The Society & College of Radiographers
Professional Officer Report for Scottish Council (November 2016).
Please also refer to my SCoR Scotland Mind Map
Scottish Government Health Directorate (SGHD)
3 improvement advisors have been employed – Mark Hamilton, Improvement Advisor from West Lothian, Jed Quirke, Improvement Advisor from South Ayrshire Council and Greer Gay, Improvement Advisor with AHP background.  
AILIP launch being organised for November.
Scottish Cancer Task Force (SCT)
The new Scottish Cancer Plan entitled Beating Cancer - Ambition and Action has now moved into an implementation stage to which I have suggested some proposals. The main focus of the meeting was on this plan. The implementation plan illustrates and monitors the progress via nominated “responsible” individuals and/or groups, including projected timescales. A review of the SCT membership also took place – there were no radiotherapy updates. Systemic Anti-Cancer therapy -  a presentation was delivered on phase 1 of the SACT Future Service Delivery project, in the West of Scotland.  

I met with Lindsay Allan, Policy and Public Affairs Adviser from Cancer Research UK who is involved in writing a report of diagnostic imaging capacity in the devolved nations. A good meeting at which I raised all the usual issues surrounding clinical imaging services – workforce; reporting radiographers; out of hours services etc.
AHP small occupations group
This meeting, at the CHPOs office – took place in response to the issue of sonographer workforce shortages. It was investigative in nature and included other “small occupations” including detail of the current deficiencies in the numbers and levels of experience of Medical Physics staff in services that involve ionising radiation and the difficulties in recruitment.  It seems that this meeting has now been taken over by all the other shortage professions – see



Therapeutic Radiographers are no longer on the shortage occupation list – Diagnostic Radiographers still are as are Sonographers – see https://www.gov.uk/government/publications/tier-2-shortage-occupation-list 

National Services Division (NSD)
NHS HIS
· Healthcare Improvement Scotland (HIS) has invited me to be part of the Scottish Breast Screening Programme Review Team looking into the appointments system. This work will finish by the end of the year with a report published. The service have been made aware of the review and further information, including the Terms of Reference for this work is provided through the following link: http://www.healthcareimprovementscotland.org/our_work/governance_and_assurance/programme_resources/breast_screening_review.aspx
· The Breast Screening Standards Review has now been postponed till 2017 – we now have a Mammographer to represent us on this review team.
SCIN


The next SCIN sub-group meeting for “Horizon Scanning” is scheduled for Thursday 3rd November – see  


The network is very keen to get more operational radiography staff involved in its various working groups – please do encourage your colleagues to do so – great CPD.  I continue to be concerned that the majority of members on SCIN are Radiologists – is this because Radiographers are not interested or cannot get away? 
The next SCIN steering group meeting will take place  . 
There is now a live Twitter feed at NSS.SCIN@nhs.net 
Radiographer Reporting
There has been some more perceived barriers to “reporting radiographers” – I see this more and more through the SCIN group – one of my responses was:
Whilst it is recognised that there is a shortage of Radiologists in NHS Scotland, I would respectfully like to point out that Radiographer Reporting has a very strong part to play in radiology reporting services and would be even more so if those Radiographers who are educated and trained to report, were actually empowered to do so as part of their clinical role. 

Plain film Radiographer reporting is a necessary service in Scotland for patients; it is here to stay; is robust in its’ clinical effectiveness; is proving efficient and cost effective and the standard of reporting is the same as for that for Radiologists. It seems unfeasible that Boards continue to outsource their reporting to external companies at high costs.

Radiographer reporting alongside Radiologists can reduce waits for diagnostic outcomes and reduce burdens from some aspects of cross-sectional imaging to support the achievement of cancer targets. In this way Radiographers can support Radiologists as a highly functional multi-disciplinary team. There is also a place for limited cross sectional reporting by radiographers (as detailed below) despite the results of a recent RCR Scotland survey, which many SCIN members acknowledged as being obtrusive. 

Reporting radiographers are a useful teaching resource for trainee radiologists and others. They support emergency nurse practitioners and others in improving referrals and reduce misinterpretation/misdiagnosis impacts in A&E.

Jonathan McConnel (as Chair of RRIGS) is involved in setting up a working group with Jacqui Lunday and the other two reporting radiographer consultants (Margaret and Caroline). Let’s hope this group will be a useful vehicle for moving things forward.
AHPfS

The next meeting takes place on 8th December. AHPfS now has a work plan – see 
· 
I wrote the AHPfS response to the NES consultation of supervision – see 
· SG has a project with the objective to create a workforce and workload measurement tool for AHPs in Scotland.  
Learning & Education
NHS Education for Scotland (NES)    http://www.nes.scot.nhs.uk/  
Major changes in AHP workforce at NES – it looks to me as though many activities are “on hold”
· 

The NES Radiography Advisory Board is scheduled for 2nd December 
· The NES AHP Advisory Board is scheduled for 19th December 
· NES have recently updated the items on the News page of the Effective Practitioner website.  They invite you to have a quick look at the updates please click this link.  Healthcare Associate Infection (HAI) have posted a survey

Students:
The 2nd Inter-University Conference in Scotland took place on Saturday 29th October at RGU in Aberdeen – programme is here. The day was a great success – the students are really engaged in Scotland. Both RGU and GCU have Student Radiographer Societies – see http://www.sor.org/learning/student-zone/radiography-societies 



SCoR
· SCoR RoY awards is on 8th November at House of Commons
· There have been updates to CPD Now and the PEAS Accreditation and also some “reflection” guidance at http://www.sor.org/news/recording-reflective-cpd 
· The leads of the 3 main radiotherapy professional bodies spoke at an event with MPs – see http://www.sor.org/news/radiotherapy-cancer-treatment-past-or-future 

· Some recent  SCoR publications on the document library are https://www.sor.org/learning/document-library  :
· Trans Equality; guidance for the radiography workforce (imaging and radiotherapy)
· Approval and Accreditation Board; Annual Report 2013-2014
· Survey into student bullying on clinical placement
· Computerised Tomography (CT) scanners in Nuclear Medicine facilities; use by nuclear medicine practitioners from both radiographic and technologist backgrounds.
· Census of the Radiotherapy Radiographic Workforce in the UK, 2015
· Achieving World-Class Cancer Outcomes: The Vision for Therapeutic Radiography


Also, please do sign up for the on-line manager’s network within SCoR – First Talk; the SoR members forum SCoR Talk; and for students Student Talk.
Maria Murray
MariaM@sor.org 
November 2016

PS I have not included topics around my radiation protection (RP) role as this report is long enough. There is plenty going on with RP though, so feel free to ask me.
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Scottish Clinical Imaging Network Horizon Scanning Group Meeting

Date: November 3 2016 

Time: 14.00 – 16 .00 

Venue:  PCF58 Gyle Square, Edinburgh

 

		1. Welcome, Introductions & Apologies

		

		Dr Hamish McRitchie	





		2. Review of Previous Minutes  and Actions from 19/05/16

		SCIN-HS- 2016-33



         

		Dr Hamish McRitchie	



		3. McKesson Reflection- Peer Review SCIN View 

		

		Dr Fiona Hawke & 

Dr Anne Marie Sinclair



		4. SCIN Self Assessment Tool

		

		Dr Fiona Hawke & 

Dr Anne Marie Sinclair





		5. Workforce Data

		

		Dr Fiona Hawke





		6. Working conditions of Imaging Staff

a. Imaging Posters

b. Positive Working Environment

		



		Dr Jonathon McConnell



		7. NHS Scotland Shared Services Update

· Strategic document

· SEAT/NoSPG



8. Realistic Radiology    Anne Marie Sinclair                                               
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		Dr Hamish McRitchie







		9. AOCB

An evaluation of imaging capacity across the NHS in England 

		SCIN-HS- 2016-37

		



		10. Date of the next meeting

 Thursday 19 January 10.00 – 12.30 :Gyle Square, PCF Room 58  
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A. Executive Summary

This Strategic Document uses the principles of the Scottish Capital Investment Manual, but has
been tailored to the needs of this particular work stream. Focusing on the process and outcomes
to date it will identify a proposed way forward which embraces the “Best for Scotland” philosophy
for the provision of a National Radiology Model, Figure 1 and Appendix 1, across NHSScotland.

It will present the factors impacting radiology in Scotland and will describe a future service model
which will support patient focused health and enable diagnostic imaging to be delivered
consistently and with long term sustainability. The scope of the Radiology Programme is contained
to diagnostic radiology and does not capture interventional radiology, although this may change as
there are interdependencies between both.

Figure 1: National Radiology Model

National Model for Diagnostic Radiology

Rationale
Current service is unsustainable Eenzii ConStraim;/ilvDsirs)endendeSl Costs
The Vision
Cross boundary reporting Constraints/Dependencies Re-procurement of PACS

A collegiate solution

Improved waitingtime performance - circa£20m

Ability for radiology staff to work across Co-ordinated approachto outof hours Agreed data sets p
Scotland - - E— S ——— - capital and revenue
upportforremote and ruralboardsin greed data definitions i
hours reporting without SS changes

Maximisingrole utilisation, and flexibility to
work across traditional Health Board
boundaries

Objectives

Maintain local

National approach to radiology reporting
More effective use of the workforce

National RIS functionality (requesting
and reporting)

Ability to report cross boundary

Additional PACS
functionality to support

q . f Ability to identify demand, capacity and Production of nationally agreed: .
Agreed nationally accepted: Imagfe_ . el e ° y ag RIS reporting only
- Clinicalgovernance acquisition - HR policy .
Reduced shortfall in reporting capacity e del - circa£2.5m
- QA - clinical governance model
Q Local Achieving the recognised standard for g
Integrated, compatible IT Systems EREEESllly © A > @AGIE D bl
supporting: expert Improved quality of service planningby - Integrated, compatible IT systems ata.manl LDEIELLS
i o radiology availability of com parable data. - patient pathways/protocols service planning
data sets and definitions - o i . Ci £950.000
- patientpathways and protocols - opinion Flexlblllqgo adaptto emergingclinical -Circa 3
reduced variation anddemand a f Secelchange) Risks
management Equity o Increased throughputand quality due to de- . . )
- workforce optimisation, e.g. radiography access coupling of scheduled/ unscheduled Unsustainable radiology services NSS Support Costs
reporting, radiography assistant p— reporting of images Mismatch between demand and - Programme Team
- transferof reporting Socta inabili Sustain image acquisition close to patient capacity SME
i i Inanilr -
- -de-coupling ofimage capture and Oeie] _a ty Sustain expertradiology opinion for local Inability to meet waiting times
reporting of service alniEEns p : .
- Increased costs of private sector for
- separation of scheduled and i ol i . N Design of OA, HR
unscheduled activity for both image Increased Efg'gzrifciﬂahsed radiology opinionto reporting l.es.g | Gl QR &
acquisitionandlreporing resilience of ) Recruitment, retention issues G GEUSMETES
- Cross boundaryimage requesting Service Costavoidance models (costs to be

- Image acquisition and sharing delivered
by re-procurementof national PACS

- Cross boundaryimage reporting
- Reducing adverse /unwantedvariation

Desired Outcomes

Ensure continuing good outcomes for patients

Costsavings

Virtual rationalisation with minimal impact to
patients and staff

Delayed diagnosis leading to poor
patient outcomes

established)

Sustainable, equitable, access torobust, timely services

Diagnostic radiology has evolved over the last century from the plain X-ray to the modern suite of
imaging services and differing diagnostic procedures that are integral to the provision of healthcare
across Scotland. Available in a wide range of healthcare settings, diagnostic radiology services
provide a key diagnostic function in the support and delivery of a number of patient pathways
which facilitate timely diagnosis for patients and improve patient outcomes. Equitable access to a
robust quality and timely imaging service is vital for clinicians involved in both emergency and
elective care to ensure optimal outcomes for their patients.

