The Society & College of Radiographers
Professional Officer Report for Scottish Council / Reps Forum (June 2017).
Consultations
· Allied Health Professionals Operational Measures Dataset consultation – diagnostic radiography. Clint Heseltine completed this.

· Advanced Clinical Apprenticeship (ACP) standard (England only for now) – your thoughts are important – see https://www.sor.org/news/apprenticeship-standard-advanced-clinical-practitioner-consultation-open 

· 
A volunteer required for a forthcoming consultation on the joint CPD statement – see  

Scottish Cancer Task Force (SCT)
The next meeting is on Friday 23rd june – main focus will be on the implementation of the cancer strategy. 

 

Scottish Clinical Imaging Network (SCIN)

· 
Horizon Scanning sub-group minute 
· 
Reporting Radiographer SCIN Shared Services Working Group Minute   
· The annual event for SCIN was radiographer focussed this year and was well received.
· 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.

AHPfS

Minutes of the last meeting – 
The next meeting takes place on 7th Sept. 




For your interest -   


SCoR

· 
See the latest update on Apprenticeships - 
· e-LfH updates Suspected Physical Injury in Children Image Interpretation programme – see https://www.sor.org/news/e-lfh-updates-suspected-physical-injury-children-image-interpretation-programme 
· Vacancy for a UK Council seat for Scotland.	
· Some recent  SCoR publications on the document library are https://www.sor.org/learning/document-library  :
· Diagnostic Radiography: A Survey of the Scope of Radiographic Practice 2015
· Census of the Radiotherapy Radiographic Workforce in the UK, 2016
· The Role of the Radiographer in Computed Tomography Imaging


Maria Murray
MariaM@sor.org 
June 2017

[bookmark: _GoBack]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.
SCT - 17-11 - Monitoring Tool - Cancer Strategy - 2 June 2017 - DRAFT.xlsx
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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Scottish Clinical Imaging Network Horizon Scanning Group Meeting

Date:  April 20- 2017  

Time: 13.00- 15.30  

Venue:  PCF58 Gyle Square, Edinburgh



Attendees

		Dr Hamish McRitchie  

		Consultant Radiologist

		NHS Borders



		Dr Anne Marie Sinclair

		Lead Clinician, Scottish Clinical Imaging Network (SCIN) & Clinical Director, Diagnostics Directorate,

		NHS Greater Glasgow & Clyde



		Dr Fiona Hawke

		SCIN Imaging Manager

		NHS Borders



		Dr Jonathan McConnell

		Consultant Reporting Radiographer

		NHS Greater Glasgow & Clyde



		Dr Stephen Glancy 

		Consultant Radiologist

		NHS Lothian 



		Ms Mary MacFarlane

		Site Superintendent

		NHS Greater Glasgow & Clyde



		Mr Clinton Heseltine

		Chief Radiographer and Radiology Services Manager

		NHS Lothian  



		Dr David Steel

		Consultant Radiologist

		NHS Lanarkshire



		Dr Louise Stewart              

		Consultant Radiologist,

		NHS Forth Valley          



		Dr  Simon Mcgurk 

		Consultant Radiologist

		NHS Lothian / NHS Borders



		Dr Stuart Ballantyne

		Consultant Radiologist

		NHS Greater Glasgow & Clyde



		Dr Graeme Mcilliop 

		Clinical Director 

		NHS Lothian 



		Mr Eddie Adie  

		Principal Information Development Manager

		National Services Scotland





			

Secretariat: 

		Mr Liam Anderson 

		Programme Support Officer 

		National Services Scotland



		Mrs Alexandra Speirs

		Programme Manager 

		National Services Scotland







Apologies: 

		Dr Andrew Watt

		Paediatric Radiologist, Lead Clinician

	

		NHS GGC



		Dr Sanjay Pillai

		Consultant Radiologist

		NHS Tayside 



		Mrs Maria Murray

		Professional Officer for Scotland and UK Radiation Protection Lead

		College of Radiographers 



		Dr John Miller  

		Consultant Radiologist

		NHS Highland 



		Dr Shonagh Walker 

		Clinical Director Radiology

		NHS Grampian 



		Ms Jennifer Adil-Smith

		Radiographer

		NHS Western Isles 





		Ms Fiona Agnew  

		Project Manager

		Project Management Services 



		Mrs Winnie Miller	       

		Planning Manager Imaging & Diagnostics

		NHS GGC



		Dr Donald Collie 

		Consultant Radiologist

		NHS Fife



		Ms Amanda Rutherford 

		Band 7 Reporting Radiographer

		NHS Greater Glasgow & Clyde





1. Welcome and introductions



Dr Hamish McRitchie welcomed everyone to the meeting, introductions were provided. 



Mrs Alexandra Speirs provided the group with an update on the current status of SCIN. It was advised that at present the network was in a period of transition; since Dr Anne Marie Sinclair’s departure as SCIN Lead Clinician a new clinical lead should be in post by June of this year. 



2. Review of minutes from previous meeting 

The minutes from the previous meeting were approved as an accurate record. It was advised that all matters arising have been tabled as an agenda item.   





3. Imaging Dashboard 



Mr Edward Adie from NSS IT was invited to demonstrate the new imaging dashboard that commenced through the  initiation of the National Radiology Information and Intelligence Project (NRIIP  The  NRIIP had been  initiated by NHS Scotland Shared Services, who had been requested to develop a National Model for Radiology Services in Scotland.



 The model (approved by NHS Scotland Chief Executives in August 2016) that was presented, demonstrated the beginnings of a high quality, sustainable and integrated radiology service unconstrained by NHS Board boundaries.



It has been identified recognised that Radiology services across Scotland are unsustainable in their current format, there is a wide variety of, and inconsistency in, radiology information. NRIIP aims to address this and make radiology information more readily available to, for example, support delivery of radiology services individual boards which will facilitate national, regional and local planning. It was advised that the current data which populates the dashboard is extracted directly from PACS. 



Mr Adie suggested that to fully achieve a National Shared Service it is important that robust, consistent data providing up-to-date information and intelligence from all NHS Boards was available. Mr Addie advised that dashboard still needed refining in terms of output presentation and what modalities assessment was based on.  The group were advised that the Information Services Division (ISD) had been asked to take forward the development of, and consultation on, a national dataset in order to be able to define a National Radiology Data Set and associated definitions had commenced and was due to end on 19 May 2017.



Mr Adie advised that NRIIP have engaged as wide as possible to ensure that this solution meets the varying needs of different stakeholder groups and geographical areas.  



It was advised that the team at NSS IT will be presenting the dashboard round the Health Boards in June in order to seek views from potential data users; in addition to meeting with representatives from Radiology, Information, Planning and Finance departments to discuss and understand information requirements and also identify priority areas.



The information gathered from the consultation exercise and the dash board presentations will be used to support the production of a business case to be submitted to NHS Board Chief Executives at their August meeting. 



Mr Adie asked the group if there were any specific questions surrounding the dashboard. 

Dr McRitchie in his capacity as Subject Matter Expert (SME) to the Imaging Portfolio Board noted that there had been desire for data for a considerable amount of time. It was advised that the main purpose of undertaking this project was to build a business case to be presented to the Chief Executives and to uncover where more extensive was held. 

It is hoped that with data reconciliation, a board by board comparison could be achieved. Further the data output from the dashboard would provide benchmarking evidence it was noted that there was a degree of operational and strategic planning which was not currently demonstrable in the data. It was noted that obtaining cost data would provide cost opportunities in relation to workload, thus working towards targets outlined by the CMO for ‘Realistic Medicine’ “Radiology.”



Dr Anne Marie Sinclair reflected on the work that had taken place while SCIN was the MDICN. It was advised that the original MDICN data collection exercise had been time consuming and limited in contrast to the type of data which can easily be obtained from a dashboard of this sort on an ongoing basis. 



Mr Addie was advised as part of  his dashboard demonstration visits that it would be useful for him to identify priorities in the data, to  differentiate what the differences are between data locally and nationally. 



Action: Mr Edward Adie 



Dr McRitchie suggested that with an aim of homogenising national data, defining the different layers of complexity between different Board’s data would be an incremental phased process namely:  



· Phase 1- Currently drawing data from PACS  

· Phase 2- Establishing required data needed to be extracted from RIS 



Dr Sinclair defined the vision for dashboard being a useful tool for the future planning of services particularly any sharing of resources.The advantage of an ISD solution over an “off the shelf” dashboard was described as being the ability to link the dat to all thge other ISD clinical databases in the future. It was suggested that the potential of the dashboard should be defined and and comparisons drawn to SOLITON’s dashboard before the business case is submitted to the Chief Executives. 



The group agreed that this would be a valuable exercise to peruse as well as expanding the support to combine PACS and RIS. Dr McRitchie advised that next steps for this project would be for Mr Adie and his team to link in specifically with the SCIN Horizon Scanning Group.  Mr Adie to invite Mr Clinton Heseltine to meet on 18th May. 

Action: Mr Edward Adie 





4. Clinical Governance of Sharing reporting



Dr Sinclair presented a discussion document regarding clinical governance arrangements for sharing imaging studies across Scotland. It was advised that the Health Board Chief Executives from across Scotland had given their support to exploring a National Radiology Model for Scotland involving the transfer of studies across traditional health board boundaries for reporting and  possibly also for acquisition. This was to deliver a more flexible and sustainable radiology service for the whole of Scotland independent of geographical and staffing issues.

Currently, there was the ability through the National PACS system, for all reporting clinicians (Radiologists and reporting Radiographers) to see current and previous studies from across Scotland. There was not, however, a comprehensive IT solution for these studies to be reported across health board boundaries.

There are local examples of health boards reporting some work for other health boards but no national agreement on the clinical governance arrangements that should be in place to support this process.

Dr Sinclair opened discussion around the paper on Clinical Governance Arrangements; specifically around having a more joined up service. 



Mrs Maria Murray advised that this needed to be in place and should be relevant specifically to who is reporting. It was queried what clinical governance needs to be in place and the inclusion of compliance regulations such as the Ionising Radiation Medical Exposure Regulations (IRMER). 



Dr McRitchie advised that Shared Services were developing a document to go out to tender for an IT solution which addressed many of the clinical governance issues raised in Dr Sinclair’s document. As Shared Services further develop this piece of work peer review will be further incorporated .



A quality assurance approach was queried. Dr Sinclair advised that there should be functionality for this to be possible. It was advised that the college of radiographers are keen to move towards a consistent 5% peer review. Dr Graeme McKillop advised that the aim with SERRIS was 1-2% plain film double reads. 



Dr Sinclair queried if SOLITON already have the functionally to share peer review. It was advised that a module is currently being developed to accommodate this capability; this 5% is a random selection.  



Dr Sinclair advised that defining a “house style” for reporting may be necessary for reporting between  the Boards. The group agreed that there should be overarching national governance to this extent. 



A draft questionnaire at the end of Dr Sinclair’s paper was discussed by the group. It was agreed that it would be useful to gather information on the current clinical governance arrangements across the health boards. Dr Sinclair will distribute a questionnaire in the form of a LimeSurvey to each of the Clinical Directors 



Action: Dr Anne Marie Sinclair /Liam Anderson





5. EMRAD Visit 



Dr Sinclair informed the group that SCIN had facilitated a meeting with Dr Tim Taylor (Clinical Lead EMRAD (East Midlands Radiology Service)) on 22/3/17. Dr Taylor provided leadership to the imaging network which has a population greater than Scotland. It was advised that this vanguard project and the people it serves is made up of seven NHS trusts across the East Midlands who have established a clinical network which will deliver timely and expert Radiology for patients regardless of where they are treated. The network establishes standards that other NHS Radiology services can use and adapt.,  



EMRAD has top sliced funding from all the 7 NHS Trusts and this, with central funding, provides a 10 year model of funding giving the core project team stability.  

The EMRAD project also enable the trusts involved to develop their own regional solutions to problems that  can prevent work form being outsourced to private contractors, which   promotes both large and small trusts working together through the formal sharing of expertise. Dr Sinclair suggested that if Scotland was to adopt a similar approach NHS Scotland could see an increase in ‘in sourced’ staff which in turn could have a positive effect on staff recruitment and retention. 

The positive outcomes and dividends already seen by EMRAD have generated stability, credibility and a NHS England mandate for 10 years. Dr Sinclair advised that the governance for the project whilst not completely analogous to Scotland, did provide a body of work which they are willing to share with SCIN in order to develop a Scottish version of the clinical governance documentation. It was suggested that if a similar project was to be initiated in NHS Scotland new ways of working could significantly improve the clinical care offered within urgent services such as major trauma and stroke and in regional acute surgical centres, as well as improving the support available to smaller hospitals and outpatient facilities around the region.

A shared technical system in Scotland would allow clinicians to access the complete radiology imaging record for their patients (including scans, reports and clinical opinions), regardless of where they are based, which will help more clinicians provide more care closer to patients’ homes.

The group noted that in Scotland cross board reporting was being initiated through the South East Region Radiology Service (SERRIS) pilot project. 



 The documents included in the EMRAD pack are as follows:-



· PACS Consortium Strategic Outline Case (SOC) 

· EMRAD Outline and Full Business Case (OCB and FBC) – ( FBC workbook - Password  is sweep)

· EMRAD Final PQQ notice

· EMRAD ISDS and ISFT Technical (Volume 2) and Commercial (Volume 1) Volumes  - the 750 requirements!

· EMRAD PACS Procurement Report

· EMRAD Framework Briefing Document 

· EMRAD Co-ordinating Agreement 

· EMRAD Principles EMRAD DPP – Data Sharing Agreement

· Vanguard Pilot 1 documentation 





6. Outsourcing model discussion:-SERRIS



Dr Graham McKillop introduced the South East Regional Radiology Insourcing Solution (SERRIS) project. He informed the members that SERRIS had commenced in September 2016 when the Board Chief Executives signed-off a paper outlining a possible long-term strategic direction of Radiology in NHS Scotland, congruent to this a short-life working group was commissioned by NHS Scotland’s Chief Operating Officer to rapidly deliver a Radiology network solution for South-East Scotland which transcends fixed Health Board boundaries.  The main aim of SERRIS was to sustain Radiology  departments under pressure, pending the introduction of models of care and Radiologist expansion which enable by available technology and different working practices. 



It was advised that whilst the SLWG was cognisant of NHS Scotland’s Shared Services Principles and work which is evolving in other Board and/or Regional Planning Group areas across Scotland, its “raison d’etre” was to provide a workable solution to an acute problem. It is anticipated that SERRIS  will  function  as  a  proof  of  concept  for  the  longer  term  national solution  serving  to  define  and  test  the  required  technological  specification  and explore new ways of working.



