. Immediate gaps in service identified and funding of £1.5m in 2016/2017 has been agreed in principle

		36		Improving Treatment		Invest £1 million in a project led by NHS Greater Glasgow and Clyde on clinical effectiveness of cancer medicines in a real life setting.		Elisabeth Campbell																LT		Programme budget now confirmed and first tranche of funding for 2016-17 allocated to NHS GG&C

		37		Improving Treatment		We will assess what improvements can be made to how we maximise opportunities for access to off-patent drugs.		Elisabeth Cambell																LT		Work commissioned via Healthcare Improvement Scotland.

		38		Workforce		Workforce planning for cancer, including for training and education, will move to be undertaken on a national basis over time. This will be taken forward in our well established partnership approach to create the sustainable workforce we need for the future. This will ensure that workforce planning for cancer spans the entire cancer care pathway and will complement the workforce vision and plan in Everyone Matters		NCCSG, Pai; Curtis / Billy MacKenzie, Grant Hughes, David McLeod																LT		We are currently developing a broad “National Workforce Plan” that looks to translate the vision for health into reality.  Cancer services should be a part of this.  We will shortly be bringing further proposals that look to progress the manifesto commitment on workforce planning. We will seek agreement with Cab Sec on plans and will communicate with Health Boards who will have an important part to play in the delivery and implementation of the Workforce Plan.

		39		Workforce		We will put the necessary levels of training in place to ensure that by 2021 people with cancer who need it have access to a specialist nurse during and after their treatment and care.		NCCSG,  Billy MacKenzie, Grant Hughes, David McLeod																LT		Discussion underway with workforce and nursing colleagues to ensure this work co-ordinates with the evolving approach to “controlled” intakes for training in Nursing and Midwifery. Further work needed to ensure that policy work is complemented by a commensurate approach to workforce planning.

		40		Workforce		We must ensure that our investment in radiotherapy equipment is being fully utilised and delivering to its full potential, so we are making at least £11 million available over the next 5 years to support additional radiotherapy training and staff for these specialist services		Rtsg, Elisabeth Campbell																LT		A Radiotherapy sub-group (of NCCSG) has been recently expanded and are will develop a plan to ensure that advanced radiotherapy techniques become the norm. Initial areas for improvement identified and the group will consider this further in September 2016.

		41		Living With, and Beyond, Cancer		We will work to ensure that every patient is given a Treatment Summary.		SCT, Elisabeth Campell		TCAT														LT		Waiting for an update on this

		42		Living With, and Beyond, Cancer		To ensure that there is capacity in our health and social care services to address any unmet needs of people living with and beyond cancer, the three Regional Cancer Networks and the TCAT Programme Board will develop and implement risk stratified person centred follow-up protocols that will reduce unnecessary and ineffective reviews		Paul Curtis		TCAT, Cancer Networks														LT		Looking at different options as to how to deliver this.

		43		Living With, and Beyond, Cancer		In an effort to improve health and reduce the risk of secondary disease or a second primary cancer, we will ensure that physical activity advice and services (described in the earlier chapter on cancer prevention) are available for people recovering from cancer.		Paul Curtis/  Niall Taylor (Active Scotland Manager)		SCC , CHPS Alliance														LT		The Active Scotland Team are looking into funding a proposal from Annie Anderson at SCPN to do some work around the cancer plan commitment to ensuring that physical activity advice and services are available for people recovering from cancer. 

		44		Living With, and Beyond, Cancer		We will use the National Cancer Patient Experience Survey and the Patient Experience Quality Performance Indicators to help inform us how unmet need is being addressed.		Paul Curtis																LT		Both the Quantitative and Qualitative elements of the CPES have now been published. We will be exploring how to take forward the learning. We will also be meeting with QPIs programme managers to explore if any value can be added to the patient experience QPIs from the CPES resource.

		45		Living With, and Beyond, Cancer		We will consider the outcomes from the TCAT programme as it progresses and through its evaluation strategy.		SCT, Paul Curtis 																MT		Two more evaluations have been published. We will be working with Mcmillan to consider outcomes and exit strategies of the TCAT 

		46		Living With, and Beyond, Cancer		Invest £9 million 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.		SCT, Paul Curtis 		SCC, MAcMillan														LT		Cancer Policy team currently considering different options to deliver this action and making wider links across government , for example with the Links Workers Programme.

		47		Living With, and Beyond, Cancer		We will invest £3. 5 million over 4 years to drive improvements across the palliative care sector and to support targeted action on training and education that support the aims of the Framework.		Tim Warren, Paul Curtis 																LT		An implementation advisory group has been established, and the commitments are being progressed: 1. Three practice education co-ordinators have been appointed to work with Health and Social Care Partnerships and work is underway to develop the new educational framework to support health and care staff with the knowledge and skills to deliver high quality palliative and end of life care for all. 
2. Dedicated experts are working on ways to improve the use of data and information to focus and monitor improvements in access to high quality palliative care. A dedicated resource has been commissioned at ISD to support this work. 
3. Health and Social Care Partnerships will be provided with bespoke guidance on commissioning of palliative and end of life care services, enhancing the arrangements currently in place. A working group has met twice to begin developing this guidance.
4. Scotland’s academic experts in palliative and end of life care have emphasised their commitment to support research and knowledge exchange against all of the Scottish Government’s commitments, through the new Research Forum.


		48		Living With, and Beyond, Cancer		With some social security powers being devolved to Scotland we will be founding our action on welfare based on treating people with dignity and respect. This includes giving a rounded assessment of people’s needs, streamlining the administrative process, and seeking to fast track for those that qualify and are living with a terminal illness such as cancer.		Welfare colleagues																LT		Initial discussions with welfare colleagues have taken place. Workstream yet to be established.

		49		Quality Improvement		We will provide up to £2 million additional funding over 2 years to support IHDP to deliver its aims		Paul Curtis 																MT		Funding and deliverables for 2016/2017 agreed and membership secured on national groups with a clear interest.

		50		Quality Improvement		The NCQSG will improve data collection on secondary and recurrent cancers in order to better understand any issues these present for the quality and delivery of care and to examine ways in which we can provide improved support to individuals so affected.		NCQSG,  Paul Curtis 																LT		Following 3 years of national comparative data, all tumour specific QPIs are subject to formal review.  As part of this process the NCQSG will consider how best to improve data collection on recurring cancers. Improvements to Prostate Cancer data reporting to align the QPIs with the introduction of robotic assisted surgery have already taken place.

		51		Quality Improvement		We will support and fund a National Cancer Patient Experience Survey, keeping under review how best to measure what matters to people with cancer and ensuring appropriate action is taken on results.		Paul Curtis
Andrew Paterson (ASD)
																		Update required

		52		Research		We will build on our research expertise and investments in precision medicine by funding two research exemplars in ovarian and pancreatic cancer, progressing genetic  understanding of these diseases and supporting the adoption of genome-based treatment in to the NHS.		Alan McNair																LT		FM announced £4 million investment for Precision Medicine Ecosystem in Feb 2016. Includes £700K for an exemplar project in Pancreatic Cancer looking at patients genomes for clinical trial recruitment

		53		Research		We will work with the UK regulatory authority to introduce greater flexibility in the clinical trial activities that can be undertaken away from the core site, allowing cancer people with cancer across Scotland greater access to studies being led from the central belt.		Alan McNair																LT		Facilitated access to Clinical Trials proposal requested and received from Scottish Cancer Research Champion Prof David Cameron. Initial discussions with MHRA. Prof Cameron and CSO meeting with MHRA in London on June 17th to discuss next steps.

		54		Research		We will continue to invest in cancer research infrastructure, and will work with Cancer Research UK to support the continuation of the Experimental Cancer Medicine Centres for a further 5 years.		Alan McNair																LT		ECMC’s are having quinquennial review in October 2016. CSO working to support bids from Edinburgh and Glasgow for renewed funding. In discussions with CRUK and NHS Tayside regarding possible Dundee bid for ECMC status



http://www.gov.scot/Topics/Statistics/Browse/Health/TrendSmokinghttp://www.parliament.scot/S4_Bills/Health%20Tobacco%20Nicotine%20etc.%20and%20Care%20Scotland%20Bill/b73s4-introd.pdfhttp://www.isdscotland.org/Health-Topics/Public-Health/Publications/2016-10-04/2016-10-04-SmokingCessation-Report.pdf

Funding





Risk register

		Action no.		Risk (So, what can go wrong? And category, if helpful.)		Unmitigated likelihood/ impact		Mitigating action(s)		Mitigated likelihood/impact

		49		We cannot support IHDP to deliver (technical, management)		4-Jan

		3		Successful full testing:		1. 2-4

				1. Team not delivering		2. 2-2

				2. impact on screening programme		3. 4-4

				3. Engagement from screening programme

		6		Programme will not be accredited – it will be voluntary so schools won’t do it.		1-Jan

		8		This is done! New action from this/follow-up for Sarah?

		7		efficient use of funds		3-May

				stakeholders’ skills

				political: equalities

				pol: reputation

				strategic

				no mechanism for distributing money

				getting right people to the network		3-May

		11		qFIT: delays in introduction (reputational)		2-Apr

		11+		qFIT: Nicola		2-Apr

				reputational: Cab Sec has announced, what if does not happen (technical, primary and secondary care IT systems/otherwise not talking to each other)

		12		evidence not examined		1-Jan

		17		funding levels down or not available going forward
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SCIN Constitution and Terms of Reference



CONSTITUTION AND TERMS OF REFERENCE



Purpose

 

The Scottish Clinical Imaging Network (formerly the Managed Diagnostic Imaging Clinical Network (MDICN) was initiated following publication of  reports from Audit Scotland (2008) and the Scottish Government Health and Social Care Directorates Diagnostic Steering Group (2009). The recommendations were wide ranging, tasking Scottish Government and NHS Boards with specific work. The initial remit of the network was to work across NHS board boundaries, acting as a conduit between radiology services and Scottish Government / central projects. 

Network Aims/Purpose/Mission Statement 

· To work closely with services in supporting a broad range of continuous improvement work

· To challenge boards around best practice and redesign

· To inform local productivity and efficiency initiatives through data collection and analysis

· To develop a collaborative Scotland wide approach to service redesign and improvement 

· To deliver a communication pathway into services to better inform national programmes.

Vision



SCIN aims to influence the provision of an innovative equitable patient centred high quality clinically effective imaging service in Scotland 






1. COMPOSITION



Full Membership

Core team 

Steering Group

Network Subgroups

 

 

1.1 Full Membership 



The full membership of the SCIN shall be any member of NHS Scotland staff employed within a diagnostic imaging service:



· Any stakeholders who has an interest in Imaging

· Commercial companies

· Educational institutions 

· Professional bodies



Any stakeholder with an interest in improving the quality of service to patients within diagnostic imaging services:



· Other organizations within NHS Scotland

Professional bodies-Scottish Standing Committee (Radiologists) / Society & College of Radiographers 

· Student Representation

· Patient representative

· Core Team

· Managers-Service /Diagnostic/RIS and PACs

· Network Manager

· Clinical Lead

· Administrative Support



 External Stakeholders



External stakeholders form part of the wider landscape for radiology in Scotland. The work of the SCIN will require interaction with commercial partners on specific issues and these interactions will be subject to separate governance arrangements as necessary and will be negotiated as part of sub group activity. An external stakeholder is:-



· Any stakeholder who has an interest in Diagnostic Imaging:

· Commercial companies



1.2 SCIN Core Team 



The core SCIN team is: the SCIN Lead Clinician, Program Manager, Imaging Manager, Program Support Officer and the SCIN Steering Group.



1.3 SCIN Steering Group



The steering groups remit is to provide strategic direction for SCIN. The steering shall be representative of the different professional disciplines form the Imaging Community and their geographical boundaries.



 



 1.4 SCIN Working Groups





Network working groups will be set up to work on specific projects as requested by the network steering group. They will consist of interested individuals with experience and expertise relevant to the project concerned. Any full network member mayvolunteer or be approached to form a network subgroup.



2. Meetings



2.1 Steering Group Meetings



The steering group shall meet on at least two occasions each year of more if required. Meetings will be chaired by the SCIN Lead Clinician.



There will be an expectation for Steering Group members to attend the meetings and inform their departments/disciplines of the work that is SCIN doing.



Steering Group meetings will be timetabled well in advance. 



The agenda and associated papers shall be circulated by email to the Steering Group members at least 14 working days in advance of the meeting date.



Individual representatives will have equal say in the decisions of the Network Steering Group Meeting. Decisions will be based upon the consensus of the constituent NHS Boards as expressed by their representatives. 



Where consensus is not reached by the group a decision may be deferred. The chair’s role will be to facilitate a group consensus so that a decision to be made.



Meeting minutes detailing decisions and work to be carried out as a result of the meeting will be circulated by e-mail to the network steering group in draft form and will be ratified at the subsequent Steering Group meeting. The final approved minute will then be available online on the SCIN website shortly thereafter. This does not preclude Steering Group communication detailing the progress of current initiatives between meetings. 



The National Network Management Service through National Services Scotland will provide administrative support to the Steering Group meetings. 



2.2 Other Representatives 



Other representatives are invited to SCIN steering group meetings as observers only.



2.3 Working Group Meetings



Network working groups shall have a designated lead responsible for coordinating the work and for feedback to the network Steering Group.



Network subgroups shall determine the frequency of meetings according to the objectives and timescale of the work to be undertaken.

Meetings shall be timetabled in advance, where possible to enable coordinated reporting to the network Steering Group meetings.



The agenda and associated papers shall be circulated to members of the network subgroup at least 14 working days in advance of the meeting date.



The National Network Management Service through National Services Scotland will provide administrative support to the sub groups.



2.4 Full Network Meetings/Annual Event 



The SCIN shall invite everyone from the imaging profession to an annual meeting





3. Appointments



3.1	Clinical Lead



The Clinical Lead shall be appointed for a period of three years. The Clinical Lead can remain in post for an additional year after this period if they wish to continue to do so and SCIN supports this decision. 



The National Network Management Service (NNMS) in National Services Scotland will advertise and recruit the Lead Clinician on behalf of and for the SCIN.  The Clinical Lead will provide 1 P/A Session to the SCIN



3.2 Network Manager



Network Management is provided to the SCIN by the National Network Management service (NNMS) through National Services Scotland. The Network Manager will provide three sessions/ P/A sessions to the SCIN per week.



3.3 Imaging Manager 



Network Imaging support is provided to the SCIN by NNMS through National Services Scotland. They shall be appointed for a period of three years with overlap with the Lead Clinician to facilitate specialist continuity. The Network Imaging Manager can remain in post for an additional year after this period if they wish to continue to do so and SPAN supports this decision. 



3.4 Programme Support Officer 

 

Administrative support will be provided by NNMS through National Service Scotland. The Programme Support Officer will provide 3 P/A’s sessions per week to the SCIN.



3.4	Steering Committee 



The clinical lead (or appointed deputy) for each Health Board is appointed at the discretion of individual Health Boards to form the Steering Committee.  Each Health Board should have two representatives on the Steering Committee. Steering group membership shall be for a minimum of 3 years 



If a member of the steering group committee could not attend a Steering Group meeting they would be expected to have a nominated replacement 



4. Accountability



SCIN has no formal authority and exists to enable boards and imaging departments to work collaboratively on issues to benefit patient care and improve efficiency and equity of service provision.



The SCIN is accountable to the Scottish Government through National Services Division. 



4.1 Lead Clinician, Imaging Manager and Programme Manager (The Management Group)



The Lead Clinician, Imaging Manager and Programme Manager will be transparent and open about how the SCIN work plan has been developed clearly showing the reasons for work being undertaken. 



The Lead Clinician, Imaging Manager and Programme Manager will review all work of SCIN, direct work plans, and ensure report to the network Steering Group.



Coordinate communication between all members of SCIN, the network Steering Group and project subgroups.



Influence network members to respond to and create national strategies, and promote national quality standards and clinical guidelines.



The Lead Clinician, Scientific Manager and Programme Manager will prepare an annual report which will be presented to National Services Division (National Services Scotland) the Steering Group and the Diagnostic Steering Group (DSG). DSG has strategic oversight over all NMDNs and is supported by NHS Scotland National Services Division.



The SCIN Steering Group shall be led by the Lead Clinician, Scientific Manager, Imaging Manager and Programme Manager who will work collaboratively with the SCIN Steering Group. 



They will support the work of the Steering Group and working groups.



The Lead Clinician will represent SCIN on the Diagnostic Steering Group.



Develop and maintain the SPAN website.



4.2 Network Steering Group





The Network Steering Group NHS Board representatives shall:



· Represent their Health Board on the network.

· Communicate the work of SCIN with other members of their Health Board.

· Be responsible for drawing up and agreeing the work plan, setting objectives and timescales.

· Engage with the work of the network and respond to consultation exercises, surveys and audits.

· Participate in consensus decisions.



The Network Steering Group other representatives/contributors shall:



· Communicate the work of SCIN to those other groups that they represent.

· Contribute to the drawing up and agreeing the work plan, setting objectives and timescales.

· Engage with the work of the network and respond to consultation exercises, surveys and audits.



4.3 Working Group



Project subgroups shall:



· Work toward the objectives set by the Steering Group within the timescale agreed.

· Monitor and report on their progress to the Network Steering Group.

· Raise any issues with the Management Group.



4.4 Clinical Governance



SCIN has a responsibility to report any potential areas of risk to patient safety, which it may identify to the NHS Board(s) in which the risk is identified.  A confidential record of risks and actions taken will be maintained.  Responsibility for acting on the risk remains with the NHS Boards






5. Structural Arrangements 









		MCNs

		Managed Clinical Networks



		NNMS

		National Network Management Service (Referred to as NMCN Management Service in the diagram above)



		NoSPG

		North of Scotland Planning Group



		NMCNs

		National Managed Clinical Networks



		NMDNs

		National Managed Diagnostic Networks



		SEAT

		South East and Tayside



		SGHSCD

		Scottish Government Health and Social Care Directorate



		WoSPG

		West of Scotland Planning Group















6. SCIN Steering Group Representation 





		NHS Board

		Name/ Job Title/Address

		Additional Information /Deputy 



		Ayrshire and Arran 

		John Parker

Medical Imaging Services Manager

NHS Ayrshire and Arran 



T:01563 826985

 john.parker@aapct.scot.nhs.uk 

 



		



		Ayrshire and Arran

		Stephen Cooper 

stephen.cooper@aaaht.scot.nhs.uk 

		 



		Borders

		Hamish McRitchie

Consultant Radiologist

Associate Medical Director/Clinical Chair

Borders General Hospital

NHS Borders

Melrose

TD6 9BS

T:01896 826422

hamish.mcritchie@nhs.net



Fiona Hawke 

Fiona.hawke@borders.scot.nhs.uk



		





		Dumfries and Galloway

		Richard Cannon 

Service Manager – Radiology



01387 246246

richardcannon@nhs.net



		



		Fife

		Jeanette Burdock

Radiology and Diagnostic Services Manager



T:01592 643 355 ext 28310

Jeanetteburdock@nhs.net

PA: Elizabeth.stewart4@nhs.net





		 





		Forth Valley 

		Raj Burgul

Raj.burgul@nhs.net



		



		Forth Valley

		Sandra Robertson

Radiology Department Manager

Forth valley Radiology 



T: 01324 567025  

sandrarobertson@nhs.net 



		



		Forth Valley

		



		



		Grampian

		Dr Shonagh Walker 

Shonagh.walker@nhs.net 

		



		GG&C

		Lynn Ross  GM radiology

Lynn.ross@ggc.scot.nhs.uk



		



		GG&C

		Anne Marie Sinclair

Anne.sinclair@ggc.scot.nhs.uk



		



		Highland 

		

		



		Lanarkshire 

		Barbara McPherson 

		



		Lothian

		Clinton Heseltine

Chief Radiographer/ Radiology Service Manager

NHS Lothian Radiology

Royal Infirmary of Edinburgh

51 Little France Crescent

EH16 4SA



T:0131 242 3746 (*23746)

Mob 07713 091 922

clinton.heseltine@nhslothian.scot.nhs.uk



		



		Orkney

		

		



		Shetland

		

		



		Tayside

		

		



		Tayside

		Dr. Kenneth Fowler

Tayside Radiology Clinical Leader



T:01382 660111 ext. 35535

kenneth.fowler@nhs.net





		



		Tayside 

		Jane Williams-Butt

Imaging Manager

Clinical Radiology,

Ninewells Hospital

Dundee



T:01382 660111

jane.williams-butt@nhs.net

		

















 





		Western Isles

		

		



		Golden Jubilee Hospital 

		Patricia McKay

Radiology Services Manager 

Golden Jubilee National Hospital 

Agamemnon St

Clydebank 

Glasgow

G81 4DY

 

0141 951 5888

patricia.mckay@gjnh.scot.nhs.ukk 



		



		NHS Education for Scotland



		Elaine Figgins

Elaine.figgins@nes.scot.nhs.uk 





		



		National Imaging Equipment Group

		Mike Conroy 

Michael.Conroy@nhslothian.scot.nhs.uk



Kate Henderson

Kate.henderson3@nhs.net



		



		Queen Margaret University 

		William Woods

15000211@qmu.ac.uk]

		



		

Patient Representation 



		

Caroline Green caroline.green@talk21.com
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National Framework for Reporting Radiographers 
 
Executive Summary 
 
On 9 August 2016, the national strategic direction for radiology was endorsed by the Chief 
Executives Group.  The “National Radiology Strategic Document” proposes the 
implementation of a National Radiology Model which will support patient focused health and 
facilitate diagnostic imaging to be delivered consistently and with long term sustainability. 
This document can be found at:  http://www.sharedservices.scot.nhs.uk/health-
portfolio/programmes/radiology/ 
 
In order to underpin the implementation of the National Radiology Model, there is a 
requirement to maximise role utilisation throughout the service and enable flexibility for staff 
to work across traditional NHS Board boundaries.  There is also a need to reduce 
unwarranted variation in practice.  Currently, there is wide variation on how Reporting 
Radiographers are employed and how they work across NHS Boards. 


 
The role of the Reporting Radiographer has the potential to create significant capacity for 
the Radiology service in NHSScotland but to achieve this will need a consistent national 
position.  This was acknowledged during the NHS Chief Executives’ discussion in August 
2016. As part of the work to maximise role utilisation, the NHSScotland Shared Services 
Radiology Programme initiated a joint project with the Scottish Clinical Imaging Network 
(SCIN) to develop a National Framework for Reporting Radiographers.   
 


 
The National Framework for Reporting Radiographers seeks to give guidance to NHS Boards 
to standardise the employment and deployment of Reporting Radiographers in the form of a 
National Framework. 
 
The Framework therefore outlines the following: 
 


 A standard Job Description 


 A standard Role Specification including: 
 


o Educational Pathways and Continuing Professional Development (CPD); 
o Scope of Practice including standard activity outputs; and 
o Agreed governance and practice supervision requirements. 


 
The Framework should be set in the context of a multi-disciplinary team-working environment.  
 


 
Guiding Principles  
 
There are a number of Guiding Principles which NHS Boards should take into consideration when 
implementing the National Framework for Reporting Radiographers.  These are 
 



http://www.sharedservices.scot.nhs.uk/health-portfolio/programmes/radiology/

http://www.sharedservices.scot.nhs.uk/health-portfolio/programmes/radiology/





 A recognition of the multi-disciplinary Radiology Team as a whole as defined by the Royal 
College of Radiologists (RCR) and Society and College of Radiographers Team Working joint 
document1; 


 An acknowledgement that there is a workforce shortage in Radiology and Radiography; 


 An acknowledgement that there are Reporting Radiographers practicing in NHS Boards 
outwith the Scope of Practice outlined in the National Framework for Reporting Radiographers.  
The intention of the Framework is not to limit the local practice, merely to describe an agreed 
Scope of Practice as a minimum across Scotland. 


 The Framework will not be implemented to the detriment to any discipline (Radiologist or 
Radiographer); 


 The need to protect a volume of Plain Films for retaining skills for Radiologists and to develop 
skills for Radiologist trainees; and 


 A recognition that there needs to be a balance within the Job Plans for both Radiologists and 
Radiographers. 
 


 


                                                 
1
 RCR and Society and College of Radiographers (2007):  Team Working Within Clinical Imaging: A Contemporary View of Skills Mix 
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A. Executive Summary  
 
 
On 9 August 2016, the national strategic direction for radiology was endorsed by the Chief 
Executives Group.  The “National Radiology Strategic Document” proposes the 
implementation of a National Radiology Model which will support patient focused health and 
facilitate diagnostic imaging to be delivered consistently and with long term sustainability. 
This document can be found at:  http://www.sharedservices.scot.nhs.uk/health-
portfolio/programmes/radiology/ 
 
In order to underpin the implementation of the National Radiology Model, there is a 
requirement to maximise role utilisation throughout the service and enable flexibility for staff 
to work across traditional NHS Board boundaries.  There is also a need to reduce 
unwarranted variation in practice.  Currently, there is wide variation on how Reporting 
Radiographers are employed and how they work across NHS Boards. 


The role of the Reporting Radiographer has the potential to create significant capacity for 
the Radiology service in NHSScotland but to achieve this will need a consistent national 
position.  This was acknowledged during the NHS Chief Executives’ discussion in August 
2016. As part of the work to maximise role utilisation, the NHSScotland Shared Services  
Radiology Programme initiated a joint project with the Scottish Clinical Imaging Network 
(SCIN) to develop a National Framework for Reporting Radiographers.   
 


This Frameowork seeks to give guidance to NHS Boards to standardise the employment and 
deployment of Reporting Radiographers in the form of a National Framework. 
 
This National Framework for Reporting Radiographers outlines the following: 


 Standard Job Description 


 Standard Role Specification including; 
o Educational Pathways and Continuing Professional Development (CPD):  


Radiographers must be Health and Care Professions Council (HCPC) 
registered and have gained a College of Radiogrphers (CoR) approved post-
graduate qualification (at least a PgCert) in Clinical Image Interpretation. The 
Reporting Radiographer must maintain their professional knowledge and 
skills through continuous education, professional development and training 
programmes. This must be validated within a formal appraisal and personal 
development plan structure 


o Scope of Practice including standard activity outputs : The minimum scope of 
practice for Reporting Radiographers is in Appendicular Plain Musculo-
skeletal (MSK) radiographic imaging.  Additional Scope will be as per local 
NHS Board agreement. Within the scope of practice, the referral sources for 
Reporting Radiographers are as follows: 


o Trauma and A&E referrals; 
o Orthopaedic referrals; 
o Orthopaedic theatre imaging; 
o Inpatient/outpatient referrals; and 
o Other referrals as per local NHS Board agreement. 


A Reporting Radiographer should achieve a minimum of 60 examinations 
within multiple patient attendances per session. 


o Agreed governance and practice supervision requirements: The responsibility 
for ensuring individual Radiographers are sufficiently expert to interpret 
imaging investigations, agree to record the results of their interpretations and 
Entitle Radiographers under Ionising Radiation (Medical Exposure) 
Regulations (IR (ME)R) as Operators for clinical evaluation, rests with the 



http://www.sharedservices.scot.nhs.uk/health-portfolio/programmes/radiology/

http://www.sharedservices.scot.nhs.uk/health-portfolio/programmes/radiology/
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employer. The radiology leadership1will be involved in mentorship and 
assessment as part of the Reporting team. The scope of practice for each 
Reporting Radiographer must be defined within the local governance process.  


  


                                                
1
 (2006) Royal College of Radiologists:  Standards for the reporting and interpretation of Imaging investigations 
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1. Introduction 
 
On 9 August 2016, the national strategic direction for radiology was endorsed by the Chief 
Executives Group.  The “National Radiology Strategic Document” proposes the 
implementation of a National Radiology Model which will support patient focused health and 
facilitate diagnostic imaging to be delivered consistently and with long term sustainability. 
This document can be found at:  http://www.sharedservices.scot.nhs.uk/health-
portfolio/programmes/radiology/ 
 
In order to underpin the implementation of the National Radiology Model, there is a 
requirement to maximise role utilisation throughout the service and enable flexibility for staff 
to work across traditional NHS Health Board boundaries.  The NHS Scotland Shared 
Services Portfolio has sought support for this work from the Human Resources Directors 
(HRDs) and a Workforce Reference Group (WRG) has been established, Chaired by Anne 
MacPherson, HRD, NHS Greater Glasgow and Clyde.  The WRG is exploring short medium 
and longer term contractual solutions required to enable cross boundary working. 
 
One of the key priorities within the National Radiology Model is to maximise the use of the 
Reporting Radiographer. There was a wide variation in practice and implementation of the 
Reporting Radiographer role. In order to standardise and maximise the role a Project Group 
was established led by the NHSScotland Shared Services Radiology Programme, in 
conjunction with the SCIN to work jointly on this area of common interest to develop a 
National Framework for Reporting Radiographers. The group linked to the WRG to obtain 
Human Resource (HR) guidance where required.    


 
2. Terms of Reference 
 
The purpose of the joint project group is to develop a National Framework for Reporting 
Radiographers which encompasses educational pathways required, standardised job 
description, role specification including scope of practice including standard activity outputs, 
governance and CPD.  
 
The scope of the project is limited to plain film reporting of musculo-skeletal examinations by 
Reporting Radiographers.  
 


2.1 Aims 
 
The aim of the project is to standardise and maximise the role of the Reporting Radiographer 
across Scotland.  The Project has developed a National Framework for Reporting 
Radiographers.  The key objectives capture what is detailed within the National Framework. 
 


2.2 Key Objectives 
 
The key objectives of the Project Group are to: 
 


 Define the status quo  


 Develop a national framework for Reporting Radiographers which includes: 


 Standard Job Description; 


 Standard Role specification; 


 Agreed educational pathways and continuing CPD; 


 Scope of Practice including standard activity outputs and 


 Agreed governance and practice supervision requirements. 
2. Obtain approval of this framework  



http://www.sharedservices.scot.nhs.uk/health-portfolio/programmes/radiology/

http://www.sharedservices.scot.nhs.uk/health-portfolio/programmes/radiology/
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3. Publish the framework to and distribute to NHS Boards for consultation and 
thereafter implementation. 


 


3. Membership of Group 
 
Membership of the Group can be found at Appendix 1. 
 
 


4. The Status Quo 
 
There is currently a wide variation across NHS Boards as to how Reporting Radiographers 
are employed, deployed and differences in the scope of their practice.  A survey was 
undertaken in 2016 and 2017 by the Reporting Radiographers Interest Group Scotland 
(RRIGS) which demonstrates the status quo across Scotland.  This survey can be seen at 
Appendix 2.  
 