The total net costs for diagnostic radiology is circa £262m* per annum. In addition to this are the
associated NHS staff costs for unplanned activity and outsourcing to the private sector. The
associated costs are unplanned, unbudgeted, undefined and anecdotally are escalating. The
workforce challenges have exacerbated during the period from the initiation of the Programme to

! Scottish Health Service Costs (Costs Book) years ending 31st March 2015, 2014, 2013, 2012 & 2011
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date and as a result each of the three NHS Regions is responding to local crises within radiology
services.

As a result of this, the Health Portfolio team has been engaged in various discussions with a
number of stakeholders from the South East and Tayside Regional Planning Group (SEAT) as well
as external IT and programme management providers. SEAT has expressed a willingness to
address the crisis on a collegiate basis and has shown a willingness to work with NHS Lothian,
NHS Tayside, NHS Fife and possibly NHS Forth Valley. This regional approach may provide an
opportunity to test the national radiology model in a regional setting. However, that can only be
achieved after the data requirements, the IT connectivity and the HR requirements, as stated in
Table 1, below, are established. The role of the radiology programme in support of this work has
yet to be defined and agreed.

Whilst the aforementioned discussions have been ongoing, the radiology programme was
approached by the North of Scotland Planning Group (NoSPG) to participate with them in a
regional radiology workshop activity. The radiology programme will seek to engage with the West
of Scotland (WoSPG) to achieve a consistent and equitable approach.

The need to establish a formal Operating Model in support of three Regions is recognised, but this
cannot be achieved in the short term, or at least until the three underpinning requirements are met.

It must be stressed that, should each of the regions attempt to approach a solution independently,
the implementation of a National Radiology Model is at risk.

As clearly outlined, the radiology services in their current form are unsustainable. This is due to a
number of factors including workforce challenges and an exponential increase in demand for
services which outstrips capacity.

It is anticipated that these issues will be further exacerbated over the next five years due to
demographic changes and a projected 2.4% national population increase?. It is therefore critical
that diagnostic radiology delivers a consistent, efficient and resilient future service.

At the turn of 2016 a Positioning Paper was presented to the Chief Executives (CEs) and, following
discussion, three underpinning requirements for radiology in Scotland were identified: Table 1
refers. They are dependencies without which the radiology initiatives cannot be achieved.

This document focuses on the requirements associated with the development of a National
Radiology Model.

The opportunity exists for NHSScotland to deliver a high quality, sustainable radiology service
capable of supporting emergent clinical models. Delivery of this service will require planning and
delivery that is not constrained by the current Territorial Board structure and is set in a revised
financial and performance framework. It is anticipated that the underpinning requirements detailed
in Table 1, below, may facilitate a virtual national service with a flexible workforce enabled by
technology to report remotely from anywhere in Scotland. It is also considered that this would
allow demand and capacity to be better matched and economies achieved by rationalising out-of-
hours rotas. By adopting a ‘Once for Scotland’ approach, it will also be possible to more effectively
and efficiently make use of outsourcing and achieve further benefit from national procurement.

Table 1: Underpinning Requirements

Underpinning

Requirement Delivery Achieved By

1 National radiology In order to support the national Picture Archiving and Communications System
data requirements (PACS) re-procurement (in the next three years) the radiology programme has

% National Records of Scotland mid-2014
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begun work with key stakeholders to identify the national radiology data
requirements (summary below). It is anticipated that the initial stages will be
passed over to the PACS Governance Board at the end of 2016.

The next stages will be to consider how the data requirements will be managed
and assembled ready for analysis. It is envisaged that this may incur a capital

cost.
Integrated, The like for like requirements for national Radiology Information Systems (RIS)
compatible IT are within scope of the national PACS re-procurement programme which is
systems being managed by the PACS Governance Board.

Work to identify the IT architecture, infrastructure and connectivity needed to
support the future model for radiology has yet to be finalised. It is envisaged
that this may incur a capital cost.

Maximising role Working within the agreed national policy framework, it is necessary to review
utilisation, and the current ways of working of individuals and teams, to enable staff to deliver a
flexibility to work more flexible national service across current traditional geographical

across traditional boundaries, in ways which maximise the utilisation of skills and competencies of
Health Board each role within the team. This work will require clear linkages to professional
boundaries and technical quality assurance arrangements and clinical governance.

It is envisaged that access to Health Board personnel data will be required to
support that work.

National radiology data requirements

The ability to achieve a connected IT system, through the national re-procurement of PACS,
requires agreement of a national data set and definitions. The mechanism by which this will be
delivered is through a project established by the Shared Services Radiology Programme to Identify
National Radiology Data Requirements. The project aims to be completed by the end of
December 2016 and its objectives are as follows:

Identify national radiology data definitions, data sets and data fields for clinical, managerial
and financial data;

Identify and document the data that is currently held in the national PACS system including the
raw data fields and their format;

Identify and document the data that is currently held in local Radiology Information Systems
(RIS), of which there are many; including identifying and documenting what data is structured
and non structured;

Investigate which data items in the RIS applications are shareable. Assess how that data could
be sourced and assembled ready for analysis;

To assess how that data will be analysed to achieve desired results and how the results will be
distributed;

To investigate NHSScotland Cost Book data to determine how it could be harmonised through
national PACS and RIS to ensure greater efficiency by allowing benchmarking comparisons to
be made between health care providers;

To identify other supporting radiology data sources from within NHS National Services Scotland
(NSS).

To obtain the necessary approvals in relation to Information Governance including Caldicott
Guardian approval, completion of a Privacy Impact Assessment (PIA) and submission to the
Public Benefit and Privacy Panel (PBPP); and

To feed National Radiology Data Requirements into the re-procurement of PACS (mechanism
to be established).

The project will be to consider how, once identified, the data requirements will be managed and
assembled ready for analysis. It is envisaged that there may be a capital cost attributed to
facilitate the solution.

Page 7 of 55






A2 Integrated, compatible IT systems

As the current RIS functionality is within scope of the national PACS re-procurement programme,
the requirements around the IT architecture, infrastructure and connectivity needed to facilitate a
future integrated model for radiology have yet to be established. It is envisaged that this may incur
a capital cost.

In July 2016, the radiology programme began engagement with key stakeholders to identify the
current IT landscape within NHS Health Boards in order to determine the infrastructure and
connectivity needed to enable full compatibility in support of the national radiology model. A full
picture of the current IT landscape will require baseline data to be submitted to the programme by
the NHS Health Boards. The baseline data will then require to be analysed. The outcome of this
data collection and analysis exercise will inform the design of an IT solution.

Health Board Directors of Finance support of that data initiative is critical to achieve the objectives.
The programme will request this through the Design Authority Financial Sub Group.

A3 Maximising role utilisation and flexibility to work across traditional Health Board
boundaries

NHSScotland has an agreed national policy framework to support effective service change and transition for
staff. It is necessary for the implementation group, working with HR and staff side colleagues, to review the
current ways of working of individuals and teams, to enable staff to deliver a more flexible national service
across current traditional geographical boundaries. The group will also review how best to maximise the
utilisation of the skills and competencies held within each role within the team. This will include
contractual, quality assurance and clinical governance issues.

In support of that comprehensive work, it is anticipated the programme will be required to identify
baseline NHS Board workforce data. The current information available is historical, but to
adequately address pressing local issues, accurate, up to date data will be essential.

Health Board Directors of Finance support of that data initiative is critical to achieve the objectives.
The programme will request this through the Design Authority Financial Sub Group.

The radiology programme team within the NHS NSS Shared Services Health Portfolio held a
Radiology Visioning Workshop which included key stakeholders from across Scotland. Workshop
attendees were informed that the national radiology data requirements, integrated, compatible IT
systems and nationally accepted HR contracts were ‘givens/delivered assumptions’; therefore,
participants were asked to identify other future radiology service priorities. The prioritised service
interventions and means by which they might be delivered are outlined in Table 2, below.

Table 2: Radiology Workshop: interventions to support a National Radiology Model

Intervention
/ Actions Potential Opportunities Key Barriers, Risks and Dependencies
Requirement
Specify the IT Programme Consistent approach to recording and Integrated, compatible IT and RIS
requirements project in analysing data functionality dependent upon PACS re-
necessary to rogress to . . rocurement
y prog Remote reporting of images pan-Scotland P
support a review data Mitigating action: Include connectivity of
! f :
National requirements. | Reduce the gap between demand and - Y
- . - Information Systems as part of the re-
Model for Anticipated capacity across Board boundaries rocurement of PAGS
Radiology completion o ) p
end 2016 Eigumcseloptlmlse use of outsourcing & There is no comparable data available
Submission Rationalise Out-of-Hours and specialist Mitigating action: Agree pan-Scotland
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to the PACS

cover and rotas

clinical and managerial data definitions

Governance e and data sets
Improve waiting time performance

Board end . . .