Dr McKillop advised that Scotland possesses a significant enabler offered by a nationwide Picture Archiving and Communication System (PACS). This allows Imaging Reporters in Board A to view images acquired in Board B, across the country. The problem was highlighted as the absence of a nationwide Radiology Information System (RIS) is, however, a barrier to the Imaging Reporter in Board A being able to report an image from Board B, and safely and competently document and store their report in Board B’s clinical system.  This issue has been defined as ‘mission-critical’ enabler. National Procurement had successfully expedited a procurement solution. A proof-of-concept technical solution will go live from the middle of May this will provide invaluable learning for development of option for wider rollout whether on a regional or national basis.



It was advised that Shared Services had incorporated SERRIS principles into NHS Scotland Shared Service National Radiology Model Strategic Document which states that “the regional approach (in South-East Scotland) may provide and opportunity to test the regional model in a regional setting. Dr McKillop advised that the SERRIS group believe that the solution outlined in the SERRIS report has set out the opportunity to release a highly skilled resource within a benefits framework of cost effectiveness, quality, parity, and good governance. It was advised that long-term continued assistance would be needed from National Procurement to aid in the procurement of a technical system. The evaluation of the SERRIS project will be crucial; Dr McKillop reported a piece of work is underway to create an evaluation framework which will allow progress and impact to be reported as SERRIS evolves. 



Reference: Presentation by Dr McKillop 20/04/2017 & SERRIS Report 

 



Dr Sinclair queried the SERRIS policy on the communication of unexpected results. Dr McKillop advised that a decision was taken to send an email to the referrer; SOLITON should be able to support this. It was reported that NHS Fife had requested that a trigger box is activated in the report which will indicate an unexpected result. Following this the discrepancy will be picked up by someone else reporting would automatically go into the double reading process, based on what level of severity. 



Dr McRitchie advised that if a regional or Shared Service solution is put in place to help a failing Radiology department, “we would not help unless the jobs for the remaining staff are made better, and/ or adhere is an acceptable/ more attractive job design for the remaining staff”. 



Dr McGurk suggested that SERRIS consider how cross site reporting may support, not only elective radiological services but also acute Radiology. Was there any way that some stress can be moved “offsite”  by the SERRIS pilot to alleviate some of the stress on the local radiologists in hard pressed health boards? The group agreed that a paradigm shift was needed between boards in order for this new way of working to be widely accepted. 



Dr Sinclair advised that over the next year SCIN had built time into their work plan to visit more peripheral Boards, it was suggested that SCIN incorporate elements of the SERRIS project into their approach for site visits with potential for a cross board benchmarking exercise. 



7. NHS Scotland Shared Services Update Next Steps



Dr McRitchie provided an update on the work that is currently being undertaken by shared services and the next steps on the horizon. 



· Business Case for IT connectivity and Radiology Data mart was still in development for a technical IT solution had been advertised for with an output based specification. Dr McRitchie advised that the specification was high level to try and attract a robust response from candidates.  It was advised that there had been delay in submission due to market testing of IT unexpected number of responses and other issues external to the Radiology Programme.  It was advised that the business case will be ready to take to the Chief Executives on 8th August 2017. 



· As previously indicated from Mr Adie the Data Dashboard project was now being further developed by ISD before it is presented to the Chief Executives to establish if there is feasibility in buying this resource.  It was advised that NHS greater Glasgow and Clyde has established a further business intelligence platform in line with NHS Lothian which complements the work being developed by ISD.



· The Workforce Reference Group (WRG) established chaired by NHS GGC Human Resources Director was exploring HR issues which need to be addressed to support cross boundary working such as contractual issues and professional governance mechanisms. The WRG will also provide HR advice to our joint Shared Services Radiology Programme/SCIN Radiographer Reporting Project which is to develop national framework for reporting radiographers. With this in mind, the WRG are looking at what measures can be taken to improve the workforce situation as there is a current historic lack of Radiologists and Radiographers. It was advised that the south east and Tayside had already tried to establish a solution for this with SERRIS. Outcomes from the SERRIS proof-of-concept will be assessed in the first instance in September 2017; this will provide invaluable learning for development of option for wider rollout whether on a regional or national basis.



Dr Mcritchie advised that Shared Services Imaging Portfolio Board was defined as “short life” and Shared Services was necessarily defined as the delivery agent.  It was advised that the IT project will NSS IT, Data has already been handed to ISD to work out how to make the data in Scotland operational and who will take this forward if approved by the Chief Executives. Workforce will be handled by the workforce group but is likely to be handed over to SCIN for completion. 







8. Recruitment and Retention of Staff



Mrs Alexandra Speirs advised the group that the SCIN Healthy Working Lives Poster had now been completed and the final version was distributed for final comment. Dr Jonathan McConnell and Miss Amanda Rutherford were thanked for their work on the poster. 



The group agreed that the poster was fit for distribution. Exploration into funding options was needed as it was previously mentioned that Mrs Aileen McLennan had advised at a SCIN steering group meeting that she would be prepared to meet the cost of funding the printing of the posters. Mrs Speirs will revisit this funding option; alternatively SCIN will explore funding options internally. 



Action: Mrs Alexandra Speirs 



9. Standards for CT Colonography  ( Bowel Screening Programme) 



Dr Stuart Ballantyne advised that he was the Radiology representative on the West of Scotland Bowel Screening Group.  It had become apparent that both locally and nationally there was minimal information regarding the small, but nevertheless important, contribution that CTC makes to the screening programme. There did not seem to be any local (ie.WOS) or national audit data and there were essentially no national bowel screening programme standards for the procedure. It was advised that comparable to NHS England, NHS Scotland was lagging in this development. 



As a result of this, a greater understanding was needed into how the service is being provided across the country currently, with particular reference to audit and standards.  Through SCIN it was decided locally to address both these areas followed gathering data to establish a wider national picture. Dr Fiona Hawke, Mr Liam Anderson and Dr Ballantyne had developed a survey to be distributed to each of the clinical directors in the Boards to try and identify  individuals with an interest/responsibility for this part of the service on a regional basis and then to circulate a questionnaire to gather the information.



It was advised that outputs from this project should be gathered by August 2017, Dr Ballantyne will provide an update at the next meeting. 



10. AOCB



· SCIN NSSC review 

Mrs Speirs advised that group that SCIN was currently under review from NSSC until April 2018.

· Annual Event 01/06/2017

It was advised that this event will specifically be focused for Radiographers.



Dr Mcritchie concluded the meeting by thanking Dr Sinclair for all of time, effort and energy that she has put into SCIN over the last 3 year. 

Dr Sinclair thanked the group for all of the hard work and support and advised that she would still be a member of the SCIN Horizon Scanning group and looked forward to continuing the good work that SCIN has been doing.  

11. The next meeting will be confirmed  
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Meeting:
Shared Services Health Portfolio – Reporting Radiographer SCIN/Shared Services Joint Working Group

Date:
Thursday, 27 April 2017, 13.30 - 15.30

Location:
Fettes Suite, Scottish health Services Centre, Crewe Road South, 

Present:

HMc
Hamish McRitchie, Subject Matter Expert Radiology Programme (Chair)

FA       Fiona Agnew, Shared Services Radiology Project Manager

JA       Judith Anderson, South East Scotland Registrar Training Programme Director, NHS Education for Scotland

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


MH
Morag Howard, Lecturer, Robert Gordon University, Aberdeen (by videolink)

CMc    Catherine McClintick, Lecturer, Queen Margaret University 


JMc
Jonathan McConnell, Consultant Reporting Radiographer, NHS Greater Glasgow & Clyde


MM
Maria Murray, Professional Officer, Society and College of Radiographers

AS
Alexandra Speirs, National Managed Diagnostic Networks Programme Manager

In attendance:

AN
Yvonne Leslie, Shared Services Project Support Officer

Apologies:


LD
Linda Delgado, Chair of Health RISC / Unite Union and Senior Convener for GG&C

MD      Margaret Diamond, Consultant Reporting Radiographer, NHS Fife


KG       Kim Gibson, Specialist Radiographer, NHS Borders


JL-J     Jacqui Lunday-Johnstone, Chief Health Professions Officer, Scottish Government


DS
Deborah Shepherd, National Officer, Society and College of Radiographers

TT
Trevor Thompson, Reporting Radiographer, NHS Shetland (via videoconference)


1. Welcome, Apologies, Introductions

HMc welcomed the attendees and introductions were made as per the above list.

2. Minutes of previous meeting 09 February 2017

The following corrections were made to the minutes of 09 February 2017.


JA highlighted that there was no reference in the minutes to the points she raised as follows:

“The environment and requirement for reporting radiographers varies between teaching hospitals and DGH sites.


Radiology registrars need to be trained to report A & E MSK radiographs for two reasons. Firstly, assessment of this forms one third of the final FRCR examination. Secondly, radiologists remain responsible for backfill for reporting radiographers and expert opinion in difficult cases.


Training of radiology registrars is provided by consultants in teaching hospitals and as such, these consultants also need access to this type of reporting to prevent de-skilling.


In any projections of work flow and capacity for radiographic reporting, allowance needs to be made for training of radiologists and retention of existing radiologist skill”.


Other corrections to minutes were made as follows:


p2, para 3 line 4 change to add…..been established in ‘2013’……..…………


p2 para 7, line 4 change to add………there are ‘some’ misgivings ‘expressed’……

P2 last para.  Sentence to be added as follows:  ‘This is to highlight the quality and depth of education and strict assessment of Reporting Radiographers’.


Action 05 (2017-02-09) should read:  ‘JMcC to provide activity on plain film reporting across Scotland’


Action 01 (2017-04-27): 

The amended minutes to be circulated by PSO for approval.

3. Action Log of meeting 09 February 2017

Action 05 (2017-02-09) should read ‘JMcC to provide activity on plain film reporting across Scotland’

Action 06 (2017-02-09) outstanding action to be addressed


Various Actions - Documents received and circulated to members

4. Status Quo for Reporting Radiographers

JMcC reported that he had not received returns form all NHS Boards to update the activity from the 2015/16 Financial Year.  He therefore addressed the 2015/16 figures and added that the NHS Boards who had responded reported a 2-3% rise in the Radiographer Reporting.  He described a change in some of the teams in terms of staff turnover, therefore affecting the types of examination being reported upon.  JMcC outlined that the activity remained around 255,000 per anum, but noted that ‘auto reporting’ is having an impact on activity.  HMcR wanted to understand what examinations auto-reporting relate to and members explained that auto reports are undertaken for   chest x-rays and cardio-thoracic follow-ups.   MM queried what are the discrepancy rates for auto reporting?  JA responded that MSK discrepancies rates are low.

JMcC will provide updated activity sheet for the next meeting.


HMcR highlighted that the figures quoted would be used in an official capacity and asked JMcC to confirm the validity of the figures.  JMcC confirmed that the figures are robust.  HMcR also highlighted that this productivity may be viewed as money which could extracted from a Consultant Radiologist activity and do the numbers account for supervision and audit by Consultant Radiologists.   JMcC responded that the figures are purely Reporting Radiographers activity and do not account for any Radiologist’ supervision numbers.

HMcR stated that whilst it may not be in this Group’s gift to resolve all the issues, it is within the remit of the Group to understand why these issues exist and bring these to the attention of those in authority.  Examples of why these staff may not be reporting might be because there is no backfill, no support, or contractual reasons (pay protection issue).

In terms of the numbers for NHS Grampian, current figures will show that all Reporting Radiographers are now reporting in NHS Grampian.


GB and HMcR emphasized that there is a need to understand the various scopes of practice so that there is transferability across NHS boundaries when the Radiology IT Connectivity Solution comes into being.  CH agreed that this information will be helpful.  


JMcC agreed to undertake an exercise to establish the scopes of practice and definitions to gain a common understanding.


Given there are 255,000 radiographer reports in Scotland and that these figures are accurate, the lack of any reporting activity from 20% of those trained (JMcC confirmed that is the case), was both concerning and will have huge implications for future training and reporting numbers. JMcC reported that the definition included all A&E trauma cases.  There was a query on whether this definition was standard across Scotland.  JMcC responded that each NHS Board had their own Standard Operating Procedures (SOPs) and therefore, there would be variation. MM reinforce that all staff who are trained to report should be doing so.  There was a robust discussion on the reasons for why these staff are not reporting when they are trained to do so, some of which are contractual and some are other operational reasons,  however it was not felt that this was a result of poor radiology support.  GB queried whether we should be training more staff to report when the current workforce is not fulfilling their role. 


GB asked for specific definitions of what constitutes A&E, GP, OP and IP reporting as referred to in the spreadsheet addressed by JMcC. As discussion ensued it became obvious that there was no uniform definition, even for A&E films, which included Facial, Skull, Axial spine and long bones films. It was felt that the majority of Reporting Radiographers would not be competent in all of these areas; more detail was felt required given the requirements of a national reporting framework. Unfortunately time did not allow for any in depth discussion as to definitions of GP, IP and OP reporting.

JA highlighted that, given the distribution of radiology trainees largely in and around the main teaching centres in Scotland, Reporting Radiographers would put additional strains on the amount of available work necessary to fulfil radiology training to RCR standards. This is different from the pressures within some of the DGHs where the number of films required for training Radiology Registrars will be less, and more Radiographer Reporting maybe appropriate depending on clinical need and departmental imaging demands. Both GB and JA felt that significantly more and refined detail would be required to accurately scope a Reporting Radiographer service so that radiologists in training, consultant radiologist and Reporting Radiographers can function together.

Finally GB re-iterated his concern for patient safety where given the current and developing referral patterns, particularly in primary care, that a number of patients will be referred into patient pathways that never have a medical opinion at any point in the process.


Action 02 (2017-04-27):

JMcC to establish reasons why 20% of the Reporting Radiographers are not undertaking that role at present.

Action 03 (2017-04-27): 


JA and GB to provide information on what types of examinations are ‘auto-reported’.


Action 04 (2017-04-27): 


JMcC will provide updated activity sheet for the next meeting.


Action 05 (2017-04-27): 


JMcC will undertake an exercise to establish the scopes of practice and definitions.

5. BDH/Lothian Model for Reporting Radiographers


FH and CH addressed the paper on the BDH/Lothian model for Reporting Radiographers which had been circulated.  FH explained the purpose of the paper was to establish the impact of role extension on image acquisition.  FH added that the methodology used was to look at patient groups and examinations which are in out of scope of the service and undertake a data trawl to identify potential numbers of examinations to be reported by Radiographers per anum.  This then identified the potential number of reporting sessions required for the service. FH emphasised that backfill is required to release radiographers to undertake their reporting role.