 


5. Educational Pathways 
 
There are varying Universities providing the Educational Pathways for Reporting 
Radiographers across the UK.  However, the expected educational standard should be 
that the Reporting Radiographer must have obtained a minimum of a Post Graduate 
Certificate qualification (Masters Level) in Clinical Image Interpretation (or equivalent). 
This qualification must have been obtained through a College of Radiographers (CoR) 
approved course. A review to identify common elements for learning modules within MSc 
pathways for radiographer reporting was performed for the framework and is given as 
Appendix 3. 
 
Recently the College of Radiographers2 stated the following: 


 “by 2021 there must be an expectation that all practitioners in radiography 
at advanced level hold a minimum of a full Master’s degree 


 By 2021 there must be an expectation that all practitioners in radiography 
at consultant level will hold, or be working towards a Doctoral level award”. 


 
This indicates that radiographers starting education from 2017 will be expected to 
complete the full Masters degree to claim, through peer accreditation, the ability to 
describe themselves as a College of Radiographers Accredited Advanced Practitioner. 
Normally the aspects of advanced practice are detailed by the statement from the CoR 
that accompanies ratification of accreditation. 
 


 


  


6. Job Description 
 
Due to the wide variation in Job Descriptions across Scotland, under the auspices of the 
NHSScotland Shared Services Workforce Group (WRG), Sandra Raynor, Senior Human 
Resources Advisor, NHS Fife undertook a survey of NHS Boards to establish the status of 
Job Descriptions for Reporting Radiographers.  Thereafter a small sub-group of experts 
including partnership representatives worked to develop generic Job Descriptions.  These 
can be seen in Appendix 4. 
 
 


                                                
2
 http://www.sor.org/learning/document-library/research-strategy-2016-2021/2016-2021-research-strategy 



http://www.sor.org/learning/document-library/research-strategy-2016-2021/2016-2021-research-strategy
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7. Role Specification 
 


7.1 Scope of Practice 
 
The scope of practice for each Reporting Radiographer must be defined within the local 
governance process (and IR(ME)R Employers Procedures)as determined by IR(ME)R 


Operator role Entitlement.  
 
It is recommended that the minimum scope of practice for Reporting Radiographers is in 
Appendicular Plain Musculo-skeletal (MSK) radiographic imaging.  Additional Scope will be 
as per local NHS Board agreement. 


 
It is recommended that within the scope of practice, the referral source for Reporting 
Radiographers are as follows: 
 


o Trauma and A&E referrals; 
o Orthopaedic referrals; 
o Orthopaedic theatre imaging; 
o Inpatient/outpatient referrals; and 
o Other referrals as per local NHS Board agreement. 


 


7.2 Scope of Practice – Operational Requirements 
 
The operational requirements of the Scope of Practice are outlined as follows: 


 


a. Reporting Radiographers with appropriate training may report within a defined 


scope of practice, with Consultant Radiographers and Radiologists providing 


support /review when necessary. Depending on the clinical scenario, it may also be 


necessary for radiologists to make recommendations for further imaging where it is 


outside the scope of the Reporting Radiographers3. 


 


b. Reporting of images by Radiographers is recognised as part of the reporting team 


and are autonomously responsible for their own actions and work. They must be 


Entitled under IR(ME)R as Operators for clinical evaluation.  


 


c. The minimum scope of practice and examinations that a Reporting Radiographer 


may report under this policy are defined in section 7.1 above. 


 
 


The policy across NHS Boards is to ensure that safe practice is maintained in order to 


protect patients and practitioners. The policy must contain the following detail: 


 


a. Radiographers must be Health and Care Professions Council (HCPC) registered 
and have gained a CoR approved post-graduate qualification (at least a PgCert) in 
Clinical Image Interpretation. 


 


                                                
3(2012) The Royal College of Radiologists and the Society and College of Radiographers:  Team working in clinical imaging  
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b. These Radiographers will report plain radiographic imaging as set out in 7.1 above 


with individual NHS Board Policies as per local requirement with appropriate 


training and support.   


 


c. The Reporting Radiographers must work under an agreed scheme of work. 


 


d. The Reporting Radiographer must maintain their professional knowledge and 


skills through continuous education, professional development and training 


programmes. This must be validated within a formal appraisal and personal 


development plan structure. 


 


e. All image reports that have been reported by a Radiographer should be verified 


and accessible on the Radiology Information System (RIS) within the shortest 


possible timescale. 


 


f. Unexpected significant findings must be immediately communicated by agreed 


organisational protocols to the referring Clinician, in line with National Patient 


Safety Agency (NPSA) Safer Practice Notice 164 “Early identification of failure to 


act on radiological imaging reports”. Appendix 5 refers .  This action should be 


clearly recorded on the verified report as having taken place. 


 


g. If the Reporting Radiographer is uncertain about the presence of an abnormality 


and is unable to produce a meaningful clinical report a second opinion must be 


sought.   


 
h. While reporting the Reporting Radiographer may suggest follow up imaging as per 


local agreement.  


 


7.3 Scope of Practice – Risk Management 


 


A risk of misinterpretation of images exists during any reporting process.  Those at risk from 


image misinterpretation are the patients to whom the images refer. This risk is minimised by 


knowledge gained through an approved post graduate course of study, appropriate 


supervision, adherence to protocol and regular self /team/departmental audit. 


 


7.4 Scope of Practice – Appropriate Skills and Support 


 


Leadership should set the framework under which a team prospers. This leadership must 


include relevant training and continuing professional development for all team members to 


ensure a safe and just culture. 


 


                                                
3 National Patient Safety Agency (2007):  Safer Practice Notice 16:  Early identification of failure to act on radiological 
imaging reports.  www.npsa.nhs.uk 


 


 
 


 



http://www.npsa.nhs.uk/
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7.5 Scope of Practice - Productivity 
 
The sessional requirement of a Reporting Radiographer is determined by service need 
however there is a need to standardise the activity of Reporting Radiographers. Considering 
this on a sessional basis the Group are recommending that a Reporting Radiographer 
achieves a minimum of 60 examinations within multiple patient attendances.  
 


7.6 Governance 
 


7.6.1 Professional Governance 
 
The Standards of Conduct, Performance and Ethics of the HCPC5 states that the 
professional is accountable for their individual practice; for keeping their knowledge and 
skills up to date and relevant to their practice through continuing professional development. 
The CoR6 established accreditation of Advanced Practitioners and Consultant 
Radiographers to: 


 Ensure there is national consistency in the standards of practice; 


 Secure transferability of those standards across the NHS and other health care 
sectors; and 


 Recognise explicitly the professional achievements of individuals; provide clarity for 
professionals and service users on the nature of advanced practice in clinical 
imaging7. 


 
In relation to staff working across NHS Board boundaries, a Governance Pathway has been 
developed by the Shared Services Workforce Reference Group. Appendix 6 refers 
 


7.6.2 Employer Governance 
 
The responsibility for ensuring individual Radiographers are sufficiently expert to interpret 
imaging investigations, agree to record the results of their interpretations and Entitle 
Radiographers under Ionising Radiation (Medical Exposure) Regulations (IR (ME)R) as 
Operators for clinical evaluation, rests with the employer. The radiology leadership8will be 
involved in mentorship and assessment as part of the Reporting team. The scope of practice 
for each Reporting Radiographer must be defined within the local governance process.  
 


To contribute to patient management, accuracy of image interpretation is crucial.  Audit, 
reporting of discrepancies and feedback on errors is essential within each employing NHS 
Board.  Clinical governance frameworks: Case mix, selection bias and inter/intra observer 
bias makes robust standard setting difficult. This Framework describes the training and audit 
required to demonstrate competency of practice and maintain a high quality of service to 
patients.   
 
 


7.6.3 Responsibilities - Organisational   
 


                                                
5
 (2016) Health and Care Professions Council:  Standards of Conduct, Performance and Ethics 


6
 (2017) College of Radiographers:  Consultant and Advanced Practitioner Accreditation 


  http://www.sor.org/career-progression/advanced-practitioners/advanced-practitioner-accreditation 


7
 (2010)  Society of Radiographers:   Educational and Professional Development Strategy: New Directions 


8
 (2006) Royal College of Radiologists:  Standards for the reporting and interpretation of Imaging investigations 
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a. There must be a protocol for ‘Radiographer Reporting’ as per service need and set 
within a system of work 9. This should be unique to the specific area of practice for 
the Reporting Radiographer10. The Clinical Lead for Radiology (or nominated 
person) is responsible for ensuring that this framework is applied according to the 
protocol stated. This responsibility can be transferred to other appropriate staff to 
ensure that radiographers are suitably qualified and that performance is audited 
and recorded appropriately ensuring that the implementation of Reporting 
Radiographer does not compromise patient safety and is consistent with 
professional relationships and accountability.  


 
b. Prior to commencement of autonomous reporting the organisation must recognise 


their Reporting Radiographers as ‘entitled operators’ under the IR(ME)R11 for 
Image Interpretation. This IR(ME)R entitlement must be granted for each NHS 
Board if cross board reporting is being undertaken. 


 
c. The NHS Board is required to accept vicarious liability for Reporting Radiographers 


providing there is a robust audit and discrepancy system in place and where 
workload statistics are identified at annual appraisal. Audit and practice 
development should be discussed at appraisal and defined within the Personal 
Development Plan (PDP). 


 
d. Employers must maintain clear, accurate records of all employees who are trained 


and deemed competent to carry out extended roles, including the nature and scope 
of practice of the roles, duties and tasks involved. Such records should be readily 
available to all relevant staff affected by the skills mix and role development 
initiative, and any other staff to whom the records relate and refer.   


 
e. To support governance the Service Manager should ensure that principles 


identified in the Schemes of Work and Scope of Practice are adhered to at all 
times. To maintain clinical competence this will require a minimum of two sessions 
of reporting per week by the Reporting Radiographer.  


 
 


7.6.4 Responsibilities - Individual   
 
Responsibilities of the Individual: 
 


a. Reporting Radiographers must work within their Scope of Practice and to a 
Scheme of Work agreed by the Clinical Lead of the department. These Schemes 
should be reviewed if individuals are widening their Scope of Practice. 


 
b. High quality education (minimum of a Post Graduate Certificate at Masters level 


approved by the College of Radiographers), continued participation in training, 
audit and CPD are all essential components of reporting practice for Reporting 
Radiographers 


 


                                                
9
 (2013)  Scottish Government:  Independent Image Interpretation by Reporting Radiographers – Minimum Standards 


Framework (Appendicular and Axial  Skeleton) 


10
 (2012) The Royal College of Radiologists and the Society and College of Radiographers:  Team working in clinical imaging. 


 
11


 (2011)  Department of Health:  The Ionising Radiation (Medical Exposure) (Amendment) Regulations  
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c. Individual Reporting Radiographers are legally accountable for their own actions 
and may be deemed negligent if they fail to demonstrate due care and diligence in 
performing their duties or act out with the agreed scope of practice. Acting within a 
clinical team does not absolve any individual of personal responsibility and 
accountability in law[1]. 


 
d. Reporting Radiographers must be able to practise safely and effectively within 


their scope of reporting practice[2]. 
 


e. Each individual has a responsibility to recognise the limitations of their own 
competency in any given area and will not work out with this level without seeking 
advice. 


 
f. Isolated practice without appropriate governance is not acceptable in Reporting 


Radiographer Practice 
 


g. It is recommended that Reporting Radiographers have appropriate personal 
indemnity insurance (i.e. SoR or equivalent) for their scope of practice and operate 
within an agreed scheme of work. 


 
 
Recently the College of Radiographers12 stated the following: 
 


 “by 2021there must be an expectation that all practitioners in radiography at 
advanced level hold a minimum of a full Master’s degree 


 By 2021 there must be an expectation that all practitioners in radiography at 
consultant level will hold, or be working towards a Doctoral level award”. 


 
This indicates that radiographers starting education from 2017 will be expected to complete 
the full Masters degree to claim, through peer accreditation, the ability to describe 
themselves as a College of Radiographers Accredited Advanced Practitioner. Normally the 
aspects of advanced practice are detailed by the statement from the CoR that accompanies 
ratification of accreditation. 
 
 


7.6.5 Supervision of Practice 
 
 


7.6.6 Audit 
 
Locally agreed annual audits which capture the depth and breadth of individual practice must 
be carried out and presented at the individual’s annual appraisal to evidence to the Employer 
that the individual remains proficient in their scope of practice1314. 
 


                                                
[1]


 (2006) Society of Radiographers:  Medical Image Interpretation and Clinical Reporting by Non-Radiologists: The Role of the 


Radiographer  
[2]


 (2016) Health and Care Professions Council:  Standards of Conduct, Performance and Ethics 


12
 http://www.sor.org/learning/document-library/research-strategy-2016-2021/2016-2021-research-strategy 


13
 (2006) Royal College of Radiologists:  Standards for the reporting and interpretation of Imaging investigations 


14 (2014) Royal College of Radiologists:  Quality assurance in reporting: peer feedback 



http://www.sor.org/learning/document-library/research-strategy-2016-2021/2016-2021-research-strategy
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The HCPC Standards of Conduct, Performance and Ethics of the Health and Care 
Professions Council 15 states that the professional must ask for feedback and use it to 
improve their practice.   
 
Governance arrangements for reporting must include an audit of activity with analysis and 
actions resulting from errors and discrepancies identified; this audit will be specified by each 
individual NHS Board. Reporting teams should work together to refine and implement good 
governance arrangements, matched against national standards where available16. A 
comprehensive guide to Audit Practice follows. 
 


a. In keeping with SCoR recommendations Radiographers must undertake regular 
audit and review and relevant CPD, and work within locally explicit clinical 
governance arrangements to ensure their practice remains at the required 
standard.  


 If a previously qualified Reporting Radiographer or a reporting Radiographer 
who has been inactive in terms of reporting joins the team then a portfolio of 
reports should be produced prior to autonomous reporting. These reports 
should be issued by the Reporting Radiographer and assessed by a 
nominated Radiologist / Consultant Radiographer (if one is in post and if they 
are acting as a mentor). Assessment is in the form of the Radiologist 
checking the report prior to issue of these examinations. 


 After the assessment period, if the audit demonstrates the Radiographer’s 
reporting accuracy to be of 95% minimum. Ongoing departmental audit and 
self audit will then take place as agreed local arrangements.  


 
 


7.6.7 Audit Programme 
 


a. On commencement of Reporting practice, interim audit will be performed. This will 
be on a monthly basis for 6 months in keeping with developing practice. The 
reports will be peer reviewed or reviewed by a consultant Radiologist. 


 
b. When the required level of accuracy as agreed by the Clinical Lead is achieved, 


progression to annual audit covering the breadth and depth of practice will follow.  
The reports will be double read either by peer review or by consultant Radiologist. 


 
c. If an unacceptable level of discrepancies is noted, then learning needs must be 


addressed and the initial monthly audit cycle will be reinstated. Discrepancies will 
be recorded using the NHS Board’s discrepancy reporting method. 


 
d. Reporting Radiographers should be allowed access to all patient records to enable 


full audit evaluation on an outcomes basis as well as enabling information that 
contributes to decision making to be included during reporting sessions. 


 
e. Failure to significantly reduce the frequency of discrepancies will result in a 


cessation of the Radiographer reporting until training issues have been addressed 
see Flow Chart  Appendix 7. 


 
 


                                                
15


 (2016) Health and Care Professions Council:  Standards of Conduct, Performance and Ethics 


16
(2012) The Royal College of Radiologists and the Society and College of Radiographers:  Team working in clinical imaging 
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7.6.8 Self Audit 
 
 


a. The Royal College of Radiologists (RCR) would recommend self audit to help 
improve professional practice. This may be carried out using the RCR template. 
Details of the ‘Standards for Learning from Discrepancies Meetings’ as 
promulgated by the RCR can be accessed at: 
https://www.rcr.ac.uk/sites/default/files/docs/radiology/pdf/BFCR%2814%2911_LDMs.pdf 


and are suggested as an appropriate way to ensure safe practice. The main 
principles following recognition of a discrepancy are detailed below in 7.6.9.  


 


7.6.9 Discrepancy 
 


a. Discrepancies should be addressed in accordance with the NHS Board’s 
discrepancy reporting procedure which should include the principles below: 


 A discrepancy notification will be made; 


 Where necessary, the referrer will be informed; 


 An addendum will be added to the report; 


 The discrepancy will be raised at the Peer Review meeting as a learning 
opportunity for the others in the team; and 


 Reporting Radiographers should be part of the Peer Review meetings on a 
regular basis and not just when a discrepancy arises.  


 


7.6.10 Record of Competency 
 


a. A log of appropriately trained staff will be kept by the Medical Imaging Services 
Manager for each of the clinical areas working within this policy/procedure 
document and reviewed as necessary.  If a Reporting Radiographer joins the team 
from outside the employing NHS Board a reporting portfolio is required as 7.6.6 


above before IR(ME)R Operator entitlement is given. 
 


b. It is the responsibility of the Reporting Radiographer to comply with the agreed 
audit procedures, maintain competence in the relevant Scope of Practice and 
comply with radiology policy and IR(ME)R.   


 
 


7.6.11 Continuing Professional Development 
 
The HCPC Standards of Conduct, Performance and Ethics17states that the professional is 
responsible for keeping their knowledge and skills up to date and relevant to their practice 
through continuing professional development.  In addition, the Minimum Standards 
Framework18 recommends the following: 


 


a. Reporting Radiographers will attend MDT meetings as appropriate. 


 


b. Reporting Radiographers will perform audit of reporting practice in addition to 


reporting sessions. 


 


                                                
17


 (2016) Health and Care Professions Council:  Standards of Conduct, Performance and Ethics 


18
 (2013)  Scottish Government: Independent Image Interpretation by Radiographer Reporting Radiographers – Minimum 


Standards Framework (Appendicular and Axial Skeleton) 



https://www.rcr.ac.uk/sites/default/files/docs/radiology/pdf/BFCR%2814%2911_LDMs.pdf
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c. Reporting Radiographers will ensure that they regularly update their knowledge in 


current trends and practice by personal study and attending study days, courses 


and teaching as appropriate. 


 


d. Reporting Radiographers must attend radiology discrepancy meetings. 


 


e. Reporting Radiographers should ideally attend special interest group meetings. 


 
 


8. Summary and Recommendations 
 
 
This Paper has outlined a National Framework for Reporting Radiographers including: 
 


 Defined the status quo  for Reporting Radiographers; 


 Created Standardised Job Description for Reporting Radiographers; 


 Developed a Standard role specification; 


 Detailed agreed educational pathways and continuing CPD; 


 Outlined the Scope of Practice including standard activity outputs; and 


 Provided agreed governance and practice supervision requirements. 
 
The next steps are to publish the framework to and distribute to NHS Boards for consultation 
and thereafter implementation. 
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8.1 Appendix 1 – Membership of the Group 
 
Membership of the Project Group comprised:   
 


Name Role / Representing Contact Details 


Hamish 
McRitchie 


Shared Services Radiology 
Programme - Subject Matter 
Expert and Chair 


hamish.mcritchie@borders.scot.nhs.uk  


 


Fiona Agnew 
Shared Services Radiology 
Programme, Project 
Manager 


fiona.agnew1@nhs.net 


Judith Anderson 


South East Scotland 
Registrar Training 
Programme Director, NHS 
Education for Scotland 


Judith.Anderson@nhslothian.scot.nhs.uk 


Grant Baxter 
Secretary, Scottish Standing 
Committee, Royal College of 
Radiologists 


Grant.Baxter@ggc.scot.nhs.uk 


Caroline Blower 


Consultant Reporting 
Radiographer, NHS Ayrshire 
and Arran 
 


Caroline.Blower@aapct.scot.nhs.uk  
 


Margaret 
Diamond 


Consultant Reporting 
Radiographer, NHS Fife 
 


margaret.diamond@nhs.net 


Elaine Figgins 


Associate Director for Allied 
Health, NMAHP Directorate, 
NHS Education for Scotland 
 


elaine.figgins@nes.scot.nhs.uk 


Kim Gibson 
Specialist  Radiographer, 
NHS Borders  


kim.hardie2@borders.scot.nhs.uk 


Fiona Hawke 
National Scientific Manager 
SCIN 


fiona.hawke@borders.scot.nhs.uk 


Clint Heseltine Radiology Service Manager, 
NHS Lothian 


Clinton.Heseltine@nhslothian.scot.nhs.uk 


Morag Howard Lecturer, Robert Gordon 
University, Aberdeen  


 m.l.howard@rgu.ac.uk 


Jacqui Lunday- 
Johnstone 


Chief Health Professions 
Officer,  Scottish 
Government  or deputy  
 


Jacqui.LundayJohnstone@scotland.gsi.gov.uk 


Gavin Main Consultant Radiologist, NHS 
Tayside  


gavin.main@nhs.net 



mailto:hamish.mcritchie@borders.scot.nhs.uk

mailto:m.l.howard@rgu.ac.uk
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Name Role / Representing Contact Details 


Catherine 
McClintick 


Queen Margaret University  
Reporting Radiographer 
Training  
 


cmcclintick@qmu.ac.uk 


Jonathan 
McConnell 


Consultant Reporting 
Radiographer, NHS Greater 
Glasgow and Clyde  
 


Jonathan.McConnell@ggc.scot.nhs.uk 


Maria Murray 


Professional Officer, Society 
and College of 
Radiographers 
 


MariaM@sor.org 


Deborah 
Shepherd 


National Officer, Society and 
College of Radiographers  
 


DeborahS@sor.org 


 


Anne Marie 
Sinclair 


Lead Clinician, SCIN 
anne.sinclair@ggc.scot.nhs.uk 


 


Alexandra 
Speirs 


Programme Manager, SCIN 
 


alexandra.speirs@nhs.net 


Trevor 
Thompson 


Reporting Radiographer, 
NHS Shetland 


trevorthompson@nhs.net 


 
 



mailto:DeborahS@sor.org
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8.2 Appendix 2 – The Status Quo of Reporting Radiographers Across Scotland 


 
 
Financial 
Year 


Reporting radiographers in Scotland Number of Health Boards  and 
areas reporting radiographers 
operating in 
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2015/16 49 4  13.3 37 16 12 7 7 7 248641 1,160,597 143 


2016/17 49 4 46.1 15.1 37 16 12 7 7 7 261280 1120829 151 


 
Areas of activity 
 
All areas of activity are plain radiographic examinations of the musculoskeletal system to include trauma (in-patients only for GJNH), 
orthopaedic follow up, degenerative changes and rheumatology where further education and audit have taken place. 
 
Trained but not reporting radiographers 
 
Since 2015/16 year there has been some staff change resulting in the loss of reporting radiographers to NHS Scotland or the reporting service. 
Of the 16 not reporting during the 2016/17 financial year this is due to a combination of factors that include maternity leave, loss of the RR to 
NHS Scotland and the impact of pay protection within a substantive post that has resulted in a block to these individuals taking up a reporting 
role. Of note is the increase in whole time equivalent input per week by RRs has risen indicating that either returners from maternity leave or 
increase in activity within boards with respect to proportions of the working week allocated to reporting duties has slightly increased. 
Contractual WTE values per substantive post were not requested in the 2015/16 round of information gathering.
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8.3 Appendix 3 – Common Elements for Learning Module Content within MSc 


Pathways for Radiographer Reporting 


 
Radiographers wishing to report must hold a minimum of a postgraduate certificate (PgC) at 
Masters level in the area of reporting they intend to participate in. From a review of the 
courses on offer across the UK the following key elements are noted as common 
components: 
 
Currently radiographers enrol onto a Masters programme of study and choose: 
 


 To exit at PgC 


 To exit at postgraduate diploma (PgDip) 


 Complete the full masters 
 
In light of the recent statement from the College of Radiographers those wishing to gain peer 
reviewed advanced practice accreditation from the CoR will be expected to complete the full 
Masters degree by 2021. 
. 
 
The MSc requires 180 credits of study that normally equates to 10 hours per credit meaning:  
 


 PgC =   60 credits or 600 hours  
(usually across 1 year though may be split into 2) 


 PgDip =  120 credits or 1200 hours 


 MSc =   180 credits or 1800 hours 
 
Course content 
 
A general pattern has evolved across courses on offer within the UK university sector, with a 
nominal expectation that each component is completed within a single year of study; 
extended part time study is possible and may be used to develop the clinical portfolio 
aspects whilst still working as a radiographer within image acquisition.  
 
Usually the differing points of study contribute to a pathway followed by the student. As such 
the: 
 
PgC acts as the provider of foundational scientific and medical learning linked to: 


1. The psycho physics of vision, clinical reasoning and decision making, measurement 
of performance, constructing a report and the legal aspects of reporting; 


2. Underpinning knowledge of anatomy, physiology and pathology for conditions 
affecting the musculoskeletal system that are manifested as appearances within plain 
radiographic imaging; 


3. Analysis of the role of other imaging modalities in diagnosis and the role of imaging 
for patient management; 


4. Development of a clinical portfolio with reflection that addresses areas of 
interpretation as developed in the theoretical learning. 


 
PgDip is the second building block to the Masters Degree award and may contain: 


1. If the PgC does not include axial skeleton this is added here; 
2. Development of wider areas of practice that may include chest and abdominal plain 


radiograph reporting; 
3. Development of research skills beyond BSc (Hons) in preparation for dissertation 


generation to complete the Masters degree; 
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4. Completion of a further reflective clinical portfolio aligned with the theoretical 
knowledge delivered earlier. 


 
Full MSc degree is the final component and often contains: 


1. Completion of research preparatory work if this was not a feature of the PgDip; 
2. The writing of a dissertation of between 15 and 20,000 words with a view to 


producing a potential publication. 
 
Learning methods are usually mixed with lots of internet based support available and usually 
multiple attendance sessions of several days for face to face tuition. Most universities do this 
via a virtual learning environment that can be used for course delivery and off site 
assessment. Normally the university and healthcare provider agree through a memorandum 
of understanding that sufficient time is available for the student to both study and have 
support at their work base with mentorship. This will include a minimum expected time for 
reporting/image viewing access plus opportunities to visit other departments such as 
orthopaedics to gain wider cross professional/discipline experience that feeds into the role. 
 
Assessment may vary slightly between universities, however components that have been 
recognised as common within these courses include: 
 


1. Objective Structure Clinical Examinations/Assessments (OSCE/OSCA) – these are 
university developed examinations that are designed to test the individual on a wide 
range presentations with an expectation of a minimal mark that may be normalised to 
represent a scaling system applicable to university award delivery. An expected 95% 
agreement is seen in some forms of OSCE; 


2. Clinical portfolios of at least 500 cases with a proportion of reflections that help 
students identify areas of weakness, future study direction, recognition of good 
practice, an opportunity to focus on aspects of practice or a number of cases devised 
to meet the requirements of generalised areas such as trauma, orthopaedics, 
rheumatology, neoplastic disease to name a few. The candidate has to show 95% 
accuracy by completion of the portfolio; 


3. Essays, case studies, presentations or poster generation to encourage varied 
methods of communication to enhance vocabulary and to teach the skills that are 
required for generating reports; 


4. Contribution to the clinical portfolio by an in house mentor that should at least include 
consultant radiologist input from a perspective of familiarisation with the student’s 
development of their audit and therefore improvement in performance over the period 
of the course. 


 
The courses reviewed include offerings as listed over from a range of universities around the 
wider UK. All provide a final result that ensures transferability between hospitals and is 
recognised across the various nations of the UK. The universities also seek approval from 
the College of Radiographers, that course content is appropriate to ensure graduates are fit 
for purpose.  
 
University courses reviewed: 
 
Aberdeen Robert Gordon University     PgC Diagnostic Image Reporting 
Bradford University of Bradford      MSc Medical Imaging  
          (Medical Image Reporting) 
Canterbury Canterbury        MSc Clinical Reporting 


Christchurch University      
Cardiff  Cardiff University      MSc Radiography  


    (PgDip Radiographic Reporting) 
Edinburgh Queen Margaret’s University     MSc/PgDip/PgCert Clinical Reporting 
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London South Bank University         MSc Radiographic Reporting    
 
Salford  University of Salford      MSc Advanced Medical Imaging  


    (Radiology Reporting) 
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8.4 Appendix 4 – Job Descriptions for Reporting Radiographers  


1. JOB IDENTIFICATION 


Job Title: Advanced Practitioner / Reporting Radiographer  


Clinically Responsible to: [Local Board to Determine] 


Department(s): Imaging Departments 


No of Postholder(s): [Local Board to Determine] 


Last Update: [Local Board to Determine] 


 


2. JOB PURPOSE 


 


 Provide a Radiographic Reporting Service. 


 To provide reports for one or more Radiographer image reporting disciplines. 


 To support developments in radiographer reporting to enhance patient care across the 
service. 


 Support the reporting team, management and clinical leads in meeting operational and 
strategic targets, and improving the quality of patient care within Radiology. 


 To establish an environment of support for reporting radiographer trainees and for other 
professions with whom the post holder would have close contacts. 


 To supervise and perform a wide range of radiographic examinations, providing a high quality 
Diagnostic Imaging service. 


 To work, in partnership, with the Multi-disciplinary Team across traditional boundaries in all 
key functions. 


 


 


3. DIMENSIONS 


 
General 


 Provide a high quality, efficient and effective Radiographic Reporting Service. 


 Clinical governance strategy ensures a high standard of care for patients undergoing 
Radiological examinations, and promotes multidisciplinary team working. 


 Promote Departments’ reputation for change and innovation and introduction of new 
technology and procedures. 


 A Lead Radiographer will agree an annual personal development plan (PDP) and EKSF. 
 
Clinical Areas 
Imaging is provided at the following sites using a variety of imaging modalities.  Reporting provides 
an expert opinion on this imaging to the referring clinicians and non-medical referrers. 
 
Imaging Sites 


 [each HB  to add list of sites here] 
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Imaging Modalities 
[each HB to add to or delete list  from below] 


 General radiography (plain imaging) 


 CT Scanning 


 MR scanning  


 Fluoroscopy 


 Angiography 


 Interventional Radiology 


 Cardiac Catheterisation 


 Mammography  


 Dental 


 Dexa 


 Ultrasound 
 
The range of Medical Imaging examinations performed for the referring Clinicians provides a 
comprehensive diagnostic facility for many Primary Care, Out-Patient and In-Patient sources which 
includes imaging patients from paediatric to geriatric who have varying degrees of ability and 
understanding. 
 


 To provide a 24/7 Diagnostic Imaging service. 


 The examinations undertaken by the Diagnostic Imaging Department, including provision of 
images and reports are essential to allow optimal diagnostic and patient care processes to 
occur. 