2016 Reduce adverse variation If there is no national or collaborative
approach, services will become
unsustainable

Nationally Board / Reduce unwarranted variation Ongoing mismatch between demand and
agreed Regional - . capacity data
irr?a : 9 Optimise referrals and quality of care pactty

ging engagement Continued inappropriate referrals to the
pathways and Manage demand through better utilisation service pprop

agrggment. of existing workforce

Anticipated Mitigating action: Development of

completion pathways and decision support tools

end 2016 ) ) )
Integrated, compatible IT functionality
Clinical engagement (National Clinical
Strategy)

A co- Board / Rationalisation of a number of OOH rotas HRDs to create National job descriptions,
ordinated Regional for generalist and specialist services contracts and workforce planning for
approach to engagement across Scotland Reporting Radiographers
Out of Hours with HRDs. S . . .
. Reduction in level of expenditure on Untapped resource to meet increasing
(OOH) Anticipated ; g &1 d d
Services completion outsourcing & locums eman
end 2016 Optimisation of workforce Differing HR contracts’ impact on ability of
. . some Boards to recruit
Improved recruitment and retention
Integrated, compatible IT and RIS
Support to remote and rural Boards functionality dependent upon PACS re-
procurement
Clinical and Board engagement
Ongoing mismatch between demand and
capacity
Continued inappropriate referrals to the
service
Support for Board / Utilise existing SLAs for in-house reporting HRDs to create National job descriptions,
Remote and Regional Collaboration bet Boards will i contracts and workforce planning for
Rural Boards engagement oflaboration between Boards will Improve Reporting Radiographers
for in-hours with HRDs. sustainability, performance, equity of
. . access, recruitment and retention Integrated, compatible IT and RIS
reporting Anticipated functionality d dent PACS
completion unctionality dependent upon re-
end 2016 procurement
No comparable data available to support
demand and capacity planning
If there is no national or collaborative
approach, services will become
unsustainable
National Board / Optimise workforce Variation between Boards in the use of
approach to Regional | . " it reporting radiographers
radiography engagement ncrease image reporting capacity _ _ o
reporting with HRDs. Imorove recruitment and retention HRDs to create National job dgscnpﬂonS,

Anticipated P contracts and workforce planning for

completion Reporting Radiographers

end 2016 Integrated, compatible IT and RIS
functionality dependent upon PACS re-
procurement

Mapping Board / Ability to model a resilient, sustainable HRDs to create National job descriptions,
Activity to Regional national Radiology Model contracts and workforce planning for
Identif n men . . . ) Reporting Radiographer

Iggmazd \?vit%aS;Dz t Flexible national networked service with a eporting Radiographers

Capacity Anticipated virtual workforce that can be deployed Untapped resource to meet increasing
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Staffing and completion across Scotland by using available demand

Equipment end 2016 technology Differing HR contracts’ impact on ability of

Ability to plan and procure additional some Boards to recruit
reporting capacity via outsourcing on a

national basis Integrated, compatible IT and RIS

functionality dependent upon PACS re-
Procurement of capital equipment on a procurement
national basis

The current regional landscape within radiology has provided an impetus for work to commence to
address the regions’ individual radiology challenges. The Regional Planning Groups have already
taken steps towards engagement in a collegiate approach.

To support the need to prioritise the activities required within each of the regions, baseline data,
including workforce and financial data, is a critical, immediate requirement. NHS Board Directors
of Finance support of that data initiative is crucial to achieve the objectives. The programme will
request help through the Design Authority Financial Sub Group.

The underpinning requirements of the national radiology model and each of the interventions
identified by stakeholders at the Visioning Workshop will need to be contextualised in a regional
setting. Notwithstanding the need to understand the existing IT infrastructure, the workforce and
cross boundary working arrangements, this undertaking will also aim to provide clarity around
demand and capacity, out of hours (as well as in hours) activity and baseline financial data to
name but a few of the key needs.

The scale of the projects required to understand these arrangements, to enable suitable
prioritisation and likely implementation of the National Radiology Model cannot be underestimated.
Until the full picture has been determined, the timescales are also unknown.

In summary, the current radiology service is unsustainable. A National Radiology Model which has
the potential to be sustainable, affordable, resilient and fit for the future has been identified by
stakeholders. The underpinning requirements and service interventions necessary to support that
National Radiology Model have been outlined along with the possible means of delivery. It is not
possible at this early stage to identify any costs associated with the development of a National
Radiology Model.
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B. Existing Arrangements

The key drivers for change will be discussed further within this Strategic Document, and are
summarised as follows:

e Increasing patient expectation around access to and delivery of services

e Growing complexity of disease and increasing options in relation to diagnosis, treatment and
ongoing monitoring

e Patient expectation of access to investigations within a growing litigious landscape in Scotland
e The requirement to report on images across Health Board boundaries

e To meet the expectations of Realistic Medicine® and reduce the need for defensive medical
practice

e Without radiology for diagnostic capability, other clinical services including primary care cannot
make a timely diagnosis, which impacts on the ability of clinical services to deliver a treatment
plan and meet waiting time targets for patients

¢ Radiology is a key component of acute services and without radiology, hospitals are unable to
deal with emergency and other unscheduled referrals

¢ Inability to meet current waiting time targets
e The forecast population and demographic increase

¢ The need to demonstrate value for money within an ever decreasing resource for public
services

e The requirement to have access to nationally comparable data
o0 to address variation in practice

0 to monitor and plan services to create capacity to meet demand including the
requirement for seven day working

e The need to standardise contractual arrangements

e To consider a ‘Best for Scotland’ approach

e To alleviate the growing spend attributed with outsourcing to the private sector
e To address issues around staff retention and recruitment

The aforementioned existing arrangements mean that demand is not being met and therefore there
is a variance in the ability to meet national waiting time targets across NHS Health Boards. There
are also a number of issues affecting patient access which are not captured within waiting time
targets such as unscheduled care demands. In some cases this is resulting in significant
expenditure in outsourcing to the private sector, additional in-house activity payments at enhanced
rates and the utilisation of locums.

There is no nationally agreed data set for radiology and therefore an inability to meaningfully
collate data for planning purposes or to measure and identify best practice. There is variation in
the delivery of radiology services across Boards ranging from service user access to reporting of
images with no national imaging pathway.

There are a number of challenges around growing demand, increasing complexity and
sophistication of investigations, changing clinical practice, increased access to investigations for
primary care clinicians, workforce, capacity, inconsistent data definitions and collection, information
systems which are not integrated, an inability to share patient information between Boards, remote

® The Chief Medical Officer's Annual Report 2014-15 “Realistic Medicine”
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reporting of images and variation in standards and costs of service provision. Some cases are
already being outsourced to the private sector to support the current demand. It is anticipated that
these challenges will be further exacerbated over the next five years due to population increases

and demographic changes.
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C. Strategic Case for Change

The strategic case for change has been highlighted by the challenges faced by existing
arrangements, which highlight inconsistency in process, inefficient service delivery and significant
service risk around the future of the diagnostic radiology service across Scotland.

Historically, radiology services have evolved on a hospital by hospital basis and in response to
increasing local demand including that originating from primary care. Challenges around workforce
are impacting on the ability to meet increasing demand resulting in delays to diagnosis and
treatment: Table 3, below, breaks down the number of patients waiting for diagnostic tests as of
31 December 2016. This is further compounded by disparate Information Technology (IT) systems
which do not enable service planning on a national basis. An opportunity exists to design services
on a national basis optimising the use of current resources and mobilising the existing workforce
more effectively.

Table 3: Patients waiting for all key diagnostic tests, NHSScotland

Number of Patients Waiting within 6 week Standard
Waiting as at 31 Dec 2015: (%):

Diagnostic Test & Total >6 >4 31Dec 15 30 Sep15 30Dec 14
Investigations waiting Weeks Weeks (current)

8 Key Diagnostic Tests 52357 | 3543 | 9036 93.2 90.3 90.3
Upper Endoscopy a774 1145 1792 802 756 80.7
Lower Endoscopy 1701 346 543 79.7 65.1 711
Colonoscopy 6169 | 1260 1879 796 775 814
Cysloscopy 1751 165 369 508 755 715
All Endoscopy 15435 | 2016 | 4583 B1.1 752 78.3
gg':f)’“ter Tomography (CT 8273 100 768 98.8 983 975
mﬁgl"gglf;em”ame Imaging 9944 423 | 1556 95.7 937 930
Barium Studies 198 0 7 100 100.0 100.0
Non-Obsltetric Ulrasound 18507 04| 2122 954 983 967
Al Radiology 36922 627 | 4453 98.3 971 95.9

Mote:

ISD receives aggregate diagnostics data from each NHS Board and so patient-level information is not systematically
validated by ISD, however ISD does carry out quality assurance checks on the data submitted. The derivation of the figures
and data accuracy is the responsibility of the Board.

Source: NSS ISD (National Services Scotland Information Services Division)

According to the NHSScotland Workforce Statistics, Table 4, across Scotland the number of
consultant radiologist vacancies is 33.7 Whole Time Equivalent (WTE); 16.7 WTE posts have been
vacant for six months or more. This situation is exacerbated by the increasing need for
specialisation. There are also a number of undeclared vacancies where Boards consider there is
no prospect of recruiting. This number is not included in Table 4, below. Vacancies are not
spread evenly across Boards and in recent years there has been significant migration of
established consultants from smaller and more remote Boards to the larger teaching centres. This
is creating significant challenges to service sustainability for some Boards. Similar challenges exist
in other radiology workforce groups. In order to combat this escalating problem, Health Boards
have developed localised solutions around cross boundary requesting and reporting of images. In
many cases, this takes the form of bespoke individual Service Level Agreements (SLA); however,
challenges remain around Human Resources (HR) Quality Assurance (QA) and Clinical
Governance (CG). Other solutions include additional unplanned activity and outsourcing to the
private sector. Associated costs are unplanned, unbudgeted, undefined and anecdotally are
escalating.
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Table 4: NHSScotland Workforce Statistics - Consultant vacancies — WTE

Vacant | Vacancies as a percentage
. . Staff in Total for 6 of establishment
*
Specialty Establishment Post | Vacancies | months 6 months or
or more Total more
Clinical
radiology 357.7 324 33.7 16.7 9.4% 4.7%

* Establishment is calculated as number of staff in post plus total vacancies

Source: Scottish Workforce Information Standard System (SWISS)

The localised solutions have highlighted the inability to consistently request and report on images
across NHS Board boundaries, identify demand and capacity to enable adequate service planning,
facilitate timely diagnosis for patients and improve patient outcomes. Furthermore, disparate and
disjoined approaches towards data collection, analysis and storage do not lend themselves to
support strategic planning.

There is evidence to suggest variability and in some cases inequity across Health Boards in their
ability to provide equitable access to imaging and achieve the associated access targets for
diagnostic services. Evidence also demonstrates that demand has outstripped capacity and that
the situation is likely to deteriorate due to forecasted increases in populations and shifts in
demographics.

It should be emphasised that population and demographic projections for Scotland and the future
requirement for seven day working will mean that demand for radiological services, in particular
Computerised Tomography (CT) and Magnetic Resonance Imaging (MRI) will increase and the
current challenges will exacerbate.