GB stated that his colleagues would have the view that the Reporting Radiographer does not free up time for Consultant Radiologists to undertake CT and MRI.  He emphasised the need for a mix of activity for Consultant Radiologists within their job design in order to maintain interest and balance; and to enhance recruitment and retention.  HMcR agreed that the balance in Consultant Radiologist’s  job design is essential.  

FH reinforced that the purpose of the paper was to establish the impact upon image acquisition of Reporting Radiographers and the resulting potential for it to release the time of Consultant Radiologists.  FH outlined that the outcome is that there is no impact on image acquisition. 

GB felt this was odd given that radiography is a shortage specialty (6% unfilled posts in Scotland) and that there was no backfill for the 46 Reporting Radiography which presumably must exacerbate radiographer shortages  within departments with regard to plain films, and cross sectional imaging intervention, etc. To hive off more to fulfil reporting in such a setting did not make sense. 

HMcR highlighted that there is an outstanding piece of work to identify the optimal job design for Consultant Radiologists in order to ensure equity and a level playing field for recruitment and retention across Scotland.

JA asserted that there is a difference between different hospital environments such as District General and Teaching Hospitals.  The latter has a different way of working and Consultant’s need to support trainees.  JA gave the example of Edinburgh where there is a need to cover trainees exposure to reporting.  It is important, therefore that a body of work has to be available for the Consultant Radiologist to maintain their skills and for the trainees to learn reporting skills.

FH agreed that there is a difference between the modelling of staff numbers between a DGH and a teaching hospital and this is why the percentage figure has been used.


MM referred to the image acquisition section of the Reporting Radiographer paper and emphasised that it is essential that the Reporting Radiographer is retained in that role and in order for this to happen, backfill is required to release them.

Action 06 (2017-04-27): 


Group to highlight the outstanding piece of work to be undertaken around Job Design for Consultant Radiologists


6. Update from Shared Services Workforce Reference Group (WRG)


FA explained that the WRG have made the following progress.  A Good Practice Guide for short term Cross Boundary Contractual Arrangements for all staff groups has been developed along with a paper on Professional Governance Pathways.  These have been developed with involvement and full support of partnership representatives, including the BMA and include such arrangements as Honorary Contracts, Service Level Agreements and Secondment Contracts.  The documents will be distributed to NHS Boards for reference and implementation.  MM requested that a copy of Professional Governance Pathways be distributed to members. 

The WRG has also undertake a survey to establish the differing Job Descriptions (JDs) for Reporting Radiographers and a short life working group established to develop common Job Descriptions.  These JDs will form part of the National Framework for Reporting Radiographers being developed by this Project Group.


FA explained that a further strand of work of the WRG was to explore a national recruitment drive for Consultant Radiologists and a sub-group has been formed with the date of the first meeting established.  In addition, in order to highlight the shortage of Consultant Radiologists and to try and influence the increase of future training numbers, HMcR has written to various people and groups including the Chief Medical Officer for Scotland, the NHS Chief Executives Group (via Brian Montgomery (BM), Health Portfolio Director) and to the RCR.

HMcR asked GB whether the RCR are writing to Anne MacPherson (AMacP) to become a member of the WRG.  It was queried as to whether Brian Montgomery will be undertaking this letter.  Responsibility for this letter needs to be clarified.


Action 07 (2017-04-27): 


FA to distribute Professional Governance Pathways paper with members.

Action 08 (2017-04-27): 


FA to clarify whether BM or RCR are to write to AMacP regarding membership of the WRG

7. Draft National Framework for Reporting Radiographers


FA stated that she, FH, and JMcC supported by YL had developed an early draft of a National Framework for Reporting Radiographers.  FA thanked these members for their hard work.  FA explained that this Framework is a basis for discussion and invited members to express their comments at this meeting and via email outwith the meeting.

A number of comments were made on the document at the meeting and these will be incorporated in the next version.  The main discussion focussed around the areas of Scope of Practice and although it is recognised that there is variation around the country, the Framework is seeking to achieve a minimum common standard that would be acceptable throughout Scotland.  After discussion, it was agreed that the expected productivity for a Reporting Radiographer should be 60 examinations within multiple patient folders.


MM emphasised that legally, there is no ‘transference’ of duties or tasks; under the IRMER regulations the legal responsibility sits with the Reporting Radiographer as part of the wider Radiology team.

MM highlighted that under 7.6.9 ‘Discrepancy’ the Reporting Radiographer is part of the team and therefore part of the Peer Review meetings.  


Members were asked to send in comments via email by 12 May and thereafter the next iteration will be circulated to members with a view to approving the final version at the last meeting of this Group.


Action 09 (2017-04-27): 


FA to insert individual’s comments at meeting to be incorporated into next version of Framework document.


Action 10 (2017-04-27): 


Members to send comments on National Framework for Reporting Radiographers by 12 May 2017.

8. AOB – ToR – N Strickland – other aspects of role extension in relation to radiographic workforce


HMcR referred to the Shared Services Radiology Programme team meeting with a meeting with the President of the RCR and other representatives from the Scottish Standing Committee.  The RCR had highlighted other areas of role extension for Reporting Radiographers such as 

vetting and justification of examinations and on the high end technical processing of images and HMcR was looking for suggestions as to where these issues should be addressed.

Member expressed the view that these issues were mainly out of scope in terms of the remit of this Group.  GB was requested to advise as to where these issues would best be explored.

CH highlighted that the Reporting Radiographer is required under IRMER are asked to justify all images.


JMcC explained that these might be areas where Reporting Radiographers may wish to undertake career development in these areas.

Action 11 (2017-04-27): 


GB  to advise as to where the vetting and high end post processing of images would best be explored.


AOB


GB summarised that there is a large body of work which can be undertaken by Reporting Radiographers, that there are variations in activity and that there needs to be a cohort retained for trainee Radiologists.


JA raised the point which had not been covered from the previous minute – the definition medical/clinical opinion.  HMcR responded that this is stipulated in the RCR Standards and the Teamworking documents.  There was a discussion on what constitutes an opinion and suggestions on what advice should be given eg to GP.  Where it is a description of an anomaly, this is acceptable, but where there is an actionable report, this requires a medical opinion.


CB explained that their Reporting Radiographers in Ayrshire and Arran do give an opinion on osteoarthritic conditions to GPs.


Action 12 (2017-04-27): 

Programme team to check Teamwork and RCR Standards documents to ascertain definition of ‘medical opinion’ and circulate to members with minutes.


Dates of next meetings


The date of the next meeting will be circulated as the June 2017 clashes with the scoring of the IT Connectivity scoring exercise. 

Action 13 (2017-04-27): 


YL to undertake a doodle poll to establish availability for July and re-schedule the 29 June meeting.
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DRAFT Minutes

Present 

Apologies


Dawn Mitchell – Convenor
Emma MacLean - BAMT

Adam Longhorn – Vice Convenor
Joanne McCardle - SCP


Evelyn Wallace – Secretariat
Karen Fenna - BAAT


Kenryck Lloyd Jones – CSP
Geni Smyth – BADth


Patricia Watts – BAAT
Peter Smith - COP


Robert Peat – SCP
Fiona Paton - RCSLT


Ian Henderson – SOR
Jonathan McConnell – SOR


Karen Bishop – RCOT
Maria Murray - SOR


Kim Hartley Kean – RCSLT
Kevin Reid - COP


Jean Kennedy – RCSLT


Janice McNee – CSP


Joyce Thompson – BDA


Tracy MacInnes – Guest Speaker


		1. Welcome


The Convenor opened the meeting and members introduced themselves.

		Action/Lead



		2. Present / Apologies (as above)


As above.  

		



		3. Action notes/minute


Three changes noted.  Government on second page to be changed to Parliament.  Government clerk changed to committee clerk.  Relationship with NES paragraph moved to CHPO/AHP Nat. Team.  

		Sec



		4. Matters Arising

 None noted.  

		



		5. Influencing

1:1 AILIP

AILIP launch was scheduled for the 26th of April.  The event went ahead but without official launch of paper.  Conv thanks Sec for her work around this and for all the volunteers who attended and helped with the stand.  The poster was a big hit at the event.  VC states that he has concerns about the exclusion of paramedics in the Lifecurve questionnaire.  Sarah Mitchell mentioned paramedics twice during her presentation at the launch.  KHK states some concerns she has about AILIP.  There is general confusion about what is included and no clarity over ownership.  No clarity on budget.  Would like to know when it is likely to be published now.  Keen to communicate these details with members.  

KHK to bring up these issues with Tracy MacInnes when she speaks with the group.  JT states BDA have written to the team with their point of view surrounding AILIP.  


1:1 Cabinet Secretary Event


This is now overdue.  VC states that Cab Sec stated interest in meeting with cross groups.  KLJ states that joint event with RCN etc. would promote multi professional working in primary care.    Sub-group of Conv, KHK and KLJ to have teleconference organised by Sec to flesh out ideas.  JMcN points out that the group cannot forget about acute care and the importance of it.  

1:1 Health and Sports Committee Enquiries


KHK brought copies of the notes created from RCSLT from Prison enquiry.  Sec will circulate electronically.  Waiting on notes from our representative at the Governance enquiry.  Prison report on Scottish Parliament website today.  Link to be circulated by Sec.  Report looking for equity of care in prisons.  Conv to chase up OT notes from attendance at this.  A group response is to be created stating thank you for involvement but unfortunate that there is a lack of mention of AHPs.  Response also to say that the group would like to be part of the strategy work.  The Governance enquiry was attended by JMcN.  Group JMcN worked with on day composed of RCN and Union reps. Talked about members stress.  JMcN tried to put positive spin on.  JMcN will send round Governance document.  Group to create response asking for update and if there will be any focus on AHPs.  

KHK states that she does not have the capacity to continue the Health and Sport Committee work along with the RCN/RCGP Primary Care work and asks for volunteers to take a lead on the work.  KB will work on Prisons response and KLJ will work on the Governance side.  VC will also support this work and he is to liaise with KHK, KLJ, KB and JMcN.  

1:1 Relationship with AHP Directors


VC and Conv were not able to attend the last meeting.  To work together to get back into sync of one of them attending.  Conv to ask Tracy MacInnes about status of group and next meeting dates.  Caroline McDonald and Susan Carr e-mailed Conv yesterday with concerns about new document on safe staffing levels.  They enquired if group would be making a response.  Conv will get Sec to circulate and will ask group to read.  KLJ is following up what is happening to the Workforce model that was in process for AHPs.  If there is a legal requirement for a certain staffing level for nursing then funding will be routed towards this and away from other things.  Individual bodies are going to respond but also AHPFS to take position.  KHK asks group if the know if AHPF responded to the NICE guidance issued for England.  KB thinks there is and will look it out and circulate.  

		Conv/KHK/


KLJ


Sec

Sec

Conv

Conv/All


VC

Sec

KB





		6. Tracy MacInnes – Scottish Government – Guest Speaker


Tracy MacInnes is pleased the group have discussed safe staffing levels and encourages response.  

Group states they would like some information about AILIP.  Conv states that the group is very supportive of work but have some concerns.  No-one has seen document.  There is a lack of clarity over content, ownership and budget.  Tracy MacInnes states she thought the launch event was a great event and her team were as disappointed as everyone else there was not a document to accompany the launch.  She states that NDP has not stopped and AILIP is a continuation of that work.  She states that AILIP will focus on streams; falls, dementia, vocational rehab, moves and improve, CYP and eating well.  Seeking to continue success of work streams.  She states the Lifecurve survey was launched today and requires AHPs to each complete questionnaire with two service users. The aim being that they can find out at what point in the journey AHPs intervene.  It is thought that AHPs are becoming involved in a patients care too late and that the aim would be towards shifting AHP involvement to earlier in the cycle.  The questionnaires are being done over a two week period.  She states there were internal challenges which meant a delay in publishing the document.  Team are looking at it again to make sure fits with current policy.  Cab Sec has stated she would like it before the NHS Event at the end of June and she will mention it in her speech.  RP states issues around wording in Lifecurve.  Tracy notes these issues.  Tracy is to send round the 2 year report created as a result of the NDP work.  KHK enquires about funding for AILIP.  Tracy MacInnes confirms there is no specific funding for this.  KHK asks if the team would be able to come to AHP bodies and give talks/presentations on AILIP to help engage with members about the status.  Tracy MacInnes says yes and to contact Charles Laing the PA for team.  AILIP information is on the Community of Practice webpages.  JT asks if there is a more recent flash report on Community of Practice than the one there that is June 2016.  Tracy MacInnes says she will need to check up and will report back.  New document will be shorter than the drafts, will have same information but will not be in the same format.  Possibly creating executive summary.  Tracy MacInnes states that the co-production approach in development the document triangulates with policy direction.  If group can articulate value this will aide in funding.  PW asks if the team can create some kind of statement to be sent to AHPFS for further sharing with members regarding the status of AILIP.  Tracy MacInnes says yes and will send something round.  

KLJ enquires about the status of the Workforce model tool that was started by Helen McFarlane.  Was on website but not there now.  The group that worked on this has been absorbed as part of the Operational Measures work.  Tracy MacInnes says work is in situ and she will get more information and report back. This model could aide in multi-dimensional safe staffing level work.  VC and cohort met with Euan McComiskie from Operational Measures team and he has circulated documents from this.  Group to send response to Governance/Prison enquiry asking to be part of the work and Tracy MacInnes agrees that her team will champion AHPFS representation.  

JMcN talks about e-mail received stating the Glasgow Caledonian University are cutting Physio student places.  She talks about concerns for future workforce.  This all links to workforce planning and shows many aspects are inconclusive.  Kirsty Dewar and cohort worked on workforce planning response which Kirsty sent in.  Phase 2 of workforce planning model does not include 3rd sector.  PW states this is a concern as she completed mapping project for Art Therapists which show most are in 3rd sector work.  


Tracy mentions RCSLT work on Communication Summit and says congratulations on work well done.  


KHK states that there has been work with RCN/RCGP et al around Primary care which resulted in the 21 Principles document and Digital strategy.  Continuing to work together on this.  


Cab Sec event to be in Autumn, starting work on this soon.


JMcN will be attending Advanced Practitioner group on behalf of AHPFS. 


Conv will be attending Transforming Roles group on behalf of AHPFS.  

		TMacI


TMacI


TMacI






		7. Influencing – continued

1:1 Health and Sports Committee - JT enquires if each body feedback to Health and Sport Committee if the work only involves their body.  Conv confirm that they do.  