 All radiographic practice is undertaken in accordance with National Legislation: IR(ME)R 
2000 (Ionising Radiation (Medical Exposures) Regulations 2000) and IRR 1999 (Ionising 
Radiation Regulations) and is subject to inspection by the IR(ME)R and HSE Inspectors. 


 
Clinical Activity 


 To provide a comprehensive Imaging service to patients and clinicians. 


 To provide a Diagnostic Imaging service to in-patients and the A/E departments, including 
evening and weekend working. 


 To provide a report following imaging examinations in accordance with agreed Policy and 
Protocol for Independent Image Interpretation by Advanced Radiography Practitioners. 


 
Clinical Provision 
7 days per week service 
 
Staff Responsibility  
Within a highly specialised Radiographic Imaging Modality the post holder has associated 
management responsibility for: 
 


 Training, induction, competency, and supervision of Radiographers and HCSW’s rotating 
through their specialised areas. 


 Supervise the workload of Band 6 Radiographers, Band 5 Radiographers, HCSW’s and 
direct porters as required. 


 Student Radiographers on clinical placement and students from other disciplines i.e. Medical, 
Nursing, and  AHPs. 


 Health and Safety. 


 IRMER and IRR. 


 Liaising with other staff groups, including Medical, Nursing, Clerical and Portering.  
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4. ORGANISATIONAL POSITION    


 


[Local Board to provide] 


 


 


5. ROLE OF THE DEPARTMENT 


 


 Provide a high quality, efficient and effective Radiology service to the local 
population. 


 Diagnostic imaging equipment is used to carry out radiological examinations on 
patients and reports are provided to referring clinicians.  The report assists the 
referrer in providing a diagnosis of the patient’s condition in order to decide on an 
effective course of treatment and care. 


 The postholder will enhance the service provided to the public, by reducing the turn 
around time between examination and formal report on plain films. 


 


 


6. KEY RESULT AREAS  


 
It is the postholder’s responsibility to minimise radiation dose and risks to patients, staff, relatives, 
general public and self. This minimises the risk to current and future generations. 
 
Clinical 
 To provide an autonomous reporting service for one or more Radiographer reporting 


disciplines by analysing, interpreting and issuing an independent report from within the 
reporting team structure and when necessary discussing the findings with the referring 
clinician.  


 To communicate in writing (via RIS) the final clinical reports on general radiography reporting 
to referring clinicians / non-medical referrers. 


 Provide expert advice to clinicians on the nature of diagnostic images/reports.  
 To recognise and ensure urgent findings are communicated to the appropriate person, and 


patients are directed accordingly. 
 To provide expert clinical advice in relation to one or more Radiographer reporting disciplines 


Emergency Care and to support the multidisciplinary team. 
 Participate in the development of the radiographer led reporting service. 
 Support the establishment of standards and guidelines for best practice in Radiographer 


Reporting. 
 Comply with protocol and procedure and associated clinical governance, risk assessment 


and audit in own specialist field. 
 Deliver presentations / training sessions to enhance knowledge of image reporting to 


Radiographer colleagues and clinicians.  
 Responsible for delivering findings of audits of practice to groups of staff, working parties etc. 
 Ensure that the level of Radiographer Reporting Service provision meets imaging department 


standards.  
 To plan own workload and prioritise the reporting of patients with acute illness or injury in line 


with locally agreed triage systems. 
 Liaise with other staff specialities and draw on experience where clarification is required to 


ensure the most appropriate treatment or further assessment in line with established care 
pathway, determining the need for additional projections based on image appearance. 
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 To use specialist knowledge to review and comment on continuing appropriateness of 
imaging protocols. 


 Demonstrate ability to act as a recognised expert within diagnostic imaging, providing 
specialist advice to clinicians as appropriate.  


 Act as patient advocate in Radiation Protection issues advising and further referring where 
necessary. 


 Care for the needs and welfare of every patient. 
 Carry out a wide range of Radiographic Procedures using a variety of specialised equipment. 
 On a daily basis multi task between using pieces of highly specialised equipment and dealing 


with frequent interruptions for advice/information on any aspect of the services provided. 
 Be familiar with the range of technical applications available on Imaging equipment in own 


specialised area. 
 Supervise Band 6 Radiographer, Band 5 Radiographers, Assistant Practitioners and 


HCSWs. 
 Be actively involved in acquiring diagnostic images, and physically position the full range of 


patient presentations accurately for examinations, taking into account patient limitations and 
adapting standard techniques where necessary. 


 Within area of expertise train, monitor and evaluate professional standards and provide 
professional advice contributing to effective 24 hour service delivery. 


 Work as part of a team to ensure effective communication and delivery of care, prioritising 
work depending on severity of patient condition. 


 To make decisions in complex and unpredictable circumstances, e.g. rearrange workload in 
event of equipment failure/accommodating emergency referrals, which would have an impact 
on other service users, eg. Orthopaedic, Medical and Surgical. 


 Maintain accurate patient records by input of accurate information to reflect the service 
provided and meet professional standards. 


 Ensure appropriate infection control measures are implemented to maintain a clean and safe 
working environment for both patients and staff. 


 
Managerial 


 Be actively involved in new patient care strategies and care pathways and be involved in 
promoting the Radiographer Reporting service. 


 To influence the national policy agenda in Radiographic Reporting as appropriate. 


 Participate in the development of the Radiographer Reporting service in collaboration with 
other members of the team.  


 Produce and deliver presentations on the Radiographer Reporting service and other topics to 
multi disciplinary groups. 


 Be actively involved in ensuring Radiographers are committed to departmental audit and 
Quality Assurance to maintain effective Clinical Governance. 


 Plan and participate in delivery of education, training, multi-disciplinary and research 
activities. 


 Maintain knowledge of technological and technical advances in order to promote a culture of 
continuous improvement. 


 In the absence of modality leads take responsibility for the Radiographic team in that area, 
i.e. Band 6 Radiographers, band 5 Radiographers, Assistant Practitioners and HCSW’s. 


 Supervise other practitioners, radiographic staff and student radiographers and be 
responsible for the safe use of imaging equipment by other Radiographic staff and provide 
clinical training. If required reorganise and deploy staff appropriately, to ensure that staffing 
levels are adequate to meet the 24 hour service requirements. 


 Over see an effective patient appointment or scheduling system. 


 Contribute to the development, implementation and maintenance of departmental policies, 
procedures, standards and protocols, and ‘Local Radiation rules’ all of which have an impact 
on other service users.  


 Be involved where feasible in monitoring and ordering of supplies / consumables and to 
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assist in the delivery of a quality service within budgetary constraints. 


 To ensure that images are presented for reporting purposes in a timely and accurate manner. 


 To attend multidisciplinary and management meetings as required. 


 To report equipment malfunctions and to help maintain a comprehensive and accurate record 
of faults, ensuring that all appropriate staff are kept up to date as to the working status of 
equipment. 


 Comply and implement Hospital policies and procedures with respect to patient care, i.e.:  
- Health and Safety 
- Infection Control 
- Control of Substances 
- Hazardous to Health (COSHH) 
- IR(ME)R 2000 and IR99 
- Risk Management               
- Radiation Protection  Procedures  
- Quality Assurance Programme 
- Clinical Governance 
- Research and Development 
- Education and Training 


 
Human Resources 
To be Involved in: 
 


 Recruitment and retention (through interview process). 


 To motivate and inspire the Radiographic team through extended professional role. 


 To develop for staff utilising mentorship, appraisal and personal development plans (PDP). 


 To promote individual accreditation of advanced practice by the College of Radiographers 
 
Information Resources and Skills 


 In-put patient data and supervise other members of staff using: 
-  Radiology Information System (RIS) used to input and access patient information 


relating to radiological examinations in order to review previous procedures and clinical 
history, record current examination details, view and dictate reports. 


-  Computerised Radiography Systems (CRS) Images are viewed on remote operator 
panels prior to being accepted onto the archiving system. This allows for all details to be 
checked and images to be manipulated to enhance diagnostic quality. 


-  Picture archive and communication system (PACS) used on a daily basis to retrieve 
previous examinations and store current images. Used to copy images onto film for use 
in theatre or for transfer to other hospitals. 


 Regularly use computer software programmes such as Microsoft Word and Excel to create 
documents and tables.  e.g. for Quality assurance and audit purposes. 


 Use of voice recognition technology, have a comprehensive knowledge of the Radiology 
Information, Reporting Systems and PACS; utilise systems to input and retrieve patient 
details, reports and statistics; retrieve and analyse data for the purpose of audit. 


 If available, use proprietary brand document control systems to record radiation polices, 
procedures and other documents. 


 Involved in own specialised area for the daily management/ housekeeping and 
troubleshooting of imaging modality  IT systems creating seamless acquisition, storage, 
retrieval and display of digital patient images. 


 To ensure that imaging modality systems are backed up regularly and that all patient 
demographics/information/images are correct and accurate. 


  Access the internet, e-mail and Hospital intranet with relevance to personal and professional 
development and departmental business e.g. ordering of supplies etc. 


 
Research and Development 
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 Regularly undertake Clinical Effectiveness and Quality Assurance. 


 Use audit to continually improve practice and development of radiographer reporting service. 


 Actively participate in the technical and patient focused aspects of the department’s audit 
programme. 


 Provide guidance, supervision and support for staff undertaking research, audit or teaching 
activities. 


 Assist and advise Lead Radiographer(s) by contributing to the planning and organising of 
service provision, e.g. monitor and evaluate service demand including staffing levels and 
assessing workload. 


 Maintain clinical expertise whilst continuing with research and development to influence 
national policy. 
. 


Educational 


 Actively involved in training and education, to influence and support educational 
developments of the multidisciplinary team in relation to the Radiographer Reporting Service. 


 Must be able to communicate specialist condition related information – presents specialist 
and highly complex information to large groups such as MDT meetings. 


 Maintain an extensive and contemporary knowledge of current practice by participating in 
ongoing personal education and development including mandatory training and actively 
pursuing continuous professional development keeping an up to date personal record, 
(PDP). 


 The post holder as a senior member of the team will supervise the work of other qualified 
staff, assistant practitioners and students. In addition they will use their clinical knowledge to 
help train others and also provide more specialist training to others undertaking a course of 
study to allow them report. 


 Support the education and clinical training of both undergraduate and postgraduate students, 
both within the Health Board and local Higher Education Institutions as required.  Supporting 
new programmes of education and training to facilitate changes in practice, developing a 
lifelong learning culture within the Imaging department. 


 Maintain knowledge of technological advances in methods of diagnostic imaging in order to 
promote a culture of continuous improvement within the department. 


 Develop and maintain robust training and educational frameworks that are responsive to 
individual and service needs as appropriate. 


 Maintain an in depth knowledge of specialist equipment used. 


 As a reviewer carry out annual PDP interviews with Radiographers, Assistant Practitioner’s 
and HCSW’s. 


 In conjunction with the Site and modality Lead Radiographers be involved in implementing 
Role Development for Radiographers.  


7. SYSTEMS, EQUIPMENT AND MACHINERY 


 


A variety of specialised investigative and diagnostic imaging equipment is utilised which comprise 
of multifunctional controls.  The equipment is operator dependent and requires specific skills to 
achieve images of diagnostic quality.  Below is a list of the radiology equipment. Post holders use 
the majority of the equipment relevant to their department.  Radiographic equipment ranges from 
£30,000 to £1.5million.  
 


 Reporting Workstations. 


 Picture Archiving and Communication System (PACS). 


 Radiology Information Systems (RIS) with voice recognition. 


 General purpose x-ray equipment (includes x-ray tubes, tables, operator consoles) 


 Digital Radiography Systems (CR/ DR) 


 Dedicated resus x-ray equipment 
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 Digital fluoroscopy units 


 Dedicated digital Angiography Unit 


 Multi slice CT scanner 


 MRI 


 High Pressure Injector Pump 


 Mobile x-ray units  (mainly for use in wards) 


 Mobile image intensifiers (mainly for use in theatre) 


 Personal Computers 


 Label printers associated with Radiology Information System (RIS) 


 Manual Handling Aids: Mechanical patient hoists, PAT slides, GLIDE sheets 


 Immobilisation devices e.g. foam pads 


 Protective equipment, incl. Lead rubber aprons 


 Suction, Oxygen, emergency drugs tray 
 


 


8. ASSIGNMENT AND REVIEW OF WORK 


 


 Operate autonomously within the team structure at clinical expert level, within broad 
guidance and principals to manage the responsibilities of the post. 


 There will be on-going supervision for the postholder within their department. 


 Make autonomous decisions on a daily basis, including provision of advice to junior 
staff in clinical decision making for a multi-disciplinary team including medical staff, 
regarding patient care on a daily basis. 


 


 


9.  DECISIONS AND JUDGEMENTS  


 


 Independently analyse and interpret images as agreed by Policy and Protocol for 
Independent Image Interpretation by Advanced Practice Radiographers. 


 Issue autonomous reports and when necessary discuss findings with referring clinician.  This 
involves incorporating the clinical history, findings and knowledge of normal anatomy, 
pathology and disease processes to perform the task effectively and accurately.  This 
enables prompt and appropriate action as regards further examinations and /or management. 


 Advise and implement protocols and procedures for the optimum demonstration of pathology. 


 Clinically evaluate images produced by self and team members to assess quality and 
determine need for further imaging prior to patient departure from department. 


 Within own specialised area monitor and evaluate professional standards and provide 
Professional advice. Where a clinician disagrees, have the depth of specialised knowledge 
required to debate and convince otherwise. 


 Apply analytical judgement to problem solving and improving service delivery. 


 Act as Mentor to Radiographers not performing to accepted standards of work and 
teaching/training them to achieve appropriate standards and assessing and advising the 
Lead Radiographer as to their ability and competency. 


 Act independently in the assessment of referrals for x-ray examinations, taking full 
responsibility for the justification of x-ray examinations in order to reduce unnecessary 
ionising radiation exposure of patients in accordance with IR(ME)R 2000. 


 Exercise personal responsibility and make decisions based on knowledge and experience in 
complex and unpredictable circumstances when undertaking clinical duties.  


 Assess mental, physical and emotional condition of patient prior to and during examination, 
and to adapt techniques accordingly, in order to provide the best possible image with 
minimum radiation dose. 
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 Identify and respond to significant service difficulties in a proactive manner taking into 
account individual, service and organisational risk factors. 


 To make decisions on managing the service while giving support to referrers and 
radiographic colleagues in the event of equipment breakdown.  


 Delegate tasks to Radiographers, and Assistants and ensure that appropriate skill mix is 
maintained at all times to achieve the desired quality of patient care. 


 Frequently reassess workload to provide optimum utilisation of Radiographic resources. 


 Assess ability and competence of students to perform radiographic tasks. 
 


 


10.  MOST CHALLENGING / DIFFICULT PARTS OF THE JOB 


 


 Maintaining a minimum reporting accuracy level of 95% which will be audited as defined in 
the agreed Policy and Protocol for Independent Image Interpretation by Advanced 
Radiography Practitioners. 


 Frequent need for long periods of intense concentration to report on examinations within a 
limited timescale. 


 Maintaining a balance between reporting and other clinical duties. 


 Working under pressure to ensure waiting times are kept to a minimum whilst dealing with 
urgent requests for acute cases. 


 To be able to multitask between using highly specialised equipment and dealing with 
frequent interruptions for advice/information on any aspect of the service provided. 


 On a daily basis be prepared to operate Imaging equipment in differing and demanding 
environments and being able to manage an unpredictable workload effectively. 


 Train, supervise and assess other staff with varying degrees of experience and levels of 
competence, performing x-ray examinations whilst maintaining patient care and throughput. 


 Provide supervision and assistance to Radiographers performing x-ray examinations as well 
as being actively involved oneself. 


 Cope with the mental and physical demands of working in acute areas independently, 
sometimes having to obtain images on severely injured, abusive or violent patients. 


 Exposure to cases where the patient's prognosis is poor. 


 Combining training in new techniques or newly procured equipment with normal patient 
workload, keeping up to date with CPD and ever changing technology. 


 


11. COMMUNICATIONS & RELATIONSHIPS 


 
Daily contact with Medical Staff / Other Health Care Professionals 


 Issue autonomous reports from within the team structure and when necessary discuss 
findings with referring clinician. 


 Provide advice on the nature of an image/report. 


 Advise/ discuss incorrect or unnecessary referrals.  


 Provide advice on guidelines for relevant x-ray examinations. 


 Relate highly sensitive patient information to and discuss this with referring clinicians and 
colleagues. 


 Deliver CPD sessions to colleagues and clinicians.  


 Liaise with medical and nursing, clerical and portering staff to ensure service delivery and 
efficient and timeous patient transfer and examination preparation. 


 
Radiology Staff (Internal / External) 


 Discuss images with Consultant Radiologist as required as per agreed Policy and Protocol 
for Independent Image Interpretation by Advanced Practice Radiographers. 
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 Receive information from and delegate tasks to Radiographer’s, Assistant Practitioner’s and 
HCSW’s.  


 Supervise, teach, and provide advice and reassurance to Specialist Registrar’s, 
Radiographer’s, Assistant Practitioner’s and HCSW’s. 


 Pass on patient information when transferring patient care to colleagues. 


 Provide handover information at the change of a shift. 


 Impart information of a technical nature to students and Radiographers regarding specialist 
equipment and Radiographic Practice. 


 Undertake training of student Radiographers and provide constructive criticism as part of the 
formal assessment process. 


 Attend departmental meetings. 
 
Patients 


 Providing complex information by explanation of procedures, listening to the patient’s 
requirements in order to encourage compliance with the imaging process, e.g. concerns over 
radiation dose or regulations regarding pregnancy. 


 Where patients have a barrier to understanding or are unable to communicate e.g. English is 
not their first language or they are confused, the Radiographer must try to allay fears by 
ensuring that patients have the benefit of informed choice. 


 Providing and receiving highly complex and sensitive information e.g. dealing with non-
accidental injuries in children and dealing with IV drug abusers. 


 Communication skills are adapted to meet the needs of patients who may be anxious, 
aggressive or intoxicated, and with a variety of mental and physical abilities. The barriers to 
understanding must be overcome using clear, comprehensive, sympathetic and persuasive 
skills. 


 Patients will have injuries or illness that will require the adaptation of the imaging technique 
and utilisation of developed motivational and persuasive skills to ensure the correct position 
and to reduce mobility, thus producing a high quality diagnostic image. 


 
Relatives / Carers 


 Provide information using tact and diplomacy in the context of the standards of professional 
and personal conduct and within the regulations governing the Data Protection Act. 


 Highly developed skills are required for providing and receiving complex and sensitive 
information and showing empathy to patients and relatives, e.g. when explaining procedure 
to patient and relative and the associated side effects and gaining consent for the procedure 
to go ahead. 


 Provide reassurance and receive information about patient’s capabilities. 


 Ask and instruct relatives / carers for assistance as required, while observing Radiation 
Protection Guidelines. 


 
Other Relevant Departments, for example, liaise with equipment engineers and estates on priority 
and deployment of radiographic resources, e.g. service arrangements/interventional cases. 
 


 Estates, Supplies ,Human Resources ,Fire Officer, Infection Control  


 Non NHS Staff 


 Communicate and liaise with Equipment Manufacturers: 
-  Engineers 
-  Equipment Sales Representatives 
-  Company support staff 


 


12.  PHYSICAL, MENTAL, EMOTIONAL AND ENVIRONMENTAL DEMANDS OF THE JOB  
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Physical Skills:  


 Enhanced keyboard skills for data entry to relevant systems, as well as to produce clinical 
and statistical reports. 


 Using a high level of skill and accuracy when handling severely injured patients to minimise 
the risk of exacerbating injuries, whilst achieving the goal of acquiring the correct images. 


 Positioning of patients demands a high degree of accuracy to minimise radiation dose. 


 Have the expertise to handle and operate highly specialised and expensive equipment. 
 


Physical Demands: 


 Long periods of time spent in front of a workstation requiring high levels of concentration 
whilst reporting images. 


 Maintain a level of physical fitness to frequently move ceiling mounted X-Ray tubes 
throughout three dimensions during all shifts. 


 
Mental Demands 


 Balancing constantly changing priorities whilst maintaining a high quality service. 


 High level of concentration is required when analysing complex clinical images, producing 
reports or providing highly specialised advice. 


 Be able to manage an unpredictable workload effectively and interact successfully with fellow 
healthcare professionals with referrers who all believe their patient should take priority. 


 Prioritising workload requires diplomatic skills in discussion with referrers from a variety of 
clinical areas.  


 Intense concentration when analysing complex clinical images/reports. 
 Dealing with interruptions to concentration which results in a change of practice e.g. urgent 


phone calls from patients, consultants seeking advice etc. 
 


Emotional Demands 


 Perform Radiographic examinations with care and understanding when dealing with patients 
who may be anxious, distressed or terminally ill. 


 Working under pressure to ensure that waiting times are kept to a minimum whilst dealing 
with urgent requests for acutely ill patients and frequently performing examinations in 
traumatic circumstances for critically injured patients  


 To deal with a variety of patients from paediatric to elderly, mental health patients, prisoners, 
requiring sensitive handling in all situations, where verbal abuse could occur. 


 
Daily Working Conditions 


 Work within a darkened environment that is optimum for viewing and assessing diagnostic 
images on VDU, can work constantly in artificial lighting with little or no natural daylight.   


 Frequent exposure to unpleasant odours, uncontained body fluids and infections.  


 Occasional Risk of physical abuse from patients/ carers who may be intoxicated, confused, 
or be IV drug abusers. 
 
 


13. KNOWLEDGE, TRAINING AND/OR EXPERIENCE REQUIRED TO DO THE JOB 


 
Essential 


 D.C.R. or BSc (Hons) in Diagnostic Radiography. 


 Postgraduate qualification in one or more Radiographer reporting disciplines. 


 HCPC registration. 


 The post holder must have significant post graduate clinical experience. 


 Evidence of CPD and post- graduate study in a specialist area.  


 Current and wide range of highly developed specialist technical and Healthcare knowledge. 
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 Excellent verbal and written communication and presentation skills. 


 Be able to organise and motivate others to deliver plans. 


 Ability to take responsibility and make decisions. 


 Team worker with developed and appropriate leadership style. 


 Evidence of a high level of analytical problem solving skills. 


 Interpersonal skills to negotiate influence and inspire. 


 Effective advocate for patients and staff in a wide range of arenas. 


 Computer literate and able to use data bases and spreadsheets. 


 Have a positive attitude to flexible working to meet the demands of the service. 


 Ability to work across professional and organisational boundaries internally and externally. 
 


 


14. JOB DESCRIPTION AGREEMENT 


 
A separate job description will need to be signed off by each 
postholder to whom the job description applies. 
 
Job Holder’s Signature: 
 
Head of Department Signature: 
 


 
 
 
 
Date: 
 
Date: 
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8.5 Appendix 5 – NPSA Notice 16: Early Identification of Failure to Act on 
Radiological Images 
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Appendix 6 – NHSScotland shared Services Workforce Reference Group 


Professional Governance Pathways 


 
Governance Pathways to meet Codes of Conduct of relevant Professional Bodies 


 
1. Introduction 


 
1.1 The “National Radiology Strategic Document” proposes the implementation of a 


national radiology model which will support patient focused health and facilitate 


diagnostic imaging to be delivered consistently and with long term sustainability. 


 
1.2 In order to underpin the implementation of the National Radiology Model, there is 


a requirement to maximise role utilisation through the service and enable staff to 


work across traditional NHS Health Board boundaries.  This work will require 


clear linkages to professional and technical quality assurance arrangements and 


clinical governance.  A Shared Services Workforce Reference Group (WRG) has 


been formed to consider short, medium and long term solutions to enable staff to 


work collegiately across traditional NHS Health Board boundaries. 


 
2.  Governance Pathways to meet Codes of Conduct of Professional Bodies 


 
2.1 To assess the potential impact of a National Radiology Model on individuals’ 


accountability for practice a review of the professional Code of Conduct was 


carried out with follow up conversations as indicated below: 


 


 Society and College of Radiographers – Maria Murray, Professional 


Officer for Scotland and Alexandra Lipton, Professional Officer & Senior 


Services Manager 


 Royal College of Radiologists – Grant Baxter, Consultant Radiologist and 


Secretary of Royal College of Radiologists (RCR) Scottish Standing 


Committee (SSC)  


 Health & Care Professionals Council – Katherine Timms, Policy Manager 


 SCIN -  Anne-Marie Sinclair, Consultant Radiologists and Lead Clinician 


SCIN 


 Linda Delgado, UNITE 


 General Medical Council – Good medical practice 


 Medical Staffing – Angela Cooper, HR Manager 


 
3. Code of Conduct Review 


 
3.1 The review of the Codes of Conduct and discussions with the individuals 


highlighted above has not identified any standard or guidance which would 


prohibit a registrant from managing patients remotely.  


3.2  Each registrant is required to make sure their practise is in accordance with their 


professional body’s standard of performance, conduct and ethics. 
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3.3 It is for the registrant themselves to use their professional judgement to decide 


whether or not it is appropriate to review information remotely on a case by case 


basis. 


3.4 In general there is a requirement for registrants to practise collaboratively and 


communicate effectively with other healthcare staff, putting patients at the centre 


of their work and respecting contributions of all members of multidisciplinary 


teams. 


3.5 The requirements on training for reporting are very clear with no immediate 


issues identified. 


 
4. Revalidation  


 
4.1 In order to revalidate, licensed practitioners must undergo annual appraisal, 


based on the General Medical Council’s (GMC) core guidance for appraisal: 
 “Good Medical Practice”.   Doctors are required to collect supporting information 
for their appraisal to help them demonstrate how they are meeting the GMC 
professional standards in their everyday practice. In working across a number of 
Board areas, the practitioner must ensure that their annual appraisal reflects this 
and any supporting information gathered, covers the full range of activity from all 
service areas. The Responsible Officer for the purpose of revalidation remains 
with the licensed practitioners employing board.  


4.2 For Radiographers, the Health and Care Professions Council (HCPC) 


Standardsof Conduct, Performance and Ethics19states that the professional is 


responsible for keeping their knowledge and skills up to date and relevant to their 


practice through continuing professional development.   


 
5. Considerations 


 
5.1 The general view is that professional liability will sit with the registrants’ 


employing NHS Health Board. 


5.2 Training will be required on any new technology based systems. 


5.3 The scheme and scope of work to be shared needs to be clearly articulated and 


understood with standardised reporting processes and protocols. 


5.4 The most likely contentious issue will be around performance management and 


specifically the raising of any issues or concerns cross boundary. 


 
6. Documents 


 
6.1 Below are links to the document which were reviewed with reference to the 


specific sections. 


 
General Medical Council – Good Medical Practise 
http://www.gmc-uk.org/guidance/good_medical_practice.asp 
Para 7-13 - Develop and maintain your professional performance  
Para 14-18 - Apply knowledge and experience to practise  
Para 33-34 - Communicate Effectively  
Para 35-38 - Working collaboratively with colleagues  
Para 44-45 - Continuity and coordination of care  


                                                
19


 (2016) Health and Care Professions Council:  Standards of Conduct, Performance and Ethics 



http://www.gmc-uk.org/guidance/good_medical_practice.asp
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Para 46-50 - Establish and maintain partnerships with patients  
 


Society of Radiographers – Code of Professional Conduct 
http://www.sor.org/learning/document-library/code-professional-conduct 
Section 1 – Relationship with Patients and Carers  
Section 2 – Scope of Professional Practise  
Section 3 – Personal Standards in Professional Practise  
Section 4 – Relationships with Other Health Care Staff 


 
Health Care and Professional Council – Standards of Conduct, Performance 
and Ethics 
http://www.hcpc-
uk.org/aboutregistration/standards/standardsofconductperformanceandethics/ 
Section 1 – Promote and protect the interest of service users and carers 
Section 2 – Communicate appropriately and effectively 
Section 3 – Work within the limits of your knowledge and skills 
Section 6 – Manage risk 
Section 7 – Report concerns about safety 
Section 10 – Keep records of your work 


 
 


  



http://www.sor.org/learning/document-library/code-professional-conduct

http://www.hcpc-uk.org/aboutregistration/standards/standardsofconductperformanceandethics/

http://www.hcpc-uk.org/aboutregistration/standards/standardsofconductperformanceandethics/
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8.6 Appendix 7 – Flow Chart of Local Governance Responsibilities 
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Actions

		Reporting Radiographer SCIN/Shared Services Joint Working Group



				FA - Fiona Agnew								ACTION STATUS

				YL - Yvonne Leslie								Complete

												In Progress 

												Overdue

												Closed

		ACTION REF. NUMBER		DATE ACTION AGREED		DUE BY		ACTION OWNER		AGREED ACTION		STATUS		UPDATES ON ACTION / COMMENTS

		06 (2017-04-27): 		27-Apr-17				ALL		Group to highlight the outstanding piece of work to be undertaken around Job Design for Consultant Radiologists		Not Applicable		Outwith the Scope of this group.