As a result of the compelling case for change, this Strategic Document will describe a model which
is underpinned by a number of requirements and initiatives. In order to achieve a service which is
sustainable, resilient and fit for the future, these initiative will have to be enabled. However, it must
be stressed that this model will improve the current mis-match between demand and capacity, but
a gap will remain and so a re-evaluation of the status will be required at a later stage.

In principle, a collegiate approach is required to underpin the model for future radiological services
pan Scotland. A key driver will be the need to provide safe and comprehensive services to two
user groups: patients upon whom tests are performed as well as clinicians who receive reports and
clinical advice from radiology departments. The ethos will be to deliver these services equitably
and as close to the user as possible and appropriate to the clinical need. It will require making the
best use of resources, to enable radiology staff to work across traditional boundaries, founded
upon nationally accepted HR contracts, QA and CG protocols.

These dependencies will facilitate the development of national patient pathways and clinical
decision support addressing the need to review variation and demand for the service. The vision
and delivery of the service will be reliant upon integrated compatible IT systems with nationally
agreed data sets and definitions to support service planning and in turn identify demand and
capacity.
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D. Stakeholder Engagement

The Radiology Programme team within the NHS NSS Shared Services Health Portfolio worked
closely with all Health Boards to identify those individuals they believed had the appropriate
expertise within the service to help inform the journey towards a “Best for Scotland” diagnostic
imaging service. The workshop attendees are captured in Appendix 2. These stakeholders were
crucial to the progress which has been made with this work stream.

Through initial engagement, information about the current landscape of diagnostic imaging in
Scotland and a macro environmental analysis of radiology in Scotland were collated***®. This
information was used to provide a snapshot of the current state and was used as a foundation for a
Visioning Workshop. The Public Health Intelligence (PHI) team within NSS played a pivotal role in
supporting the Radiology Programme to collate data in a visual and interactive manner utilising
Tableau™. Collation and analysis of the data using this format was a powerful tool in visually
representing not only the current state of radiology services, but also providing a basis for future
modelling of services nationally.

Over the course of the day, key stakeholders were taken on a journey from the acknowledged
current state to identification of the challenges and future service requirements needed for a
sustainable future diagnostic radiology service in Scotland. It was unanimously recognised that the
status quo is unsustainable.

The workshop was designed to identify the interventions, and through an options appraisal
process, achieve the desired future state which would inform this Strategic Document.

A report, which has been published on the Health Portfolio website, providing an overview of the
activities and the outcomes of the Radiology Programme Visioning Workshop, is captured within
Appendix 3. This report, in addition to output communications have been regular features over
the course of the Radiology Programme to inform stakeholders of progress and to ensure that
those who had been unable to attend would be able to remain engaged and offered an opportunity
to provide feedback.

The outcome of that workshop identified a strategic direction for Radiology in Scotland and the
activities required to support that plan. It was agreed that the scope of the Radiology Programme
is contained to diagnostic radiology. Interventional radiology is not included.

As a result of the information captured through stakeholder engagement, a new National Radiology
Model was designed. (Figure 1 and Appendix 1 refer.)

* Source: Scottish Health Service Costs, year ended 31* March 2015.
® Source: National Records of Scotland mid-2014 Population Estimates by Council Area and NHS Board, gender and 5 year age band
National Records of Scotland 2012-based Population Projections by Council Area and NHS Board (single years 2012-2037); No age or
gender breakdown.

(2015) The Royal College of Radiologists: “ Sustainable future for diagnostic radiology: establishing network solutions for radiology
services”
7 (2015) The Royal College of Radiologists Standing Scottish Committee: “ The clinical radiology workforce in Scotland 2014”
# (2015) NHS Education for Scotland: “ Allied Health Professions Education and Workforce Report: Diagnostic and Therapeutic
Radiography”
° (2015) Scottish Clinical Imaging Network (SCIN): “SCIN shared Services Discussion Paper”

10 www.tableau.com

11 http://www.sharedservices.scot.nhs.uk/health-portfolio/
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E. Economic Case

The outcomes of the Radiology Visioning Workshop followed an options appraisal process which
identified a number of requirements or interventions needed to underpin a National Radiology
Model. The anticipated timescales to deliver the interventions in support of the proposed National
Radiology model are outlined in Table 2, Executive Summary. There is now a need to endorse

these interventions as priorities for NHSScotland and agree the routes by which each of the

interventions will be delivered. Following approval to proceed from the Chief Executives, each

intervention will undergo further analysis, costing and evaluation when developing the OBC.

A five year trend in Radiology service costs and activity undertaken by NSS Public Health
Intelligence (PHI) of the radiology information available within the NHSScotland Cost Book,
demonstrated continuous growth in the total net cost of a number of examinations for a range of
radiology services; from £244m in 2010/11 to £262m in 2014/15, a 7.4% increase. Table 5 refers.

Table 5: Five year trend in radiology service costs and activity

Net Total Cost

Service 2010/11 2011/12 2012/13 2013/14 2014/15
CT (computed tomography)
Scanner £36,632,566 £35,724,362 £37,981,223 £39,930,914 £42,979,888
Gamma Camera £9,706,971 £9,604,561 £9,606,207 £10,121,606 £9,958,347
Magnetic Resonance
Imaging £33,452,041 £32,458,107 £35,439,231 £39,678,908 £45,412,506
Ultrasonics / Ultrasonics
(excluding Obstetrics) £24,283,892 £26,948,405 £27,829,111 £27,113,899 £27,264,330

Other
(includes conventional X-ray)

£140,015,929

£131,994,052

£128,219,550

£132,987,910

£136,437,383

Total

£244,091,400

£236,729,487

£239,075,322

£249,833,238

£262,052,455

In addition, Table 6 demonstrates that there has been a significant rise in the number of
examinations over the same five year period rising from circa 3.4m to 3.9m, a 14.7% increase.

Table 6: Five year trend in radiology examinations

Number of Examinations

Service 2010/11 2011/12 2012/13 2013/14 2014/15
CT Scanner 372,160 400,068 431,436 465,247 502,485
Gamma Camera 52,076 54,441 55,478 58,153 59,688
Magnetic Resonance
Imaging 156,409 169,394 182,621 203,363 230,961
Ultrasonics / Ultrasonics
(excluding Obstetrics) 473,650 625,307 649,142 566,749 527,744
Other
(includes conventional X-ray) 2,314,068 2,351,545 2,340,035 2,427,513 2,553,395
Total 3,368,363 3,600,755 3,658,712 3,721,025 3,874,273

The Economic, Commercial, Financial and Management cases will be developed in detail as part
of the Outline Business Case (OBC).

Approval will be sought from the Chief Executives in August 2016 to proceed to the development of
an OBC to progress the interventions required to support the National Radiology Model.
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Figure 2: Five year trends in radiology service costs and activity, Scotland
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1. Overview of Shared Services

1.1. Introduction

In January 2015, the National Health Service (NHS) National Services Scotland (NSS) Programme
Management Services (PgMS) was commissioned by the Guiding Coalition (now Senior Leaders
Forum), made up of Board Chairs and Chief Executives, to take forward the NHSScotland Shared
Services: to deliver sustainable, efficient services which will ultimately improve service user
experience. One such work stream is the Health Portfolio, set up to consider a “Best for Scotland”
approach for a number of clinical services including diagnostic Radiology.

Initially this included a review of existing Shared Services programmes and work streams, scoping
emerging programmes and the development of a vision and roadmap. The key messages that
emerged included the need for further input from the leadership of NHSScotland and from the
Scottish Government. Shared Services must be driven from the top by Chief Executives and any
changes must be future-proofed to make the most of the hard work involved in driving
improvements.
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1.2. Process

The Shared Services Portfolio is following best practice guidelines from existing and pilot Scottish
Capital Investment Manual (SCIM)*? Guidance where appropriate, to support the development of
Business Cases.

This involves three documents, namely an Initial Agreement (IA) (now called “Strategic
Document”), Outline Business Case (OBC) and Full Business Case (FBC). These documents
together make five cases for change, detailed as follows:

e The strategic case section. This sets out the strategic context and the case for change,
together with the supporting investment objectives for the scheme.

e The economic case section. This demonstrates that the organisation has selected a preferred
way forward, which best meets the existing and future needs of the service and is likely to
optimise value for money (VFM).

e The commercial case section. This outlines what any potential deal might look like.

e The financial case section. This highlights likely funding and affordability issues and the
potential balance sheet treatment of the scheme.

e The management case section. This demonstrates that the scheme is achievable and can be
delivered successfully in accordance with accepted best practice.

Business Case development is an iterative process and at each key stage further detail is added to
each of the five dimensions. The level of detail and the completeness of each of the five
dimensions of the case are built up at different rates during the process.

The Strategic Document’s primary purpose is to establish the strategic case for change and fit with
other programmes. It must also identify a preferred way forward, detailing a full appraisal of a ‘long
list’ of options to achieve this, in what is categorised as part 1 of the economic case. What it does
not do is outline every detail of the proposed change — rather, it takes a strategic overview of the
status quo and proposes a way forward to meet the business needs of NHSScotland.

The project’s structure is shown in Section 5.

1.3. Engagement

In execution of the process for delivery of a composite business case, NSS Project teams have
undertaken engagement with NHSScotland professionals working in the relevant environment.
This has been achieved through workshops and open discussions, leading to documented
outcomes which inform the business case elements. As and when required, prior to appointment
of a Subject Matter Expert (SME), expert guidance was sought from other sources from within
NHSScotland. The IA (now “Strategic Document”), OBC and FBC will ultimately comprise outputs
from the workshops and other engagement. Therefore, a wide range of professional views have
been taken into account in the process of identifying a preferred way forward.

1.4. Further Information

For further information about this Strategic Document please contact the business case owner,
Brian Montgomery, Health Portfolio Director on brian.montgomery@nhs.net, or the Health Portfolio
Programme Manager, Linda Kerr, lindawkerr@nhs.net.

12 http://www.scim.scot.nhs.uk/
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2. Introduction to Diagnostic Radiology

Diagnostic imaging refers to a variety of non-invasive practices for diagnosing and monitoring
diseases or injuries via the generation of images representative of internal anatomic structures and
organs. These detailed images are used to further inform patients and clinicians about the
anatomic organisation, functional working of the inner organs and structure of the patient's body.

It has been long accepted that the medical specialty, diagnostic radiology, which uses imaging to
diagnose diseases seen within the body is fundamental in providing a key diagnostic function in the
support and delivery of a number of patient pathways. These services are available in a wide
range of healthcare settings across Scotland where equitable access to a robust quality and timely
imaging service is vital for clinicians involved in both emergency and elective care to ensure good
outcomes for their patients.