1:1 Relationship with CHPO/AHP heads


Monthly calls are generally Friday lunchtime.  They are usually 3rd Friday of month.  Conv needs second person to be on call with her.  Needs to be a Policy Officer.  KLJ and KHK to work out rota.  When other Policy Officer roles filled can widen rota.  


1:2 Workforce planning


KHK thanks all those involved in the workforce response.  JMcN states that Professional Forums are changing to virtual meetings.  Conv received e-mal from AHP Advisors group asking to attend but needs to check if this is as AHPFS or OT rep.  RP got invite to represent CSP.  


1:2 NES AHP Pre-reg practice education group


Nikki Munro attended in Maria Murrays place and Sec circulated her notes.  


1:2 Advanced Practitioner and Transforming Roles Groups.


JMcN states first meeting 26th May and every 2nd week after that.  Professional Bodies to send link person name and details to JMcN to aide in her work around this.  


Conv attending Transforming Roles group – she has not received dates yet.


1:3 Link with RCGP and RCN


There was a meeting before and after creation of the 21 principles and Digital documents.  Scottish Government has expressed that they are pleased that there is joined up working and would like it to continue.  The group which has been called the Primary Care Multi-disciplinary group are going to be asking Scottish Government to sign up to document.  Documents talk about Health Professionals does not specify roles.  The Digital Strategy document is being led by the Pharmacists whom have secured support from the Law Society who are going to write legal positions.  


Stories/scenarios sought for collation to strengthen why AHPs are of value.  KHK to send out e-mail asking for these to come into her.  She would like 3 or 4 from each body.  Very short couple of lines.  To organise dinner for MSPs in early 2018 with the messages that result from this.  


College of Paramedics contacted professional bodies with a view to updating 2007 joint position statement on CPD.  VC asked if AHPFS members would in principle give support to this.  VC to circulate document and any further details.   .  


1:3 Health and Social Care Delivery Plan


KLJ read document and did not think it warranted negative response as was previously agreed.  KLJ to find out if there is a delivery group and feed back through them.  


1:3 Modern Outpatients 


JMcN did not receive any comments back.  She worked with an Outpatient Lead to create a response.  She will circulate this for information.  JT states a member of her team has been seconded to work on this.  


1:4 Health and Social Care Partnership Group


Lucie McAnespie did not respond to e-mail enquiring for update.  Sec to chase this up.


1:4 Sustainable service and 7 day service group


Heather Cameron responded to say there was no update as there had not been another meeting.  She is keen to continue as representative if the group continues.  

		Sec/KHK/


KLJ


All


KHK


VC


KLJ


JMcN


Sec






		8. Engaging

2:1 Produce leaflets and publications


Sec hands round copy of leaflet that was used at AILIP launch.  Leaflet was popular on stand.  KLJ to work on updating wording for leaflet and will send round for comment.  CSP design team will work on changes.  To only have PDF that is print ready created at the moment.  


KHK mentions that she got a quote from the designer of the poster.  She is to speak with designer to confirm some queries about quote.  Again would have PDF that it is printing ready but not print any at this point.  Conv would like link to key professional webpages on leaflet and Paramedics need to be added. 


PW asks if there would be funding for a new banner stand as the current one is broken.  Sec to look into this and feed back.  


Sec enquired about putting things on AHPFS page of AHPF website but did not get response.  Sec will follow-up.  AHPF website 3 years out of date.  To enquire if this can be updated.   

2:2 Ensure the promotion of good practice of AHPs


Covered above.  


2:3 Develop better links with AHPF


Budget confirmed.  Received all asked for with the exception of money for project work/time.  Conv to respond to budget with thanks and make case for future project work/time funding.  Kirsty Dewar sent round template for speaking to your professional bodies about work being done by AHPFS and Sec to circulate again.  Conv asks group to take responsibility for feeding back to professional bodies and CEOs so that the value and breadth of work done by the group is understood.  Conv to  contact AHPF co-ordinator for update on proposed annual meetings of AHPF, AHPFS and AHPFNI.  KHK suggest promoting profile by Tweeting work.  

		KLJ


KHK


Sec


Sec


Conv





		9. Advising 

3:1 Collation of killer facts


Sec searched older files for these but could not find them.  Sec found case studies but these are quite large.  Different ways of storing documents so that everyone in AHPFS can see them are discussed.  VC to circulate his original work on storage/web options for further discussion.  


3:1 QSV funding – KHK enquired with Andy Burnham and is to chase this up.

3 Audit Scotland – RP feeds back from Audit meeting with Richard Robinson.  Document created from this sent to RP but on condition that it was confidential and not for sharing.  RP reads through the comments he sent back.  RP will share his comments with the group via Sec.  Document based on Acute care after this they will move on to Primary Care.  Group only met once, RP unsure if continuing and will state to organisers that he would like to do so.  


No report has been received back form Audit Scotland meeting VC held with cohort.  VC to chase this up.

		VC


KHK


Sec


VC



		10. Supporting


4:1 Terms of Reference update


Updated TofR circulated by Sec.  Group agrees these are okay.  Sec to update and take off highlighted text.  

		Sec



		11. Professional body report


Those received were sent round AHPFS group in advance of meeting. 

Conv asks Sec to remind people that they are supposed to send in a Professional Body report ahead of the meeting so that group can read and be kept up to date with what each is doing.   

KB states that RCOT is almost ready to advertise for full time Policy Officer role and will keep group informed.  

		Sec






		12. Any other business

Conv received e-mail from Sian Tucker regarding 4 day working.  VC will send round asks that any comments be sent to him.  VC wills feedback to Sian Tucker.  VC to attend meeting with Sian Tucker and asked for volunteers to attend.  

Conv states that the group responded to the Verification of Death document with comments.  Final document out now.  


Conv had discussion with IJB chair.  He did not wish to engage with AHPFS.  New chair coming into place this year and Conv to contact again then.  


RP states that he has been accepted onto the SCP Council.  The group give congratulations.  

		VC


Conv






		13. Date of next meeting

Thursday 7th September in The Melting Pot which is 5 Rose St, Edinburgh
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Introduction

The purpose of this report is to provide a summary of the closing status of the Allied Health Professionals (AHPs) National Delivery Plan 2012-2015 along with an overview of the proposals for the future AHP improvement activity. 

The AHP National Delivery Plan (NDP) 2012-2015 aimed to maximise the overall contribution that AHPs make as clinical leaders and agents of change by working collaboratively to achieve the healthiest life possible for the population of Scotland. The new Active and Independent Living Improvement Programme (AILIP) 2016-2020 will build upon and expand on the achievements of the AHP NDP. 

Background

Presently across Scotland there are approximately 11,340 AHPs employed in the NHS and approximately 500 in social care (Appendix 1). AHPs possess a diverse range of specialist skills in rehabilitation, enablement and diagnostics.   They work with people of all age groups, across a wide range of community and hospital settings.  AHPs contribute to health promotion, health improvement, recovery from illness and injury and supporting return to work to enhance quality of life and independent living.

Underpinned by the 2020 Vision and the Quality Ambitions, the AHP NDP in Scotland was commissioned by the then Minister for Public Health and launched during 2012. The AHP NDP took cognisance of future Scottish demographics, health economics and health inequalities and prompted AHP leaders to proactively review workforce solutions to assure the sustainability of future service delivery. Supporting the integration agenda, this policy document brought together AHPs from across health and social care to demonstrate their capacity and capability to deliver significant service transformation and to improve outcomes for people and communities across Scotland. There were twenty seven actions within the NDP that fell into six key categories:

1) [image: ]Professional Leadership to Drive Innovation

2) Reshaping Care & Enabling Independent Living

3) Improving Health & Wellbeing

4) Supporting Early Years

5) Maximising Workforce Engagement & Development 

6) Driving Improvement & Delivering Sustainable Quality









Infrastructure, Monitoring & Reporting

The progress and impact of the AHP NDP was reported directly through the Chief Health Professions Officer (CHPO) to the Minister of Public Health. The national activity was coordinated by the AHP NDP Programme Manager and supported by the AHP NDP Coordinating Group. This group included the AHP Associate Directors and the National Work stream Leads. Via this group, local progress and impact from across board areas was shared and reported.

The AHP Associate Directors remained accountable for the delivery, spread and sustainability of the NDP actions across their health and social care areas. Further information on the local activity can be obtained by contacting the respective local AHP Associate Director (Appendix 2).

Activity across each of the NDP actions has been on-going since the launch of the document in June 2012. This has incorporated a phased approach with regard to the expected completion date of each of the identified actions. To ensure consistency across all Health Board areas, progress was reported using the AHP NDP monitoring and reporting toolkit. Biannually, each board was required to undertake a self- assessment against the metrics for each NDP action. This process highlighted those actions which have been very successful and those that have posed particular challenges.



NDP Challenges 

Throughout the process, certain actions and aspects of the NDP have proved particularly challenging. These have included:

· a lack of consistent e-health support across Scotland in the recording and management of data to demonstrate impact, including waiting times information;

· access to data from social care sector  in order to undertake impact assessment 

· challenges with communicating and embedding the actions with social care colleagues 



These identified challenges have been continually monitored via the NDP Coordinating group and appropriate interventions have been put in place wherever possible to address these.





NDP Achievements

To date the AHP NDP has facilitated multi agency leadership development and partnership working thus improving the quality of care delivered to our service users. In many instances this has resulted in optimising AHP engagement, contribution and leadership within existing multiagency work / projects rather than beginning AHP specific work.



Since the launch of the AHP NDP in June 2012, compelling progress has been made in realising the overall vision.  Many of the goals set out in the strategy have now been realised or are partially achieved. As of 31st December 2015 we have a reported overall national completion rate of 73%. 



Graph 1; percentage completion of key NDP actions as of 31st December 2015





Progress against the actions detailed above has resulted in significant improvements for service users, their families/carers, staff and the health and social care organisations across Scotland: 

· The development of models of care which support the delivery of AHP Services across seven days and extended hours

· Within each profession: the  continued development of roles across all levels of the career framework including the introduction of advanced level practitioners 

· Across professional boundaries: by exploring shared skills and competencies, AHP s are contributing to more efficient and streamlined service delivery

· Development of third sector partnership supporting an asset-based approach 

· Contribution to the reduction of unnecessary admissions to hospital with a reduction in the length of stay for those who are acutely ill and for whom admission to hospital is the most appropriate option

· Reduction in referral to treatment (RTT) waiting times resulting in service users receiving more timely assessments and faster access to appropriate treatments and interventions.









To further enhance the impact of the NDP, national work streams were established under the leadership of the AHP Associate Directors and supported by appointed National Work stream Leads for the identified priority areas:

		· Children & Young People 

		· Podiatric Surgery 

		· Unscheduled care/flexible working



		· Falls 

		· Radiography 

		· E-health & informatics



		· Dementia 



		· Mental health

		· MSK

· Leadership  for Improvement







  Some of the work stream examples are illustrated below and updates can be found at:



http://www.knowledge.scot.nhs.uk/ahpcommunity/active-and-indendent-living-improvement-programme/engagement-event-presentations.aspx










		Falls National Work Stream : Overall aims 



		To support Community Falls Leads in Health and Social Care Partnerships to have a local, integrated falls prevention and management and fracture prevention pathway in operation by the end of 2016.The multi-agency pathway spans:

1. Supporting active ageing, health improvement and self-management of falls and fracture risk. 

2. Identifying individuals at high risk of falls and fractures.

3. Responding to an individual who has fallen and requires immediate assistance.

4. Co-ordinated management including specialist assessment.



This will be achieved through partnership working, locally and nationally, between health and social care, the Scottish Ambulance Service, the third, independent and housing sectors, industry and Scottish Fire and Rescue.

The Programme’s work streams have focused on the following areas:

1. CHP Falls Leads development and support

2. Communication and peer support

3. Guidance and support materials

4. Supporting  improvement and monitoring change 

5. Pathway development (demonstrator sites and dissemination of learning)

6. Management of falls and fractures care homes for older people

7. Work force development

8. Resources to support self- management





		Key achievements/milestones to date



		CHP Falls Leads development and support

· Themed meetings, development days, WebEx sessions, alerts, updates and online sharing space (2012-15)

Communication and peer support

· Online Falls and Bone Health Community (2012-15)

· Tested and implemented Clinical Knowledge Publisher to share pathway development (with NHS Education Scotland, Forth Valley, Highland, West Dunbartonshire, Ayrshire& Arran, Edinburgh City, Perth & Kinross) (2014/15)

· Working together to prevent falls for health and well being national event (with Joint Improvement Team (JIT) and the Care Inspectorate (CI)) (2015)



Guidance and support materials

· Publication of The Prevention and Management of Falls in the Community. A Framework for Action for Scotland 2014/16 (2014)

· Completion of AHP Community Falls Driver Diagram and Point of Care Change Package (2014)





Supporting improvement and monitoring change 

· Publication of Up and About or Falling Short report of the findings of, and recommendations from the 2012 mapping of falls prevention and management in the community. (2012)

· Completion of a cost consequence analysis of delivering evidence based secondary falls prevention, and a costing tool for CHPs (2012)

· Completion of Partnership self- assessment of status of delivery of the Framework for Action. (2015) Completion of a review of the development of SAS Integrated Falls and Frailty Pathways (2015)



Pathway development (demonstrator sites and dissemination of learning)

· Three demonstrator sites tested Scottish Ambulance Service (SAS) Falls and Frailty Pathways (with SAS and the JIT) and publication of Making the Right Call for a Fall and Falls -  make the difference short film for SAS staff (2013 with NHS Education Scotland (NES) and SAS). (2012/14)

· Community Falls Care Bundles tested in NHS Fife and NHS Grampian (2013)



Management of falls and fractures care homes for older people

· Completion of Up and About in Care Homes Improvement Collaborative (working with Care Inspectorate and Scottish Care) and publication of four new resources for care home staff (2014/15)



Work force development

· Publication of Preventing falls and fractures in older people learning resource (with NES and Scottish Qualifications Authority) (2013)

· Publication of ‘Preventing falls’ pocket guide for care at home staff (with NES and Care Inspectorate (CI)) (2013)

· Publication of Preventing Falls online learning resource for care at home staff (with Highland, RRHEAL, NES, CI and SSSC) (2014)



Resources to support self management

· Publication of Up and About A guide to taking positive steps to avoid trips and falls. (led by NHS Health Scotland working with NOS, Age Scotland) (2014)

· Launch of Falls Information Zone on NHS Inform (with NHS 24 and range of healthcare, social care, academic and third sector partners) (2015)

· Launch of Falls Assistant, online self- assessment tool. Developed as part of the Smartcare Project, supported by the National Falls Programme Manager. (2015)





		Planned next steps



		2016/17

· Further support of the development of Scottish Ambulance Service falls and frailty pathways in the community, as part of the Active and Independent Living Improvement Programme.