		2 (2017-07-20)		20-Jul-17				JMcC		To send YL electronic version of the Status Quo Paper for circulation to members		In Progress 

		3 (2017-07-20)		20-Jul-17				FA/YL		Executive Summary to be included in the covering letter being circulated alongside the set of Guiding Principles		In Progress 

		4 (2017-07-20)		20-Jul-17				JMcC/FA/YL		The Guiding set of Principles will be developed and the routes for the next steps for the distribution and implementation of this document will be clarified and fed back to members and final versions of the Framework and Guiding Principles distributed to members.		In Progress 

		5 (2017-07-20)		20-Jul-17				MM		MM to provide corrections on the WRG documents to FA.		In Progress 



























































































































































































































































































































































































































































































































































































































































































































































																																																																																																																																																														Accommodation				INACTIVE

																																																																																																																																																														Business cases				IN PROGRESS

																																																																																																																																																														Governance				COMPLETE

																																																																																																																																																														IT				ONGOING

																																																																																																																																																														Other

																																																																																																																																																														Meetings

																																																																																																																																																														Staff





















Decisions

		DECISION MADE BY		DECISION MADE DATE		DECISION MADE		COMMENTS

















































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































																																																																																																																																																						PMO		PMO Process		INACTIVE

																																																																																																																																																						Business		Port. Board		STARTED

																																																																																																																																																						Health		CRG		IN PROGRESS

																																																																																																																																																						Operational		DA		NR COMPLETION

																																																																																																																																																										COMPLETE

																																																																																																																																																								Business Case Process		ONGOING

																																																																																																																																																								Benefits Mgmt

																																																																																																																																																								Comms & Stake Mgmt

																																																																																																																																																								Data C&A

																																																																																																																																																								Dependency

																																																																																																																																																								Finance Strategy

																																																																																																																																																								IT Strategy

																																																																																																																																																								Partn. Working

																																																																																																																																																								Risk Mgmt

																																																																																																																																																								Resource Mgmt

																																																																																																																																																								Workforce Transition





Completed Actions

		ACTION REF. NUMBER		DATE ACTION AGREED		DUE BY		ACTION OWNER		AGREED ACTION		STATUS		UPDATES / COMMENTS

		06 (2017-02-09) 		9-Feb-17				HMcR		Project team to establish which reports may not require a medical opinion in order to help assess risk.		Complete		2017-05-12 RCR Standards for Reporting Document Sections E and F sent out with minutes

		01 (2017-04-27		27-Apr-17		5-Jan-00		YL		The amended minutes to be circulated by PSO for approval.		Complete

		03 (2017-04-27): 		27-Apr-17				JA, GB		JA and GB to provide information on what types of examinations are ‘auto-reported’.		Complete

		04 (2017-04-27): 		27-Apr-17				JMcC		JMcC will provide updated activity sheet for the next meeting		Complete

		05 (2017-04-27): 		27-Apr-17				JMcC		JMcC will undertake an exercise to establish the scopes of practice and definitions		Complete		Included within the Framework

		07 (2017-04-27): 		27-Apr-17				FA		FA to distribute Professional Governance Pathways paper with members.		Complete

		1 (2017-07-20)		20-Jul-17				YL		Minutes to be updated 		Complete

		08 (2017-04-27): 		27-Apr-17				FA		FA to clarify whether BM or RCR are to write to AMacP regarding membership of the WRG		Complete

		09 (2017-04-27): 		27-Apr-17				FA		FA to insert individual’s comments at meeting to be incorporated into next version of Framework document.		Complete

		10 (2017-04-27): 		27-Apr-17				ALL		Members to send comments on National Framework for Reporting Radiographers by 12 May 2017.		Complete

		05 (2017-02-09		9-Feb-17				JMcC		JMcC to provide activity on plain film reporting across Scotland’		Complete

		02 (2017-04-27):		27-Apr-17				JMcC		JMcC to establish reasons why 20% of the Reporting Radiographers are not undertaking that role at present.		Complete
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Meeting: Shared Services Health Portfolio – Reporting Radiographer SCIN/Shared 
Services Joint Working Group 


Date: Thursday 20 July 2017, 13.30 - 15.30 
Location: Meeting Room 17 (MR17), NSS Gyle, Edinburgh, EH12 9EB  
 


Present: 
HMc Hamish McRitchie, Subject Matter Expert Radiology Programme (Chair) 
FA       Fiona Agnew, Shared Services Radiology Project Manager 
GB       Grant Baxter, Secretary, Scottish Standing Committee, Royal College of Radiologists 
CB       Caroline Blower, Consultant Reporting Radiographer, NHS Ayrshire & Arran 
EF       Elaine Figgins, Associate Director for Allied Health, NMAHP Directorate, NHS Education for 


Scotland 
FH Fiona Hawke, Superintendent Radiographer, NHS Border / National Scientific Manager, 


Scottish Clinical Imaging Network (SCIN) 
CH       Clint Heseltine, Radiology Service Manager, NHS Lothian 
JMc Jonathan McConnell, Consultant Reporting Radiographer, NHS Greater Glasgow & Clyde 
MM Maria Murray, Professional Officer, Society and College of Radiographers 
LD Linda Delgado, Chair of Health RISC / Unite Union and Senior Convener for GG&C 
MD      Margaret Diamond, Consultant Reporting Radiographer, NHS Fife 
TH       Tracy Higgins Associate Chief Health Professions Officer, Scottish Government 
 
In attendance: 
YL Yvonne Leslie, Shared Services Project Support Officer 
 
Apologies: 
JA       Judith Anderson, South East Scotland Registrar Training Programme Director, NHS 


Education for Scotland 
MH Morag Howard, Lecturer, Robert Gordon University, Aberdeen  
JL-J     Jacqui Lunday-Johnstone, Chief Health Professions Officer, Scottish Government 
CMc    Catherine McClintick, Lecturer, Queen Margaret University  
GM      Gavin Main, Consultant Radiologist, NHS Tayside 
DS Deborah Shepherd, National Officer, Society and College of Radiographers 
AS Alexandra Speirs, National Managed Diagnostic Networks Programme Manager 
TT Trevor Thompson, Reporting Radiographer, NHS Shetland 
KG       Kim Gibson, Specialist Radiographer, NHS Borders 
 
1. Welcome, Apologies, Introductions 
 
HMc welcomed the attendees and introductions were made as per the above list. 
 
2. Minutes of previous meeting 27 April 2017 
 
Point 4 – second last line should add ‘………….. plus MSK and dental follow ups’ 
Page 6, para 2 – CH highlighted that it should state ‘that the RADIOGRAPHER……………is 
required under IRMER…………..’. 
 
Subject to the above amendments, the minutes were approved. 


 


 
Minutes 


 


NHSScotland Shared Services  
Health Portfolio 
 
Gyle Square 
1 South Gyle Crescent 
Edinburgh 
EH12 9EB 
Telephone [0131 275 6940] 
Text Relay 18001 [0131 275 6940] 
 
NSS.SharedServicesHealthPortfolio@nhs.net 
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Action 01 (2017-04-27):  
YL to update minutes as described above.   
 
3. Action Log from 27-04-2017 
 
HMcR went through the outstanding actions.  The Action Log was updated and noted. 
 
 
4. Status Quo for Reporting Radiographers 
 
JMcC circulated an updated version of the Status Quo for Reporting Radiographers and gave an 
overview of this paper.  He highlighted that the number of WTE Reporting Radiographers had 
increased slightly, due to returns from Maternity Leave and increased allocated reporting time. 
 
CH highlighted that there is 30% of Reporting Radiographer’s time is spent reporting and that this 
represents some additional capacity.  HMcR added that this reinforces GB’s point raised at 
previous meeting that the current workforce is not being used to capacity and that this should be 
undertaken prior to expanding the numbers. 
 
EF queried what the existing unutilised capacity is for Reporting Reporting Radiographers.  JMcC 
responded that there is further detail available. 
 
CB gave an example of some of her staff who undertake a mix of duties, only some of which is 
Reporting and this balance of duties is necessary.   
 
HMcR summarised that there should be appropriate use of resource given the investment in 
training of expanded roles.  HMcR thanked JMcC for collecting this data on behalf of the Group. 
 
Action 02 (2017-07-20) 
JMC to send YL an electronic version of the Status Quo Paper for circulation to members. 
 
5. Draft National Framework for Reporting Radiographers 
 
HMcR explained that a number of comments had been received and that these had been 
incorporated into this version of the document.  General points which GB had raised and whilst 
entirely valid, some are not appropriate to be included within the National Framework for Reporting 
Radiographers and these will be included within a covering letter which will include a set of Guiding 
Principles to be considered by NHS Boards when implementing the Framework.  HMcR then asked 
for specific comments from members. 
 
GB summarised that the points HMcR raised were fair.  GB stated that in principle there is nothing 
wrong with the National Framework for Reporting Radiographers.  GB added that he felt the 
Framework needed to be set in context.  GB stated that he is heartened to hear at today’s meeting 
that the Framework will be distributed with a set of Guiding Principles. 
 
GB added that the Royal College of Radiologists (RCR) Scottish Standing Committee (SSC) is 
supportive of this work, but have some reservations of where the next steps might be. 
GB suggested that an Executive Summary be included at the front of the document, using an 
expansion of the Summary and Recommendations, covered in Section 8 of the Framework. 
 
HMcR referred the recommendations within GB’s letter which had been tabled and supported that 
fact that the current capacity within Reporting Radiographers should be utilised prior to expanding 
these numbers and this was agreed.  
 
CB highlighted that there are other scope of practice happening in NHS Boards such as Chest X-
Rays and Cross Sectional Imaging.  The Group acknowledges that this practice is in existence and 
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is not advocating that the practice cease.  The National Framework for Reporting Radiographers 
seeking to describe the common ground at present. 
 
HMcR stated that the Guiding Principles would outline: 
 


 Who the members of the team are; 


 The Framework will not be implemented at the detriment to any discipline (Radiologist or 
Radiographer); 


 The protection of a volume of work on Plain Films for retaining skills of Radiologists and to 
develop skills for Radiologist trainees; 


 Recognition that there needs to be a balance within the Job Plans for both Radiologists and 
Radiographers; and 


 A recognition that there is a workforce shortage in Radiology and Radiography (particular 
acute shortage in Sonography). 


 
JMcC queried whether describing the Radiology Team should be described within the Radiology 
Programme Business Case.  FA responded that the team is referred to and that the National 
Framework for Reporting Radiographers will be included within this document. 
 
GB and MM indicated that RCR and SoR will be working together in due course to review the 
Teamworking document. 
 
HMcR informed the Group that he has written to various professionals and bodies to endeavour to 
establish who is responsible for calculating the required Radiologist training numbers. 
 
MM asked that on Section 7.1, Scope of Practice, first paragraph should be amended to read 
‘…..governance process (and IRMER Employers Procedures)……….’. 
 
TMcI  thanked those who developed the National Framework for Reporting Radiographers as it is 
an excellent document. 
 
HMcR asked the Group for formal approval of the National Framework.  The Group formally 
agreed. 
 
HMcR informed the Group that the National Framework will be submitted to the WRG and will be 
included in the Business Case. 
 
Action 03 (2017-07-20) 
Executive Summary to be included in the covering letter being circulated alongside the set of 
Guiding Principles. 
 
Action 04 (2017-07-20) 
The Guiding set of Principles will be developed and the routes for the next steps for the distribution 
and implementation of this document will be clarified and fed back to members and final versions 
of the Framework and Guiding Principles distributed to members.. 


 
6. Update on Workforce Reference Group (WRG) 
 
FA gave an update on the progress within the WRG.  A Good Practice Guide has been developed 
to support Employment Arrangements for Cross Boundary Working and also Governance 
Pathways to meet Codes of Conduct of Relevant Professional Bodies.  These documents have 
been circulated to this Group for information.  In addition, the WRG has been exploring 
national/international recruitment for Radiologists.  The Chair of the NHS Chief Executive’s Group 
has mandated this national recruitment drive to commence.  
The WRG has supported the development of the common Job Description (JD) for Reporting 
Radiographers and this JD is currently undergoing job evaluation; however it is expected that the 
Agenda for Change (AFC) Banding will remain unchanged – viz AFC Band 7. 
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MM referred to the documents circulated for information from the WRG and included in the 
Appendices of the Framework and highlighted some minor changes.  FA requested that MM send 
these corrections to FA to raise with the WRG. 
 
GB highlighted that whilst he welcomes the mandate from the Chief Executives to undertake a 
national international recruitment drive, he stressed that the ideal solution is to increase the 
number of training places as there as these places are well over-prescribed. 
 
MM and CH stressed that there is also a shortage of Radiographers and a very pressing shortage 
within Sonography.  The Group accepted that there are many shortage specialties such as 
mammography, sonography, interventional and neuro-radiology. 
 
FH reported that stakeholders from the Radiographers focussed SCIN event identified that there 
was a wish to drive forward role development other that Reporting Radiographers.  This will be 
discussed at the SCIN Expert Review Meeting in August. 
 
Action 05 (2017-07-20) 
MM to provide corrections on the WRG documents to FA. 
 
 
7. AOB 
 
MM highlighted the money released by the Scottish Government to reduce diagnostic waiting 
times.  HMcR thanked MM for informing the Group and advised that Shared Services had 
attempted to access this funding to find that it had already been allocated to NHS Boards. 
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Executive Summary 


 
Description of condition and service 


- Positron Emission Tomography - Computed Tomography (PET-CT) is a unique 
imaging tool which shows pathology by using PET to detect derangement in tissue 
metabolism and CT to show structural changes. PET-CT is a key diagnostic service 
which provides information to allow informed clinical management decisions and 
more effective targeted care. This contributes to more individualised care and 
treatment of patients. The appropriate use of the examination in the patient pathway 
optimises the efficiency of the subsequent clinical interventions and treatment 
regimens.  


 
Needs / activity 


- The number of scans undertaken in Scotland was: 
o 5243 in 2013/14;  
o 6739 in 2014/15; and  
o 6725 in 2015/16. 


 
- Existing capacity is estimated to be around 7,600 scans a year (if all scans were 


[18F]-fluoro-deoxy-glucose (FDG PET-CT)). The actual capacity is less because a 
range of tracers is needed to support use of PET-CT in different conditions, and 
scans using alternative “non FDG” tracers take longer. 


 
Clinical effectiveness 


- The Royal Colleges of Radiology and Physicians published evidence based 
guidelines for the use of PET-CT in 2013 and has updated their guidance in February 
2016 4,5. The guidelines describe the range of conditions for which there is evidence 
of effectiveness of PET-CT. The strength of evidence varies. 
 


Outcomes 
- Four categories were defined in an audit of PET-CT in West of Scotland: 


o High impact if PET-CT modified the decision to treat or mode of treatment; 
o Moderate if it partially modified treatment – eg location  
o Low if it did not determine any change in treatment 
o No impact when the information from PET-CT was considered inadequate by 


the referring physician.  
- Outcomes have not been systematically recorded. The only information on outcomes 


is from ad hoc audits.  
 
Cost 


- The costs of PET-CT scanning in Scotland in 2015/16 were £6.76 million. 
 
Issues 


- Capacity is limited in relation both to the skilled staffing available and the capacity of 
PET-CT scanners and cyclotrons (which produce the tracers required). Evidence 
exists of potential benefit of use of PET-CT in a wide range of indications. This report 
seeks to identify the indications for which current evidence suggests PET-CT offers 
the highest potential for patient benefit to guide the use of the limited capacity 
available and ensure optimum use is made of the resources available. 
 


- The report examines the indications reported in the Royal Colleges 2016 Guidelines5 
and makes recommendations for use of PET-CT in NHS Scotland. 
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Section 1: Introduction  
 


1.1 Brief description of service 
 
Positron Emission Tomography - Computed Tomography (PET-CT) is a unique imaging tool 
which shows pathology by using PET to detect derangement in tissue metabolism and CT to 
show structural changes. PET-CT is a key diagnostic service which provides information to 
allow informed clinical management decisions and more effective targeted care. This 
contributes to more individualised care and treatment of patients. The appropriate use of the 
examination in the patient pathway optimises the efficiency of the subsequent clinical 
interventions and treatment regimens.  
 


1.2 Background to review 


 
Why was review undertaken, remit, aims 
 
In 2014, the Scottish Government Health and Social Care Directorates (SGHSCD) 
transferred responsibility for oversight of PET-CT development from the PET Advisory Group 
to the Scottish Clinical Imaging Network (SCIN). The SCIN network established a PET-CT 
subgroup to:  


 Develop protocols to inform clinical decision making on the use of PET-CT 


 Publish and monitor information on adherence to PET-CT protocols in Scotland 


 Examine the evidence for the use of PET-CT in new indications 


 Audit the provision of PET-CT in Scotland. 
 


Current work involves gathering information on: 


 the indications for which PET-CT is currently being used in Scotland; 


 the number of referrals to England for PET-CT scanning for residents of Scotland; 


 the range of tracers in use in Scotland and how these are obtained; 


 the capacity of PET-CT facilities in the 4 centres in Scotland; 


 proposed changes such as the development of new tracers. 
 


In May 2015 the SGHSCD Diagnostic Steering Group approved the establishment of a SCIN 
PET/CT Review of Indications Short Life Working Group with a remit “to develop consistent, 
evidence based PET/CT guidelines which would promote equity for patients”. Membership is 
set out in Annex A.  
 
The aim of the Short Life Working Group was therefore to review of the list of indications for 
which PET-CT provides evidence based, cost effective imaging and make recommendations 
for use of PET-CT in Scotland to the Diagnostic Steering Group. 
 
Situation in England on PET-CT  
 
Commissioning guidelines have been approved covering central funding for PET-CT in 29 
indications – 23 cancer; 6 non cancer http://www.england.nhs.uk/commissioning/spec-
services/npc-crg/group-b/b02/ 
 
The NHS England commissioning policy was developed to inform commissioning of 
oncology PET-CT indications and to normalise the commissioning of non-oncology PET-CT 
indications, and to ensure usage of PET-CT where there is good evidence that patients will 
benefit from improved disease assessment resulting in altered management and improved 
outcomes.  
 
 



http://www.england.nhs.uk/commissioning/spec-services/npc-crg/group-b/b02/

http://www.england.nhs.uk/commissioning/spec-services/npc-crg/group-b/b02/
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1.3 Approach to task 


 
A Short Life Working Group was established under the auspices of SCIN. It met on 5 
occasions. During the review period, the membership of the review group was extended to 
include participation from the Chair of the NHS England Clinical Reference Group, and the 
NHS England Lead Commissioner for PET-CT. This was with a view to seeking a consistent 
informed approach to the commissioning of PET-CT across both NHS England and NHS 
Scotland. The review recommendations are directed primarily to NHS Scotland and the 
Scottish Government Health and Social Care Directorates; but, through the participation of 
colleagues from NHS England, it is hoped that they can also be taken into account in the 
next revision of NHS England commissioning policy. 
 
The work of the group was made possible by continuous support from the Scottish Health 
Technology Group (SHTG) which conducted reviews of evidence and supported the group in 
working through the PET/CT indications for which PET-CT was recommended in the 2016 
guidelines by the Royal Colleges of Physicians and Radiology. SHTG also reviewed whether 
there was new evidence that should be taken into account in relation to updating existing 
Scottish guidelines for use of PET-CT.  
 
The report should be read alongside the range of new and updated guidelines for the use of 
PET-CT scanning in NHS Scotland which the Group has developed and which may be 
accessed on the NSD website at: 
http://www.nsd.scot.nhs.uk/publications/other/guidelines.html 
 
These guidelines have been developed with clinical engagement of relevant experts across 
Scotland and representatives of regional cancer networks.  
 


  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Figure 1 Location of PET-CT centres 


Aberdeen 


Dundee 


Edinburgh Glasgow 



http://www.nsd.scot.nhs.uk/publications/other/guidelines.html
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Section 2: Assessed Needs 
 


2.1 Summary of patient need 


 


2.1.1 Introduction  


Positron Emission Tomography - Computed Tomography (PET-CT) acquires Positron 
Emission Tomography (PET) data and X ray Computed Tomography (CT) data in one scan 
and combines the data into superimposed (co-registered) images. The technique allows for 
precise and accurate anatomical localisation of biochemical activity in the body.  


PET-CT scanning is a non direct access, key clinical imaging tool. Patients are referred from 
secondary care. The investigation contributes directly to the management of cancer patients; 
it also aids the management of patients who suffer from other diseases including those with 
cardiac and neurological disease and clinical suspicion of inflammation of the arteries 
(vasculitis). 


 


2.1.2 Current activity 


The target patient group who may benefit from PET-CT scanning are predominately patients 
with specific cancers. In 2008 SGHSCD issued guidance on the use of PET-CT in NHS 
Scotland. This guidance recommended PET-CT for use in 6 cancers – lung, colorectal, head 
and neck, lymphoma and oesophageal. The chart below (Figure 2) shows the trends in 
activity over the last 3 years. By far the highest use is in the management of lung cancer. 
A full breakdown of activity in 2015/16 is set out in Annex C. 


 


Figure 2 – Trends in use of PET-CT in Scotland 2013-2016 


 


The 2008 guidance permitted restricted use of PET-CT in other indications where there was 
less evidence of effectiveness. A breakdown on use in the other indications  is shown in the 
chart below (Figure 3). 
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Figure 3: Activity in indications other than those in 2008 Scottish guidance   


 
 
 


2.1.3 Estimate of unmet need 


The total number of patients in Scotland who might benefit from PET-CT is not known and 
therefore there is no basis on which to calculate the entire national caseload. In the main 6 
cancer indications there is no evidence of unmet need, but the range of indications 
recommended by the Royal Colleges has increased the potential scope for use of PET-CT 
significantly over the last 3 years. This report seeks to set out the indications for which PET-
CT is recommended for routine use in Scotland – in many conditions only a proportion of 
patients with the relevant conditions would qualify for PET-CT scanning on the grounds of 
the evidence of benefit available. Once a firm definition is available of the set of indications 
for which PET-CT is recommended, the level of unmet need could be assessed. 


Clinical opinion from the PET-CT Review of Indications group suggests that there is little 
unmet need in the list of indications recommended in this report. 
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2.1.4 Cross Border activity 


PET-CT is not available in Scotland for the highly specialist scanning required prior to 
epilepsy surgery in children and, as a result, children requiring such scans are referred to 
Great Ormond Street in London. In addition, there is currently no provision for Gallium68 
scans and dota-octreotide treatment for prostate and neuroendocrine tumours in Scotland.  


The numbers of Scottish residents referred for PET-CT and dota-octreotide scans/ treatment 
in the last 3 years were:  
 
2013/14 = 5 
2014/15 = 6 
2015/16 = 4 
2016/17 = 6  


2.1.5 Summary  


 
The need for PET-CT scanning in Scotland is for around 6,500 scans a year based on the 
current list of recommended indications. This is within, but close to, full capacity available. 


Section 3: Current Provision 
 


3.1 Description of current service 


 
NHS Scotland currently commissions oncology PET-CT using [18F]-fluoro-deoxy-glucose 
(FDG PET-CT) and non-FDG PET-CT radioactive tracers as recommended in the SGHSCD 
2008 guidance.  
 
As such, FDG PET-CT is commissioned predominately for the 6 cancer conditions set out in 
the guidance but it is also available in exceptional circumstances for the investigation of 
selected patients with infection, pyrexia of unknown origin, suspected large vessel vasculitis, 
sarcoidosis, cardiac and neurological conditions.  


In keeping with decisions in NHS England, NHS Scotland does not commission the use of 
amyloid radioactive tracers for brain imaging. This is because there is insufficient evidence 
available to demonstrate benefit.  
 
Specifically NHS Scotland commissions the following FDG PET – CT non-cancer indications 
on a non routine basis:  
 
Large Vessel Vasculitis  
• Evaluation of suspected vasculitis in selected cases; for example, to determine the extent 
and distribution of the disease activity or to exclude underlying malignancy which may be a 
paraneoplastic phenomenon, resulting in atypical presentations of vasculitis. 
 
• PET-CT would not be indicated in all patients with giant cell arteritis, but is of use in 
patients where conventional investigations are unhelpful and treatment would be altered if 
ongoing inflammatory disease is confirmed.  
 
Sarcoidosis  
• Assessment of activity and distribution of disease at baseline in highly selected cases 
where there is diagnostic uncertainty using conventional imaging  
(e.g. suspected cardiac sarcoidosis) 
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• Assessment of disease response where other measures to monitor response are unhelpful 
and/or in patients with disease resistant to treatment.  
 
Infection imaging  
• Detection of site of focal infection in immuno-compromised patients or problematic cases of 
infection  
 
• Evaluation of vascular graft infection in selected cases provided sufficient time has elapsed 
since surgery.  
 
Pyrexia of unknown origin (PUO)  
• To identify the cause of a PUO where conventional investigations have not revealed a 
source.  
 
Neurological applications  
• Pre-surgical assessment of medically refractory complex partial seizures where MR is 
normal, equivocal or conflicts with EEG localisation  
 
 
Cardiological indications  
• Assessment of myocardial viability in patients with ischaemic heart failure and poor left 
ventricular function being considered for revascularisation, usually in combination with 
perfusion imaging with sestamibi/tetrofosmin or ammonia/rubidium. 
 
 


3.2 Accessibility and balanced geographic distribution  


PET-CT is provided in 4 sites in Scotland – Aberdeen, Dundee, Edinburgh and Glasgow. 
The catchment populations mirror those of the main cancer centres in these cities. Figure 4 
shows the number of scans by NHS Board of residence of the patient and by the centre 
undertaking the scans.  


 


Figure 4: Total scans 2015/16 
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3.3 Service Risks and Issues 


 


There is a need to ensure that are adequate numbers of Radiologists, Nuclear Medicine 
Staff and Oncologists to ensure that PET-CT scans can be read promptly as well as  
maintaining the overall PET-CT service 


Cyclotrons are required to be within a short transport time of the PET-CT machines so that 
tracers can reach the PET-CT machines before their effectiveness diminishes due to the 
short half life. Some of the existing cyclotrons are approaching the end of their working lives 
and there is a risk that sufficient capital may not be available to replace them. 


The capacity of the service to expand is therefore constrained. 
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Section 4: Clinical Effectiveness / Clinical Outcomes 
 


4.1 Clinical effectiveness & potential for health gain  


 
Since its introduction into clinical practice in the UK 26 years ago, PET followed by PET-CT 
has become a key investigative tool in the assessment of cancer and non-cancer medical 
conditions.  
 
The first version of the inter-collegiate ‘Evidence-based indications for the use of PET-CT in 
the United Kingdom 2012’3, provided a guide to the use of PET-CT in clinical practice and 
the evidence-base on which this was founded. It has been used to inform the commissioning 
of PET-CT services in the UK. Now in its 3rd edition, the 2016 version5 builds on the 
evidence cited in earlier editions providing an updated review with key references for the use 
of FDG and non-FDG PET-CT tracers in malignant and in non-malignant disease.  
 
The Royal Colleges guidance provides an up-to-date summary of relevant indications for the 
use of PET-CT, where there is good evidence that patients will benefit from improved 
disease assessment resulting in altered management and improved outcomes. Given its 
significance, it was used as the main basis for the SCIN PET-CT Review of Indications for 
PET-CT use in NHS Scotland.  


The indications are divided into oncological and non-oncological applications and the 
publication explains that the list is not exhaustive and there are cases where PET-CT may 
be helpful in patients who have equivocal or definite abnormalities on other imaging where 
PET-CT may alter the management strategy if found to be ‘positive’ or ‘negative’; for 
example, radical or high-risk surgery. The guidance advocates that PET-CT would be 
appropriate in such patients at the discretion of the local Administration of Radioactive 
Substances Advisory Committee (ARSAC) certificate holder. 
 
In summary the guidance supports the use of PET-CT in:  
 
•      Oncology: PET-CT may be helpful on an individual basis for the diagnosis, staging and 


management of individual patients with rare malignancies in discussion with the 
specialist multidisciplinary team  


 
•      Non Oncology: PET-CT may be helpful on an individual case by case basis in the 


diagnosis and management of individual patients in discussion with the specialist centre.  


The evidence to support the benefits of PET-CT scanning is established by original 
research, expert opinion and professional and governmental bodies including National 
Institute of Clinical Excellence (NICE).  


The table in Annex B sets out the dates of existing guidelines for the use of PET/CT based 
on the 2008/09 SGHSCD PET/CT protocols, NICE and SIGN guidelines, Scottish Health 
Technology Group scoping reports and Royal Colleges Guidelines. 
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 Section 5: Costs 
 


5.1 Financial details of the current and proposed future provision 


 
Revenue 
 
Central funding is provided by SGHSCD to the 4 provider Boards based on the number of 
scans provided. 
 


Allocation Breakdown by Board (to nearest 
pound) 2015/16 


 
Activity 
2015/16 


NHS Ayrshire and Arran    


NHS Borders    


NHS Dumfries and Galloway    


NHS Fife    


NHS Forth Valley    


NHS Grampian £999,615  817 


NHS Greater Glasgow & Clyde £3,833,137  3721 


NHS Highland    


NHS Lanarkshire    


NHS Lothian £1,299,529  1443 


NHS Orkney    


NHS Shetland    


NHS Tayside £628,049  744 


NHS Western Isles    


Total £6,760,330  6725 


 
Capital Replacement Programme 
 
The Scottish Government made a long term commitment to replace PET/CT machines in 
keeping with a pre agreed schedule.  
 
Lothian:                       replacing April 2016, £1.3m SG funds, £200K top up NHSL 
 
Glasgow:                     replaced August 2014, £2m SG funded (second machine replacement 
2018) 
 
Grampian:                   replaced July 2014, clinical January 2015, £1.9m SG funded 
 
Tayside:                      replacing late 2016/17, £2.3m SG funded. 
 
 
5.2 Average cost per patient 
The average cost per scan is around £1,000.  


 
5.3 Value for money compared to alternatives 
Although more expensive than CT or MRI scanning, there are particular benefits in PET-CT 
imaging in certain conditions – for example to show the margins of a tumour – that can make 
PET-CT imaging cost effective. Its use should however be selective - such as when 
alternatives provide equivocal results. 
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Section 6: Appraisal of evidence 


 


6.1  SHTG Review of evidence for PET/CT  


 
The Scottish Health Technology Group of Healthcare Improvement Scotland had previously 
produced 4 Advice Statements on PET-CT indications in 2013 6,7,8,9  


 


For the current Review SHTG assessed current literature to inform the group if an update 
was required to previous guidance in: 


o Non-FDG in Prostate Cancer    
o Head and Neck Cancer                                           
o Melanoma     
o Sarcoidosis  
o Paraneoplastic neurological syndrome                          
o Pyrexia of unknown origin 


 
The conclusion was that new guidance would be required on non-FDG in Prostate Cancer. 
The group agreed that the SHTG did not need to be consulted on the use of PET-CT in head 
and neck cancer and melanoma; these guidelines could be updated in the light of new 
evidence; and that existing advice on the last three indications remained up to date. 
 


6.2  Review by SCIN PET-CT review group 


 
In addition to the work by SHTG, individual members of the Review of Indications led work to 
review literature and to update guidelines – and appraise the Royal Colleges Guidelines with 
a view to the strength of evidence supporting the guideline. 
 
This work was undertaken in collaboration with Regional Cancer Networks and other 
stakeholders. 
 
The products of this work is a series of new and updated guidance designed for use in NHS 
Scotland to guide clinicians in the use of PET-CT. Specific outputs included updated 
guidance on lymphoma and head and neck cancer; proposed new guidance in breast 
cancer. 
 