Radiology also has as yet unrealised opportunities to make use of available technology and
workforce skill mix to deliver novel service models. These could provide services which uncouple
the requesting and capturing of images from the associated reporting and mobilise the available
workforce to greater effect. The potential benefits could improve local access for patients who are
impacted by geographic proximity to diagnostic radiology service locations, reducing patient travel
and waiting times around diagnosis. However, it is important to recognise the added value of
access, whether locally or virtually, to the radiologist’s clinical opinion beyond that of interpretation
of images. The quality of patient outcome can also be improved due to the access to a second
opinion from a radiologist. Separation of acquisition of images from the reporting of images is
integral to the new National Radiology Model. Separation of acquisition of images from reporting
already happens in terms of the timing: that is, images are captured at one point in time and
reported upon at a later time. However, separation of acquisition of images in terms of geography
does not generally happen. This is what is innovative about the proposed national Radiology
Model. To illustrate, the patient’s images are captured in one location such as the NHS Western
Isles and reported on in another location such as the NHS Borders.

The underpinning requirements which have already been prioritised by the CEs include the

identification of national radiology data requirements, to explore integrated, compatible IT systems
and the development of nationally accepted HR contracts.

2.1 The Strategic Case

This section of the Strategic Document sets out the strategic context, within which the proposed
changes will take place, covering:

e The national context for radiology in Scotland, and:
e The local context for proposed changes relating to radiology.

It provides a compelling case for change, in terms of the existing and future operational needs of
the service.

2.2 The Case for Change

2.2.1 Organisational Fit: National Requirements

There are a number of national requirements in terms of policies, strategies, reports and national
context which the proposed plans support. These are outlined in Table 7 but in summary include:
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2020 Vision “Achieving sustainable quality in Scotland’s healthcare”: focus on achieving
the highest standards of quality and safety, with the person at the centre of all decisions.

Current Economic Landscape
Efficiency and Productivity Framework SR10, 2011-2015

Healthcare Quality Strategy for NHSScotland: alignment with the three quality ambitions
(person centred, safe, and effective).

Integration of Health and Social Care — The Public Bodies (Joint Working) (Scotland)
Act 2014.

National Clinical Strategy for Scotland: “Where clinically appropriate we will continue to plan
and deliver services at a local level. Where there is evidence that better outcomes could only

be reliably and sustainably produced by planning services on a regional or national level, we
1113

will respond to this evidence to secure the best possible outcomes.

g. National Waiting Time Targets, specifically diagnostic targets

h. NHSScotland e-Health Strategy 2011-2017

i. NHSScotland Shared Services: Will be managed using a “Best for Scotland” approach and

delivered in a consistent way where it is appropriate to do so.

j. Realistic Medicine

k. Scottish Capital Investment Manual (SCIM) / Capital Investment Group (CIG)

I. Seven day service provision

m. The Christie Commission Report: “we must prioritise expenditure on public services which
prevent negative outcomes from arising”.

Table 7: National Requirements the Strategic Document Supports

Policy / Driver

Key themes

How national drivers are supported

2020 Vision
“Achieving
sustainable quality
in Scotland’s
healthcare”,
September 2011.

e Everyone is able to live a longer
healthier life at home, or in a homely
setting

e Achieved through integrated health and
social care focussing on prevention,
anticipation and supported self-
management

e Highest standards of quality and safety,
with the person at the centre of all
decisions

The quality of the radiology services
is consistently improved and, where
appropriate, standardised through
adopting best practices

Workforce sustainability is improved
through investing in education and
staff development opportunities at a
local, regional and national level.
Radiology models need to be able
to support the strategic direction of
moving care to a homely setting

Current Economic
Landscape

There is a constant requirement to utilise
capital and revenue funds more efficiently.
These resources are becoming scarcer as
the accounting treatment changes and
budget constraints become more evident.

The more efficient delivery of
Radiology across NHSScotland
will deliver more cost effective
services, providing a better
understanding of capital and
revenue expenditure.

 http://www.gov.scot/Publications/2016/02/8699
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Efficiency and
Productivity
Framework SR10,
2011-2015

The Framework focus has been on
identifying and quantifying potential
productive opportunities and supporting
NHS Boards by improving benchmarking
and encouraging service redesign in using
improvement tools and techniques.

Optimising performance
Enhancing performance
Increasing capacity
Implementation of cost
avoidance strategies

Healthcare Quality
Strategy for
NHSScotland, May
2010

Aim to deliver the highest quality healthcare

services to people in Scotland, and through

this to ensure that NHSScotland is

recognised by the people of Scotland as a

world leader in healthcare. Key features:

e Putting people at the heart of our NHS

e Building on the values of the people
working in and with NHSScotland

e Making measurable improvements in
the aspects of quality of care

Improvement initiatives include:

e Person centred

e Safe

o Effective

People at the heart of our NHS:
Quality health services are
dependent on the delivery of goods
and materials to support clinical
colleagues with the provision of
clinical and social care services.
Safe: timely deliveries allow frontline
services to safely support patient
health.

Effective: Providing capacity by
removing unwarranted variation in
the Radiology services.

Integration of
Health and Social
Care

The Public Bodies
(Joint Working)
(Scotland) Act 2014

Allows NHS Boards and Local Authorities
to integrate health and social care services
in two ways. Itis up to NHS Boards and
Local Authorities to agree which
approach/model is best for local needs.
The overall aim is better and seamless
health and care, more efficient use of
resources and enabling of change.

There is a need to ensure that
NHSScotland Radiology is
managed in an efficient and
effective way. These skills could
be available to manage any
logistics service in the public
sector.

Realistic Medicine

Realistic Medicine builds a personalised
approach to care and empowers shared
decision making. It reduces the
unnecessary variation in practice and
outcomes.

It reduces harmful and wasteful
interventions.

The following components are required
to place collaborative, relational,
decision making and planning.

Organisational processes and
arrangements

Engaged, informed, empowered
patients and carers

Care and support planning
conversation

National Clinical
Strategy for
Scotland

“Where clinically appropriate we will
continue to plan and deliver services at a
local level. Where there is evidence that
better outcomes could only be reliably and
sustainably produced by planning services
on a regional or national level, we will
respond to this evidence to secure the best
possible outcomes.”

Radiology models need to be able
to support the strategic direction of
moving care to required localities

National Waiting
Time Targets,
specifically
diagnostic targets

“The Scottish Government has set out the
vision for a stronger NHS which will make
better use of NHS capacity to deliver a
better deal for patients. A major element in
achieving this vision is the national waiting
time guarantee.”

Responding to demand for services
Measuring and regular reporting
highlights delays in the system
Enables service improvements
Diagnostic waiting times are
important in the delivery of the 18
weeks referral to treatment standard

NHSScotland e-
Health Strategy
2011-2017

A national direction focusing on healthcare
and the needs of NHSScotland and the
requirements for electronic information and
digital services.

Uses data to significantly improve
the effectiveness of services and
treatment
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Shared Services NHSScotland’s Shared Services will: .

Vision

There is an opportunity to reduce
revenue and capital costs to Boards

¢ Transform the way support services are and to improve the effective delivery

delivered by integrating services and
working across boundaries

e Support Scotland’s health with a
sustainable, consistent and effective
service which meets our customers’
requirements

e Exploit economies of scale to increase
efficiency, reduce costs and maximise
returns from continuous improvement

o Embed governance at multiple levels to
set strategic direction, prioritise service
improvements and resolve day to day
issues

of radiology services by maximising
the use of skilled staff within the
health service, removing
unwarranted variation, simplifying
and standardising radiology
business services

Efficient and effective radiology will
be key to the delivery of a national
shared service agenda

Support ongoing Shared Services
projects (such as Laundry, Sterile
and Catering) and programmes to
ensure services are delivered that
appropriately meet the future
requirement.

Seven day service

NHSScotland faces a challenge with regard

Scaottish Clinical Imaging Network

provision to sustaining a suitably trained workforce (SCIN) commissioned to consider
over the next five to ten years. the requirements to enable Seven
The Scottish Government Seven Day Day Working Task Force
Working Taskforce has been asked to SCIN has recommended the level of
identify the optimal service models and service required to deliver on a
consider what is needed to deliver them. seven day basis
The Christie The Christie Commission on the future Identifying the need to improve
Commission delivery of Public Services was firm in its service delivery and redesign to
Report™ view that ‘irrespective of the current obtain better value for money.

economic challenges, a radical change in
the design and delivery of public services is
necessary to tackle the deep rooted social
problems that persist in communities
across the country’ and stated that ‘public
services are built around people and
communities, their needs, aspirations,
capacities and skills, and work to build up
their autonomy and resilience’.

Services must be redesigned as
demographic change in the
workforce will mean there will not be
enough people with sufficient skills
and experience to deliver radiology
services.

2.3 Baseline Data

The current repository within NHSScotland is the Cost Book which incorporates staff and
operational costs related to the provision and operation of radiology services pan Scotland. The
methodology undertaken is open to territorial Board interpretation and therefore, according to key
radiology stakeholders, data which is disparate and unreliable. Nevertheless, this is the only data
available. Trends demonstrate:

e A consistent increase in service demand over a five year period
o Workforce is reducing; demand is increasing

Limited Demand and Capacity performance data are available and reported in patient waiting time
targets referred to in Section C, Table 3. Achievement of these targets is challenging and does not
reflect the whole scope of services: only specific examinations are measured. There are also
Demand and Capacity data within RIS; however, the information is inconsistent and incomparable

across Scotland.

 http://www.gov.scot/resource/doc/352649/0118638.pdf
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The current arrangements mean that demand is not being met and therefore there is a variance in
the ability to meet national waiting time targets across Boards. In some cases this has resulted in
significant expenditure for outsourcing to the private sector, in-house additional activity payments,
ad hoc arrangements between Boards and the utilisation of locums.

Informal reports indicate there are escalating costs surrounding the provision of unplanned activity
and outsourcing to the private sector: anecdotally, circa £3.1m per annum.

It is evident that a data gaps still remain concerning the following:

e unplanned activity costs;
e outsourcing costs;
e out of hours activity, and associated costs.

There is no nationally agreed data set for radiology and therefore an inability to measure and
identify best practice. There is a large variation in the delivery of radiology services across Boards.

Therefore, there is a need for robust, reliable operational and clinical data to enable service
planning. A number of important pieces of work around data have been undertaken; however,
these have been disparate and often with slightly differing objectives. In order to align the existing
work, the Radiology Programme is project managing the identification of the national radiology
data needs to support a National Radiology Model.