		AHP Operational Measures National Workstream : Overall aims 



		Scotland, as with a number of other countries, have incomplete, inconsistent and inaccurate data reported for AHPs. Without this comparable and standardised data, any service improvement work is limited as there will be a limited view on capacity and demand. The ability for AHP services to “monitor the quality of AHP service delivery, including user experience, by implementing the national data set and using quality measures/dashboards for national and local reporting, particularly in relation to the nationally agreed outcomes for integration of health and social care services” was deliverable item 6.1 of the National Delivery Plan for AHPs in Scotland. Initial preparation began in Oct 2014 – March 2015 with a scoping exercise to identify and report if AHPs had systems and if they could capture a minimum data set previously determined.  This work was undertaken on behalf of the Scottish Government by NHS NSS Information Service Division.  The AHP MSK 4 Week Waiting times CEL had also increased the number of IT systems available to AHP’s across Scotland. With this background A steering group was set up including representatives from Scottish Government, AHP Directors, AHP National Leads, AHP Management and clinicians. They developed a draft set of KPIs that could be used in phase one of the project. Phase one was funded by the Scottish Government over a period of six months with the Information Services Division of NHS National Services Scotland investigating the infrastructure needed to collect data against the KPIs in two territorial health boards. The two boards chosen were NHS Lothian, as the AHPs there record data on TrakCare, and NHS Forth Valley, as the AHPs there record on to other patient management systems. At the end of phase one the steering group expected ISD to produce data in the form of a dashboard back to the pilot boards, recommendations to prepare other boards for the expansion of the current project and options for a business case to deliver future phases.





		Key achievements/milestones to date





		

Phase one began in October and since then ISD and the two territorial boards have investigated the data already being collected, what is already reported on, and how the existing data matches the Operational Measures Draft Data Set based upon the already approved  KPIs. Once it was known what data could be exported to ISD from the boards, the ISD team were able to proceed with the appropriate Information Governance applications to begin the data sharing process. After having these applications accepted the ISD team are now ready to accept the data from the boards and begin analysing it. While waiting for these applications, the ISD team have also been busy with planning some mock analyses for the data, contributing to the Scottish Government and AHP Directors of Scotland Group workshop to prepare other boards for submitting their data as part of the Operational Measures project but also as part of a wider improvement plan. 

They have also started to look at the options for the business case for future phases of the project.

Draft Data Set Produced with alignment to core functions within ISD  e.g. Workforce, Cost book & Community Health Activity Data.



Communication on the proposed national data collection has been raised at AILIP meeting across Scotland; With Radiographers and Paramedic where their practice may be different; Social care where their systems store data mainly in free text format; internally within ISD to align the AHP data standards to workforce, cost book and community health activity data (CHAD) and with the Health and Social Care Intelligence Implementation Programme; AHP Federation Scotland; NMAHP CCLG; NAHPIST

PIA & PBPP approval for this phase of the work





		Planned next steps





		

Phase one of the current project is expected to complete in June 2016 with data shared with both pilot boards as well as a report available to the Scottish Government and AHP Directors detailing the options for future phases. Once completed phase one will be shared widely with the AHP governing bodies, the AHPFS and other international health agencies. Part of the report at the end of phase one will be the business case options for future phases and the steering group hope to push for phase two to begin as soon after the end of phase one as possible.

		Outstanding milestones

		Planned Date



		Data submitted to ISD - Lothian

		28/02/16



		Data submitted to ISD – Forth Valley

		28/02/16



		Dataset and KPI’s updated based on feedback from pilot sites 

		08/04/16



		Final analysis produced from data submitted to ISD

		29/04/16
















		Podiatric Surgery: Overall aims 



		The 2012-2015 Allied Health Professions National Delivery Plan (NDP) supports the development of 2020 workforce vision. The plan advocates that in order to develop and maintain sustainable and affordable health services and to enable flexible delivery of services, advance and consultant level AHPs practice needs to be strengthened.  A key action set by the NDP is the development and implementation of a sustainable regional model for podiatric surgery integrated within orthopaedic services. 

The establishment of an accredited surgical training programme for podiatrists underpins the development of a regional model for podiatric surgery as currently podiatrists are unable to undertake surgical training in Scotland. In addition, the establishment of a training programme supports the development of podiatrists working at consultant level.



Podiatric surgery pilots in both Glasgow and Edinburgh , demonstrated cost saving, effectiveness of high level of patient satisfaction with the service. 



Business case:



· Meeting waiting time targets for patients requiring forefoot surgery .

· Providing highly specialised, cost effective service to patients in need of forefoot surgery.







Objectives

· To achieve agreement, with all stakeholders, of the integrated multidisciplinary training programme (educational model) - logistics and documentation. 

· To ensure the details of the practical delivery of the training programme are agreed and the training programme is delivered. 

· To achieve an agreement with an awarding body as to the award level and assessment.

· To ensure that the training programme is annotated by HCPC 

· To establish Governance arrangements for the training programme. 













		Key achievements/milestones to date





		Outcomes 

· To date NES achieved consensus between stakeholders for the podiatric surgery training programme (educational model). 

· Consultations with medical subspecialties and professional bodies on the programme were carried out.

· A competencies based work place based training programme was developed supported by the Scotland Deanery quality management systems. 

· Initial placements for the programme agreed

· An agreement was reached with QMU for the university to act as an awarding body for the programme and for the programme to be managed jointly by NES and QMU. 

· The training programme was linked to the Professional Doctorate programme at QMU

· One Podiatric surgical trainee was recruited into the programme.

· Programme documents were developed and the programme was taken to accreditation with Health Care Professional Council in February 2016. The programme was approved subject to conditions. This is the first programme of its kind in the UK. 







		Planned next steps





		

· The programme to meet the conditions specified by HCPC 

· NES to work closely with Scottish Government to develop additional placements for the programme to support foot and ankle pathways in health boards across Scotland. 

· Additional trainees to be recruited to the programme

· A programme evaluation to include service impact assessment. 














		National Musculoskeletal Programme: Overall aims 



		The MSK Work-stream has an overall ambition of getting PATIENTS TO RIGHT INFORMATION OR PERSON FIRST TIME.

To support the work-stream ambition and early intervention, the work has two clear improvement targets:

· To implement the MSK Minimum dataset.

· Introduce a 4 Week Waiting Time Target for all Health Boards

Work from early implementer sites and on-going tests of change identified key efficiency and redesign components. These include:

Patient Access Model - including self-referral to AHP MSK services, self-management advice platform and telephone triage (clinical and non-clinical). 

Efficient AHP IT & Referral Management - centralised electronic administration and electronic tracking. 

Sustainable AHP-led Clinical Pathways - effective pathways for all body parts. Implementation of the AHP MSK Standards, providing excellence in experience of care. 

Efficient Exit Route Flow - chronic pain, rheumatology, leisure & mental health. 

Accurate Data and Reporting - MSK dataset through ISD data warehouse. Improved data collection to support better outcomes





		Key achievements/milestones to date





		National Musculoskeletal Advice and Triage Service [MATS] provides a single point of access for advice and referral for people with muscle, back or joint problems. It is operated via NHS 24. By February 2016, nine territorial boards will be part of the service. Since its launch in December 2011, Call Operators have triaged nearly 200,000 patients. 75% of these patients have had an electronic referral sent to their local NHS Board with MATS dealing with the remaining 25% (~14% self-care). The KPI on call answering time, 70% of calls answered within 90 secs, is achieved. NHS 24 is carrying out tests of change by introducing physiotherapy call backs to increase self-care outcomes. The MATS service adheres to established NHS 24 governance and complaints structures.

The MATS service is supported by the MSK zone www.nhsinform.co.uk/msk that provides a nationally developed and endorsed web based self-care resource. Up to the end of 2015, the site had 874,000 page views.

Web Access to AHP MSK services 

Work has also commenced on developing and testing web based access systems designed to provide bespoke self-management information and exercises as well as referral to services if required. 



Administration Hubs

These have now been implemented in all health Boards with  15% better capacity utilisation of AHP resource through referral management measured in early implementer Health Boards. Focus has also been on improving DNA rates (reduced to 5% in best performing Boards) and slot utilisation (94% in best performing Boards). Spread continues nationally. 



 Sustainable AHP-led pathways

The work of the programme has been to improve and facilitate whole system working through the MSK and Orthopaedic Quality drive. Local work has been supported nationally through the publication of the AHP MSK Pathway Minimum Standards and through the development of the MSK Solutions education and Information online platform. 

Minimum dataset and waiting times information through ISD

The national MSK data work has provided leverage within Health Boards to ensure AHP staff have access to e-health tools to support clinical processes and patient tracking. This core data set has provided clinicians and managers with robust data to support strategic planning and drive improvement. 

9 Health boards are now publishing physiotherapy data against the 4 week target, with 6 health Boards publishing Orthotic and Podiatry data. All other health Boards are working with e-health teams to work towards the March 31st 2016 target date. Currently (December 2016) 49% of all patients are being seen within 4 weeks. 





		Planned next steps





		To sustain and spread improvements gained to date

To focus on quality and outcomes through the introduction of electronic Patient recorded outcome measures

To ensure focus on  vocational rehabilitation and support prompt return to work for patients with MSK conditions at all stages of the patient journey including linking closely with the “Fit for work” programme.

To further enhance self-management and physical activity information through video material to ensure health of the population and prevention work is a priority

To establish web based models (currently under testing), as part of AHP MSK access.














AHP Directors Update

Below is a statement coproduced on behalf of the AHP Directors Scotland Group (ADSG)

“The AHP NDP 2012-2015 created a shared vision and clear context for AHPs working across health and social care in Scotland. With each Board area working towards common goals of the NDP, this has facilitated learning, quality and improvement opportunities across Scotland. The infrastructure and support put in place to support the NDP, has further accelerated the progress that we have been able to make in Boards and with our partners. In the challenging contexts that we all work within, the NDP has enabled us to focus on maximising our AHP leadership capability and capacity, whilst also demonstrating the importance of measuring the impact of our services and improved outcomes for the people we serve. We are working collectively on a once for Scotland approach for specific issues & themes. The links of the NDP to Health & Social Care Integration and working closely with partners and with local communities, has ensured that we remain focused on providing the best services possible to the population of Scotland”

Active and Independent Living Improvement Programme (AILIP)

Following a debate in Scottish Parliament during May 2015, Maureen Watt; Minister of Public Health commissioned the Active and Independent Living Improvement Programme (AILIP), to build upon the success of the AHP NDP and provide a focus for the contribution AHPs make to the health and wellbeing of the population. It was agreed that this new programme should be launched in May 2016. As we transition from the existing AHP NDP into the new AILIP, we will continue to build on the AHP NDP achievements and review and learn from the identified challenges to inform the new AILIP. Key areas for on - going consideration in future programmes of work have been highlighted as:

· Older people (encompassing falls, frailty and unscheduled care)

· Children & Young People (CYP)

· E health solutionsWorkforce



· Dementia

· Workforce solutions and development (encompassing capacity and capability) 

· Models of care











Furthermore the AHP NDP Programme Manager has been coordinating a series of national engagement events to gather information to inform this new AILIP. At these events, the delegates have been addressing the following three powerful questions;

· What matters to YOU as an individual to keep you healthy, active and independent?

· Thinking of what AHPs could do in Health & Social Care in the future; what should we focus on to make services the best they can be?

· What should we do first?

The outputs from the AILIP engagement events have also directly contributed to Scottish Governments’ National Conversation – Creating a Healthier Scotland.

The Next Steps:

The information from these events is currently being collated and themed. This information will inform the content and context of the new Active and Independent Living Improvement Programme. A document relating to this new programme will soon be published.

















Appendix 1- The Current AHP Workforce across Health and Social Care

At present, there are approximately 11,342 Whole Time Equivalent (ISD Dec 2015) AHPs employed across health and social care. The staff employed within the health sector is representative of all AHP professions, whereas within social care the majority of AHPs are Occupational Therapists.



		AHP Professions

		Numbers of AHPs working in Health & Social care



		1) Art Therapy

2) Drama Therapy

3) Music Therapy

4) Nutrition & Dietetics

5) Occupational Therapy

6) Orthoptics

7) Orthotics

8) Physiotherapy

9) Podiatry

10) Prosthetics

11) Radiography- Diagnostic & Therapeutic

12) Speech & Language therapy

13) Paramedics 

		



























Appendix 2- Contact details AHP Associate Directors

		Board Area

		Board Director/Lead

		E- Mail Contact 



		Ayrshire & Arran

		Billy McClean

		billy.mcclean@nhs.net



		Borders

		Karen McNicoll

		karen.mcnicoll@borders.scot.nhs.uk



		Dumfries &Galloway

		Joan Pollard

		jpollard@nhs.net



		Fife

		Carolyn McDonald

		carolyn.mcdonald@nhs.net



		Forth Valley

		Bette Locke

		e.locke@nhs.net



		Grampian

		Susan Carr

		susan.carr2@nhs.net



		Greater Glasgow & Clyde

		Anne Galbraith

		anne.galbraith@ggc.scot.nhs.uk



		Highland

		Catherine Woods

		



		Lanarkshire

		Peter McCrossan

		peter.mccrossan@lanarkshire.scot.nhs.uk



		Lothian

		Lynne Douglas

		lynne.douglas@nhslothian.scot.nhs.uk



		Orkney

		Moraig Rollo

		mrollo@nhs.net



		Shetland

		Jo Robinson

		jo.robinson@shetland.gov.uk



		Tayside

		Karen Anderson

		karenahpanderson@nhs.net



		Western Isles

		Sonja Smit

		Sonja.smit1@nhs.net

































January

February

2016







March

2016





April

2016





Infrastructure to support AILIP established





National feedback analysed & themed 





May

2016





Launch of AILIP





ADSG to review themes and discuss priorities

NDP Coordinating group ; finalise national priority themes

AILIP document completed
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Introduction

Background

The NHS England Five-Year Forward View* and Public Health England’s (PHE) Evidence into
Action? highlight the national imperative to focus on a preventative approach to improve
population health and wellbeing and to ensure health and social care costs remain affordable.
PHE and others have recognised the need to engage a wider public health workforce to
achieve these desired improvements in health and wellbeing and reductions in health
inequalities®. The allied health professions are a group with the enthusiasm, expertise and
opportunity to contribute to improving the health and wellbeing of the public®.