The new lymphoma guidance is available on the NSD website, alongside the original 2008 
guidance on 6 cancer indications, at:  http://www.nsd.scot.nhs.uk/Documents/2016-07-
12%20PET-CT%202016-03%20FINAL%20guidance%20on%20lymphoma.pdf 
 
Work continues on other guidance under the auspices of the PET-CT Working Group and 
will be published on the NSD website in due course on the guidelines page at: 
http://www.nsd.scot.nhs.uk/publications/other/guidelines.html 
 
 



http://www.nsd.scot.nhs.uk/Documents/2016-07-12%20PET-CT%202016-03%20FINAL%20guidance%20on%20lymphoma.pdf

http://www.nsd.scot.nhs.uk/Documents/2016-07-12%20PET-CT%202016-03%20FINAL%20guidance%20on%20lymphoma.pdf

http://www.nsd.scot.nhs.uk/publications/other/guidelines.html
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6.3  New Guidance under development by SCIN PET-CT review of indications 
group 


 


6.3.1 Use of PET-CT in breast cancer 
 
The PET-CT ROI group heard that the three regional cancer networks were in agreement 
that PET/CT would not be routinely commissioned in breast cancer except where it was 
used in the following circumstances: 
 


 Assessment of multi-focal disease or suspected recurrence in patients with dense breasts 
in whom MRI is not available or is inconclusive  


 Differentiation of treatment-induced brachial plexopathy from tumour infiltration in 
symptomatic patients with an equivocal or normal MR. 


 Assessment of extent of disease in carefully selected patients (following MDT discussion) 
with disseminated breast cancer if aggressive therapy is being considered, e.g. 
metastatectomy 


 Assessment of response to chemotherapy in patients whose systemic disease is not well 
demonstrated using other techniques; for example, bone metastases. 


 Selected patients where conventional imaging is equivocal or conflicting. 


 Consider for patients with inflammatory breast cancer (in whom there is a significant 
incremental detection rate of distant metastases over and above conventional CT) 


 
It was noted that PET/CT should not be used for staging or routine surveillance as there 
was insufficient evidence to justify its use.  Breast cancer staging requires the detection of 
small <1cm tumours which were beyond the resolution of the technique. Low grade tumours 
might also be falsely negative.   
 
PET/CT has low sensitivity for nodal metastases and should not be used as a substitute for 
sampling and the sentinel node procedure. 
 
6.3.2 Review evidence of PET-CT in Sarcoma  


 
Clinical guidelines on PET-CT in sarcoma were reviewed by the Scottish Sarcoma Network 
and submitted. 


 
6.3.3 Review evidence of PET-CT in Head and Neck  
 
The group noted that there had been recent evidence in PET-CT in Head and Neck Cancer 
NICE had looked at the evidence. The group amended the Scottish Government PET/CT 
protocol for head and neck to include response assessment 3-6 months post 
chemoradiotherapy.   
 
6.3.4 Review of evidence of PET-CT in Brain/CNS Cancer  
 
The Scottish Adult Neuro-Oncology Network reviewed the evidence and recommended that 
PET-CT was not routinely commissioned. 


            
6.3.5 Review of evidence of PET-CT in Vasculitis 


 
The group considered draft guidelines and recommended that PET/CT should only be used 
for large vessel vasculitis and primarily for diagnosis, monitoring and/or response to 
medicine or treatment of disease. Small vessel vasculitis specialists were consulted and 
confirmed that PET-CT was not considered useful in small vessel vaculitis.  
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6.3.6 Non-FDG in Prostate Cancer  
 
SHTG prepared a scoping report on the use of Non-FDG PET-CT in Prostate Cancer for the 
Review Group. The review group noted that prostate specific membrane antigens (PSMAs) 
were a rapidly emergent technology which had largely replaced other tracers in England in 
imaging prostate cancer. PSMAs could be produced by a Gallium68 generator, and such 
generators provided opportunities in diagnosis as well as treatment. SHTG would in due 
course provide an evidence note and accompanying advice statement.  


 


Section 7: Conclusions and recommendations 


 
In concluding its appraisal, the SCIN PET-CT Review of Indications group reviewed the 
existing guidelines available (see Annexes B and D) alongside current usage of PET-CT 
(Annex C) in each indication listed in the Royal Colleges of Radiology and Physicians 2016 
Guidelines5. 
 
The group agreed its recommendations for the use of PET – CT scanning in NHS Scotland, 
and for further work required, as follows. The report uses two classifications to differentiate 
between indications for PET-CT scanning which should be “routinely commissioned” (by 
which it is meant that PET-CT is an imaging option that is routinely considered in the specific 
indications identified) and those in which the use of PET-CT would be considered only in 
exceptional cases – “not routinely commissioned”. (This terminology matches that in 
common use in NHS England.) 
 
It should be noted that this report represents a snap shot in time and is correct only at 
the time it is being written. Work continues under the auspices of the SCIN PET-CT 
Working Group to maintain and update the suite of guidelines produced through the work of 
the PET-CT Review of Indications Short Life Working Group. The full suite of current 
guidelines to inform the use of PET-CT scanning in NHS Scotland is published on the NSD 
website at:  http://www.nsd.scot.nhs.uk/publications/other/guidelines.html 
 
The recommended position as at September 2016 on each indication in the Royal Colleges 
of Radiology and Physicians 2016 Guidelines5 is as follows: 
 


 Brain/Central Nervous System: Given that there were currently <2 FDG scans a 
year reported in brain/CNS cancer in Scotland, the PET-CT ROI Group 
recommended continuation of current policy - “not routinely commissioned”. 
Consideration of use of PET-CT in this area in exceptional cases should be guided 
by the Royal Colleges 2016 Guidelines. 
 


 Colorectal Carcinoma: Definitive guidance was produced by SGHSCD in the 2008 
protocols recommending use in specific indications. NICE guidelines were published 
in March 2011 and SIGN guidelines in December 2011. There were around 700 
scans a year in Scotland. No evidence had been presented to the group to change 
existing policy as set out in the 2008 SGHSCD guidance – therefore Group 
recommended the position remains “Routinely commissioned for the indications set 
out in the 2008 SGHSCD Guidance”.  
 


 Gynaecological Malignancy: Definitive guidance was produced by SGHSCD in 
2008 protocols recommending use in specific indications. There had been 
subsequent NICE guidelines in November 2015. There were around 300 scans a 
year in Scotland. No evidence had been presented to the group to change existing 



http://www.nsd.scot.nhs.uk/publications/other/guidelines.html
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policy – therefore Group recommended the position remains “Routinely 
commissioned for the indications set out in the 2008 SGHSCD Guidance”.  
 


 Head and Neck: Definitive guidance was produced by SGHSCD in 2008 protocols 
recommending use in specific indications. There were subsequent NICE guidelines in 
May 2015. There were around 400 scans a year in Scotland. The Group had been 
made aware that there was significant new evidence published in 2016 and agreed 
that changes to update the SGHSCD 2008 guidance. The group recommended that 
PET-CT should be “routinely commissioned” for the indications set out in the new 
2016 NHS Scotland guidance. 
   


 Lung Carcinoma: Definitive guidance was produced by SGHSCD in the 2008 
protocols recommending use in specific indications. There were subsequent NICE 
guidelines in April 2011 and a SIGN guideline in February 2014. Lung cancer 
accounted for the highest use of PET-CT in Scotland – around 3,000 scans a year. 
The group considered that the existing 2008 guidance should be reviewed in the light 
of the subsequent NICE / SIGN guidelines and the 2016 Royal Colleges Guidelines. 
The group recommended that PET-CT should be “routinely commissioned” for the 
indications set out in the updated 2016 NHS Scotland guidance.  


 
 Out with the scope of the group was Mesothelioma, at time of publication 


Mesothelioma, “not routinely commissioned”. 


 
 


 Lymphoma: Definitive guidance was produced by SGHSCD in 2008 protocols 
recommending use in specific indications. There had been subsequent SIGN 
guidelines in February 2014 and NICE guidance in January 2016. There were around 
800 scans a year in Scotland. The NHS Scotland PET-CT Working Group approved 
updated guidance in April 2016 and further revisions in September 2016. This is the 
current definitive guidance. The Group recommended “Routine Commissioning for 
indications set out in 2016 NHS Scotland PET-CT Working Group guideline. 
 


 Oesophageal (Upper GI)/ Oesophageal Gastric Carcinoma: Definitive guidance 
was produced by SGHSCD in 2008 recommending use in specific indications. There 
had been subsequent NICE guidance in December 2015. There were around 500 
scans a year in Scotland. No evidence had been presented to the group to change 
existing policy as set out in the 2008 SGHSCD guidance – therefore Group 
recommended the position remains “Routinely Commissioned for the indications set 
out in the 2008 SGHSCD Guidance”.  


 


 Thyroid carcinoma:  It was agreed that guidelines for the use of PET/CT in thyroid 
were covered under the extant Head and Neck guidelines for one indication. This 
was consistent with the low reported activity <3 a year – suggesting that activity was 
also reported under head and neck. 


 
 
It was agreed that for the following indications SHTG would produce a brief literature 
search to assess the evidence available. If sufficient evidence was identified SHTG 
would produce a scoping report to  inform guidance for NHS Scotland: 
 


 Pleural Malignancy (there were existing NICE and SIGN guidelines) 


 Thymic Tumors (existing SIGN guidelines) 


 Hepato-Pancreatco-Billiary Cancers (existing NICE guidelines) 


 Urological Malignancy (existing NICE guidelines) 
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 Testicular (existing NICE and SIGN guidelines) 


 Myeleoma (existing NICE guidelines) 
 
Use in each indication was less than 30 scans a year. The group agreed that, until 
definitive guidance has been approved, the current policy of “not routinely 
commissioned” will continue to apply in all these indications. Consideration of use of 
PET-CT in these area in exceptional cases should be guided by the Royal Colleges 2016 
Guidelines. 


 


 Breast Carcinoma: No previous guidance had been agreed for use of PET-CT in 
breast cancer in Scotland. There were NICE guidelines from June 2015 and SIGN 
guidelines from June 2013. There were around 50 scans a year in Scotland (and 
NHS England figures suggested only around 50 for all England). The group agreed a 
guideline based on the NOSCAN paper which is supported by SEAT and WOSCAN 
and is summarised in Section 6 of this report. The group’s recommendation is for 
“routine commissioning” for the very specific indications set out in Section 6 above.  


 


 Prostate cancer: No previous guidance had been agreed for use of PET-CT in 
prostate cancer in Scotland. There were NICE guidelines from January 2014. 
Ongoing work from SHTG due to report in late 2016 would inform the development 
of guidance for NHS Scotland. Effective imaging in prostate cancer requires 
alternative tracers to FDG. <20 scans a year were undertaken. The group agreed 
that, until definitive guidance has been approved, the current policy of “not routinely 
commissioned” should continue to apply – recognising that small numbers were 
currently being scanned in Scotland with F18 Choline and C11 Choline. Until Scottish 
guidelines are published in 2017, consideration of use of PET-CT in this area in 
exceptional cases should be guided by the Royal Colleges 2016 Guidelines. 


 


 Anal and Penile Carcinoma: No previous guidance had been agreed for use of 
PET-CT in anal and penile cancer in Scotland. Given that there were <10 scans 
undertaken each year, the PET-CT ROI Group recommended continuation of current 
policy - “not routinely commissioned”. Consideration of use of PET-CT in this area in 
exceptional cases should be guided by the Royal Colleges 2016 Guidelines. 


 
 Skin Tumours: Use of PET-CT in melanoma in Scotland is informed by the SHTG 


Advice Statement 003-139. There are around 150 scans a year in Scotland. The 
group segregated skin cancers into Melanoma, Basal cell carcinoma and Squamous 
cell carcinoma.  The group identified that in the latter two indications, PET-CT should 
be “routinely commissioned” whereas in melanoma it should “not be routinely 
commissioned”. Consideration of use of PET-CT in this area in exceptional cases 
should be guided by the SHTG 2014 Advice Statement.  


 


 Sarcoma - Gastrointestinal Stromal Tumours  and Musculoskeletal Tumours 
Clinical guidance had been agreed for use of PET-CT in these two indications in 
Scotland by the Scottish Sarcoma Network. Current activity was <50 a year (in total). 
The Scottish Sarcoma Network reviewed the guidance and submitted it. The group 
agreed the current policy of “not routinely commissioned” will continue to apply. 
Consideration of use of PET-CT in this area in exceptional cases should be guided 
by the Royal Colleges 2016 Guidelines. 
 


 Rare Cancers in Children and Adults - No previous guidance had been agreed for 
use of PET-CT in rare cancers in Scotland. Current activity was around 50 a year. 
The group agreed that the current policy of “not routinely commissioned” will continue 
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to apply. Consideration of use of PET-CT in this area in exceptional cases should be 
guided by the Royal Colleges 2016 Guidelines. 


 


 Paraneoplastic Syndromes - Use of PET-CT in this indication in Scotland is guided 
by the 2013 STHG Advice Statement 010-137. Current activity is around 30 a year. In 
February 2016, SHTG assessed if there was new evidence that required an updating 
of established guidance and concluded that there was insufficient new evidence to 
merit an update the extant policy. The group agreed that the current policy of “not 
routinely commissioned” will continue to apply. Consideration of use of PET-CT in 
this area in exceptional cases should be guided by the SHTG 2013 Advice 
Statement. 
 


 Carcinoma of unknown primary - No previous guidance had been agreed for use 
of PET-CT in carcinoma of unknown primary in Scotland except in Head and Neck 
where this is “routinely commissioned” under the Head and Neck guidelines. Current 
activity was around 40 a year. The group agreed that the current policy of “not 
routinely commissioned” in other indication within this group should continue to apply. 
Consideration of use of PET-CT in this area in exceptional cases should be guided 
by the Royal Colleges 2016 Guidelines. 


 


 Neuroendocrine Tumours: No previous guidance had been agreed for use of PET-
CT in this indication in Scotland. Current activity was <15 scans a year. Gallium68 


generators could produce tracers for use in neuroendocrine tumours and future 
guidance should take into account possible use of Gallium68 in imaging. The group 
agreed that, until definitive guidance has been approved, the current policy of “not 
routinely commissioned” will continue to apply. Consideration of use of PET-CT in 
this area in exceptional cases should be guided by the Royal Colleges 2016 
Guidelines. 


 


Non cancer indications 


 


 Cardiological Indications: It was observed that there was no current guidance in 
Scotland. Members reported that PET-CT would only be considered where there was 
evidence of complex congenital cardiac care (multiple cardiac operations). Annual 
activity was <5. Therefore the group agreed that this should continue to be “not 
routinely commissioned”. Consideration of use of PET-CT in this area in exceptional 
cases should be guided by the Royal Colleges 2016 Guidelines. 
 


 Vasculitis: No guidance had been issued in Scotland on use of PET-CT in vasculitis. 
The PET-CT ROI group considered draft guidance prepared by a subgroup. Around 
160 PET-CT scans take place each year for vasculitis. The group recommended 
“routine commissioning” in the very specific indication set out in the new 2016 
guidance.  
 


 Sarcoidosis: Use of PET-CT in this indication in Scotland is informed by the SHTG 
2013 Advice Statement – 002-13. Current activity was around 50 a year. SHTG 
trawled for any new evidence in February 2016 and established that there was 
insufficient new evidence to merit an update the extant policy. The group agreed that 
the current policy of “not routinely commissioned” should continue to apply. 
Consideration of use of PET-CT in this area in exceptional cases should be guided 
by the STHG 2013 Advice Statement. 
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 Infection Imaging: No previous guidance had been agreed for use of PET-CT in this 
indication in Scotland. Current activity was around 40 a year. It was suggested that 
group consultation with cardiac and cardiovascular surgeons was needed to develop 
a guideline for Scotland. In the meantime, the group agreed that the current policy of 
“not routinely commissioned” should continue to apply. Consideration of use of PET-
CT in this area in exceptional cases should be guided by the Royal Colleges 2016 
Guidelines. 


 


 Pyrexia of Unknown Origin: Use of PET-CT in this indication in Scotland is 
informed by the SHTG 2013 Advice Statement 011-138. It was suggested that this 
may fall under the remit of infection imaging. Current activity was around 50 a year. 
SHTG assessed any new evidence in February 2016 and established that there was 
insufficient new evidence to merit an update the extant policy. The group agreed that 
the current policy of “not routinely commissioned” should continue to apply. 
Consideration of use of PET-CT in this area in exceptional cases should be guided 
by the STHG 2013 Advice Statement. 


 


 Radiotherapy Planning: The Review group considered the potential benefit, risks 
and impact of use of PET-CT in radiotherapy planning. It concluded that current 
practice for patients who would subsequently attend for radiotherapy, involved 
scanning in the position for radiotherapy. This maximised the information from a 
single PET-CT scan and provided valuable input to radiotherapy planning. The group 
concluded that use of PET-CT in radiotherapy planning was acceptable in current 
approved indications for PET-CT as long as it did not require an additional scan.  
 


 


  







 


20 
 


 


Annex A – Membership 
 
Professor Alan Denison  Honorary Consultant Radiologist, Clinical Lead, Nuclear 


Medicine/PET NHS Grampian (Initial Chair of Group) 
Mrs Deirdre Evans  Director, National Services Division, NSS (Subsequent Chair) 
Ms Kate MacDonald   Network Manager, South East Scotland Cancer Network  
Dr Sai Han   Nuclear Medicine Physician, NHS Greater Glasgow & Clyde 
Dr Susan Myles  Lead Health Economist, Scottish Health Technologies Group  
Dr Wai-lup Wong Consultant Radiologist, Chair, Clinical Reference Group for 


Cancer Diagnostics, NHS England 
Dr Fergus Mckiddie  PET Physicist, NHS Grampian 
Dr Anne Marie Sinclair  SCIN Lead Clinician, NHS Greater Glasgow & Clyde 
Dr Dilip Patel   Consultant Radiologist, NHS Lothian 
Dr Jonathon Hicks       Clinical Oncologist, NHS Greater Glasgow & Clyde 
Mr Lindsay Campbell  Network Manager for National Managed (Cancer) Clinical 


Networks for sarcoma, hepatopancreatobiliary and brain/CNS 
Mrs Evelyn Thomson   Regional Manager (Cancer) West of Scotland Cancer Network 
Dr Prasad Guntar   Clinical Radiology Lead, NHS Tayside 
Dr Brian Neilly Nuclear Medicine Physician, NHS Greater Glasgow & Clyde  
Ms Aileen MacLennan  Director of Diagnostics Directorate, NHS Greater Glasgow & 


Clyde 
Dr Gerry Gillen  PET Physicist, NHS Greater Glasgow & Clyde 
Ms Liz Porterfield   Head of Strategic Planning/Clinical Priorities Team, SGHSCD  
Dr Al-Hasso Abdulla     Consultant Oncologist, NHS Greater Glasgow & Clyde  
Ms Nicola McCulloch  Senior Programme of Care Manager – Cancer, NHS England 
Dr John Davidson   Nuclear Medicine Physician, NHS Tayside  
Dr John Shand   Nuclear Medicine Physician, NHS GGC 
 
In support: 
Ms Karen MacPherson  Lead Health Services Researcher, Scottish Health 


Technologies Group  
Ms Sasha McKaig   Health Economist, Scottish Health Technologies Group 
 
Secretariat: 
Mrs Alexandra Speirs  Programme Manager, National Services Division, NSS 
Mr Liam Anderson   Programme Support Officer, National Services Division, NSS 
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Annex B – Dates of Guidelines 


Indication 
Scottish PET/CT 


approved protocol 
NICE Guidelines SIGN Guidelines


SHTG 


Scoping 


Report 


Royal Colleges 


Guidelines 


 Cancer Indications


BRAIN 2016
COLORECTAL 


CARCINOMA 2008 Mar-11 Dec-11 2016


GYNAECOLOGICAL 


MALIGNANCY 2008 Nov-15 Jan-08 2016
HEAD AND NECK 


TUMOURS 2008 (Reviewed 2016) May-15 Oct-06 2016


LUNG CARCINOMA 2008 Apr-11 Feb-14 2016


LYMPHOMA 2016 Jan-16 Feb-14 2016
OESOPHAGEAL (upper 


GI) / OESOPHAGO-


GASTRIC CARCINOMA 2008 Dec-15 Jun-06 2016


THYROID CARCINOMA 2016


PLEURAL MALIGNANCY
Apr-11 Feb-14 2016


THYMIC TUMOURS Feb-14 2016
GASTROINTESTINAL 


STROMAL TUMOURS Jun-06 2016


BREAST CARCINOMA Jun-15 Sep-13 2016


HEPATO-PANCREATCIO-


BILLIARY CANCERS
Dec-13 2016


UROLOGICAL 


MALIGNANCY Feb-15 2016
C11 Choline Prostate 


Studies Jan-14 Jul-16 2016


TESTICULAR Mar-11 Mar-11 2016
ANAL AND PENILE 


CARCINOMA 2016


MYLEOMA Aug-15 2016


SKIN TUMOURS 2016
MUSCULOSKETAL 


TUMOURS Draft 2016 2016
PARANEOPLASTIC 


SYNDROMES Oct-13 2016
CARCINOMA OF 


UNKNOWN PRIMARY 2016
NEUROENDOCRINE 


TUMOURS 2016
RARE TUMOURS IN 


CHILDREN & ADULTS 2016


Non Cancer Indications


NEUROLOGICAL 


APPLICATIONS 2016
CARDIOLOGICAL 


INDICATIONS 2016


VASCULITIS 2016


SARCDIDOSIS Oct-13 2016


INFECTION IMAGING 2016


PYREXIA OF UNKNOWN 


ORIGION (PUO)
Oct-13 2016


CHEST IMAGING 2016


ABDOMINAL IMAGING 2016


Others 


RADTIOTHERAPY 


PLANNING  
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Annex C – Activity 2015/16 


Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Total


AYRSHIRE & ARRAN 21 22 24 36 27 31 21 28 24 30 37 42 343


BORDERS 10 9 11 12 12 13 11 9 9 8 10 15 129


DUMFRIES & GALLOWAY 20 13 18 10 14 14 15 12 11 7 25 17 176


FIFE 35 27 25 26 36 32 29 37 27 37 31 39 381


FORTH VALLEY 25 31 18 23 25 22 30 20 21 18 28 26 287


GRAMPIAN 62 41 60 42 46 57 40 42 71 44 46 51 602


GREATER GLASGOW & CLYDE 180 180 222 182 189 194 217 196 207 193 207 196 2363


HIGHLAND 17 29 21 18 14 19 30 23 20 19 18 19 247


LANARKSHIRE 44 67 60 70 48 51 62 54 51 48 60 60 675


LOTHIAN 79 98 79 69 64 75 72 103 84 91 81 84 979


ORKNEY 0 0 0 0 0 0 0 0 0 0 0 2 2


SHETLAND 0 0 0 0 0 0 0 0 0 0 0 1 1


TAYSIDE 44 43 39 41 32 52 47 49 48 47 42 54 538


WESTERN ISLES 0 0 0 0 0 0 0 0 0 0 1 1 2


TOTAL 6725


Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Total


BRAIN 0 0 0 0 0 0 0 1 0 0 0 1 2


COLORECTAL CARCINOMA 61 62 55 40 49 57 52 52 53 60 67 58 666


GYNAECOLOGICAL MALIGNANCY 31 23 20 20 17 20 26 27 23 20 27 32 286


HEAD AND NECK TUMOURS 36 25 33 27 18 31 42 36 28 40 31 33 380


LUNG CARCINOMA 233 243 279 251 233 263 247 254 254 226 245 254 2982


LYMPHOMA 66 73 66 72 78 68 65 74 71 67 81 73 854


OESOPHAGEAL (upper GI) / OESOPHAGO-GASTRIC CARCINOMA41 41 47 36 37 44 54 40 41 42 44 56 523


THYROID CARCINOMA 2 1 0 1 0 3 1 2 1 1 2 0 14


PLEURAL MALIGNANCY 0 0 0 1 0 0 1 1 2 2 2 1 10


THYMIC TUMOURS 0 2 0 0 1 0 0 0 0 0 0 0 3


GASTROINTESTINAL STROMAL TUMOURS 1 4 4 4 2 3 2 5 5 3 4 1 38


BREAST CARCINOMA 1 2 5 4 3 3 8 8 3 2 7 2 48


HEPATO-PANCREATCIO-BILLIARY CANCERS 0 4 1 1 2 2 1 5 8 5 5 3 37


UROLOGICAL MALIGNANCY 0 3 2 6 0 2 5 0 1 1 3 3 26


C11 Choline Prostate Studies 1 1 1 0 0 1 3 1 4 2 2 1 17


TESTICULAR 3 4 1 1 0 0 2 3 1 3 2 4 24


ANAL AND PENILE CARCINOMA 2 4 2 3 3 2 2 5 7 2 2 7 41


MYLEOMA 1 0 1 2 0 0 1 1 1 0 0 1 8


SKIN TUMOURS 11 12 14 8 12 9 17 12 13 14 10 20 152


MUSCULOSKETAL TUMOURS 0 1 0 0 2 1 0 0 2 3 4 4 17


PARANEOPLASTIC SYNDROMES 3 5 8 2 9 8 6 8 7 8 9 6 79


CARCINOMA OF UNKNOWN PRIMARY 15 9 12 8 7 12 12 9 8 11 9 7 119


NEUROENDOCRINE TUMOURS 1 2 1 2 1 0 1 2 3 1 0 0 14


RARE TUMOURS IN CHILDREN & ADULTS 2 4 3 3 4 4 3 0 6 3 7 6 45


OTHERS (Cancer & Non Cancer NHS Patients) 2 3 2 5 1 1 2 3 2 4 0 2 27


TOTAL 6412


Non Cancer Indications


NEUROLOGICAL APPLICATIONS 1 4 0 1 2 4 1 1 1 1 5 3 24


CARDIOLOGICAL INDICATIONS 0 0 0 0 0 0 0 0 0 0 0 0 0


VASCULITIS 15 8 11 17 14 9 10 12 20 12 12 17 157


SARCDIDOSIS 3 5 4 4 4 4 4 4 4 3 7 0 46


INFECTION IMAGING 2 4 4 1 4 4 8 0 2 2 0 8 39


PYREXIA OF UNKNOWN ORIGION (PUO) 4 3 2 3 4 6 4 8 4 3 2 4 47


CHEST IMAGING 0 0 0 0 0 0 0 0 0 0 0 0 0


ABDOMINAL IMAGING 0 0 0 0 0 0 0 0 0 0 0 0 0


TOTAL 313


BADGED STUDIES (included in above stats) 7 12 8 16 7 11 4 7 4 3 8 0 87


TOTAL 87


Tracers


18F-FDG (Fluorodeoxyglucose) 469 502 521 370 352 372 515 505 507 475 525 529 5642


18F-NaF (Sodium Fluoride) 0 0 0 0 0 0 0 0 0 4 3 5 12


15O-H2O (Water) 0 0 0 0 0 0 0 0 0 0 0 0 0


13N-Ammonia 0 0 0 0 0 0 0 0 0 0 0 0 0


11C-Choline 1 1 1 0 0 0 2 1 2 2 0 1 11


11C-Methionine 0 0 0 0 0 0 0 0 0 0 0 0 0


18F-FAZA (for tumour hypoxia): available in clinical grade, 


currently used for clinical studies on gastro-oesophageal and 


colon-rectal cancers. 1 0 0 2 0 1 2 0 1 0 1 2 10


18F-Fluciclatide (angiogenesis tracer licensed from GE 


Healthcare) 0 0 0 0 0 0 0 0 0 0 0 0 0


18F Flutemetamol (beta-amyloid tracer licensed from GE 


Healthcare) 0 0 0 0 0 0 0 0 0 0 0 0 0


18F-Fluorocholine (currently in validation) 0 0 2 0 0 0 3 1 3 4 0 2 15


18F-FLT (for oncology) 0 0 0 0 0 0 0 0 0 0 0 0 0


18F-FMISO (for tumour hypoxia) 0 0 0 0 0 0 0 0 0 0 0 0 0


18F-Florbetapir (beta-amloid tracer licensed from amyvid 0 0 0 0 1 2 0 1 1 1 0 2 8


TOTAL PET SCANS ACROSS SCOTLAND


APRIL 2015 - MARCH 2016
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July 2017  


Newsletter 
Introduction 
 
Welcome to the Scottish Clinical Imaging Network 
Summer newsletter 2017. This edition will 
summarise the work that SCIN has undertaken or 
been involved in through the winter and  into the 
spring of 2016/2017.  
 


Scottish Clinical Imaging Network (SCIN) 


Hello from Dr Hamish McRitchie  
 
I have been a Consultant Radiologist 
in the Scottish Borders since 1996. I 
was Radiology Clinical Lead Borders 
General Hospital for 9 years followed 
by Associate Medical Director for 8 
years. I have a long term interest in 
the management of safe radiology 
processes and the appropriate use of 
radiology resources. In addition I am 
the outgoing chair of The Scottish PACS Clinical 
Advisory Group and now Chair the Scottish PACS 
Governance Board. I was also the radiology advisor to 
the CMO for 6 years. I look forward to the role of Clinical 
Lead of the Scottish Clinical Imaging Network and to 
progressing current workplans as well as developing new 
items for the agenda.  


The refreshed DSG met for the first time on the 6
th
 June. 


The purpose of the DSG will be to ensure the continued 
coherent development and delivery of high quality 
diagnostic services; taking into account the strategic 
direction set by the Health and Social Care Delivery Plan 
and the National Clinical Strategy, in particular the 
effective and safe quality ambitions:  
 
 ‘The most appropriate treatments, interventions, support 
and services will be provided at the right time to 
everyone who will benefit, with no wasteful or harmful 
variation.’  
‘No avoidable injury or harm to people from the 
healthcare they receive, and that they are cared for in an 
appropriate, clean and safe environment at all times.’  
 
DSG will also align with and deliver the needs of the 
Diagnostic Services Shared Services agenda. 


DSG– Diagnostic Steering Group  


SCIN Radiographer Focused 
Event 2017 


 
SCIN hosted its first Radiographer focused event at 
Stirling Court Hotel on 1


st
 June. 


 
Dr Anne Marie Sinclair (SCIN Lead Clinician 2014-2017) 
welcomed the delegates and set the scene by providing 
an over view of SCIN. 
 
Dr Sinclair informed delegates of the networks key 
achievements from the last three years during her tenure 
as Lead Clinician, which included developing protocols 
for Seven Day Working, GP Access to Imaging, 
Procurement of Outsourcing of Imaging, the development 
of an Imaging Data Dashboard, Interventional Radiology 
recommendations for Scotland as well as exploring the 
benefits of Clinical Decision Software for Imaging and 
Radiographer Reporting.  
 
Dr Sinclair thanked the imaging profession for their 
support enthusiasm and contribution to SCIN during her 
tenure that had enabled SCIN to accomplish the work it 
had during her tenure. 
 
Dr Sinclair introduced delegates to Dr Hamish McRitchie 
(NHS Borders) who had been appointed as the SCIN as 
the Lead Clinician.  
 