Key stakeholders had indicated that another national data collection exercise would not add value
at this stage.

2.4 Existing Arrangements

As outlined, it has proven difficult to understand and estimate cost as well as some of the out of
hours activities of diagnostic radiology services within Health Boards. This is compounded by the
fact that the management of services is devolved to individual departments within Health Boards
resulting in a complex model.

Using the Cost Book data, NHS NSS PHI (Public Health and Intelligence) produced a visual
representation of the radiology service across Scotland capturing the location, staff levels and
associated costs, and net cost per examination by Health Board: Figure 3 refers. This
demonstrates the historical development of services which has occurred on a reactive basis with
little evidence of strategic planning.
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Figure 3: Radiology Services in Scotland

Locations providing radiology ST,
services, Scotland, 2015

Source: Scottish Health Service Costs, year ended 31st March 2015

Scotland

Number of sites: 74

MNumber of axaminatons; 3,874,273
MNumber of WTE radiographers: 1,885

Orknay Health Board

Nurnber of sites: 1

Numnber of examinations: 8,550
Number of WTE medical and dental staff. 440 MNumber of WTE radiographers: §
Total (net) costs: £262,052.455 Number of WTE medical and dental staff. 0
Net cost per examination: £67 64 Total (net) costs: £5992.284

Net cost per examination: £89.27

Highland Health Board

Number of sites. 19

N‘H'lhrﬂm IST.SH

Board of WTE radsographers: 102
e s et Niioer WTE aical an danta staf: 16
sites: 2
Number of examinations: 12,803 Total fnet) cost: £18.301,176
Number of WTE radiographers: 3 Naet cost per examination: £115.22 "
HNumber of WTE medical and dental staft: 1 3
Total (net) costs: £1,831 605 'm“' B . e A E
INet cost par examination: £143.06 £ /il f/ W
A
Total (net) costs: £1,138,371
Mat cost per examination: £85 48
/ Grampian Health Board p
'8 MNumber of sites: 4
r Number of examinations: 206,165
\}\ q Mumber of WTE radiographers: 154
_— Humber of WTE medical and dental staff 42
TP Total (net) costs: £22.673,304

Nt cost per examination: £77 23

Tayside Health Board

Number of sites: 12

Number of sxaminations: 278 466
Number of WTE radiographers: 157
Number of WTE medical and dental staff: 35
Total {nel) costs: £21,988 577

Met cost per examination: £78.56

Number of sies: 2

Number of sies: §
Number of examinations: 175, 71? Number of examinations: 248,603
Wumber of WTE radiographers: 7: Mumber of WTE radiographers: 1
NunMrn‘WT'Emvdlnlln‘leM 18

Total (net) costs: £10,850,901

Total (nef) costs: £12.269.271
Net cost per examinalion: £81.75

Net cost per exomination; £43.35

Golden Jubllea National Hospital
Number of sites: 1

HNumber of examinations: 37 937
HNumbes of WTE radiograghers: 23
Number of WTE medical and dental siaff: 2
Tetal (net} casts: £3,358.798

Het cost per examination; £88.54

Humber of examinations: £37 596

Number of WTE radiographers: 267
Number of WTE medical and denial staff. 87
Toilal (net) costs: £35,522 039

et cost per examinabon: £61.98

Total (neth costs: £83,346 313
Net cost per exsmination: £71.28

Ayrshire and Arran Health Board

r, r Bordors Hoalth Board
Number of sites: 5

Humber of sites: 1
Number of examinabons: 243 564 MNumber of examinations: 74,771
Number of WTE radiographers: 147 MNumber of WTE radiographers: 42

Number of WTE medical and dental staff: 22
Total {net) costs: £15,031,323

Net cost per examination: £61.71 Ned eost per examination: £39 65

mmmmm, Health Board Lanarkshire Hlallh Board

Number of sites.

Number of examnahom 422558

Number of WTE radiographers: 150
Number of WTE medical and dental staff: 42
Total (met) costs: £21,202,923

Net cost per examination: £50,18

Tedal (net) costs: £5,721,071
Net cost per examination: £65 83

There are a number of challenges in terms of access to services within remote and rural
environments, growing demand, increasing complexity and sophistication of investigations,
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changing clinical practice, workforce, capacity, inconsistent data definitions and collection,
information systems which are not integrated, an inability to share patient information between
Boards, remote reporting of images and variation in standards and costs of service provision.

It is therefore important to understand the impact of external factors on Radiology in Scotland to
consider a future service model which will ensure diagnostic imaging can be delivered consistently
and with long term sustainability. A macro environmental framework has been used to consider six
important factors: The Political, Economic, Social, Technological, Legal and Environmental
(PESTLE) landscape of diagnostic imaging in Scotland. Appendix 4 refers.

There are also factors within the internal environment which may affect the development of the
proposal. These were captured during the Radiology Visioning Workshop.

Table 8: SWOT

STRENGTHS

WEAKNESSES

e A National PACS

e CHI (Community Health Index) number has
facilitated broad/national overview

e Desire for change

e Excellent developing technology

e Good communications with a relatively small
radiology community

e Good inter-professional working

e Good Networks established

e Good partnerships with private healthcare
providers
National imaging equipment group
Reporting Radiographers

e Scottish Education System including excellent
centres for core Radiographer training

e Track record of flexible workforce

Age profile of workforce

Following of NICE/SIGN (National Institute for
Health and Care Excellence/Scottish
Intercollegiate Guidelines Network) Guidelines
High number of unfilled radiology vacancies
(approx. 45 WTE)

Inconsistent HR contractual arrangements
Lack of bespoke training for post-graduate
Radiographers

Not enough trainees in system

Radiology services often forgotten in service
plans

Recruitment and retention problems (especially
outwith the central belt)

Scottish Government access targets

Strategic planning is at NHS Board level
Variation in level of operational support for IT
systems in Boards 24/7

Variation in standards across Scotland

OPPORTUNITIES

THREATS

e Create sub-specialty communities — National or
cross boundary working on sub-specialties

e Development of post-graduate courses for
reporting radiographers

e Maximise the workforce including better use of
support staff

e National data quality assurance — enable audit

e National or regional arrangements for Out of
Hours radiology cover

o National strategic vision for local radiology
Service provision opportunity to plan to meet
demand — Demand Optimisation

e National training programmes for assistant
practitioners

¢ New elective centres

e Reporting of images across boundaries through
IT System

e Review of HR contractual issues — workload/time

allocation/pay enhancement
e Sharing best practice

Aging and increasing population

Decreasing resources (IT and HR)

Financial impact of IT choices

Flat-lined or decreased availability of radiologists
and radiographers

Impact of clinical decision support tools
Increased reliance on radiology for disease
diagnosis and management

Length of time to implement changes
Radiology perceived as a ‘support’ service and
therefore a Cinderella service

Rise in demand

Rise in patient expectation

Rising cost of outsourcing/in sourcing
Sub-specialisation is a threat to local service
provision
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2.5 The Do Nothing Option

The consensus view of stakeholders was that the current Radiology service model is
unsustainable. Although there are local solutions currently in place which are transferrable and
could constitute a ‘do minimum’ option, they are inconsistent, of variable standard and contain
elements of risk. There is a heed for significant “environmental” preparation which addresses
variation in clinical practice, variation in employment practices, data inconsistencies and IT
systems which are not integrated. Therefore, articulating a clear strategic direction for radiology is
crucial to the ongoing viability of the Radiology service. Table 9, below, describes the impact of

‘doing nothing’.

Table 9: The Do Nothing Option

Strategic Scope of Option

Do Nothing

Service Provision

Radiology Services are provided within NHS Board
boundaries arranged according to local need.

There is variation in practice, quality and delivery across
Scotland.

There is a mismatch between demand and capacity.

If the status quo remains there is a risk to service viability.

Service Arrangements

Services have evolved historically and are arranged within
local NHS geographical boundaries.

The impact therefore is an inability to equalise demand and
capacity across NHS Boards.

Service Provider and Workforce Arrangements

Radiology workforce is employed by NHS Boards with
localised contracts.

Some use of cross boundary outsourcing for image
reporting.

Use of private sector for reporting.

Lack of a national approach to the workforce will compound

and exacerbate the current recruitment, retention and cost
pressures experienced through outsourcing.

Various risks are inherent in maintaining current
inconsistent localised arrangements around cross
boundary reporting.

Supporting Assets

Each NHS Board has its own equipment captured within an
Asset Register.

There are a number of IT and imaging equipment contracts
imminently due for renewal. If a national approach is not
adopted there is a missed opportunity to standardise and
interface equipment which would enable comparability of
data, cross boundary reporting of images and service
planning.

Public and Service User Expectations

Patients expect timely access to appropriate investigations.

The current service provision is unable to meet the above
patient expectations and predicted population and
demographic increases will further compound this.
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2.6 Development of a Short List

At the Radiology Visioning Workshop stakeholders engaged in a facilitated discussion during which
a long list of interventions were considered and those which were deemed to be unrealistic or
unachievable were discounted. The remaining interventions were refined and prioritised. The
process highlighted the absence of an overarching National Radiology Strategy as defined above.
The details of the process to achieve a shortlist of proposed interventions can be seen in
Appendix 3.

The proposed long list of interventions consisted of:

Create sub-specialty communities — national or cross boundary working on sub-specialties
Develop post-graduate courses and job descriptions for Reporting Radiographers

Enable clinical decision support and clinical pathways

Change Human Resources (HR) contractual legislation for a successful Radiology service
Maximise the workforce including better use of support staff

Implement a national approach to demand optimisation

Implement national or regional arrangements for out of hours Radiology cover

Develop a national strategic vision for local Radiology service provision

Implement national training programmes for Assistant Practitioners

Provide National data quality assurance — enable audit

Support New Elective Centres

Provide support for remote and rural Boards

Reporting of images across boundaries through IT system

Utilise retired Consultants to address demand

Review of HR contractual issues — workload/time allocation/pay enhancement/increased
activity from existing radiologists

e Share best practice

From the long list of interventions, stakeholders were asked to score these using a scoring system
addressing each individually, whether advancement would make the situation worse, have no
impact or would make an improvement, and score using Red, Amber, and Green (RAG) indicators.

The above process resulted in the development of a short list of interventions required to underpin
a National Radiology Model. The short list is:

Specify the IT requirements necessary to support a radiology service for Scotland
Nationally agreed imaging pathways

A co-ordinated approach to Out of Hours services

Support for remote and rural Boards in-house reporting

A national approach to Radiography reporting, and

A mapping exercise to identify demand, capacity, staffing and equipment

In order to achieve a National Radiology Model the underpinning requirements described in Figure
1 are essential. However, although these requirements will require investment, some of those
costs are accounted for through other national programmes of work.