In April 2014, the professional bodies of the twelve allied health professions (AHPS) in the UK
agreed a collective ambition to be recognised as an integral part of the public health workforce.
These professions agreed to increase their focus on preventative health care and as a result
they have worked with PHE to develop a programme with the following aims:

¢ increasing enthusiasm for public health among AHPs

¢ increasing the profile of the contribution of AHPs to public health

e developing the AHP workforce for their public health responsibilities

e developing the evidence of impact of AHPs on public health

e work collectively to focus effort across the professions in 4 priority areas chosen
because of their relevance to all 12 professions. These priority areas include
giving children the best start in life, making every contact count, emotional
health and wellbeing and health and wellbeing of older adults

AHPs in practice and academia have demonstrated a marked increase in focus on population
health and health inequalities. Many AHP interventions whilst not traditionally recognised as
public health are contributing to prevention and health improvement. It is clear that knowledge
about population impact is required to support changes in practice and therefore PHE
commissioned this study to assist AHPs to identify the current evidence base for interventions
in public health.

PHE commissioned a team of academics led by Sheffield Hallam University to undertake an
initial review to:

¢ identify examples where there is good evidence of impact on public health by
AHPs and therefore an opportunity to broaden practice

¢ identify areas which require more focus to demonstrate impact by AHPs on
public health
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This report describes the key findings of this work. An academic publication of this work is in
press with the Journal of Public Health®.

About the Allied Health Professionals

The AHPs include 12 professions regulated by the Health and Care Professions Council
(HCPC) who collectively make up the third largest workforce in the NHS. They work across a
range of sectors including health, social care, education, academia, voluntary and private
sectors; covering the whole life course. The 12 professions include physiotherapists,
occupational therapists, podiatrists, dietitians, speech and language therapists, paramedics,
radiographers, orthoptists, prosthetists and orthotists, art therapists, music therapists and
dramatherapists.

Allied Health Professionals (AHP) deliver services to individuals, groups and in some cases
specific populations of children and older adults. They work across sectors providing integrated
care in health, social care, education, voluntary sector and private settings.

What public health means for allied health professionals

Public health is the science and art of promoting and protecting health and well-being,
preventing ill-health and prolonging life through the organised efforts of society®. AHPs
contribute to this through their work on physical, mental and social health with individuals,
communities and populations across the 4 domains of public health (Figure 1). AHP’s actions
contribute to primary, secondary and tertiary prevention and address health inequalities.
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Figure 1 AHP contributions across the 4 domains of public health
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AHPs contribute to virtually every public health priority as part of their routine work although
these professionals have not traditionally described their role as public health. Terms such as
primary, secondary and tertiary prevention or health promotion are more familiar. For the
purpose of this review we defined the scope of public health work to mean any uni-professional
or team activity where AHPs offer a specific professional contribution or service, where the

service is designed to achieve positive health outcomes for the population. Of particular
interest is the domain of health improvement.

.

Methods

The study used several methods to identify evidence of interventions by AHPs that contribute to
public health:

1. arapid review of the literature;

2. asurvey of AHP practitioners.

3. aconsensus method to select evidence-based AHP interventions

The data collection included both published evidence (empirical and observational) and
reported service information related to AHP public health practices. All data yielded was
screened for relevancy against pre-agree inclusion criteria (see Appendix 1). Then an expert

6
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advisory group including represention from AHP professional bodies completed a consensus
exercise to identify criteria for impact and effectiveness for interventions and selected the AHP
examples for inclusion in the final report. Nine examples of AHP interventions were selected
because they had sufficient academic and practice based evidence and were deemed to offer
opportunity for impact and effectiveness at scale.

Rapid review

A rapid review of the literature was selected to provide a snapshot assessment of published
evidence of public health practice by AHPs. The literature review strategy sought to identify
interventions undertaken by AHPs across the four AHP priority areas: giving children the best
start in life, making every contact count, emotional health and wellbeing and health and
wellbeing of older adults.

The search used terms to describe AHPs, combined with public health terms used to identify
interventions prioritised by AHPs in England: in early years, older people services, for
emotional wellbeing and ‘making every contact count’, where the AHP practitioner led or had a
critical role in the service or the reported research. All search terms were looked for in the title
and abstract fields and controlled vocabulary terms were used where available. The Boolean
operators 'AND' and 'OR' were used, alongside truncation, phrase searches and proximity
operators.

The following databases were searched: Allied and Complimentary Medicine (Ovid), CINAHL
(EBSCO), The Cochrane Library (Wiley), Emerald (Emerald Group), MEDLINE (EBSCO). Only
papers situated within a UK context, published between 2004 and 2015 and in the English
language were included in the study.

The rapid review was confined to publications since 2009 and identified 864 papers of potential
interest and the grey literature search yielded an additional 414 resources. After screening for
relevancy, data was extracted from 161 papers. Results from the literature searches are
presented in Table 1. A table format has been used because 13 separate search strategies
were used; one for each profession and a general one for AHPs as a group.
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Table 1 Results of the literature searches following screening for relevance

Screening
All results | Post title | Post Post full
-no screening | abstract | text
duplicates screening | screening
for each (data
Profession profession extracted)
Allied health professionals | 89 19 all 0
Art therapists 3 2 2 1
Dieticians 187 109 76 33
Dramatherapists 1 0 N/A N/A
Music therapists 7 6 4 3
Occupational therapists 131 111 71 26
Orthoptists 6 5 4 4
Paramedics 60 17 8 5
Physiotherapists 181 79* 56
Podiatrists 29 23 18 8
Prosthetists/Orthotists 6 6 5 1
Radiographers 45 22 10 8
Speech and language
therapists 119 24 19 16

N/A = not applicable
* title and abstract were screened together

The papers yielded from the literature searches were screened by the research team for
inclusion in this rapid review. In the first instance, papers were assessed for relevance using
the title and abstract. The full text of the remaining, potentially relevant, papers was then
screened. All papers deemed relevant were then subjected to a structured data extraction
process. The project team appraised a selection of the physiotherapy literature to pilot which
data needed to be extracted from each paper. A copy of the data extraction template is
included in appendix 2 The data extraction was undertaken by three AHP members of the core
team with support from a number of AHP managers, to ensure that professional knowledge
was used to inform the extraction. Three stages were used, identifying core literature by title,
abstract and then full text where they were deemed to be examples of AHP public health
interventions. Exclusions were based on:

. evidence was not relevant to a core area, older people, early years, emotional
wellbeing or MECC
. where the data / protocol or method was not deemed relevant to AHP practice.

A critical appraisal process was excluded at this stage although the relevance and
completeness of the findings was regarded as a proxy for the quality of the literature.
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Survey of AHP practitioners

A survey was designed and distributed to 1200 AHPs members of the CHAIN Network
(Contact, Help, Advice and Information Network) to solicit examples of interventions that could
be seen as having an impact on public health, appendix 3. There was a 25% response rate
which exceeded expected participation and covered 11 of the 12 professions.

Appraisal of data

An Expert Advisory group developed a set of criterion, using a nominal group technique’, to
select the best AHP public health interventions. The technique involved two face to face
structured group interactions between senior AHPS, to generate ideas and suggest guidelines
which were then presented in the form of a 'group judgment®. The group generated a set of
criteria for the identification of AHP interventions as a contribution to public health see Table 2.

Table 2 Evaluation criteria for an AHP intervention as a contribution to public health

Does the Intervention Measurements

offer.......

Primary prevention with Performance metrics in locality/region: detection rates ,
detection -Does it measure levels of false positives, referral rates , patient health
performance in terms of status

population outcomes

Secondary prevention and Performance measures; conveyance rates, advisory/
risk management - self- management outcomes, therapy outcome

Does it demonstrate outcomes measures TOMs, BMI, Quality of life indicators, levels
measures of health improvement  for community engagement, health outcomes
Service quality and How services build leadership capacity and support of
innovation- Does the service AHPs to promote public health; workforce roles,

demonstrate service effectiveness commissioning data, public engagement, wider
collaborations

Measures of quality of life Performance data demonstrating how AHP contribution

outcomes enhanced health outcomes across sectors and
agencies

Service integration for No metrics envisaged so AHP need to identify how to

patient-centred care (lIs the report the level of integration achieved with patient

service delivered as part of an reported experience and outcomes in each service

integrated care model)

User experience of Metrics associated with CQUIN data and patient

interventions experience within the service to demonstrate how AHP
intervention results in health outcome

Access and equality of Organisational measures to ensure equality of access

access - Does the AHP service to AHP services across sectors and relative to

provide access to all patients population

Optimal activity and Measures of quality and cost effectiveness and

participation - Does the outcome demonstrating co-production and efficiency

intervention demonstrate quality of and is a community engaged in planning and

co-production improvement
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The Expert Advisory Group then selected examples of AHP interventions based on strength of
evidence, current practice and expert opinion. They used the data extracted from the literature
searches and examples gathered from the survey and then judged the degree to which an
intervention met the criteria for good practice and made a public health contribution that could
be developed for wider implementation. The selected examples demonstrated AHP
interventions that contribute to health improvements in early years, with older adults, emotional
wellbeing and by ‘making every contact count’.

Results

The nine examples in table 3 have a published evidence base and examples of practice,
demonstrating impact. There is no ranking of priority.

Table 3 Summary of Intervention examples with both evidence of impact and practice examples
of implementation.

Intervention examples References
Orthoptic led eye screening for children aged 4-5 years 9-10
Radiographer led breast screening 11

Early intervention by podiatrists to reduce amputation risk in people | 12-16
with peripheral neuropathy

Speech and language therapy interventions to improve 17-21
communication skills, academic success, emotional development
and social inclusion in children and young people

Dietetic interventions for weight management in adults and children | 22-31

Occupational therapy, physiotherapy and paramedic interventions 32-39
to prevent falls in older adults

Physiotherapy interventions to manage incontinence supporting 40-41
adults to engage in normal activities, remain in work and improve
emotional wellbeing

Physiotherapy interventions to reduce musculoskeletal pain 42-48

Speech and language therapy support to improve speech and 50-52
swallowing in people post stroke impacting on quality of life,
improved morbidity and mortality and reduced hospital stay
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Orthoptic Led School Entry Vision Screening

The UK National Screening Committee recommends that screening of children’s eyes should
continue to be offered to all children aged 4 — 5 years®. The committee recommends screening
should be organised and led by orthoptists. The review found that:

e amblyopia, when the eye doesn’'t work properly even though it appears normal,
is the main problem found by screening in this age group.

e treatment by covering the good eye with a patch has been shown to help
correct sight in the affected eye. However, it is possible that the problem with

the child's eye can come back again after treatment has stopped
Anecdotally, children whose visual problems have been detected and corrected demonstrate

benefits in many ways. They can demonstrate less challenging behaviour and cope better with
school work, leading to improved achievement in the Foundation year.

The screening of children for poor vision at school entry age (4-5 years) has a strong evidence
base® with the screening capture rate of participating children reported in trials as 99.7 per
cent. Of the children referred, 53 per cent had refractive errors and required glasses and 42 per
cent had squints.

Diagnostic Radiography - Breast Cancer Screening

Cancer screening involves testing apparently healthy people for signs that could show that a
cancer is developing; the goal of breast cancer screening is to reduce breast cancer mortality
rates based on early diagnosis and referral for interventions. There is evidence of the
effectiveness of radiography led breast screening, as a result the UK, National Screening
Committee recommends systematic population screening for all women aged 50-70*".

Podiatry Management in Peripheral Arterial Disease (PAD)

A recent commissioning specification for foot care by NHS England®? identifies the importance
of early intervention by podiatry services as a preventative intervention for people at risk of
peripheral neuropathy that can lead to ulceration and possible leg, foot or toe amputation.
6,000 people in the UK, with diabetes underwent lower extremity amputation as a result of
ulceration and the amputation substantially reduced their quality of life and is associated with
high mortality*®. Preventative podiatry; early diagnosis of PAD by a vascular MDT/diabetic foot
team, followed by specialist advice and treatment results in better outcomes for patients. The
interventions can include further guidance and education on smoking cessation and exercise to
support self-management of diabetes™”.

The evidence for a change in commissioning practices to include routine podiatry intervention is
strong based on prevalence of PAD and in terms of cost**. The critical impact data on the
wider population is yet available but is expected to lead to a significant increase in wellbeing
and significant social and economic benefits through self-management, foot care and regular
health checks to prevent ulceration and deterioration in vasculation”.
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International evidence is available for a Podiatrist to be included in early interventions to
manage foot care, which results in a reduction in incidence of major amputations in patients
with diabetes™,*.

Speech and Language Therapist management of communication disorders in children

A Cochrane Review'’ shows that overall there is a positive effect of speech and language
therapy interventions for children speech and language difficulties. Approximately 6 per cent of
children have speech, language and communication difficulties, of which the majority will not
have any other significant developmental difficulties. Whilst most children's speech and
language communication difficulties resolve, children whose difficulties persist into primary
school may have long-term problems concerning literacy, socialisation, and behaviour and
school attainment.

The impact and effectiveness of speech and language therapy interventions with pre-and
primary school age children with speech, language and communication needs and social and
emotional behavioural difficulties has been evidenced in a systematic review which synthesised
data from 19 studies*®. This review provides evidence of improvements in behaviour, in
spontaneous speech, imitative speech and language. In addition, classroom based co-
operative skills programmes improve expressive and, receptive language and social skills™®.
Without support, poor communication can impact on a young person’s academic success as
well as their social and emotional development?.

Furthermore, the impact of speech, language and communication interventions as prevention
can be seen across the life course, with evidence of offending behaviour and low employment
being associated with having communication difficulties. A longitudinal intervention programme
delivered to 72 young offenders, included the assessment of communication needs and
treatment by speech therapists was found to prevent further social exclusion

Dietitians - weight management for adults and children

Dietitians promote weight management through behaviour change techniques?®?, motivational
interviewing??, patient centred approaches®*, and technological methods. In general, calorie
counting, contact with a Dietitian and use of behaviour change techniques that compare
participants’ behaviour with others were associated with the greatest weight loss?® ?°. Brandt et
al.>” demonstrated the effect of Internet-based complex interventions aiming to promote weight
loss and optimise healthy behaviours. Specialist roles and evidence for Dietitian interventions
with people with diabetes show significant reductions in weight based on weekly
consultations®®. These interventions are effective because they can demonstrate quality of life
outcomes and in addition act as a preventative measure for a range of conditions including
reduced incidence of co-morbidities®® *° 3

12





Mapping the Evidence of Impact of Allied Health Professionals on Public Health

Occupational therapy, physiotherapy and paramedic interventions as secondary
prevention and risk management in falls

When an older person falls there are a number of services they can access where AHPs are
leading physical, psychological and social interventions to minimise recurrence, maximise
recovery and prevent further disability. There are three million reported falls per year in the UK,
resulting in considerable cause of morbidity and mortality in over 65s and in major health care
spending®. Falls cost the NHS £4.6 million each day and £1.7 billion per year®. In a trial of a
clinical decision-making tool, twice the number of fallers were referred to falls services and
costs per patient reduced from £22K to £15K>*. However the literature suggests that falls
reporting and falls management as a secondary prevention is by no means secured and in
many cases national guidance is not followed®.