Delegates had the opportunity to find out about Scottish 
Government Policies in relation to Realising Realistic 
Medicine; Allied Health Professionals, as well as 
presentations on Clinical Decision Software; Cross 
Boundary Reporting; 21


st
 Century Radiography, 


Radiology and Sonography and the NES AHP Careers 
Fellowship that focused on the Active Living 
Improvement Living Improvement Programme (AILIP). 
 
Key messages can be found here. 



http://www.scin.scot.nhs.uk/wp-content/uploads/sites/3/2015/04/2017-06-01-SCIN-AE-2017-Report-V1.0-2.pdf





 


 


 
COMMUNICATE WITH US  


If you have a query about the Network or would like to 
pass on any information, please do contact us:  
Email: nss.scin@nhs.net 
Phone: 0131 275 7612 


Website: www.scin.scot.nhs.uk 


Follow the Diagnostic Networks on @NMDNScot 
on Twitter  


Working Groups   
 


Quality Improvement Group  
The Quality Improvement Group is in the process of 
developing  Scottish Imaging Self Assessment Tool 
(SISAT) for imaging departments across Scotland.  The 
first pilot of the SISAT has been completed. The 
feedback has supported the need for input from the 
information management service to adjust the platform 
for the SISAT and this work is currently underway. When 
the platform revamp is complete, a second pilot of the 
SISAT will be undertaken. In the meantime we are 
seeking advice from Healthcare Improvement Scotland 
on possible validation of the tool. 
 


Horizon Scanning Group  
The Horizon Scanning group identified that SCIN had a 
role in contributing to imaging staff health and wellbeing 
at work. With this in mind, SCIN (in collaboration with 
National Services Scotland Communication Department) 
developed a poster “Are You Sitting Comfortably?” 
This will be distributed around the Boards for display in 
reporting rooms.  The poster can be found at this link.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
 
PET-CT Group  
The SCIN PET-CT working 
group continues to manage 
data collection from the 4 
PET centres throughout 
Scotland.  


 
SCIN are currently supporting the development of a 
business case for capital planning for PET-CT as a 
national service provision in Scotland.  


Health Care Science Event 
SCIN attended the NHS Scotland Health Care Science 
event  along with the rest of the Diagnostic Networks.  


 
SCIN– Society of Radiographers  
 
Dr Fiona Hawke (National Imaging Manager) submitted 
an article on the work of the Scottish Imaging Clinical 
Network (SCIN) to the Society of Radiographers. The 
report was published on the website recently. Hopefully, 
this will explain the work of the network so far.  
 
The recent Radiographer focussed event held at Stirling 
Court Hotel generated topics, some of which SCIN will 
discuss with the Network Steering Group, with the view 
of progressing these topics with other interested parties 
e.g. NES. It is hoped that the Radiographer focussed 
event will have encouraged more radiographers to be 
involved in the work of SCIN and to participate in any 
short life working groups that are formed to take forward 
developments in the future.  


National Specialist Services 
Committee: SCIN Review 
 
As part of the Scottish Government Health and Social 
Care Directorate (SGHSCD) national commissioning 
processes for networks to be reviewed every three to five 
years. SCIN is currently undergoing a formal review to 
ensure that it meets the criteria for National 
Commissioning. 



mailto:nss.scin@nhs.net

http://www.scin.scot.nhs.uk

https://mobile.twitter.com/nmdnscot

http://www.mcns.scot.nhs.uk/scin/wp-content/uploads/sites/3/2016/09/SCIN-HS-2017-08-SCIN-poster-V.1.pdf

http://www.mcns.scot.nhs.uk/scin/wp-content/uploads/sites/3/2016/09/SCIN-HS-2017-08-SCIN-poster-V.1.pdf

https://www.sor.org/scottish-clinical-imaging-network
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Breast Screening Services



Current establishment is current staff in post plus vacancies, both whole time equivalent (WTE).

Expected WTE is the current establishment less any expected retrials.





Table 1: All Breast Screening staff in NHSScotland







There is an anticipated decrease in the current workforce of 30.7WTE, which equates to 12% of the total workforce.





Table 2: All Breast Screening staff in NHSScotland by high level staff groups



The largest anticipated decrease in current workforce is within Radiography of 18.4WTE, 15% of the current workforce.  Proportionally, Medical staff will see the largest decrease in current workforce of 16%, 4.4WTE.







Table 3: All Radiography staff in NHSScotland



Of the anticipated decrease in Radiography, the largest decrease is expected for Radiographers of 12.0WTE, 21% of the current workforce.



Table 4: All Medical staff in NHSScotland



Of the anticipated decrease in Medical staff, the largest decrease is in Consultant Radiologists of 3.7WTE, a loss of 26% of the current workforce.






Table 5: All Breast Screening staff by NHS Board



NHS Greater Glasgow & Clyde are expecting the biggest loss due to retirements in the current workforce of 16.8WTE, 19% of the workforce.








NHS Ayrshire & Arran



Table 6: All NHS Ayrshire & Arran Breast Screening staff by job description



Table 7: Expected retrials in NHS Ayrshire & Arran Breast Screening staff





NHS Ayrshire & Arran are expecting 3.4WTE to retire by 2018, a loss of 11% of the current workforce.














NHS Grampian



Table 8: All NHS Grampian Breast Screening staff by job description





NHS Grampian is expecting 0.4WTE of their Admin/Receptionist/Clerical staff to retire by 2018, but no other retirements.




NHS Greater Glasgow & Clyde



Table 9: All NHS Greater Glasgow & Clyde Breast Screening staff by job description



Table 10: Expected retrials in NHS Greater Glasgow & Clyde Breast Screening staff





NHS Greater Glasgow & Clyde are expecting 16.8WTE of staff to have retired by 2018, a loss of 19% of the current workforce.








NHS Highland



Table 11: All NHS Highland Breast Screening staff by job description





Table 12: Expected retrials in NHS Highland Breast Screening staff





NHS Highland are expecting 2.2WTE to retire by 2018, a loss of 12% of the current workforce.






NHS Lothian



Table 13: All NHS Lothian Breast Screening staff by job description





Table 14: Expected retrials in NHS Lothian Breast Screening staff



NHS Lothian are expecting 7.6WTE if the current workforce to have retired by 2018, a loss of 12% of the total workforce.






NHS Tayside



Table 15: All NHS Tayside Breast Screening staff by job description





NHS Tayside is expecting of their current 5.3WTE Radiographers, that 0.4WTE will have retired by 2018, a decrease of 8%. No other retirements are expected.



Current WTE	Anaesthetist	Assoc. Specialist	Breast Clinician	Radiologist	Surgeon	0.2400000000000001	0.1	11.719999999999999	14.310000000000002	1.4200000000000002	2018 Expected WTE	Anaesthetist	Assoc. Specialist	Breast Clinician	Radiologist	Surgeon	0.2400000000000001	0.1	11.12	10.61	1.34	Current WTE	Ayrshire 	&	 Arran	Grampian	Greater Glasgow 	&	 Clyde	Highland	Lothian	Tayside	30.149999999999988	31.14	88.159999999999982	18.22	61.735000000000028	24.14	2018 Expected WTE	Ayrshire 	&	 Arran	Grampian	Greater Glasgow 	&	 Clyde	Highland	Lothian	Tayside	26.794999999999987	30.74	71.36	16.02	54.165000000000013	23.740000000000002	Current WTE	Radiographer	Admin/Receptionist/Clerical	Advanced Practitioner Radiographer	Transport Officer	Radiologist	Assistant Practitioner	Breast Clinician	Radiology Department Assistant	Surgeon	Support staff	Medical Secretary	Manager	Registered	Pathologist	Anaesthetist	7.6499999999999995	6.08	2.6	2.44	1.5	1.4	1.3	1.149999999999999	1.1200000000000001	1.0900000000000001	1	1	0.88000000000000012	0.7000000000000004	0.2400000000000001	2018 Expected WTE	Radiographer	Admin/Receptionist/Clerical	Advanced Practitioner Radiographer	Transport Officer	Radiologist	Assistant Practitioner	Breast Clinician	Radiology Department Assistant	Surgeon	Support staff	Medical Secretary	Manager	Registered	Pathologist	Anaesthetist	7.6499999999999995	6.08	2	2.44	0.5	1.4	0.8	1.149999999999999	1.04	1.0900000000000001	1	0	0.88000000000000012	0.52499999999999991	0.2400000000000001	Advanced Practitioner Radiographer	Radiologist	Breast Clinician	Surgeon	Manager	Pathologist	0.60000000000000031	1	0.5	8.0000000000000043E-2	1	0.17500000000000004	Current WTE	Radiographer	Admin/Receptionist/Clerical	Assistant Practitioner	Radiology Department Assistant	Radiologist	Transport Officer	Manager	Medical Secretary	Registered	Pathologist	Advanced Practitioner Radiographer	Breast Clinician	Support staff	Medical Laboratory Scientific Officer	Domestic Services	9.5	7.2	2.6	2	1.9500000000000008	1.2000000000000002	1	1	0.96000000000000041	0.93	0.8	0.63000000000000056	0.53	0.44	0.4	2018 Expected WTE	Radiographer	Admin/Receptionist/Clerical	Assistant Practitioner	Radiology Department Assistant	Radiologist	Transport Officer	Manager	Medical Secretary	Registered	Pathologist	Advanced Practitioner Radiographer	Breast Clinician	Support staff	Medical Laboratory Scientific Officer	Domestic Services	9.5	6.8	2.6	2	1.9500000000000008	1.2000000000000002	1	1	0.96000000000000041	0.93	0.8	0.63000000000000056	0.53	0.44	0.4	Current WTE	Admin/Receptionist/Clerical	Radiographer	Breast Clinician	Transport Officer	Assistant Practitioner	Advanced Practitioner Radiographer	Radiologist	Radiology Department Assistant	Manager	Pathologist	Registered	Medical Laboratory Scientific Officer	Radiographer in Training	20.8	19.399999999999999	7.3	7	7	6.5	5.8599999999999985	5.3999999999999995	4	1.5	1.4	1	1	2018 Expected WTE	Admin/Receptionist/Clerical	Radiographer	Breast Clinician	Transport Officer	Assistant Practitioner	Advanced Practitioner Radiographer	Radiologist	Radiology Department Assistant	Manager	Pathologist	Registered	Medical Laboratory Scientific Officer	Radiographer in Training	17.399999999999999	12.8	7.2	6	6.4	5.5	4.0600000000000005	3.7999999999999994	4	1.3	0.89999999999999991	1	1	Retirals WTE	Admin/Receptionist/Clerical	Radiographer	Breast Clinician	Transport Officer	Assistant Practitioner	Advanced Practitioner Radiographer	Radiologist	Radiology Department Assistant	Pathologist	Registered	3.4	6.6	0.1	1	0.60000000000000042	1	1.8	1.6	0.2	0.5	Current WTE	Admin/Receptionist/Clerical	Radiographer	Transport Officer	Assistant Practitioner	Radiology Department Assistant	Radiologist	Advanced Practitioner Radiographer	Breast Clinician	Medical Laboratory Scientific Officer	Registered	Pathologist	4.7699999999999996	3.5	2	1.8	1.5	1.2	1	1	0.62000000000000044	0.5	0.33000000000000035	2018 Expected WTE	Admin/Receptionist/Clerical	Radiographer	Transport Officer	Assistant Practitioner	Radiology Department Assistant	Radiologist	Advanced Practitioner Radiographer	Breast Clinician	Medical Laboratory Scientific Officer	Registered	Pathologist	4.7699999999999996	2.5	2	1.8	0.60000000000000042	0.89999999999999991	1	1	0.62000000000000044	0.5	0.33000000000000035	Retirals WTE	Radiographer	Radiology Department Assistant	Radiologist	1	0.9	0.30000000000000021	Current WTE	Radiographer	Admin/Receptionist/Clerical	Advanced Practitioner Radiographer	Assistant Practitioner	Radiology Department Assistant	Transport Officer	Radiographer in Training	Radiologist	Registered	Medical Secretary	Breast Clinician	Radiology Manager	Medical Laboratory Scientific Officer	Manager	Health promotion	Pathologist	Surgeon	11.38	11.3	6.3000000000000007	5.7	5.29	5	3.8	2.8000000000000003	2.8	1.6	1.3900000000000001	1	0.85000000000000042	0.81	0.8	0.71500000000000041	0.2	2018 Expected WTE	Radiographer	Admin/Receptionist/Clerical	Advanced Practitioner Radiographer	Assistant Practitioner	Radiology Department Assistant	Transport Officer	Radiographer in Training	Radiologist	Registered	Medical Secretary	Breast Clinician	Radiology Manager	Medical Laboratory Scientific Officer	Manager	Health promotion	Pathologist	Surgeon	7.3999999999999986	10.01	4.6000000000000005	5.7	5.29	5	3.8	2.2000000000000002	2.8	1.6	1.3900000000000001	1	0.85000000000000042	0.81	0.8	0.71500000000000041	0.2	Retirals WTE	Radiographer	Admin/Receptionist/Clerical	Advanced Practitioner Radiographer	Radiologist	3.9800000000000004	1.29	1.7	0.60000000000000031	Current WTE	Admin/Receptionist/Clerical	Radiographer	Radiology Department Assistant	Radiographer in Training	Assistant Practitioner	Advanced Practitioner Radiographer	Transport Officer	Radiologist	Medical Secretary	Pathologist	Manager	Registered	Breast Clinician	Assoc. Specialist	Surgeon	5.4	5.26	2.67	2	1.6	1.4	1.2	1	1	0.9	0.71000000000000041	0.7000000000000004	0.1	0.1	0.1	2018 Expected WTE	Admin/Receptionist/Clerical	Radiographer	Radiology Department Assistant	Radiographer in Training	Assistant Practitioner	Advanced Practitioner Radiographer	Transport Officer	Radiologist	Medical Secretary	Pathologist	Manager	Registered	Breast Clinician	Assoc. Specialist	Surgeon	5.4	4.8599999999999985	2.67	2	1.6	1.4	1.2	1	1	0.9	0.71000000000000041	0.7000000000000004	0.1	0.1	0.1	Current WTE	All staff	253.54500000000002	2018 Expected WTE	All staff	222.82000000000011	Current WTE	Radiography	Management and A	&	C	Medical	Transport	Nursing	Pathology	Domestic Services	121.2	68.47	27.790000000000003	18.84	8.8600000000000048	7.9850000000000003	0.4	2018 Expected WTE	Radiography	Management and A	&	C	Medical	Transport	Nursing	Pathology	Domestic Services	102.82000000000001	62.38	23.410000000000004	17.84	8.3600000000000048	7.6099999999999985	0.4	Current WTE	Advanced Practitioner Radiographer	Assistant Practitioner	Radiographer	Radiographer in Training	Radiology Department Assistant	Radiology Manager	18.600000000000001	20.100000000000001	56.690000000000012	6.8	18.009999999999987	1	2018 Expected WTE	Advanced Practitioner Radiographer	Assistant Practitioner	Radiographer	Radiographer in Training	Radiology Department Assistant	Radiology Manager	15.3	19.5	44.71	6.8	15.510000000000002	1	






image12.emf
HR Cover Paper 

Breast Screening v1 0.doc


HR Cover Paper Breast Screening v1 0.doc
		National Services Division 




		

		[image: image1.png]NHS
o, o

Natiqnal
Services
Scotland










Workforce Issues in the Scottish Breast Screening Programme

1. Background

The Scottish Breast Screening Programme (SBSP) is commissioned by National Services Division, NHS National Service Scotland from six NHS Boards, NHS Greater Glasgow and Clyde, NHS Ayrshire and Arran, NHS Lothian, NHS Tayside, NHS Grampian, NHS Highland.  The Programme is delivered from six static screening centres and twenty mobile screening units to women aged 50 to 70 years, with women over 70 self referring.

Digital mammography and a new IT system, SBSS, were implemented from 2014 to 2016 and both developments have resulted in changes to working practice, workflows and individual staff duties and responsibilities.  For example, mammographic and clinical staff are now directly entering image reporting and clinical information onto the IT system which is paper light, a role previously carried out by Administrative staff. A SBSP Workforce and Training group was formed to plan for the transition from analogue to digital equipment and has continued to meet to support workforce planning for the service going forward.

2. Staffing and workload

As has been highlighted to Directors of HR previously, the Scottish Breast Screening Programme is facing a critical shortage of key staff, in particular Radiologists, due to planned retirements and the inability to recruit to shortage specialties. The Royal College of Radiologists published a paper on the Breast Imaging and Diagnostic Workforce in the UK in 2016 that illustrated the workforce and succession planning issues.  SBSP has embraced skill mix and role extension and operates a four tier model for mammography, from Assistant Practitioner to Advanced Practitioner, however, this has been optimised in almost all of the six screening centres.

Attached is a breakdown of SBSP staffing levels by staff group and NHS Board and projects the anticipated WTE in 2018 due to planned retirement. This work was carried out in 2015 and a more recent survey of the Radiographic and Mammography workforce has been carried out in the UK and analysis of the returns for NHS Scotland will shortly be available.   

3. Next Steps 


Directors of HR from the six host NHS Boards will wish to consider the implications of the recruitment and retention issues which are impacting on service delivery and consider how they can offer specialised workforce planning support to the management teams in the Breast Screening Centres.   


1
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[bookmark: _GoBack]Advanced Practice AHP clinical specialities and competencies Mapping

		Specialist area

		Current professionals involved

		Core Generic Competencies 

		Profession Specific Competencies

		Evidence & Educational Resources



		Musculoskeletal (MSK) 





Work required:



National agreement on AHP definition and links to Professional definitions



Consistent national Advanced Practice job descriptions



Defined clinical career pathways



Agreement on mandating education frameworks (range of specific clinical ‘competencies’ still required



Education to be supported, validated and recognised



Decision making, responsibility, and accountability recognised rather than task based skills e.g. injection therapy, prescribing



Consistent and uniform access to appropriate diagnostics and medical pathways granted provided appropriate initial and ongoing validated training satisfied.  Validation permits transfer of skills across boards.



Appropriate and uniform remuneration for level of practice across boards.

		Physios/Pods/Rads/OT/Orthotist



		NHS Education Scotland AHP Advanced Practice Education Framework (Musculoskeletal) http://www.ahpadvancedpractice.nes.scot.nhs.uk/media/251474/msk%20framework%20(final).pdf



NHS Education Scotland AHP Advanced Practice Education Framework (Musculoskeletal) Development Needs Analysis Tool

http://www.ahpadvancedpractice.nes.scot.nhs.uk/media/256549/msk%20advanced%20practice%20tool%20(final).pdf





		Syme G, Rutter M, Suckley J, Payne C, Russell V. Resource Manual and Competencies for Extended Musculoskeletal Physiotherapy Roles in the United Kingdom. Edition 2. Extended Scope Practitioners. A Professional Network of the Chartered Society of Physiotherapy, 2013. (www.esp-physio.co.uk) (Members Only)



		NHS Wales (2010) Framework for Advanced Nursing, Midwifery and Allied Health Professional Practice in Wales

http://www.weds.wales.nhs.uk/sitesplus/documents/1076/NLIAH%20Advanced%20Practice%20Framework.pdf



Scottish Government Health Department (2015) Allied Health Professional Musculoskeletal Pathway Minimum Standards: A Framework for Action 2015-2016. http://www.gov.scot/Publications/2015/05/4529



Chartered Society of Physiotherapy (2016) Advanced Practice in Physiotherapy http://www.csp.org.uk/publications/advanced-practice-physiotherapy



Australian Physiotherapy Association (2013) Career Structures and Pathways for Physiotherapists in the Public Health System http://www.physiotherapy.asn.au/DocumentsFolder/APAWCM/Resources/PublicPractice/Career_Structure_Project_August_2013_FINAL.pdf



Chartered Society of Physiotherapy, Royal College of General Practitioners, British Medical Association (2017) General Practice Physiotherapy Posts: A Guide to Implementation and Evaluation

http://www.csp.org.uk/publications/implementing-physiotherapy-services-general-practice-guide-implementation-evaluation



NHS Education Scotland (2017) Career Framework http://www.careerframework.nes.scot.nhs.uk/



http://www.ahpadvancedpractice.nes.scot.nhs.uk/educational-resources.aspx (many of the links no longer working)



Recent examples included (separate file)





		Mental Health 

· Community



		

OT, Physio

		NHS Education Scotland AHP Advanced Practice Education Framework (Mental Health) Draft

http://www.nes.scot.nhs.uk/media/2588985/ahp_advanced_practice_framework_mental_heath_2014_02.pdf





NHS Education Scotland AHP Advanced Practice Education Framework (Mental Health) Development Needs Analysis Toolhttp://www.nes.scot.nhs.uk/media/2589076/ahp_development_needs_analysis_tool_-_mental_health2014_02.pdf



		

		



		Woman’s Health

		Physio

		

		

		



		Rehabilitation 

· Community

· Cardiac

· Stroke



Work Required:



Inequity within multidisciplinary teams now between funded education of nursing and AHPs





		

		

		

		



		Respiratory

		

		

		

		



		Vocational Rehab

		

		

		

		



		Primary Care

		

		

		

		



		Public Health

		

		

		

		



		Paediatrics	

		SLT/Physio/OT/Orthotist

		

		Brady, A and Smith, P. (2011) A Competence Framework and Evidenced-based Practice Guidance for the Physiotherapist working in the Neonatal Intensive Care and Special Care Unit in the United Kingdom. On behalf of the Association of Paediatric Chartered Physiotherapists Neonatal Group.

		



		CAMHS 

(CYP Mental Health)

		OT/Diet

		

		

		



		Older adults

		

		

		

		



		Emergency Care

		Para/Diag Rad/

		

		

		



		Diabetes

		Pod/Orthotist/Diet

		

		

		



		Neurology

		Physio/OT/Pods/SLT/Orth

		

		

		



		Oncology

		Thera Rad/

		

		

		







Occupational Therapy: Tempest, S. and Dancza, K. (2017) The Career Development Framework: Guiding Principles for Occupational Therapy https://www.cot.co.uk/join-our-communities/career-development-framework

No other return from other local board specialties




		Profession

		Code



		Art Therapists (Art Drama and Music)

		AT



		Dietitian

		Diet



		Occupational Therapist

		OT



		Orthotist

		Orthotist



		Orthoptist

		Orthopt



		Paramedic

		Para



		Physiotherapist

		Physio



		Podiatrist

		Pod



		Prosthetist

		Pros



		Radiographer

		Diag Rad



		Radiotherapist

		Thera Rad



		Speech and Language Therapist

		SLT
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Scotland’s Position Statement on Supervision for Allied Health Professions



		Feedback on Supervision statement from AHPFS members



		Prof Body / contact

		Feedback

		Action / comment



		Chartered Society of Physiotherapy.



		 The current draft helpfully makes the link between quality of care and CPD, and supervision as one means of facilitating that. CSP welcomes the commitment to supporting staff to develop values, behaviours, knowledge and skills associated with quality supervision and to ensuring that all staff have protected time for supervision in the workplace. These commitments are aligned with the CSP’s quality assurance standards for physiotherapy service delivery (section 3) http://www.csp.org.uk/publications/quality-assurance-standards  



While we think the draft document is strong, there are some points on which we think it would be useful to develop the content.  In particular, 

 

The document has some ambiguities; e.g. it seems to say (in places) that everything is supervision (including line management, information-sharing and peer support) and in others to be more helpfully specific. in places seems to confuse supervision with line management (and to say that all practitioners should have a line manager from their own profession while in others it recognises that this isn’t always the case and that it’s profession-specific supervision that it’s highlighting the need for)

 

The document seems to indicate that supervision is an HCPC requirement, or a direct fulfilment of/compliance with standards (pages 4 and 8). While access to quality supervision is a good supportive structure to enable a registrant to meet the HCPC’s standards for CPD, guidance on HCPC website (http://www.hcpc-uk.org/registrants/cpd/activities/) includes supervision as one of many CPD activities, so it may be useful for the document to reflect that.



The parameters of the guidance seem unclear – it says at the start that it's intended for AHPs in all roles, but then seems focused on clinical roles, and with an implicit assumption that it's only about NHS practice (this may be the case, but it would be useful to be overt, if so). 

 



While the helpful point is made that supervision is important at all careers stages, it might be useful to give examples of when it is likely to be of particular value or needed with greater frequency e.g. for newly qualified staff joining the workforce, for staff moving into new roles or work environments, for teams involved in organisational change/service redesign 

























































There are some ambiguous messages about the scope of supervision; e.g. page 7 notes that supervision is not about therapeutic counselling, while page 10 makes reference to supervision potentially including this (and CBT, in particular). While some of the phrasing reflects the needs of specific professions and the structured arrangements they have for supervision, it would be helpful to review the terminology used to reduce the risk of creating tensions across the document. 



The terminology doesn’t seem entirely clear – the phrase ‘clinical supervision’ might be better understood in the way that we think is intended, rather than ‘supervision’ used on its own (which has connotations of monitoring and tight oversight, which obviously isn’t what’s intended from the comparisons usefully given). 



CSP has recently updated our guidance on clinical supervision - please find a copy attached for information. I have been advised that this guidance is being posted to the CSP website very shortly so if you wanted to signpost readers of the statement to that guidance, please let me know so that I can share the URL with you.



		



























Amended to give clarity: All AHPs should have access to a Professional Lead / Manager of the same profession for issues relating to...









Amended as suggested:

The Health & Care Professions Council (HCPC) advise that access to quality supervision is a good supportive structure to enable a registrant to meet their HCPC’s standards for CPD. Guidance on the HCPC website http://www.hcpc-uk.org/registrants/cpd/activities/ includes supervision as one of many CPD activities.



Under: PURPOSE OF THIS STATEMENT

This statement offers principles and guidance to support the provision of supervision for all AHPs and AHP Health Care Support Workers (HCSW) working across health and social care in Scotland. 



Added under Frequency of Supervision:

There will be times when supervision is needed with greater frequency e.g. for newly qualified staff joining the workforce who will benefit from perceptorship/enhanced supervision in the period immediately following graduation. 

Flying Start is a development programme that supports AHP graduates commencing in their first post in NHS Scotland. 

Refreshed Flying start about to be launched, will add link as soon as it is available

Increased supervision will also support staff moving into new roles or work environments and during times of organisational change/service redesign.

The HCPC publication “Preventing small problems from becoming big problems in health and care” highlight poor or infrequent supervision as a potential trigger for disengagement. The consensus views on ways of preventing problems include good supervision; regular appraisal and performance management; buddying schemes; mentoring; preceptorship; professional networks; reflective practice and keeping up to date. Other triggers for disengagement that may highlight the need for increased supervision include workload pressures, professional isolation and personal circumstances. 





Amended N.B:

AHPs using specific clinical interventions may require supervision for that particular intervention. This type of supervision will depend on the requirements / expectation of the model or intervention. (e.g. Cognitive Behaviour Therapy or psychotherapy)







Within paragraph under Components of supervision have added:

Many individual AHP professional bodies have guidance on supervision that provides valuable additional support.



		RCSLT



		We are happy to support this document on the basis that it is in line with our own recently revised guidance (found in our members area https://www.rcslt.org/cq_live/resources_a_z/supervision/supervision but attached for info).



One of our reviewers included some specific feedback on grammar and spacing which I am also attaching for your information. 





· There are some bullet points on p5 and 6 that should be ‘backspaced’



· Very thorough explanation of what supervision is and is not (especially like the content on page 7 regarding this)



· Punctuation at the end of the 4 components outlined on p8 - ? to be revised



· Good to include external links such as Post Registration Career Development Framework resource on p11 so that there are agreed clear aims



· Read up to and including p11



· P12 – space between “It is important thatAHPs are”



· P13 (6.10) “Eachorganisation has its” – spacing between ‘each’ and ‘organisation’



· P13 (7) “It is alsonecessary” – spacing between ‘also’ and ‘necessary’





Do let me know if you have any questions about any of this.



		

Within paragraph under Components of supervision have added:

Many individual AHP professional bodies have guidance on supervision that provides valuable additional support.











		SOR



		I agree with most of the comments from the others. It is a well written document and fairly clear.



In terms of Radiography, I spoke with members of Scottish Council today - here are their thoughts:

-       the word "supervision" seems to be more hierarchical and does not really reflect what it is all about - it is more about peer support / mentorship, we believe

-       in radiographic practice, peer support goes on everyday BUT is not recorded. Only the annual PDP is formally recorded. This is an issue for radiographers as in diagnostic radiography, which is a 24/7 service, there is very limited time to record discussion. The radiographers I spoke with did ask for more advice on how (operationally) this supervision / peer support can be done in practice when demands on their time are so high.





-       induction processes for new staff are very good in radiography and very formal (therefore recorded) - they have to be to comply with UK radiation regulations. 











The support given to new staff is extremely content laden (training records; competence achievements etc)

- of course supervision of students and other learners is also very formal and recorded.



		





Strengthened valid point by inclusion of reference to HCPC publication “Preventing small problems from becoming big problems in health and care” ... The consensus views on ways of preventing problems include good supervision; regular appraisal and performance management; buddying schemes; mentoring; preceptorship; professional networks; reflective practice and keeping up to date.



Local supervision arrangements ie. policy, procedures and plan for the implementation of supervision practices for AHPs will need to consider different needs of specific AHP professions as highlighted by this point. 

The added detail under Frequency of Supervision gives a flexibility that links to identified need that is the critical factor.



Added to purpose of statement

It offers guidance which should then inform local supervision policy and practice, including any specific uni-professional requirements. This recognises that there may be some specific supervision requirements for individual professions (e.g. at particular points or circumstances) but that these may still be informed by the principles within this statement



Added under Frequency of Supervision:

There will be times when supervision is needed with greater frequency e.g. for newly qualified staff joining the workforce who will benefit from perceptorship/enhanced supervision in the period immediately following graduation. 





		BDA



		Collated response on behalf of BDA Scotland Board



This is an excellent, well prepared  and comprehensive document which clearly articulates the purpose, roles and responsibilities of each party which is particularly needed for individuals managed by people beyond their own discipline.  Comments as follows:​

 

1.       Pg 8: as this is a document by and for staff in employed in Scotland, this may not apply, but regarding the term ‘practice supervision’ this could be confused with ‘practice education’ which by the dietetic profession is understood to relate to the training of pre-registration dietitians.  

2.       Pg 8: There is a section within the document which states ‘Professional Supervision: All AHPs should have access to a Professional Line Manager of the same profession for issues relating to scope of practice and role, continued professional development (CPD), professional and ethical issues’.  Not sure exactly what is meant by the phrase ‘Professional Line Manager’ however, as following on from this the wording implies that it means individuals should be directly line managed by someone of their own profession.  Whilst this will generally be achievable and likely for those in more junior roles, many senior professionals might struggle with this, as many are lined managed by someone from another profession.  Perhaps this should be replaced with ‘All AHPs should have access to a Professional Manager/Lead (or perhaps just a Professional given that supervision does not need to be hierarchical) of the same profession.....’?