It is evident that the current radiology service provision is unsustainable. Therefore there is no ‘Do
Nothing’ option. The proposed National Radiology Model is the desired solution.

2.7 Scope

The scope of the Radiology Programme is contained to diagnostic radiology and does not capture
interventional radiology or neuro-interventional radiology.
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2.8 Main Benefits Criteria

If the diagnostic radiology service was redesigned on a national basis and the above challenges
were addressed, the foundation to reach the objectives of the Shared Services agenda would be
achieved. NHSScotland would therefore be able to achieve a more sustainable service for
Radiology that meets required quality standards and represents the most effective and efficient use

of resources.

The benefits of the requirements underpinning a National Radiology Model are outlined in Table 10

below.

Table 10: Benefits

Initiatives

Benefits

Specify the IT
requirements necessary
to support a Radiology
service for Scotland

Enable interfacing of IT systems across Scotland

Enable data comparability

Form viable groups to allow peer support using networks (virtual groups)
supported by IT

Nationally agreed
imaging pathways

To standardise access
Potentially reduce demand for imaging services

A Co-ordinated
approach to out of hours
services

Improve patient access

Ensure timely reporting on images

Maximise use of the skills of the existing workforce
Improve recruitment and retention of workforce

Support for remote and
rural Boards for in-hours
reporting

Improve patient access

Ensure timely reporting on images

Maximise use of the existing workforce
Improve recruitment and retention of workforce

National approach to
Radiographer Reporting

Improve patient access

Maximise use of the skills of the existing workforce

Make best use of the most expensive/limited human resource (the radiologists)
Streamline patient pathways

Standardise decision making

Standardise Job Descriptions and Banding

Enable post-graduate course development

Mapping exercise to
identify demand,
capacity, staffing and
equipment

Use demand and activity data to calculate the total required capacity
Enable redesign of services to meet current and future demand

Enable planning for procurement on a national basis

Maximise use of the existing workforce

Maximise the total capacity of the workforce by optimising use of the workforce
skill sets using radiographic assistants and reporting radiographers where
appropriate

Identify the gap between optimised workforce capacity and current demand
Use data to address and manage clinically unjustified variation (demand
optimisation)

Maximise use of the estate (capital investment)

2.9 Risks

In addition to the identified risks captured within Table 11, below, a National Radiology Model and
the supporting requirements are dependent upon all of the underpinning requirements being
achieved. Failure to address variation in radiology services and the standardisation in referrals to
the service is a further risk, due to the impact on demand and resultant costs.
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Territorial Health Boards may not engage in the need to produce a National Radiology Model
resulting in the ongoing disparity concerning performance and finance frameworks, clinical
behaviour and quality assurance.

Table 11: Risks

Risk category Risk

Preferred option does not offer adequate capacity

Facilities are not flexible enough to respond to changes in service and demand

Capacity and Projected population increases and demographic changes

demand Changes to clinical practices may impact on activity demand/standards

Failure to agree on a national data set

Inability to develop measurable statistics without compatible and comparable IT

National acceptable HR contracts to achieve:

Workforce issues related to cross-Board/regional working

Ability to train staff to adapt to required new ways of working
Standardisation of Job Descriptions for Reporting Radiographers
Impact on workforce of job losses and loss of skills

Resistance to change

Impact on succession planning and resulting loss of skills

Ability to redeploy staff appropriately, recognising current NHSScotland
Organisational Change policies

Staffing

Failure to ensure service continuity and related impact on frontline services

Inadequate/insufficient data available for assessment of costs

Operational
Inability to put adequate contingency arrangements in place

Inability to provide equity of service

Reputational and
policy

Failure to secure Scotland-wide approval and buy-in of all Boards

2.10 Constraints and Underpinning Requirements

The National Radiology Model is dependent upon the underpinning requirements referred to in
Figure 1 of the Executive Summary: National Radiology Data Requirements; Integrated,
Compatible IT systems and Nationally Accepted HR Contracts.

Implementation of National Radiology Data Requirements is dependent upon these being
encompassed in the PACS re-procurement. The Shared Services Programme is influencing the
specification for PACS re-procurement.

There is a disparity of views between the Royal College of Radiologists and the Society of
Radiographers around the role of reporting radiographers.

NHS Boards have to sign up to and support the Shared Service agenda.
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3. Commercial Case

This section of the Strategic Document will discuss readiness to proceed with implementing a
National Radiology Model.

There are other organisational initiatives which are strategically placed to take forward the six
initiatives within the National Radiology Model. In some instances work has already commenced
and others fall within the objectives of existing groups. Table 12, below, summarises.

Table 12: Initiatives — Existing Activity

Radiology Strategy

Initiatives Existing Activity
Specify the IT Requirements

Necessary to Support a National
Radiology Service

Captured within the delivered assumption
PACS Governance Board/Re-procurement

Nationally agreed imaging Captured under the remit of the Demand Optimisation Group
pathways (DOG)

A co-ordinated approach to Out | Scottish Government Seven Day Working Task Force

of Hours Services SCIN Sub-group reporting to Seven Day Working Task Force

Support for Remote and Rural
Boards with regard to In Hours
Reporting

SCIN has made a recommendation to create a national workforce
planning group to consider remote and rural issues

National Approach to

Radiography Reporting Captured within the HR, QA and CG delivered assumptions

Mapping Activity to Identify
Demand, Capacity, Staffing and | Captured within the delivered assumptions
Equipment

4. Financial Case

A financial case for developing a National Radiology Model has not yet been established.

The cost of the underpinning requirements for the integrated, compatible IT systems may be
accounted for within the national PACS re-procurement activity.

There are existing local HR agreements between Boards which allow cross boundary reporting and
these could be explored for transferability on a regional or national basis. Any costs attributed will
be explored in an Outline Business Case (OBC), the next stage in the development of a Full
Business Case.

Costs of developing and implementing a single data set and definitions are contained within
internal NSS departmental Service Level Agreements. However, how the data requirements will
be managed and assembled ready for analysis may contain a cost element and, if so, this will form
part of an OBC.

Any potential financial gains in reducing expenditure on outsourcing, locums and payments for
additional activity will be explored in the OBC.
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5. Management Case

The arrangements required to successfully manage and deliver the project will be defined as part
of the OBC. The areas covered will include:

e Project management strategy and methodology

e The project framework

e Project roles and responsibilities

e The project plan, including the high level timeline for the project
e Project communication and reporting arrangements

The Shared Services governance structure supporting the development of the Strategic Document
is shown in the diagram, below:

Key
A Radiology
—— — Report and consult

6. Readiness to Proceed

The current regional landscape within radiology has provided an impetus for work to commence to
address the regions’ individual radiology challenges. The Regional Planning Groups have already
taken steps towards engagement in a collegiate approach.

To support the need to prioritise the activities required within each of the regions, baseline data,
including workforce and financial data, is a critical, immediate requirement. NHS Board Directors
of Finance support of that data initiative is crucial to achieve the objectives. The programme will
request help through the Design Authority Financial Sub Group.

The underpinning requirements of the national radiology model and each of the interventions
identified by stakeholders at the Visioning Workshop will need to be contextualised in a regional

setting. Notwithstanding the need to understand the existing IT infrastructure, the workforce and
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cross boundary working arrangements, this undertaking will also aim to provide clarity around

demand and capacity, out of hours (as well as in hours) activity and baseline financial data to
name but a few of the key needs.

The scale of the projects required to understand these arrangements, to enable suitable
prioritisation and likely implementation of the National Radiology Model cannot be underestimated.
Until the full picture has been determined, the timescales are also unknown.

It must be stressed that, should each of the regions attempt to approach a solution independently,
the implementation of a National Radiology Model is at risk.
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Appendix 1 — National Radiology Model

Rationale

Current service is unsustainable

TheVision

A collegiate solution

Ability for radiology staff to work across
Scotland

Maximisingrole utilisation, and flexibility to
work across traditional Health Board
boundaries

Agreed nationally accepted:
- Clinicalgovernance
= QA

Integrated, compatible IT Systems
supporting:
data sets and definitions

patientpathways and protocols -
reduced variation anddemand
management

workforce optimisation, e.g. radiography
reporting, radiography assistant
transfer of reporting

-de-coupling of image capture and
reporting

separation of scheduled and
unscheduled activity for both image
acquisition and reporting

Cross boundaryimage requesting
Image acquisition and sharing delivered
by re-procurementof national PACS

- Cross boundaryimage reporting
Reducing adverse /unwanted variation

Desired Outcomes

Objectives

Maintain local
image
acquisition

Local
accessibility to
expert
radiology
opinion

Equity of
access

Local
Sustainability
of service

Increased
resilience of
Service

Ensure continuing good outcomes for patients

Sustainable, equitable, access to robust, timely services

National Model for Diagnostic Radiology

Benefits

Cross boundary reporting
Improved waitingtime performance
Co-ordinated approachto outof hours

Supportforremote and ruralboards in
hoursreporting

National approach to radiology reporting
More effective use of the workforce

Ability to identify demand, capacity and
equipment

Reduced shortfall in reporting capacity

Achieving the recognised standard for
radiology reporting

Improved quality of service planningby
availability of comparable data

Flexibility to adaptto emergingclinical
service change

Increased throughputand quality due to de-
coupling of scheduled/unscheduled
reporting of images

Sustain image acquisition close to patient

Sustain expertradiology opinion for local
clinicians

Provide specialisedradiology opinionto
local services

Costavoidance
Costsavings

Virtual rationalisation with minimal impact o
patients and staff

Constraints/Dependencies/
Risks

Constraints/Dependencies

Agreed data sets
Agreed data definitions

National RIS functionality (requesting
and reporting)

Ability to report cross boundary
Production of nationally agreed:

- HR policy

- clinical governance model

- QA model

- Integrated, compatible IT systems
- patient pathways/protocols

Risks
Unsustainable radiology services

Mismatch between demand and
capacity

Inability to meet waiting times

Increased costs of private sector for
reporting

Recruitment, retention issues

Delayed diagnosis leading to poor
patient outcomes

Costs

Re-procurement of PACS
- circa£20m

- capital and revenue
without SS changes

Additional PACS
functionality to support
RIS reporting only

- circa£2.5m

Datamart to enable
service planning

- Circa £250,000

NSS Support Costs
- Programme Team
- SME

Design of QA, HR &
clinical governance

models (costs to be
established)
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The National Radiology Model — An Explanation

The Strategic Document seeks to describe a service model for radiology in Scotland that
makes the best use of resources and also retains the service at as local a level as remains
achievable whilst still remaining cost effective. Separating the different components of the
service into the domains described above allows them to be matched individually with the
most local level at which they can be delivered. This approach is dependent on prior
implementation of the delivered assumptions:

¢ National PACS with a national reporting and requesting capability;

¢ National compatible IT systems that support national demand, capacity, activity and
gueue data and workforce data;

e Agreed HR arrangements that allow staff to deliver services at locations distant from
their normal place of work;

e Clinical governance arrangements that can operate across the geographical reach of
an individual’s work; and

e Standardised professional quality assurance arrangements that are recognised and
accepted throughout Scotland.