Occupational therapy interventions include compensatory interventions using assistive
technology and rehabilitation. There are high user-satisfaction rates for aids and adaptation
provision when they are provided in a timely way*®. Older people should be offered a home
hazard assessment and safety interventions/modifications as part of discharge planning and
activities should be carried out within a timescale agreed by the patient or carer and
appropriate members of the health care team. Independence at Home Service®’ suggests a
time-limited intervention to promote community independence and reduce dependency on
services. Interventions addressed activity and participation through provision of
aids/adaptations and rehabilitation. The study evaluates service effectiveness based on the
impact of an occupational therapy environmental assessment and modifications to prevent falls
(57maodification to prevent falls based on a three armed randomised controlled trial (238 total
cohort: 78 in control, 78 received intervention from a trained assessor, 87 received intervention
from an OT) with follow up at 3, 6, and 12 months. The group receiving the intervention from
the Occupational Therapist had significantly fewer falls than the control group at 12 months
follow up®.

Physiotherapy led group exercise programmes have been shown to be effective and to reduce
falls by 29% and the risk of falling by 15% and individual exercise programmes by 32% and
22% respectively. Community based falls prevention programmes targeting older adults
particularly older women, can be highly cost effective with the value of benefits from reduced
hospital admission significantly exceeding cost of intervention. For community living older
adults tailored exercise programmes delivered as part of a multidisciplinary co-ordinated
intervention reduced the rate of falls by 31% and the risk of falling by 27%. The Chartered
Society of Physiotherapy has published an economic modelling tool for falls

Paramedic interventions are also recognised as being effective as hyper-acute risk
management interventions*® particularly for those older people who repeatedly fall, resulting in
a high number of conveyances to Emergency Departments. A study of the effectiveness and
outcomes of patient care undertaken by Emergency Care Practitioners (ECPs) across five care
settings, (ambulance services, GP out of Hours, urgent Care Centre, care home, and Minor
Injuries Unit) undertaking an 'extended role' in ultra acute/ emergency settings over 5525
patient episodes, showed some evidence of patient benefit, measured in terms of reduced
admissions
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Physiotherapy and incontinence as a secondary prevention intervention

It has been estimated that urinary incontinence affects 20.4 per cent of people aged 40 years
and over and this equates to five million people in the UK. In women, this figure increases to
35.6 per cent at aged 80 years and over. Physiotherapists offer exercise based advice to
develop pelvic floor muscles, lifestyle advice and counselling based on NICE guidance and
expert consensus. Of significance in a number of studies associated with gynaecological
recovery, are the positive effects of goal setting and professional contact*

The intervention can be offered as a primary prevention in pregnancy or as a secondary
prevention where urinary and faecal incontinence may cause challenges to emotional wellbeing
or limit normal activity and work retention in pregnancy or maternity**.

Physiotherapy Musculoskeletal Pain Management

Musculoskeletal health and pain management for the back, neck and shoulders are now
recognised as requiring public health scrutiny and increased focus within priorities for research.
MSK conditions account for the largest number of years lived in disability in the UK*? The
Arthritis Research UK report on musculoskeletal health makes a case for maintaining a healthy
weight and increasing physical activity to reduce the risks of osteoarthritis and osteoporosis in
later life by offering a range of preventative management methods and for more attention to be
given to the risk factors for developing arthritis**. The World Health Organisation is leading on
the development of a simple, universal educational tool that informs individuals on positive
behaviour and lifestyle changes to avoid chronic or non-communicable diseases (NCDs); this
includes musculoskeletal conditions, e.g. the Health Improvement Card*.

A number of protocols are published that identify randomised controlled studies that are
currently seeking to identify the impact of exercise on musculoskeletal health in so far as
exercise and self-management to alleviate pain and improve emotional wellbeing® *® ’. Some
studies were found that demonstrated how physiotherapy interventions reduced pain and
disability in neck pain*® (72) and in shoulder pain*® (73) which showed specific improvement in
a single site controlled study.

Speech and Language Therapy in speech or swallowing impairment following stroke

People with speech impairment (aphasia) post stroke are at risk of depression and have been
shown to benefit from group therapies and individual counselling®. A quantitative measure
shows improvements in communication/quality of life and self-reports of improved self-
confidence. These interventions align with a growing concern about the integration of services
for people surviving stroke and the need to extend the expectations of optimal activity and
participation as a secondary prevention and quality of life imperative. Similarly, interventions
undertaken by Speech and Language Therapists include the management of
dysphagia/swallowing disorders which reduces morbidity, mortality and length of stay in
hospital whilst also being associated with improved quality of life®* 2.
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Research gaps

Three further examples of AHP contributions to public health were identified as part of this work
but further evidence of effectiveness or service and workforce development is needed to qualify
and clarify the public health contribution:

Occupational Therapists and Music therapy led interventions in dementia services

Occupational Therapists have a role in memory service® supporting the multidisciplinary
diagnostics plus added benefit to patients and reporting patient satisfaction. In addition, the
Expert Advisory Group identified a randomised controlled trial demonstrating significant
outcomes for occupational therapy input such as improvement in activities associated with daily
living and a sense of competence®. These types of improvements were associated with a
decrease in a need for assistance, long term impact of less dependence on social and
healthcare resources, and less predicted need for institutionalisation. OT roles and
interventions in dementia services are well established and recognised in most areas along
entire dementia pathways and work-streams.

Musical awareness and musical communication for care home staff, families and carers is
gaining an evidence base, with recognition that individuals and carers can better manage the
symptoms of dementia (non-cognitive symptoms and comorbid emotional disorders such as
agitation, apathy, anxiety, depression, aberrant motor behaviours with the additional use of
music®. Active engagement can minimise symptoms of dementia, depression and, anxiety,
whilst promoting cognitive functioning®.

Dramatherapy with children and young adults with Autistic Spectrum Disorder

Qualitative and quantitative analysis of client outcomes and evaluative responses from
parents/carers and teachers has been published to demonstrate the importance of role of
Dramatherapists developing life skills; communication and empathy, so contributing to
emotional and social wellbeing®’.

Dietitians using preventative interventions for people at risk of malnutrition

There are existing examples of services being developed®® and references to the malnutrition
task force®® and British Dietetics Association campaign of 2013 that identified the role of
Dietitians in the support of vulnerable communities and the prevention of under-nutrition. A
Cochrane Review® identifies the importance of managing severe malnutrition associated with
disease processes, which is associated with increased morbidity, mortality and increased
length of stay in hospital.

Emerging Practice

The AHPs have made significant progress to increase their focus on public health over the past
year, therefore we are conscious that this is a rapidly developing field and new evidence is
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emerging. There are several areas where AHPs are developing their roles in line with national
and local priorities which were not specifically included within this mapping. Further work to
identify or build the evidence in these areas would be helpful (not an exhaustive list):
¢ Impact of AHP use of healthy conversations to advise about lifestyle behaviour
change based on the making every contact count approach.
e AHP impact on helping people remain in work
e AHP impact on workplace wellbeing

Limitations

This study represents an initial scoping of the wider contribution that AHPs make to health
improvements. This work was undertaken in 2014 at the beginning of an increased focus on the
role of the wider workforce in public health. We are aware of developing evidence in this field
since our initial mapping exercise.

Our literature review extraction tool was designed to identify relevant studies where the process
of development and evaluation of interventions could be in several distinct phases (94). We are
aware that a full critical appraisal of the selected articles was not undertaken and further
implementation or adoption should include a further rigorous appraisal of current and more
historic research data. An increased focus on yielding practice examples is an important
requirement as illustrated by examples of older literature and professional knowledge shared
through the Expert Advisory Group.

The strength of evidence is not uniform and further research is needed to verify the cost and
effectiveness of these and further AHP interventions. Further research into the cost and benefit
and the economic evaluation of the interventions is required to enable policy makers and
commissioners to decide about investment and to prioritise AHP contributions but, the
identification of key evidence-based practices goes some way to advance understanding about
the important health improvement gains that can be achieved through a wider public health
workforce.

This review did not focus on health inequalities however several of the identified interventions

have a direct impact on health inequalities through inproving access to education or
employment.
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Conclusion

This report has provided some clear examples of where there is evidence of AHP impact on
public health. These examples of interventions are intended to stimulate discussion between
AHPs and public health specialists about increased contribution by AHPs to public health.
Traditionally AHPs have focused on therapeutic interventions for individuals and therefore the
bulk of the outcomes measured and research undertaken reflects this. Clearly interventions
carried out by AHPs have the potential to impact the health of the wider population; however for
this to become a reality, an increased focus on population level outcomes as well as outcomes
on overall health and wellbeing for individuals is required.

There is a desire in England to widen the public health workforce contributing to health
improvement, but this requires a commitment from AHPs at local level to collect and aggregate
data and to make the impact of their interventions more explicit. A move to demonstrate impact
across populations would allow AHPs to systematically improve population health and
wellbeing and address health inequalities.

AHPs alongside other health care professionals are responding to the call to action on
prevention. Where services are designed by AHPs to deliver population level health outcomes,
AHPs are able to plan evaluation into the intervention in order to demonstrate the impact. The
challenge arises for interventions where the primary outcome is not public health focused.
There is an urgent need to develop tools to support the demonstration of population impact of
health care professional interventions.

Appendices

Appendix 1 — Literature review inclusion criteria

The literature was screened ; title and abstract on the basis of the following criteria;

- Published in the UK or referring to UK AHP practices

- Where AHPs have been involved in conducting the research (researchers)
- AHPs have been recruited into the study (participants)

- Where the intervention or observation includes AHP input

- Where the results and conclusions refer to AHP practice

- Where qualitative or quantitative data was collected and analysed

- Where data demonstrated population effect
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Appendix 2 — Headings for data extraction

Profession/s

Key area of public health intervention
English region

Summary of public health intervention
Population

Sample size

Study design

Study type

Impact on individual or population
Evidence of effectiveness in population

Appendix 3 — CHAIN survey questions

ALLIED HEALTH PROFESSIONALS - what is our impact on improving public health,
protection and prevention?

Q1:
Q2:
Q3:

Q4.
Q5:

QG6:

Q7:

Qs8:

Q9:

Q10:

What is the key area of your public health intervention-(drop-down menu for the four
areas)?

Which Allied Health Profession are you?

Please provide your name and contact details if you would like to be recognised for your
intervention and work in this area (Please provide your name and email contact only. This
will only be used for the purpose of this research project.)

What English region are you?

Please provide a summary of your specific public health or health improvement
Intervention. (For example; we provide an exercise class for people with cancer or, we
advise on footwear for people. Please give your example below.)

Please say why you think this makes a public health contribution AND what are the
intended benefits for your patient population? (For example; promoting physical activity
and wellbeing, or to prevent falling for older adults in their own home)

What evidence do you have that helped you to develop your intervention? (For example; |
have some research evidence by way of a literature review and synthesis, or | had an
understanding of patient need that was not being met)

What health benefits are you interested in for your individual patient or population group?
(Health Benefits might include; improved emotional resilience, increased pain
management, reduced fear of falling or actual falling, weight loss or smoking cessation,
improved nutrition, better communication skills in children, school attendance...)

What impact measures do you use to measure patient benefits? (For example; you have
data that shows better patient outcomes or improved patient safety, or you use an
outcome measure like EQ-5D)

Public Health is concerned with population health - please tell us your outcomes with the
particular population who receive this intervention. (For example; do your records show
that patients are using the intervention well or that they are using advice and guidance
you offered?)
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The future of primary care in Scotland: a view from the professions

Context

Primary care services in Scotland are facing radical transformation — and change is
clearly needed.

Every week sees headlines about too few health care professionals in some
communities to deliver appropriate care; about people being admitted to hospital
unnecessarily, or not getting out when they are ready, because of a lack of available
support near home; and about too little money in community services to cope with
demand as our population’s health needs and expectations change. As professional
organisations representing primary health care staff, we see from the frontline that
the need for a new approach is urgent.

There is no shortage of effort to improve primary care in Scotland. The integration of
health and social care should revolutionise how services are joined up to improve
outcomes for people. The National Review of Primary Care Out of Hours Services
proposes a new approach to delivering urgent care through multidisciplinary teams.
The 2020 Vision still drives us to provide more care at home or in a homely setting,
and this has been re-emphasised in A National Clinical Strategy for Scotland which,
quite rightly, embeds primary care at the heart of reform. The transformation funds
are distributing millions of pounds to tests of change across the country. The Chief
Medical Officer's work on Realistic Medicine aspires to change primary care practice.
A new GP contract is imminent. And many of our professions are in the midst of
reviews to re-shape our respective workforces for the 215t century.

But when there are so many routes to improvement and sustainability, it is ever more
important to ensure that we are all signed up to the same understanding of what we
are trying to achieve. Without this, we risk fragmentation, misunderstanding and
conflict.

So, as professional organisations representing clinical staff, we have come together
to agree what we mean by ‘primary care’ and to set out shared principles which we
believe should underpin the future for people in Scottish communities who need the
support and expertise of generalist clinical staff. Between us we represent over
60,000 clinicians working across the length and breadth of Scotland. Together we
are committed to working with the Scottish Government, with colleagues across
health and social care, and with the public to turn this shared vision for the future of
primary care into present-day reality. We hope this contribution will be helpful in
shaping, and joining up, the many reforms which are underway.





What is primary care?

Most of the time, people use their own personal and community assets to manage
their health and wellbeing and achieve the outcomes that matter to them. Primary
care professionals enhance this by providing accessible health care and support to
individuals and families in the community, when it is needed, at whatever stage of
life.

Primary care is provided by generalist health professionals, working together in
multidisciplinary and multiagency networks across sectors, with access to the
expertise of specialist colleagues. All primary care professionals work flexibly using
local knowledge, clinical expertise and a continuously supportive and enabling
relationship with the person to make shared decisions about their care and help
them to manage their own health and wellbeing.

Primary care is delivered 24 hours a day, 7 days a week. When people need urgent
care out of core service hours, generalist primary care professionals provide support
and advice which connects people to the services they need, in a crisis, in a timely
way.