3.       Pg 9, completely agree with the statement about the need for practice and professional supervision to be in addition to operational / management supervision if the latter is carried out by a colleague from a different profession.  If this could be made even more prominent within the document, so much the better.















4.       Pg 10: With regard to frequency of supervision there is a missed opportunity here to explicitly flag the benefits of preceptorship / enhanced supervision in the period immediately following graduation.









5.       Pg 11: There is reference to the need for learning and development to allow all parties to engage with supervision.  Whilst in agreement, would like to see some mention of the need for organisations to resource any learning / personal development needs that are flagged up as a result of supervision.



6.       It needs to make it explicit that it is referring to AHPs and AHP HCSWs working in NHS Scotland and Health & Social Care Partnerships.









7.       Given the reference to four aspects of supervision, an individual could need more than one type of supervision session and more than one supervisor.  So how should these discussions be brought together and where does this fit with the recommendation of at least 4-6 sessions per year?





8.       Completely orientated to AHPs working in direct patient care and does not acknowledge those working in public health care.  The focus could be more encompassing of the workforce (i.e. not restricted to clinical staff) through minor amendments.

9.       Whilst section 6.4 covers the majority of AHP staff employed within Scotland there is and will continue to be a number of AHPs who are managed outwith NHS Scotland or local authorities and provision must be made for them. AHP Directors Scotland Group should be mindful of this in relation to section 9 also.



		













Practice education is term used to relate to the training of all pre-registration AHPs and on review will need to check if this has caused any confusion.







Amended: All AHPs should have access to a Professional Lead / Manager of the same profession for issues relating to...



















Also added under Operational Supervision:  For AHPs working in a devolved structure and operationally managed by someone outside their profession, there may be situations that the operational manager requires to seek support and guidance from the profession specific Professional Lead. It is recommended that operational managers always work collaboratively with the Professional Lead to support individual staff members.



Added under Frequency of Supervision:

There will be times when supervision is needed with greater frequency e.g. for newly qualified staff joining the workforce who will benefit from perceptorship/enhanced supervision in the period immediately following graduation. 



Agree but this requires to sit with local organisation/area supervision arrangements ie. policy, procedures and plan for the implementation of supervision practices for AHPs



Under: PURPOSE OF THIS STATEMENT

This statement offers principles and guidance to support the provision of supervision for all AHPs and AHP Health Care Support Workers (HCSW) working across health and social care in Scotland. Added : in the NHS; Local Authority and Health & Social Care Partnerships.  Re point 9 below agree that it would be desirable for the principles to apply to all AHPs working in Scotland 



Frequency of Supervision section been strengthened to ensure emphasis on need and not number.









Desire would be for this to support AHPs working in all areas of healthcare. Cross working with Public Health will increase in future and perhaps give more opportunities to strengthen this across organisations?



As AHPs increasingly work with other partners again a very valid point and again desire would be for this statement to support AHPs working in other areas.





		Royal College of Occupational Therapists



		Re: Scotland's Position Statement on Supervision for AHPs.



 It's a good document and will support the development and use of supervisory support for AHPs at all levels.



Only one point to highlight. There is one key difference of approach to the COT guidance on supervision but this may be down to an interpretation of terms. In Table 1 of the Scottish statement it states that Supervision is not an opportunity for performance management or assessment. In the RCOT guidance it is assumed that supervision may be used for performance management, defining this as the 'management and optimisation of elements of a person's performance' (COT 2015, p3).



The Scottish document may be seeing performance management as the formal process of meetings and letters once a problem has been identified, whereas the RCOT guidance sees it as a continuous positive process throughout. RCOT states that the supervisor always has an element of performance management. The supervisor's aim is to optimise the performance of the supervisee. This may be from any starting point along the continuum of poor to excellent practice(COT 2015, p 19).



I would suggest that this activity of supporting growth and development, especially with someone who is performing poorly or struggling, for whatever reason, is performance management and should be part of supervision. If this fails, then the formal process of warnings etc kicks in. If my assumption is right, my suggestion would be for the Scottish document to clarify what it means by performance management and to clearly confirm that supervision can be used to identify how and where a practitioner might be struggling and to support a practitioner to 'up their game' well before any formal action is taken by the employer.





		













































Under Supervision is not, to bullet point: An opportunity for performance management or assessment have added: (although effective and supportive supervision may identify that a practitioner is struggling/poorly performing, enabling the supervisee to provide early support to prevent a small problem becoming a big problem)





		The Society of Chiropodists & Podiatrists/ The College of Podiatry



		A well-considered and comprehensive piece of work.

Good structure and underlying principles.

At what stage will the details of the expected process be shared?



Will there be templates/ proformas to guide process?

Really liked the underlying philosophy





		Timeline on completion and publication of final document estimated to be end August 2017.

Templates/ proformas to guide process require to be developed by organisation/area as part of local policy & procedures, but sample resources currently in use in parts of Scotland will be available from NES.





		BAPO

		I think there needs to be a clear de-lineation between mentoring and peer support, performance management and supervision. We can be guilty of using the same terms to mean different things depending on the environment and culture we work in.

 

I agree there is the need to discuss cases with colleagues often on a daily basis and review personal practice.

Performance wise we have our PDP and KSF reviews to ensure we are developing ourselves and delivering the objectives for the organisation and individuals.

 

This concept of supervision is about creating a safe space to focus on issues which the supervisee wishes to raise- either one to one or in a group environment with the conversation led and facilitated. Active listening to an issue and open questions leading to the supervisee  identifying ways forward to resolve the issues- there should be an action list then the same issue should be reviewed and reflected on at the next session. 









Its about leading the individual to identify their own solutions to their issue, not give them the solutions or direct actions required which is more PDP.

The actions could then feed out into PDP type learning or support but its up to the person how that is developed not their manager/supervisor.

 



		Additions (detailed in response to previous comments) been made to further clarify.















Agree that quality supervision requires these skills and within this strategic statement covered under: Learning and Development for Supervision The skills, values and competence of a supervisor and supervisee are crucial to the effective quality. 

Local policy & procedures to underpin the statement should reinforce this point.





Under Supervision column in table, under bullet point “Provides a safe place for professional development, growth and accountability through the use of appropriate questioning, challenge, affirmation and structured reflection”

 added extra bullet point:

Leads the individual to identify their own solutions.





		Art therapy

















BAAT















		I note that this amount of supervision is a minimum requires for AHP, however those working in a psychological setting really do need to have regular supervision, if working with child protection cases this needs to be more than monthly.  Once a month needs to be a minimum for psychological professions with a proviso of increased supervision if there are safeguarding issues.







My only comment about the supervision document is that I would suggest that supervision is more frequent than 4-6  times per year, especially for staff working in a  therapeutic role.  

		Within paragraph under Components of supervision have added:

Many individual AHP professional bodies have guidance on supervision that provides valuable additional support.





Frequency of Supervision section been strengthened to ensure emphasis on need and not number. Also added:

Those working in a psychological setting, working with victims of abuse, child/adult protection cases etc will require regular supervision more frequently. 



		Drama Therapy

		I'd echo that, suggesting 4 to 6 weekly where feasible.



		



		Feedback on Supervision statement from ADSG members



		Board

		Feedback

		Action / comment



		Tayside

		Under section 4…

Page 5, Bullet 1

Is there a plan to provide any guidance as to what constitutes evidence base and how staff are expected to evidence the evidence. I think it is the right approach to take as it challenges on practice approaches. I am assuming staff could evidence through journal / article reviews and also the departmental service plans (which should already be evidence informed).



Page 6,bullet 1

What do we mean by the phrase interpersonal? It may be misconstrued as 1-1 which wont always be appropriate or possible? Have we deliberately moved away from the use of the word clinical? Is this what is included in practice, perhaps this should be more explicit as a subheading of practice? 



It would be preferable to have an overarching framework that covers all types of supervision hence my reason for making this point.



Page 7

Table summary

Left column; the second point brings in for the first time the impact on patients / carers/ service. I wonder if earlier in the document we could make reference to the direct correlation of quality supervision and staff development/ support on morale and performance and service/care then received by the public.

The Kingsfund have an excellent reference base of this (Leadership and Development in Healthcare 2015) and the publication on Staff Engagement also from 2015 



Page 8

Practice supervision. 

This does make it clearer about clinical practice

Professional. 

The use of the phrase Professional Line Manager may create confusion and concern in many board areas as a considerable number of the professions have professional leadership and accountability to a professional lead who does not carry the title of line manager; could this be professional lead or line manger?

Managerial.

From the guidance from NI, it was clear that there are situations whereby the manager needs support from the professional lead. I wonder if the paragraph could close with an acknowledgement of this requirement to ensure safe and effective practice?



Page 9

Practice (in the table). People quite often focus on a easy to read table and I am concerned that this will be taken out of context or misinterpreted as I have read this definition or summary to focus entirely on the service element. If I can give a local example where this would be used by managers to continue practice that is of concern to us professionally; OTs in mental health form part of the core team perfuming duty rotas etc which have led to an increase in waiting times for specialist OT input under the guise of meeting the service priorities. Now looking to replace the OTs with nurse and the value and contribution of the OT input at the right time has been lost.



???‘Mainly relates to best practice to deliver high quality care and service’



Page 9 paragraph 1, line 5 spelling error, instead of professional, this should read profession.



Page 10

Frequency of supervision. It would be preferable to have a minimum set for this in order that we can then measure this at local level, this can be particularly challenging when dealing with staff who are managed by another profession and so a minimum gives us something to negotiate on with them. I would anticipate that the role of the professional lead would be to sit with the manager to determine what might be appropriate for the staff member using the helpful bullet points then listed.



Section 6.4

Could we make the responsibility of the AHP Director for ensuring supervision is in pace and undertaken for all staff to be clear that this is across NHS Board and H&SCP (even though we know that the boards retain professional accountability for health staff otherwise this may be confusing if there are corporate arrangements in place and staff may be managed by LA colleagues).



Final paragraph on page 10… is this as strong as we can make this statement? Could we remove the ‘it is anticipated’? 



I know I have made quite a number of comments which I hope you consider useful/helpful. the document is robust in terms of setting out requirements and provides a framework for local boards to adapt as necessary. There are a number of elements noted which we will in turn need to ensure are part of our operational/professional guidance (as adapted from NI and attached for interest).



		It would be beneficial for local supervision arrangements ie. policy, procedures and plan to give additional detail as you suggest on evidence.













Further detail given on table later in document.



















Kings Fund Leadership and Development in Healthcare 2015 excellent publication but does not specifically refer to supervision though agree that there is considerable evidence correlating +ve staff morale with positive impact on patient/service outcomes.



In background and context have added Supervision potentially has a role to play in supporting staff engagement and morale which, in turn, has a positive impact on the people who use our services’







Amended: All AHPs should have access to a Professional Lead / Manager of the same profession for issues relating to...



Added under Operational Supervision:  For AHPs working in a devolved structure and operationally managed by someone outside their profession, there may be situations that the operational manager requires to seek support and guidance from the profession specific Professional Lead. It is recommended that operational managers always work collaboratively with the Professional Lead to support individual staff members.



Amended box in Practice table to strengthen in line with suggestion:

Mainly relates to scope of practice, ensuring best practice to deliver high quality care, professional development, identity and professional issues



[bookmark: _GoBack]







Corrected spelling error

Frequency of supervision section notes that…There is no clear evidence regarding the specific number of supervision sessions required (Pollock et al 2017). However, in practice, it is anticipated formal supervision will be available at least 4-6 times per year











For AHPs working in a devolved structure and operationally managed by someone outside their profession agree this is a particular challenge. 



Essential that local supervision arrangements ie. policy, procedures address frequency; responsibility; commitment to protected time   strengthen support through requirements of local Health & Social Care Partnership Professional Assurance Frameworks. 





		Glasgow & Clyde

		I have reviewed this document and it is possible for our NHSGGC draft policy to sit below it.



The only comments I have are with regards the Learning & Development section (pg 11) 



"time should be made available for supervisors to attend appropriate introductory & advanced training courses" 



and 



"Refresher training".

1. ​​Who is providing these particular courses (hopefully NES if this is a national statement)

1. how much time is needed?  how long is the training?

1. is this necessary where CS is already happening?

This would promote an expectation that where what is considered to be adequate clinical supervision at the moment may be seen as inadequate because staff had not attended these specific courses

Perhaps this could read “Staff should be appropriately trained for any supervisory role that they are asked to undertake”. 



		Amended wording:



Check what local opportunities and resources exist.  National support is available from NHS Education Scotland to facilitate the implementation of supervision processes and the Post Registration Career Development Framework resource has a variety of resources which learners may find helpful. 



Added:

Staff should be appropriately trained for any supervisory role that they are asked to undertake.



Final page advises that each organisation requires to have own local supervision arrangements ie. policy, procedures and plan for the implementation of supervision practices for AHPs ideally developed in collaboration with local professional and operational line managers and articulated within the local Professional Assurance Framework.

Details on who; how much time; options on requirements etc require to be covered within local arrangements.
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1. INTRODUCTION



Scotland’s Position Statement on Supervision for Allied Health Professions (AHPs) has been developed in partnership with the AHP Directors Scotland Group, the AHP Federation Scotland, and the Scottish Government AHP Chief Health Professions Office.



PURPOSE OF THIS STATEMENT



This statement offers principles and guidance to support the provision of supervision for all AHPs and AHP Health Care Support Workers (HCSW) working across health and social care in Scotland: in the NHS; Local Authority and Health & Social Care Partnerships. 

· It is applicable to all roles and levels of practice. 

· It articulates the overarching principles of supervision

· It offers guidance which should then inform local supervision policy and practice including any specific uni-professional requirements.

· It sets the direction for AHP staff, their professional leads and line managers to ensure processes and systems are in place to support supervision.



2. BACKGROUND AND CONTEXT 



There are approximately 12,000 AHPs and 2250 AHP HCSWs employed in Scotland. Their contribution is essential to providing safe, effective and person-centred services across the health and social care sector.   



Everyone Matters: 2020 Workforce Vision (2013), Social Services in Scotland: a shared vision and strategy 2015-2020 (2015) and the National Clinical Strategy for Scotland (2016) recognise that a well-educated, motivated, capable and supported workforce is vital to achieving our vision for health and social care by 2020 and beyond.  Good supervision can contribute to the continued development of healthy organisation cultures, ensure sustainable AHP practice and support emerging AHP roles. Supervision potentially has a role to play in supporting staff engagement and morale which, in turn, has a positive impact on the people who use our services’

In the context of the integration of health and social care services in Scotland and wider public sector reform. AHP staff are being asked to take on new roles and deliver new models of service. This requires robust clinical and professional governance arrangements to be in place to support staff in the delivery of safe, effective and person-centred care.



Based on the well documented benefits of supervision (Dawson 2013) this statement takes the position 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. Indeed, many of the AHP Professional Bodies state that access to regular supervision should be available for all staff. The Health & Care Professions Council (HCPC) advise that access to quality supervision is a good supportive structure to enable a registrant to meet their HCPC’s standards for CPD. Guidance on the HCPC website http://www.hcpc-uk.org/registrants/cpd/activities/ includes supervision as one of many CPD activities.



Whilst support staff are not registered by the HCPC, it is intended that the practice outlined in this statement extends to all non-regulated staff. This is consistent with the Induction Standards for Health Care Support Workers (2009) and the SSSC Code of Practice for Social Workers and Employers (2016).



3. DEFINITION OF SUPERVISION 



Whilst there is no agreed best or single definition of supervision, there are common purposes attributed to supervision. These include ensuring competent and safe practice, promoting wellbeing and professional practice and developing knowledge, skills and values (Dawson, 2013; IRISS, 2015). What evidence there is points to good supervision being associated with job satisfaction, organisational commitment and retention of staff (SCIE, 2013). 



The Department of Health (1993) describes supervision as; 



"a formal process of professional support and learning which enables practitioners to develop knowledge and competence, assume responsibility for their own practice and enhance consumer protection and the safety of care in complex clinical situations. It is central to the process of learning and to the expansion of the scope of practice and should be seen as the means for encouraging self-assessment and analytic and reflective skills…"



The Scottish Social Services Council (SSSC, 2015) describes effective supervision as; 



‘Reflecting on practice [It] provides staff with support in the complex, responsible and emotionally challenging work they undertake. It should be conducted in the context of a supportive learning environment that actively encourages the continuous development of good practice and skills. Regular, high quality, organised, supervision is key to developing staff skills, knowledge and values.’  



Kavanagh et al (cited in Dawson, 2013) defines supervision as;



A working alliance between practitioners in which they aim to enhance clinical practice, fulfil the goals of the employing organisation and the profession and meet ethical, professional and best practice standards…while providing personal support and encouragement in relation to professional practice 



4. CORE PRINCIPLES OF SUPERVISION



The quality of supervision can be understood to have a direct bearing on the quality of service delivery and outcomes for people. The following are the core principles which underpin effective supervision practice.

 

· Supervision should be an active process which both supervisor and supervisee agree to and where appropriate should be underpinned by an evidence based model



· Supervision has an important underpinning role in enacting the health and social care values in Scotland. For more information, see Care and Support in Scotland  and  NHSScotland Values 



· Supervision must ensure the effective management of practice by developing and supporting staff and promoting staff engagement within the organisation



· All staff members, irrespective of their role, have the right to receive high quality supervision 



· Protected time should be allocated



· The supervisory process will promote and protect the best interests of staff & service users irrespective of differing diversity of experience including all protected characteristics under equality legislation



· All staff members bear responsibility for the quality of their own work and are required to prepare for and make a positive contribution to the supervisory process.  They are not passive recipients  



· Supervision should be available to all AHP staff in four areas of professional activity: Practice, Professional, Managerial, and Operational, on an interpersonal and supportive basis



· Employers have a responsibility to promote good supervision that is consistent with this statement and to ensure learning and development opportunities are provided for both supervisors and supervisees.



5. PURPOSE OF SUPERVISION

The overall intention of supervision is to improve professional self through lifelong learning, improve professional practice and to feel, and be, supported as a member of staff (NHS Lanarkshire 2010). Proctor’s model of supervision (cited in Clinical Supervision Toolkit, Helen and Douglas House 2014) remains a useful way of thinking about the purpose and benefits of supervision. This model identities three elements of supervision;



Normative (Accountability) This element focuses on supporting individuals to develop their ability and effectiveness in their clinical role, enhancing their performance for and within the organisation. The aim is to support reflection on practice with an awareness of local policy and codes of conduct.



· Supports delivery of a high standard of safe and effective care

· Enhances performance



Formative (Learning) Learning is also referred to as the educative element. It enables participants to learn and continually develop their professional skills fostering insightfulness through guided reflection. It focuses on the development of skills knowledge, attitudes and understanding.



· Supports personal and professional development

· Encourages and supports lifelong learning

· Help identify further learning and development needs



Restorative (Support)This element is concerned with how participants respond emotionally to the work of caring for others. It fosters resilience through nurturing supportive relationships that offer motivation and encouragement and that can also

be drawn upon in times of stress.



· Supports self care and wellbeing

· Provides insight into our emotional responses

· Enhances morale and working relationships 



Diagram 1 Proctor’s model of supervision [image: ]





Table 1 Summary of what supervision is and is not.



		Supervision 

		Supervision is not





		· Supports development of knowledge, skills, values and practice within a role or area.



· Benefits people who use the services and their families and carers.



· Promotes staff wellbeing by provision of support.



· Provides a safe place for professional development, growth and accountability through the use of appropriate questioning, challenge, affirmation and structured reflection.



· Leads the individual to identify their own solutions.

 

· Supports AHPs through challenging and complex situations.



· Supports reflective practice and clinical reasoning taking account of professional standards, the legislative context and eligibility criteria for service delivery.



		· Psychotherapy, therapy or counseling. (although it can be therapeutic)



· An opportunity to ‘police’ staff and check up on their actions.



· Not dictated by hierarchical relationships and positions within the organisation.



· An opportunity for performance management or assessment(although effective and supportive supervision may identify that a practitioner is struggling/poorly performing, enabling the supervisee to provide early support to prevent a small problem becoming a big problem).



· Controlled, managed and delivered by the supervisor and / or manager.



· A place for blame, gossiping or moaning.



· A place for pejorative judgement on practice.







6. DELIVERY OF SUPERVISION



6.1 Components of supervision



Within practice, the term ‘supervision’ can be problematic. Whilst many people do share a common understanding of what it means and what it looks like in practice it can’t be assumed that this is necessarily the case. For some the word ‘supervision’ can mean being watched or monitored, for others it is about support and professional development. Many individual AHP professional bodies have guidance on supervision that provides valuable additional support.This statement takes the position that, regardless of the terminology used, all AHP staff should be in receipt of regular support which is underpinned by the elements in the Proctor model and which covers the four interconnected components outlined below:



Practice Supervision: Aims to ensure best practice in relation to the care, support and treatment provided to people who use our services. Includes assessment, treatment, clinical reasoning, therapeutic intervention, decision making, consultation, and other clinical activities. Can be achieved through reflection, discussion and review of tasks and relationships with people and their families and carers. Ideally the AHP supervisor should be from the same profession and, where possible, working in the same clinical area.  If this is not possible then it may be necessary to ensure supervision is provided from out with the organisation.  The professional or operational leads / managers will agree streamlined approaches to the supervision of AHPs in rotational posts/split posts to avoid the need for multiple supervisors and ensure clarity of approach. 





Professional Supervision: All AHPs should have access to a Professional Lead / Manager of the same profession for issues relating to scope of practice and role, continued professional development (CPD), professional and ethical issues. This ensures that standards for Conduct, Performance and Ethics (2016), CPD (2012), Proficiency (2013) as set down by HCPC.  This type of supervision focuses on developing professional competence, meeting HCPC CPD requirements, providing feedback on performance, identifying development needs and supporting knowledge into practice, supporting service improvement and new models of practice in response to national policy and drivers.



[bookmark: _GoBack]Managerial Supervision: Ensures that the management (competent, accountable performance) function is met. Focuses on ensuring that organisational / professional policies and procedures are understood and adhered to ensure quality performance e.g. appraisals take place and objectives are reviewed, case notes are audited, statutory responsibilities are met. Also covers workload management and prioritisation (based on experience and skills of practitioner and the service need), risk management, case load management as appropriate.



Operational Supervision: Focuses on staff engagement with the organisations function. May include communicating about organisational changes and initiatives, resourcing issues, policy clarification, representing staff needs to management, offering feedback on how organisational policies/practice is perceived, and negotiating on differences which may arise between supervisors and other professionals, teams or service. For AHPs working in a devolved structure and operationally managed by someone outside their profession, there may be situations that the operational manager requires to seek support and guidance from the profession specific Professional Lead. It is recommended that operational managers always work collaboratively with the Professional Lead to support individual staff members.





Table 2 Summary of components of supervision 



		

1 Practice



		2 Professional

		3 Managerial

		4 Operational



		Mainly relates to the care, support and treatment provided to people who use our services

		Mainly relates to scope of practice, ensuring best practice to deliver high quality care, professional development, identity and professional issues

		Mainly focuses on ensuring competent, accountable performance

		Mainly focuses on staff engagement with organisational function



		Often linked together and referred to as Practice or Clinical supervision

		Often linked together and referred to line management





		 (
Support 
(restorative)
) (
Accountability
 (normative)
 
) (
Learning 
(formative)
)







Sometimes these four components of supervision will be covered by the same supervisor from within the supervisee’s profession, but this will not be the case for many staff. Where managerial/operational supervision is carried out by a supervisor from a different professional background there will be a need for a colleague from the same profession to undertake practice and professional supervision separately. The professional and operational managers should ensure that there is an appropriate balance in terms of the time given to each component of supervision and will need to share information and work in partnership to achieve this.



It is recognised that alongside formal supervision all AHPs engage in processes of informal supervision. Whilst acknowledging the importance, and indeed necessity of this activity, this should not in any way replace the formal supervisory requirement.



Formal supervision should be available on a regular basis and be consistent with the guidance outlined in this statement. 



Informal supervision happens on an adhoc, day to day basis and can take many different forms. For example, peer support, team meetings, informal discussions, review meetings etc. See Community of Practice for further examples. 



Supervision can be used as evidence of continuous professional development as required to maintain HCPC registration. AHPs can access guidance on reflection and keeping a portfolio at www.hcpc-uk.org. 





6.2 Frequency of Supervision 



In line with professional standards, each professional and operational lead will decide on the frequency of supervision.  There is no clear evidence regarding the specific number of supervision sessions required (Pollock et al 2017). However, in practice, it is anticipated formal supervision will be available at least 4-6 times per year. 



The frequency of supervision will depend on:



· the experience of the worker

· the length of time in the job

· the nature and complexity of their work

the individual’s support needs (SCIE last accessed 04/08/16) There will be times when supervision is needed with greater frequency e.g. for newly qualified staff joining the workforce who will benefit from perceptorship/enhanced supervision in the period immediately following graduation. 

Flying Start is a development programme that supports AHP graduates commencing in their first post in NHS Scotland. Add a link Audrey / Gail?

Increased supervision will also support staff moving into new roles or work environments and during times of organisational change/service redesign.

Those working in a psychological setting, working with victims of abuse, child/adult protection cases etc will require regular supervision more frequently. In addition, AHPs using specific clinical interventions may require supervision for that particular intervention. This type of supervision will depend on the requirements / expectation of the model or intervention. (e.g. Cognitive Behaviour Therapy or psychotherapy)





The HCPC publication “Preventing small problems from becoming big problems in health and care” highlight poor or infrequent supervision as a potential trigger for disengagement. The consensus views on ways of preventing problems include good supervision; regular appraisal and performance management; buddying schemes; mentoring; preceptorship; professional networks; reflective practice and keeping up to date. Other triggers for disengagement that may highlight the need for increased supervision include workload pressures, professional isolation and personal circumstances. 





Time allocated per supervision session should be adequate to address the aims and objectives of the specific session. The evidence suggests that most supervision sessions are for approximately one hour (Holmes et al 2010, Dawson 2013, Lambley and Marrable 2012).  This will vary according to circumstances.



6.3 Methods of delivering Supervision

There are several ways supervision can be organised, the most common being one-to-one. Other methods which may be appropriate are group supervision, team supervision or action learning sets. Methods of delivery are appropriate for different situations and each have their own benefits or limitations.          

 

 

6.4 Managerial, Professional and / or Operational lead. 



AHP Professional Leads have overall responsibility to ensure all professional staff within their remit have access to appropriate supervision.  The AHP Directors are ultimately accountable to the organisation Chief Executive for safe professional practice of their staff/service. In order to support their own professional practice/supervision requirements, AHP Directors are able to seek advice from the Chief Health Professions Office. 



To allow for provision of supervision, it is anticipated that managers/ leads will commit to offering protected time so that staff can plan for and engage meaningfully in their supervision sessions. 



6.5 Responsibilities of Supervisors and Supervisees

Supervision requires a supportive relationship that is formed between equals (Faugier and Butterworth 1994, cited in Dawson, 2013). From the outset, the supervisor and supervisee should be clear about their expectations and agree and maintain their roles and responsibilities within the supervisory relationship.





This will include:



· Working together to ensure creation of a safe environment which may include a supervision contract and agreeing ways of working



· Planning: including agreed items for discussion are drawn up at the start of each supervision meeting with contribution from both supervisor and supervisee



· Reviewing and agreeing decisions made at previous supervision meetings 



· Methods of recording 



· Supervision should be seen as a priority, which the supervisor and supervisee have committed to. Any postponed or cancelled sessions should be reconvened at the earliest opportunity 



6.6 Learning and Development for Supervision 

The provision of supervision carries learning and development implications for all practising AHPs. The skills, values and competence of a supervisor and supervisee are crucial to the effective quality. These will build on existing communication and facilitation approaches and skills learned through informal and formal education, professional development and experiential learning. It is recognised that the most confident and competent supervisors are those who have received good quality supervision themselves.



Supervisors and supervisees must have access to learning and development opportunities to enable them to engage with their supervisory roles. Supervisors at all levels will undertake learning related to supervision within an agreed timescale of taking up their first supervisory post.  Check what local opportunities and resources exist.  National support is available from NHS Education Scotland to facilitate the implementation of supervision processes and the support and supervision section of the Post Registration Career Development Framework resource has a variety of resources which learners may find helpful. 



Staff should be appropriately trained for any supervisory role that they are asked to undertake.



AHPs new to the supervisory role may benefit from shadowing an experienced supervisor to gain some experience of the process as deemed appropriate and with consent of all involved. Time should be made available for supervisors to attend appropriate introductory and advanced training courses.



Refresher training should be available to supervisors to consolidate skills and update practice.  

 






6.7 Interpersonal Relationship within the Supervision Context 

It is important that AHPs are supported to be aware of how working with varying client groups can impact upon themselves and their colleagues, and to be mindful of the implications of this on their practice and wellbeing. In light of this AHPs should have access to ways and means that allow them to reflect upon and to process such issues.



The supervisor should ensure that staff are supported to address any issues such as work related stress, personal issues or team dynamics and relationships. There may be times when personal experiences and issues cannot be dealt with within the supervisory relationships.  In such instances, there may be a need for some additional support in line with local policies and procedures.



6.8 Confidentiality

Supervision sessions are, in general, confidential exchanges between supervisor and supervisee. However, the supervision record is an organisational document which may be seen by others if required. The record may also be used where there are situations like grievances or disciplinary proceedings, without the consent of the parties involved.  The supervision agreement process should clarify the constraints upon confidentiality and where records are kept in electronic format security access levels will need to be agreed. 



All parties must be informed of the intention to disclose, before revealing confidential information.

Examples of circumstances where information may need to be shared include:

· When it is agreed that there is a specific issue or learning point that would be beneficial to share

· Disclosure relates to harm or risk to self or others

· Contravention of law, professional code or conduct or local policy comes to light



In considering confidentiality supervisors and supervisees need to consider duty of candour legislation and associated HCPC standards. This might include the requirement to be open and honest when things go wrong and escalate concerns they have about safety and wellbeing.



6.9 Use of Patient/Client Records



Where supervision is focused on case discussions/review or application of clinical reasoning, patient/client records may be used to support this activity. This will be particularly relevant to new graduates and to aid complex case discussions. Where this happens, the staff code of ethics and confidentiality will apply.

	

Organisations employing professional staff members who make such records are the legal owners of those records.