A vision for primary care in Scotland: 21 principles

1. Primary care is generalist in nature. It focuses on the whole person across the
complete life span, and not on any single health condition or part of the body.
It encompasses both physical and mental health.

2. Primary care services are focused on supporting people to regain or maintain
personal independence and wellbeing, on managing long-term conditions, or
on enabling a peaceful and dignified death.

3. Primary care services are provided by a network of primary care professionals
across the public, third and independent sectors. These networks are built
around individuals’ and families’ health needs and desired outcomes.

4. Primary care services are easily accessible to everyone in every local
community.

5. Primary care professionals are available at all times to provide co-ordinated,
generalist care and support in communities. Outside of core service hours the
focus of primary care professionals is on dealing with health issues which
cannot wait until the full primary care network is available.

6. The full range of services available across the primary care network is
informed by evidence, responsive to assessed population need and shaped
by individuals and families within a locality.

7. The design, resourcing and delivery of primary care services recognises the
needs of people whose lives are negatively affected by inequalities, isolation
and/or the wider social determinants of health.





8. The design, resourcing and delivery of primary care services address the
needs of a mobile population.

9. Primary care professionals use a mixture of clinical and social approaches to
support people to achieve their identified outcomes, providing preventative
support, treatment and ongoing care as required.

10. Primary care professionals optimise individual wellbeing and outcomes
through building enabling relationships with people and focusing on continuity
of care, supported self-management and asset-based approaches.

11.Within primary care networks, professionals work in partnership with each
other and develop and maintain trusting and respectful relationships based on
parity of esteem.

12.How professionals in these networks work together effectively to support an
individual or family achieve their desired outcomes is more important than
focusing on the buildings in which they are located.

13. All primary care professionals are trusted and enabled to work to the full
scope of their competence, for the benefit of people in the local community.

14.Leadership for quality in primary care is the responsibility of all professions.

15.The co-ordination of care and support services for an individual or family is led
by the professional most appropriate to their needs and desired outcomes at
any given time.

16.Primary care professionals have direct and timely access to specialist advice
and clinical decision-making support from acute, primary care and social care
colleagues whenever they, or their service users, need them.

17.Primary care professionals are able to refer directly to each other and to
colleagues outside the core primary care network.

18.Individuals and families have direct access to primary care professionals
within their communities.

19.The primary care network has the necessary infrastructure to support safe,
quality care, including suitable and sustainable staffing levels and skill mixes
in all settings and appropriate access to all electronic patient records.

20.The primary care workforce uses up-to-date digital technology that enables
people to receive flexible, efficient and effective care, wherever it is provided.

21.All primary care professionals are accountable to their individual regulators
and share a commitment to continuous professional development and quality
improvement.
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Apprenticeships – update England

Radiography - Trailblazer development approved. 

PO lead – Louise Coleman

Lead employer- Therapeutic Radiography – Leeds Teaching Trust - Hazel Rodgers

Lead employer – Diagnostic Radiography – University Hospital Birmingham - Louise Banks

The current discussion is focussing upon a need for the development of separate standards for Diagnostic and Therapeutic Radiography rather than a shared core and options approach.  As there are currently shared Radiography HCPC standards, the Department of Education (DfE)/ Institute of Apprenticeships (IOA)/Skills for Health are suggesting there should be one standard with core and options. The lead employer for Therapeutic Radiography is pushing for separation and has the support of the majority of Radiotherapy Managers across the UK. SCoR has submitted a short paper supporting this view and the reasons for separation (Appendix 1).   The first telecom with SfH/IoA was held a couple of weeks ago in order to explore options; it was again made clear that there should be a core and options approach. We have supported the trailblazer lead in the drive to discuss further at a higher level within IoA/SfH.  A follow up telecom is planned for Friday 9th June.  Further updates to follow. 

Sonography – Trailblazer development approved 

Lead employer- Mid Yorkshire NHS Trust – Alison McGuiness- Consultant Sonographer 

PO leading – Nigel Thomson with input from CASE & BMUS

Two trailblazer meetings have been held to date.  To date there has been group work on the ‘Standard’ and as expected the group is going round and round the well-rehearsed arguments for education level 6 or 7, reporting and banding. The trailblazer lead, handled the discussions well as they knew the likely reaction.   I think they thought there was some progress but AfC Reporting sonographer has a nationally agreed AfC profile at band 7. There is no agreement as to what a less interpretive/ evaluative and more pro-forma driven approach to reporting might look like. 

The second meeting was held on April 28th – awaiting an update from the meeting from the lead. The Department of Education expert felt further discussion needed as clear no consensus but development of the ‘Standard’ will proceed.   Further discussion within the HEE Integrated Imaging Working group and agreement for work on development of a career progression framework (this aligns with the ADC motion 62). 

Advanced Clinical Practice: generic standard linked to HEE Advanced Clinical Practice framework 

Trailblazer development approved.  Lead employer- Heartlands NHS Trust

[bookmark: _GoBack]Initial meeting held.  Standard being developed and likely to be available for consultation in June 2017.  P&E will provide links to the consultation when available. 

Assistant and Associate Practitioner Mammography – An Expression of Interest (EoI) has been submitted by a group of employers to the DfE– no outcome yet confirming if these standards will be approved for development. SCoR has submitted comprehensive comments on the proposal, with input from UK Council.   



Wider collaboration ‘apprenticeship development’ with other AHP bodies

In relation to degree apprenticeships the SoR P&E team is currently working with AHP professional body colleagues – our next meeting is 8/6/16 objectives of this meeting are attached for information (Appendix 2) .  

Charlotte Beardmore, DPP , 6 June 2017 






Appendix 1

Apprenticeships: Diagnostic and Therapeutic Radiography Trailblazer

The Society and College of Radiographers support the trailblazer employers and education providers asserting that diagnostic radiography and therapeutic radiography are two different professions. There are distinct programmes of education for each profession, and each lead to a different annotation on the HCPC register enabling practice as a Diagnostic Radiographer (within Clinical Imaging services) or a Therapeutic Radiographer (within Radiotherapy services). 

Diagnostic radiographers employ a range of different imaging techniques and sophisticated equipment to produce high quality images of an injury or disease. Diagnostic radiographers are responsible for acquiring the images and very often with advanced practice skills will then provide a report on the examination so that the correct treatment pathway can be decided for each patient. 

They use a range of techniques, in a wide range of settings, including:

· X-rays

· Ultrasound

· Fluoroscopy

· CT (computed tomography)

· MRI (magnetic resonance imaging)

· Nuclear medicine

· Angiography

Therapeutic radiographers play a vital role in the delivery of cancer treatment within radiotherapy services. They are the only healthcare professionals qualified to both plan and deliver radiotherapy. They constitute over 50% of the radiotherapy workforce, working with clinical oncologists, medical physicists and engineers.  Therapeutic radiographers are responsible for the care of the patient across the pathway for planning and delivery of accurate radiotherapy treatments using a wide range of technical equipment. The accuracy of these are critical to treat the tumour and destroy the diseased tissue, while minimising the amount of exposure to surrounding healthy tissue. Their degree qualified training solely in oncology and the care of cancer patients makes them uniquely qualified to undertake this role. 

HCPC Registration

Diagnostic radiographers and therapeutic radiographers are registered separately with the Health and Care Professions Council (HCPC).  Although there are generic HCPC Standards of Proficiency (SoPs) and profession specific SoPs, the  standard headings are the same for all professions registered with the HCPC and should not be taken to mean that diagnostic and therapeutic radiographers undertake some of the same roles, procedures and interventions.  In fact the roles are very different.  

Context

In the past twenty-five years the education and training programmes for diagnostic radiographers and therapeutic radiographers have diverged and in some cases there are no shared learning outcomes or even teaching.  Where learning outcomes are shared these are in generic modules such as interprofessional learning or research modules, though in some institutions even seemingly generic modules such as research methods or the final dissertation module are delivered to diagnostic radiography and therapeutic radiography students independently.

Some imaging and radiotherapy departments may have similar equipment, for example, CT scanners.  However, the images are obtained for completely different purposes.  For example, a diagnostic radiographer would use the images to identify the presence or absence of pathology.  A therapeutic radiographer would use the image and image data to apply a radiotherapy treatment beam arrangement and calculate the dose that organs at risk receive.

Seemingly core skills such as communication skills are very different for the two professions.  For example, a diagnostic radiographer may have only a matter of seconds to engage with a patient and create rapport before a single imaging procedure.  A therapeutic radiographer may have slightly longer but will be able to build their professional relationship with the patient over a number of days or weeks.  Both diagnostic radiographers and therapeutic radiographers require excellent, but very different, communications skills.

Finally  it is important to note that if a Therapeutic Radiographer wishes to ‘train’ to become a Diagnostic Radiographer the complete programme of pre-registration education currently needs to be undertaken in order to meet the HCPC (SoPs) to enable annotation on the HCPC register as a Diagnostic Radiographer.   The two professions require different underpinning skills, and therefore different education and training programmes are required to meet the very different service requirements. 

Summary

In summary, we understand that as the generic apprenticeship standard is likely to be far more detailed than the current high level HCPC SoPs that it will be too prescriptive and will not enable the required development/preparedness of each profession for the separate and distinct services and setting in which each work.     

The Society and College of Radiographers wishes to continue to strive for development of both professions; Diagnostic Radiography and Therapeutic Radiographer to be able to respond and effectively meet the service and patient needs and thus we support development of standards, which will enable this flexibility and continue to be fit for the future.

The Society and College of Radiographers is pleased to be invited to contribute to this exciting agenda and to help enable the development of the professions; Diagnostic Radiography and Therapeutic Radiography to ensure the development of  professions which are responsive to the changing health and social care environment.



Charlotte Beardmore

Director of Professional Policy

6 April 2017 




Appendix 2

Health & Care Professions Education Leads Group
Accreditation of AHP Degree Apprenticeships Event

Thursday 8th June 2017, 1pm – 4.30pm
CSP Council Room, 14 Bedford Row, London WC1R 4ED

Preparatory work

Please come prepared to share the following in brief:

1. The approach taken to the accreditation of pre-registration education by the professional body you represent

2. Where the profession you represent is up to in developing a degree level apprenticeship standard as a pre-registration entry route 

3. Key questions/areas of concern about the apprenticeship agenda for the profession you represent (including in relation to the level 7 advanced clinical practitioner apprenticeship standard).



Intended outcomes

By the end of the session, we should have:

· Shared insights and perspectives on how we can best exercise our respective roles to uphold standards, informed by our current engagement and perceptions of challenges and risk

· Thought through the specific ways in which we need to exercise our respective standard-setting/accreditation roles (e.g. relating to stages, process and levels)

· Identified how we can engage in further collaborative activity (whether to progress shared ‘parallel’ approaches and/or joint influencing activity) 



Background information

Council of Deans’ position statement on registered degree apprenticeships:

https://councilofdeans.org.uk/wp-content/uploads/2017/05/190517-Apprenticeships-policy-position-paper-May-2017-FINAL.pdf

Skills for Health: Healthcare Apprenticeships website:

http://haso.skillsforhealth.org.uk/

Degree level apprenticeship standard and assessment plan for registered nurses:

https://www.gov.uk/government/publications/apprenticeship-standard-registered-nurse-degree-apprenticeship 

QAA (2017) Quality assuring higher education in apprenticeships: Current approaches

http://www.qaa.ac.uk/publications/information-and-guidance/publication/?PubID=3163#.WSV0x-vyuUm






AGENDA for the session



		1:00

		Welcome and introductions





		1:10

		Taking stock of key issues

· Appraising the context  

· Sharing live/possible developments (including re. the level 7 ACP apprenticeship standard) 

· Sharing key elements of our preparatory background information



· An initial appraisal of opportunities, risks and issues

· What are we trying to achieve? 

· What is the role and purpose of accreditation by professional bodies?

· What is the value of accreditation?

· What are the risks of not accrediting the apprenticeship entry route to the professions?

· How do we need to engage in apprenticeship developments?

· How do we need to modify our approach to ensure influence?

· What can we do collaboratively, or progress through shared approaches? 





		1:45

		Workshop A: Stages of engagement

· What do we need to accredit, and why? 

· Standards? 

· Registered training providers? 

· Employers/practice-based learning providers? 

· End point assessments? 

· Registered Apprenticeship Assessment Organisations?



· Looking at the template for professional body letter of support

(See Annex 7, page 20 of DfE (2017) Apprenticeships in England: Guidance for Trailblazers – from standards to starts. MS Word version of updated templates annexed to the guidance)





		2:30

		Workshop B: Processes of engagement

· When do we need to engage, how, and with whom?

· Given the multiplicity of providers and employers, who are the primary stakeholders?

· What is the logical sequence of accreditation activity? 

· When in the accreditation process do we need to engage with different groups?  





		3:15

		Workshop C: Levels of engagement 

· What do we need to influence and how do we best do this?

· What do we need and who do we need it from?

· What are our avenues of influence, collectively and individually?

· Who are our key contacts?





		4:00

		Emergent issues and actions - Planning next steps





		4:25

		Any other issues and close
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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
KSE 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

A JOINT STATEMENT ON CPD FOR HEALTH AND SOCIAL CARE PRACTITIONERS

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:

4+ 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.





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).

JOINT POSITION STATEMENT

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





+ 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.

A JOINT STATEMENT ON CPD FOR HEALTH AND SOCIAL CARE PRACTITIONERS

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.





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.

JOINT POSITION STATEMENT





A JOINT STATEMENT ON CPD FOR HEALTH AND SOCIAL CARE PRACTITIONERS

References and further reading

Department of Health (1999) A first class service: quality in the new NHS.
London: The Stationery Office

Department of Health (2000) Improving working lives standard. London:
The Stationery Office

Department of Health (2000) The NHS plan: a plan for investment a plan for
reform. London: The Stationery Office

Department of Health (2004) NHS Knowledge and Skills Framework (NHS KSF)
and the development review process (October 2004). London: The Stationery
Office

Health and Safety Executive (1974) The Health and Safety at Work etc. Act 1974.
London: The Stationery Office

Health Professions Council (2005) Standards for continuing professional
development. London: HPC

The Nursing and Midwifery Council (2006) PREP handbook. London: NMC

Scottish Executive Health Department (1999) Learning together: a strategy for
education training and lifelong learning for the NHS in Scotland.
Edinburgh: SEHD

Welsh Assembly Government (2006) Designed for life: quality requirements
in adult critical care. Cardiff: Health and Social Care Department





JOINT POSITION STATEMENT

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.SOL.0rg The Society of Radiographers
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