6.10 Storage of Records



Each organisation has its own policy for the safe storage of records. All staff members should be mindful of his/her professional accountability with regard to the principle of confidentiality of information.



6.11 Supervision Implementation Plan



Each organisation should have an agreed plan for the implementation of supervision practices for AHPs based on the guidance highlighted in this statement. These should be agreed with appropriate professional and operational line managers. 



7. MONITORING AND EVALUATION OF SUPERVISION



Ongoing monitoring and evaluation of supervision activity is essential to ensure that supervision policies and procedures are meeting service need and that they are addressing all four components of supervision. It is also necessary to monitor the benefit to individual staff, clients and the organisation, since the quality of supervision activities can influence effectiveness, reduce risk and promote safe and effective care.



Local arrangements need to be developed to determine what information requires to be gathered to give AHP Directors/Leads assurance that supervision is in place and effective.



8. PROFESSIONAL GOVERNANCE 



Each Health Board area and Health & Social Care Partnership has Professional Assurance Frameworks that will articulate local professional governance arrangements. Scotland’s national statement on Supervision for AHPs has been designed to support the local frameworks and is underpinned by the professional standards detailed by the Health & Care Professions Council and individual AHP professional bodies.



9. REVIEW 



Given the importance of supervision, this statement should be reviewed by the AHP Director Scotland Group (ADSG), every two years, and amended in accordance with clinical governance standards and relevant professional guidelines.








10. REFERENCES



Care and Support in Scotland (2014) http://www.gov.scot/resource/0045/00453891.pdf



Daly, E., Muirhead, S. (2015) Leading Change in Supervision, Messages from Practice, The Institute for Research and Innovation in Social Services (IRISS)



Dawson, M. (2013) Allied Health Professionals Perceptions of Clinical Supervision, Doctorate Thesis, Doctor of Public Health, La Trobe University, Victoria, Australia



Everyone Matters: 2020 Workforce Vision http://www.workforcevision.scot.nhs.uk/vision-development 



Health Care Professional Council (2012), Standards of Continuing Professional Development 

http://www.hpc-uk.org/registrants/cpd/ 



Health Care Professional Council (2013), Standards of Proficiency http://www.hcpc-uk.org/aboutregistration/standards/standardsofproficiency/ 



Health Care Professional Council (2016), Standards of Conduct, Professionalism, and Ethics http://www.hcpc-uk.org/aboutregistration/standards/standardsofconductperformanceandethics/ 



Health Care Professional Council (2015) Preventing small problems from becoming big problems in health and care http://www.hpc-uk.org/publications/research/index.asp?id=1009



Holmes, L., Munro, E.R. and Soper, J. (2010) Calculating the cost and capacity implications for local authorities implementing the Laming (2009) recommendations, Loughborough: Centre for Child and Family Research, Loughborough University 



Lambley, S. and Marrable, T. (2012) Practice enquiry into supervision in a variety of adult care settings where there are health and social care practitioners working together, Report to SCIE, Brighton, University of Sussex



National Clinical Strategy for Scotland (2016) http://www.gov.scot/Publications/2016/02/8699 



NHS Lanarkshire (2010), High Challenge High Support, Professional/Clinical Supervision Handbook for Allied Health Professionals



Pollock, A.et al (2017) A systematic review of evidence relating to clinical supervision for nurses, midwives and allied health professionals, JAN, Vol, 73, Issue 8



Post Registration Career Development Framework

http://www.careerframework.nes.scot.nhs.uk/support-and-supervision.aspx 



Scottish Government Mandatory Induction Standards and Codes  (2009) http://www.hcswtoolkit.nes.scot.nhs.uk/resources/hcsw-standards-and-codes/ 



Social Care Institute of Excellence (SCIE), (2013)

http://www.scie.org.uk/publications/guides/guide50/contextforeffectivesupervision/index.asp 





Scottish Social Services Council (SSSC), (2015)

http://www.stepintoleadership.info/assets/pdf/what_is_supervision.pdf



Social Services Codes of Practice for Social Service Workers and Employers (2016) http://www.sssc.uk.com/about-the-sssc/multimedia-library/publications/37-about-the-sssc/information-material/61-codes-of-practice/1020-sssc-codes-of-practice-for-social-service-workers-and-employers 



The Helen & Douglas House Clinical Supervision Toolkit (2014) http://www.helenanddouglas.org.uk/get_information/useful-resources/





Acknowledgments:



Adapted with permission from Regional Supervision Policy for Allied Health Professionals Department of Health, Social Services and Public Safety (Northern Ireland)







1



image1.png








image16.emf
Paper 3 Summary of 

discussion_advisory groups review_Dec2016.docx


Paper 3 Summary of discussion_advisory groups review_Dec2016.docx
[image: http://intranet.nes.scot.nhs.uk/communications/design/Corporate_Identity/logos/images/NES_2col.jpg]

NES AHP Advisory Groups - March 2016

Summary of discussion and actions 

This paper summarises the review of the NES AHP uni-professional advisory groups and outlines decisions agreed at the December 2016 overarching Advisory Group. 

Background 

The NES AHP team and members of each of the uni-professional advisory groups have undertaken a review of the structure and function of the nine uni-professional AHP advisory groups and the overarching multi-professional advisory group. The aim is to ensure that they are effective, sustainable and fit for purpose within the current environment and in the future. In September 2016 a paper was shared which offered a brief background to the review, outlined a number of key issues to consider and offered suggestions for ways forward. Feedback and recommendations following consultation on this paper were discussed at the overarching AHP Advisory Group in December 2016.

Summary of discussions (see appendix 1 for flipchart notes)

· The uni-professional groups suggested that a mixed model may be an option, allowing for both multi-profession and uni- profession education issues to be discussed as required. There was some debate about this as the NES AHP team approach is primarily focussed on multi-professional learning across the four pillars of practice. 

· One option considered to address this was to maximise the use of other national and / or local pre-existing uni-professional groups/structures that already exist to meet uni-professional learning needs. Feedback indicated that the current members of the uni-professional advisory groups valued the opportunity to come together to discuss profession specific issues. This often covered a range of issues, not always education related, and therefore, it was acknowledged that this could be achieved via existing structures offered by professional bodies. Where specific uni-profession skill development is required then the professional bodies would be the more appropriate route.

· Feedback indicated that the groups should make better use of both face to face and virtual meetings.  For example, face to face meetings may be more appropriate for themed discussions, planned in advance. Virtual environments would enable a timely response to specific issues as required. However, it was noted that virtual groups require all members to have access and capability to use technology effectively and are still dependant on the development of good relationships.  They need support and time to establish and be effective and it should not be assumed that they require less input from NES. The advisory group could use social media to facilitate conversations about AHP learning e.g. twitter, blogging etc. Again support to do this would be needed and advice on how, and if, this then informs or advises NES activity.

· All future multi or uni-professional advisory group(s) (face to face or virtual) need to be clearer about their role and function and be supported to maintain this.

· Topic or theme based sessions were favoured, particularly if linked to national drivers.

· It is important to continue to be mindful of smaller AHP professions and challenges of representation.

· Any future multi-professional group should consider opportunities for learning across and between other professional groups e.g. pharmacy or psychology. This is important in light of emerging work related to areas such as advanced practice and transforming roles.

· Membership of group(s) going forward should be reviewed to be more inclusive of people across the sector and at different levels of practice

Actions agreed by AHP Advisory Group (Dec 2016)

1. The nine existing NES uni-professional AHP advisory groups will end in their current form. 

· A small number of these groups may choose to continue to meet to discuss wider uni-professional issues. In these cases, NES could be invited to be a member as appropriate but will not have a coordination or organising role.

· NES will support the development of virtual uni-professional groups and/or short lived theme specific groups (see point 3 below).



2. The current overarching multi-professional AHP advisory group will be refreshed.

· This will continue to be a multi-professional group which meet face to face, up to four times a year. 

· To maximise the influence of the group the timing of meetings will take into account key NES activities such as annual operational planning 

· It will focus on specific themes (for at least part of the time) and have a specific ask for/from NES

· The terms of reference will be revised to include:

· Specific purpose of the group

· Refreshed membership to ensure engagement with all partners and at all levels across the sector

· Refreshed roles and benefits/expectations of membership of the group

· Agreed ways in which members of the group will engage with and consult with their respective community and/or uni-professional group. This will include a scope of uni-professional groups and/or other structures that already exist and how these could be utilised. 



3. Support development of virtual group(s)

· These will take time and will require support from NES to establish

· Could make use of online tools such as WebEx and Qube

· Could start with invitation to members of current uni-professional groups

· They will need a clear role and purpose which may vary depending on need. For example, may be uni-profession or multi-profession, may be short lived to advise on a specific issue or more on-going, may be theme based such as advanced practice or policy driven such as AILIP 

· Important to ensure that any group that is developed compliments and connects with other structures or networks (rather than replicate)





Fig 1 below offers a suggested structure for the Multi-Professional Advisory Group. Please note, this is draft only and will be further discussed at future meetings



[bookmark: _GoBack]Figure 1 Draft Option for Advisory Group Structure



Notes (outline proposal only – to be agreed at future meetings)

a) Each representative on the main Multi-professional group will be asked to identify their stakeholders and supported to develop a plan to engage with them. The intention is that, where possible, people will make use of structures that are already be in place, rather than developing new ones.  For example, the Dietetics Leadership Network, the Occupational Therapy Board, the Physiotherapy Scottish Board etc. The way in which each rep engages with their network will vary depending on what is already in place in each group/profession. The virtual groups noted on page 2 may form part of this network 

b) For professional reps, there will be expectation that they identify ways in which they will engage at all levels within their profession and across the sector 

c) The hope is that the representative role could be viewed as a career development opportunity. This could also support succession planning 

d) Each representative will have a named link person at NES to offer support as required



Next steps

Convene multi-professional group (existing members) to agree terms of reference, membership, structure etc. for refreshed group

Develop short communication to send to all members of each of the nine uni-professional groups thanking people for their engagement to date and outlining decisions and actions going forward



Multi-professional advisory group revised TOR,clear expectations of membership, succession planning 
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NHS Education for Scotland (NES)


Allied Health Professions (AHP) Advisory Group

Definitive Document

1. Title


Allied Health Professions (AHP) Advisory Group

2. Remit


To provide the NES Board with strategic advice on AHP matters.


3. Functions


· To advise NES on the development of AHP education in Scotland arising from key national drivers.


· To provide NES with a source of advice and input into key consultation exercises.


· To advise NES on other AHP business as required.

· To identify learning priorities and develop recommendations including active collaboration with representatives of other relevant networks.

4. Equality, Inclusion and Engagement 

The AHP Advisory Group will ensure that its actions and advice actively promote good practice in education that is inclusive and culturally competent.  We recognise the need to be proactive in tackling discrimination, and promoting equality and good relations.  To support this, the AHP Advisory Group will engage with service users in carrying out its work. Furthermore, relevant two way communication between the Group and the NES Patient Focus Public Involvement and Equality & Diversity Committee will be ongoing via the NMAHP Associate Director (AHPs).

5. Composition of the Group

Composition of the AHP Advisory Group will reflect the key stakeholders in allied health professions, with regard to remit.


Appointments are ratified by NES from nominees secured from a range of relevant stakeholder groups (and self-nominated individuals with particular experience or expertise) to include as relevant:


· NHS Boards/Health and Social Care Partnerships

· Royal Colleges and Professional Bodies


· Higher / Further Education representation

· Service User / Patient representation


· Consumers of education


· UK Regulators

· Nominated representatives from each of the AHP professions

The NMAHP Associate Director (AHP) will be a member of the AHP Advisory Group.  The following should be invited to attend:


· A non-executive NES Board Member


· A Scottish Government Health Directorates Officer

· NES staff as determined by the NMAHP Associate Director (AHP)

The participation of trade unions in the work of the AHP Advisory Group will be effected either through membership and/or through separate consultation mechanisms.


The AHP Advisory Group will normally comprise a maximum of fifteen members (excluding NES staff).

See Figure 1 for Advisory Group membership

6. Terms of Office

The term of office should be a maximum of four years and a minimum of two years.  


7. Delegated Authority

The AHP Advisory Group is authorised by the NES Board to secure the participation of any persons outwith its membership with experience and expertise relevant to the business of the group (for any period of time which the Advisory Group considers appropriate, but not exceeding a normal term of office without renewal).


The AHP Advisory Group is authorised by the NES Board to establish task based sub groups to undertake specified pieces of work on its behalf.


The AHP Advisory Group is authorised by the NES Board to delegate specified responsibilities to sub groups or to NES staff (see 9.2).


8.  Reporting and Communication Mechanisms

· Communication between the AHP Advisory Group and the NES Business Group and Board will be ongoing via the NMAHP Associate Director (AHP)

· In addition, the Chair of the AHP Advisory Group will report to the NES Board on the basis of a shared review on an annual basis with the NES Chair and Chief Executive. This meeting will also provide an opportunity to highlight emerging issues likely to impact on future AHP Group activity. In turn, key themes and issues identified at that meeting will be brought to the attention of the NES Board by the Chief Executive.

· AHP Advisory Group minutes will be circulated to NES Directors and will be made available on the NES intranet.

· Each member of the AHP Advisory Group will identify mechanisms/processes for communication with the stakeholder group(s) they represent on the group

9. Standing Orders

As an Advisory Group, the business will be conducted informally on most occasions.  However, where necessary, the provisions of the NES Board standing orders shall be applied. The following particular arrangements shall apply to the AHP Advisory Group:


9.1 
Chairing


The Chair is appointed by NES from the full membership of the group.  In the absence of the Chairperson, the Chair shall be taken by the Deputy Chair who shall be elected from the group by a simple majority.


Any question arising in relation to the conduct of the meeting which is not dealt with in the Standing Orders shall be determined by the Chair at his/her discretion.


In the event of an urgent situation arising, the Chair shall be empowered to take action on behalf of the AHP Advisory Group, but shall be required to report on such action to the group at its next meeting.


9.2 
Operation of Sub-Groups


Any sub groups established will report to the AHP Advisory Group and shall not publish reports or issue other communications independently.


Sub-groups may include co-opted individuals with relevant expertise who are not AHP Advisory Group members.


9.3  
Meetings of the Advisory Group


The AHP Advisory Group will normally meet twice a year and at least once a year.  At least one third of members require to be present for meeting to commence.

Additional meetings may be convened according to the business to be conducted.


Sub-Groups of the AHP Advisory Group, formed to take forward specific pieces of work, may be formed by the Advisory Group (see 9.2).


9.4
Freedom of Information Act

In compliance with the Freedom of Information Act, NES will, as appropriate, make available papers and documents relating to AHP Advisory Group activity.

9.5
Data Protection Act


The AHP Advisory Group shall comply with the Data Protection Act.


9.6
Financial Arrangements


AHP Advisory Group Members will not be remunerated for this work.  Travelling expenses will be met by NES.

10.  
Appointment of Chairs and Members 

Composition of the AHP Advisory Group is set out in section 5.

The two main categories of membership are:


i. Representatives of specific stakeholder groups or organisations.


ii. Individuals with particular experience or expertise, including service user / patient representation.


The NMAHP Associate Director (AHP) will submit proposals for membership to NES on the basis of the following criteria:  geographical spread, reflection of sectors; and balance of the Advisory Group.


This process shall be documented.


10.1 Chair

The Chair shall be a member of the AHP Advisory Group.  The appointment of the Chair for the first two years of the newly established AHP Advisory Group should be proposed to NES by the NMAHP Associate Director (AHP), who will have consulted with relevant stakeholders, and this will be ratified through NES business processes.  This process should be documented.


Thereafter, the Chair of the AHP Advisory Group will be appointed from within the AHP Advisory Group by group members, and the nomination submitted to the Board for ratification.



10.3
CVs

CVs of all AHP Advisory Group members will be obtained and made available for reference as required by NES.

Figure 1 AHP Advisory Group Members 
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J O I N T  P O S I T I O N  S T A T E M E N T


A joint statement on
continuing professional
development for health 
and social care practitioners


A collaborative
statement from:
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A  J O I N T  S TAT E M E N T  O N  C P D  F O R  H E A LT H  A N D  S O C I A L  C A R E  P R A C T I T I O N E R S


Overview


Continuing Professional Development
(CPD) is fundamental to the
development of all health and social
care practitioners, and is the
mechanism through which high
quality patient and client care is
identified, maintained and developed. 


Health and social care practitioners
work in a range of settings, and all
areas and grades are affected by
statutory training requirements under
The Health and Safety at Work etc. Act
1974 (HMSO, 1974), which should be
supported separately from the CPD
referred to in this statement.


Qualified health and social care
practitioners must meet their
regulatory bodies’ CPD requirements,
and those working in the NHS must
meet the Knowledge and Skills
Framework (KSF) requirements by
undertaking CPD. 


It is important to note that both the
KSF, and the regulatory bodies’ CPD
requirements, must be supported to
meet the continuing demand for a
wider range of skills from
practitioners.


We firmly believe that six days (45
hours) per year should be the


minimum time granted by employers
(which will include ‘writing up’ time)
to facilitate CPD, but we also recognise
the importance of learning outcomes,
as opposed to the fulfilment of hours.


Purpose of the 
joint statement


This statement has been agreed by the
nursing, midwifery and allied health
professional bodies listed on the cover
in recognition of the fact that
continuing professional development
is fundamental to the development of
all health and social care practitioners,
and to the enhancement of quality
patient/client care within uni- and
multi-professional teams. 


The purpose of the joint statement is to:


� influence health and social care
employers 


� influence UK-wide health and
social care policymakers


� support workplace representatives
and the union learning agenda


� facilitate the health care quality
agenda


� facilitate the workforce
modernisation agenda.
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Enhancing quality care
and service delivery


The professional bodies explicitly
acknowledge that:


� the purpose of CPD is to enhance
the quality of care that patients and
clients receive from health and
social care practitioners


� the connection between CPD and
quality of care has been made explicit
in UK Government and regulatory
body documents (SEHD, 1999; DH,
1999, 2000, 2004; WAG, 2005)


� there is a demonstrable link
between the application of CPD
learning outcomes to practice and
high quality care and service
delivery (HPC, 2005; NMC, 2006)


� enhanced service delivery and
patient/client care is not possible
without appropriate resources and
support


� initiatives such as Improving
Working Lives have shown that staff
who are given training and
development opportunities are
likely to be more motivated and
satisfied at work, leading to
increased staff retention (DH,
2000).


Access to appropriate and
equitable resources


The professional bodies expect that:


� Six days (45 hours) per year
protected CPD time should be the
minimum time granted to support
health and social care practitioners’
CPD, above existing statutory and
mandatory training and formal
study leave arrangements. This is a
realistic amount of time, and is in
keeping with existing regulatory
and professional body requirements 


� the above allocation incorporates
the documentation of learning
outcomes from CPD alongside
direct involvement in CPD activities


� employers will ensure appropriate
staffing to maintain standards of
care and service delivery when
protected time is taken


� this provision should be made
available to both qualified health
and social care practitioners and
support workers


� CPD is based on identifiable
learning outcomes which
demonstrate the value and impact
of learning activities on health and
social care delivery
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� employers will go beyond the
minimum protected time allocation
when appropriate to ensure
individual learning needs are met.


The range of learning
activities


When defining the scope of CPD
activities which can be undertaken
within the protected time allocation,
the professional bodies:


� use a broad definition of CPD, in
accordance with existing
professional and regulatory body
protocols (HPC, 2005; NMC, 2006),
which encompasses a mix of formal
and informal learning activities
appropriate to individual and
service needs


� exclude training required under
The Health and Safety at Work etc.
Act 1974 (HMSO, 1974), and other
mandatory employer training, from
the protected time allocation.
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CPD and employers 


The professional bodies recognise that
support for CPD is required:


� across the spectrum of health care
providers, including NHS
employers, independent sector
health care providers, the education
sector (schools etc.), and social care
employers


� from employers committed to
providing staff with resources to
maintain and develop health and
social care services. Employer
support for practitioner CPD is
essential to ensure organisations
have appropriately skilled staff to
meet the demands for new and
improved services for patients and
clients


� to facilitate implementation of the
KSF in the NHS. 


Equality of access


Employers provide equal access to
CPD, regardless of individual working
patterns, to ensure that equality
policies are implemented.
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Benefits to patient/
client care


CPD has important implications for
the public. Recipients of care have a
right to access health and social care
practitioners who possess up to date
knowledge, skills and abilities
appropriate to their sphere of practice.


In addition, the development and
complexity of organisations
continually demand a wider range of
skills from practitioners. These
increasing demands require efficient,
supported and structured
development for CPD for health and
social care practitioners.
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J O I N T  P O S I T I O N  S T A T E M E N T


Website contact addresses


wwww.ahpf.org.uk Allied Health Professions Federation


www.baaudiology.org British Academy of Audiology


www.badth.org.uk The British Association of Dramatherapists


www.cot.org.uk British Association of Occupational Therapists.
College of Occupational Therapists


www.bapo.com The British Association of Prosthetists 
and Orthotists


www.bda.uk.com The British Dietetic Association


www.britishparamedic.org British Paramedic Association.
College of Paramedics


www.csp.org.uk The Chartered Society of Physiotherapy


www.rcm.org.uk The Royal College of Midwives


www.rcn.org.uk Royal College of Nursing


www.rcslt.org Royal College of Speech and Language Therapists 


www.feetforlife.org The Society of Chiropodists and Podiatrists


www.sor.org The Society of Radiographers
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Elizabeth Campbell (EC) – Scottish Government

Paul Curtis (PC) – Scottish Government

David Dunlop (DD) – Chair

Kevin Hutchison (KH) – NHS 24

Gordon Maclean  (GM) – Macmillan Cancer Support

Debbie McCarthy (DM) – NHS 24

Julia McCombie (JM) – Scottish Government

Kew Mitchell (KM) - WOSPG

Maria Murray  (MM) – College of Radiographers	

Tom Pilcher (TP) – Scottish Government

Neil Pringle (NP) – NHS Fife (Scottish Primary Car Cancer Group)

Nicola Redgewell (NR) – Scottish Government

Laura Ryan (LR) – NHS 24

Liz Sadler (LS) – Scottish Government

Karen Seditas (KS) - IHDP

Sami Shimi (SS) - NoSCAN

Judith Smith (JS) – NHS Borders, representing SEND

Angus Watson (AW) – NHS Highland

Hugh Brown (HB), WOSCAN



By Videoconference



Elaine Mead, NHS Highland

Rowan Parks (RP)	- NHS Education Scotland

Evelyn Thomson, Seamus Teahan, NHS Greater Glasgow and Clyde

			

Apologies

Roger Black – NHS National Services Scotland, Aileen Keel - IDHP

			

1. Welcome, apologies and declarations of interest

DD thanked attendees and, in particular, those from IHDP, NHS Highland, NHS 24 and Scottish Government Pharmacy and Medicines Division, who all accepted invitations to update the group on their respective workstreams.

DD invited attendees to declare any conflict of interest. None were noted.





2. Minutes of previous meeting

Attendees were invited to submit any amendments to the minutes to JQ.

3. Matters arising

Transforming Cancer Care – Programme Board met on Friday 30 June, with workshop due to take place in November.

Radiotherapy Subgroup – NR provided a summary of the work of this group, which has two core strands: data (relating to the work of Scotland’s five radiotherapy centres) and horizon scanning. It was noted that the oversight of this group is of a high quality. 

ACTION: SCT to be routinely updated on progress against radiotherapy actions

The Cancer Strategy monitoring tool and QPIs were discussed later in the meeting.

4. Implementation of the Cancer Strategy

Cancer Strategy Monitoring – Paper SCT 17/11	

TP spoke to the monitoring tool, outlining record of progress and impact for each of the fifty-four actions within the Cancer Strategy. This will be self-reported by project leads and RAG rating will provide indication of whether work is on track. For purposes of SCT, there is an expectation that a highlight paper will be provided in advance of each meeting, rather than a copy of the full monitoring tool. NCCSG will have responsibility for pushing these actions forward with SCT  oversight. If RAG rating for any particular action is red, there is an expectation that it will escalated to SCT.



It was noted by the group  that it would be useful to have regular updates from workstream leads and that, as not everything is reportable to NCCSG: it would be good to have an overview of the other responsible bodies. The group also acknowledged that there is a danger that the tool marks focused tasks being completed but that problems with service remain unchanged.

ACTION: Action plan monitoring paper should ensure that where actions are ‘met’ that there is a clear indication of the sustained impact that this will have on the services and that actions achieve intended outcomes through on-going monitoring.

ACTION: Actions should be split into clearly identifiable themes.

Chemotherapy Helpline

Laura Ryan, Debbie McCarthy and Kevin Hutchison delivered presentation on NHS 24’s  services for cancer patients, such as NHS Inform and their work in providing information helpline for patients who have received chemotherapy within six weeks of treatment. Average number of calls received per month is between 1,000 – 1,200, compared to predicted 900 per month. NHS 24 take on board feedback from clinicians and provide training sessions for staff to enable them to better direct patients.



It was commented that consideration should be given to expanding this service, however any increase in use would require much greater resource to manage.

It was agreed that algorithms and guidelines for new chemotherapy treatments should be reviewed and updated by National Advisory Expert Group, including participation from clinical services, to be overseen by NHS 24 and facilitated by Scottish Government. This group may be asked to reconvene in the future, as required.

ACTION: SG to issue invitation in conjunction with NHS Inform and assist in the convening of the SLWG to review algorithms.

Access to Medicines

Elisabeth Campbell, of the Scottish Government Pharmacies and Medicines Division, provided an update from her area, in relation to implementation of the Montgomery Review. This review is focused on all new medicines, not just those for cancer, and contains 28 recommendations (all of which are being taken forward by the Scottish Government). Recommendations are being taken forward in a number of ways, led by the SMC, NSS and others.  A ‘SPRINT’ Scoping Taskforce’ of industry representatives, academics and researchers is underway to consider the data recommendations from the review. Work is being undertaken to deliver a new decision making pathway for ultra-orphan medicines and a stakeholder meeting of experts was held to discuss this recently. There is a clear view that the current definition of ultra-orphan medicines needs tightened up.  Another key recommendation is consideration of NSS playing a key role in negotiation around the cost of new medicines.



IHDP

Karen Seditas gave an update on IHDP’s work with national and regional partners to shape and deliver projects to develop a Cancer Intelligence Framework for Scotland. This includes: 



· collaboration with NSS to modernise the Scottish Cancer Registry and create the Scottish Cancer Registry and Intelligence Service (SCRIS); 

· follow on from SACT data visualisation proof on concepts work, carried out in partnership with National SACT data group, next steps are being taken forward with the assistance of Cancer Research UK; 

· work with the National Clinical Services Radiotherapy Subgroup to establish a project to submit Scotland’s radiotherapy data to PHE, with data transfer expected to start in 2018; 

· partnership in the Cancer Innovation Challenge, led by the Data Lab innovation centre, which will identify innovative approaches to analysing cancer data to: improve patient pathways; and capture and use PROMS and PREMS; 

· commitment to fund part of the North of Scotland Intelligence Hub, alongside the Scottish Government contribution, with the aim to join up data from disparate information systems to improve tracking of cancer patients and management of care.  

  

At a previous Scottish Cancer Taskforce meeting, IHDP was asked to lead a project to achieve national consensus of the clinical requirements for Treatment Summaries, which would provide core content within any locally derived solution. As agreed, since eHealth priorities and local plans are agreed at Health Board Level, no single national IT solution is envisaged.  A systematic approach to the use of treatment summaries will be developed to add clinical value. Hilary Dobson is leading on this work. The final document is aimed to be available for the December meeting of Scottish Cancer Taskforce.  





5. Scottish Primary Care Cancer Group  - GP access to imaging

HB spoke to this item, noting the difficulties nationally with GPs having access to imaging services and the benefits this could have on patient outcomes. Report demonstrating efficacy of this had been previously been presented to SCT two years ago and all Boards are now implementing, except for Lothian, Greater Glasgow and Clyde, Highland and Fife. Concern among large boards about inappropriate referrals, however report has already demonstrated that this is rare.



ACTION: Scottish Government to write the Scottish Cancer Imaging Network highlighting the issues and evidence of benefit raised by the SCT.



6. My Cancer Portal (TCAT)

AW presented on this item, highlighting some of the outcomes of the My Cancer  Portal project within NHS Highland, which is part of the TCAT programme. This is an online portal which allows patients to access personal information, share this with clinicians and also contact them directly with questions. Proposed next steps are to roll out to other geographical areas and Boards.



7. AOCB

DD recorded apologies to attendees who video called in and were temporarily cut off, due to technical fault.



Renal and Prostate QPI data has been published for consultation. Read out appears generally positive. Boards are in process of responding to this consultation, which will remain open until the end of July.



SACT report has been generated by HIS, in partnership with clinical stakeholders, following on from CEL, assessment of whether Boards are in compliance with this. There were actions for all the Boards, with some significant actions for the North of Scotland (partially due to variance in practice between different centres). SCT has been asked to consider and HIS have been invited to speak at November meeting. If there is non-compliance in any region, expectation is that other regions will assist with sharing of guidance and procedures.



ACTION: Secretariat to issue a link to the members on the  SACT report: http://www.healthcareimprovementscotland.org/our_work/cancer_care_improvement/programme_resources/sact_national_review.aspx



								

8. Date of the next meeting



DD thanked attendees and noted that the next meeting is scheduled for 10 November 2017 at the Scottish Health Services Centre.



Summary of Actions

		No. 

		Action Point

		Responsibility

		Progress



		3

		Matters arising - SCT to be routinely updated on progress against radiotherapy actions

		Secretariat

		



		4.a

		Action Plan monitoring - Action plan monitoring paper should ensure that where actions are ‘met’ that there is a clear indication of the sustained impact that this will have on the services and that actions achieve intended outcomes through on-going monitoring



		Secretariat

		



		4.a

		Action Plan monitoring - Actions should be split into clearly identifiable themes

[bookmark: _GoBack]

		Secretariat

		



		4.b

		SLWG on Cancer Helpline – Chemotherapy - SG to issue invitation in conjunction with NHS Inform and assist in the convening of the SLWG to review algorithms. 



		Secretariat

		



		5

		GP access to Imaging – Scottish Government to write the Scottish Cancer Imaging Network highlighting the issues and evidence of benefit raised by the SCT. 



		Secretariat

		



		7

		AOCB - Secretariat to issue a link to the members on the  SACT report: http://www.healthcareimprovementscotland.org/our_work/cancer_care_improvement/programme_resources/sact_national_review.aspx 



		Secretariat

		Completed
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