The National Radiology Model maximises use of the skills of the workforce. In so doing, the
model maximises the total capacity of the workforce by optimising use of the workforce skill
sets using radiographic assistants and reporting radiographers where appropriate. In turn
this will make best use of the radiologists who are the most limited and expensive human
resource. These groups should be underpinned by the use of peer support using virtual
networks supported by IT.

The identification of national radiology data requirements will allow demand and activity data
to calculate the total capacity. As a result, this will identify the gap between optimised
workforce capacity and current demand. The analysis of data on a national basis will also
enable clinically unjustified variation to be addressed, thereby optimising demand. National
data analysis will also facilitate the maximisation of capital investment.

Sub-specialisms such as paediatric radiology and neuroradiology are some of the key
drivers as they are diluting the already scarce resource of consultant radiologists. The key is
that the National Radiology Model could provide diagnostic sub-specialisation but not
therapeutic sub-specialisation.

The breakdown of the radiology work streams are detailed in the diagrams below, along with
options offering national to community service model solutions.





Radiology workload is described by a number of related but distinct domains:

Table 1
m Shesee
Fomvenme
riing e
working week working week
e
m ermr——
Reporting embraces a continuum of skill sets: Table 2
Observation Description Pathology Recognition of significance Giving advice on further Advice on clinical
management
recognition (triage) within the clinical context investigation of the patient
in the clinical context
Text based (report only) — E— Clinical discussion (iterative
interpretation/advice)

Design different models as components of the overall solution

The provision of radiology services can be described in terms of functional units. A
functional unit is the resource required to support a specific part of the service. To illustrate,
there will be varying levels of functional units required to support the differing levels of care
within the Clinical Strategy (e.g. Multiple Trauma Centres, or a Collegiate Board Model).
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The Pyramid Model

National Service Model

Regional Service Model — Tertiary

Tertiary Service Model

Secondary Service Model

Acute unit
Planned activity

Rural / Community Service Model

Figure 1 — The Pyramid Model
The tiers of the pyramid would reflect the population base that maps to each level of service

provision, e.g. Rural/community hospital 30,0000 (that number is a guess), secondary
service acute unit 150-250,000, tertiary service >250,000, regional service >500,000 and

national 6,000,000.
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Appendix 2 — Workshop Attendees

Name Job title Organisation
Fiona Agnew Project Manager NHS NSS
Mike Beach Radiology Services Manager NHS Orkney

Kenny Birney

Head of PACS and RIS

NHS Greater Glasgow & Clyde

Richard Cannon

Lead Radiographer & Service Manager

NHS Dumfries & Galloway

Jim Cannon

Director of Regional Planning

North of Scotland Planning
Group

George Cuthill

Local Officer, Scottish Health Council

Scottish Health Council

Margaret Diamond

Consultant Reporting Radiographer

NHS Fife

Stephen Docherty

Consultant Radiologist

NHS Tayside

Fiona Gardner

Consultant Radiologist

NHS Lanarkshire

Chief Radiographer/ Radiology Service

Clinton Heseltine NHS Lothian
Manager

Rob Jones Project Support Officer NHS NSS

Linda W Kerr Programme Manager NHS NSS

Jane Macdonald

Interim Radiology Manager

NHS Western Isles

Aileen MacLennan

Director of Diagnostics

NHS Greater Glasgow and
Clyde

Jonathan . . NHS Greater Glasgow and
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1. Background

In January 2015, the National Health Service (NHS) National Services Scotland (NSS)
Programme Management Services (PgMS) was commissioned by the Guiding Coalition
(now Senior Leaders’ Forum), made up of Board Chairs and Chief Executives, to take
forward the NHSScotland Shared Services: to deliver sustainable, efficient services which
will ultimately improve service user experience. One such work stream is the Health
Portfolio, set up to consider a “Best for Scotland” approach for some of the functions within
Diagnostics (Laboratories and Radiology), Medical Physics, Pharmacy Aseptic Dispensing
and Public Health.

A Position Paper was endorsed by NHS Board Chief Executives in January 2016 where it
was agreed that Radiology would be one of the first Programmes to be taken forward.

The Radiology Programme team within the Health Portfolio worked closely with all Health
Boards to identify those individuals they believed had the appropriate expertise within the
service to help inform the journey towards a “Best for Scotland” diagnostic imaging service.
The workshop attendees are captured in Appendix 2.

Through initial engagement, information about the current landscape of diagnostic imaging in
Scotland was collated*>'6*71819202! " This picture was used as a foundation for our Visioning
Workshop held on Thursday 25 February 2016.

Over the course of the day, key stakeholders were taken on a journey from the
acknowledged current state to identification of the challenges and future service
requirements needed for a sustainable future diagnostic Radiology service in Scotland. It
was unanimously recognised that the status quo is unsustainable.

Specialist clinical input was provided by the Radiology Programme Subject Matter Expert
(SME), Hamish McRitchie, Consultant Radiologist, NHS Borders.

The workshop was designed to identify the interventions required to achieve the desired
future state which would inform a first draft of an Initial Agreement (IA) (now called the
“Strategic Document”), the first stage in a Business Case. Capturing the business need, the
Strategic Document would thereafter be taken through the Shared Service governance
process and would be considered and endorsed by the Board Chief Executives.

This report provides an overview of the activities and the outcomes of the Radiology
Programme Visioning Workshop.

'3 (2015) Sinclair A-M: “Radiology Political, Economic, Sociological, Technological, Legal and Environmental (PESTLE)
Analysis”; Summarised Version (2016) Kerr, LW.

'8 Source: Scottish Health Service Costs, year ended 31% March 2015.

7 Source: National Records of Scotland mid-2014 Population Estimates by Council Area and NHS Board, gender and 5 year
age band National Records of Scotland 2012-based Population Projections by Council Area and NHS Board (single years

2012-2037); No age or gender breakdown.

18 (2015) The Royal College of Radiologists: “ Sustainable future for diagnostic radiology: establishing network solutions for

radiology services”

19(2015) The Royal College of Radiologists Standing Scottish Committee: “ The clinical radiology workforce in Scotland 2014"

%% (2015) NHS Education for Scotland: “ Allied Health Professions Education and Workforce Report: Diagnostic and
Therapeutic Radiography”

2 (2015) Scaottish Clinical Imaging Network (SCIN): “SCIN shared Services Discussion Paper”
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2. The status quo
2.1 Setting the scene

Brian Montgomery, Shared Services Health Portfolio Director, welcomed participants to the
workshop. It was explained that NHS Board Chief Executives had set a task to develop a
sustainable model for radiology services in Scotland outwith existing Board constraints. The
Chief Executives specified a requirement to report on images nationally and for there to be
an agreed national data set for radiology. As a consequence, participants were informed
that the focal point of the workshop was to be around the identification of the interventions
needed to achieve a robust, sustainable future radiology service for Scotland.

There was further scene setting where participants were asked to consider the best model
for Scotland, whilst balancing the need to ensure quality, efficiency, effectiveness and value
for money. The Senior Leaders’ Form had expressed a political will and mandate for change
in terms of Shared Services and a ‘Once for Scotland’ approach. Participants were asked
to consider how to transform the historical territorial model and identify the challenges and
interventions that would be required. It was stressed that this is not a centralisation agenda:
Appendix 3 refers.

2.2 Radiology — the National context

Hamish McRitchie, Radiology Programme SME, provided further context for the benefits of
creating a Shared Services state through his presentation which described a clinical case:
Appendix 3 refers. A patient’s journey was outlined, describing how Radiology and other
geographically dispersed clinical services supported patient diagnosis and management.
The landscape of radiology services, the position on reporting images and the need for
comparable data were briefly described. He outlined what would be possible should these
mechanisms be available nationally.

Hamish presented the current radiology service as being unsustainable due to the high level
of unfilled radiologist and radiographer vacancies and an increasing demand for imaging
which is unlikely to diminish. The impact of this is the inability to meet waiting time targets
and the resultant increase in cost of service provision.

All of these issues were considered drivers for change and he asked participants to consider
what they perceived to be barriers and dependencies, taking into account technical,
contractual, governance and quality assurance factors.

2.3 Scottish Clinical Imaging Network (SCIN) View

Anne-Marie Sinclair, Consultant Radiologist and Lead Clinician for SCIN, described the
challenges for radiology around workforce and data from the perspective of the Diagnostic
Network. The SCIN Shared Services Discussion Paper had been distributed to participants
prior to the workshop and was referred to. The Audit Scotland Report undertaken in 2008
recommended that NHS Boards and NSS Information and Statistics Division (ISD) should
work together to address variation in data collection and quality. Anne-Marie highlighted
some work which had been undertaken to explore how the data collection system developed
by Raj Burgul, Consultant Radiologist in NHS Forth Valley, could be utilised.

Challenges facing Radiology services were outlined including workforce challenges: an
increased requirement for numbers of radiologists and radiographers, but paradoxically a
reduction in numbers of trainees. The presentation illustrated a mismatch between demand
and capacity, increasing costs on outsourcing for reporting of images and an inequity of
spread of reporting across Boards. It was asserted that the recording of ‘waiting’ digitally
had influenced behaviour.

Page 42 of 55





Anne-Marie concluded that there is a pressing need for robust data to strengthen the need
for change and that it will require leadership and support to develop this. Appendix 4 refers.

3. The Workshop
3.1 Objectives
Brian outlined the objectives for the workshop as follows:
e develop a vision for radiology Services for the future; and
¢ identify what is needed to ensure a robust, sustainable radiology service for
Scotland.

3.2 Strengths, Weaknesses, Interventions and Threats (SWOT) Analysis

Breakout groups were formed and attendees, supported by facilitators from the Radiology
Programme, were asked to undertake a SWOT analysis on Radiology in Scotland.

Addressing the Weaknesses and Threats first, participants then focussed on Strengths and
concluded with the identification of the service Opportunities. These Opportunities were
thereafter referred to as Interventions.

Picture: Courtesy of Robert Jones (2016)

The outcomes of the SWOT are summarised below.

STRENGTHS

WEAKNESSES

A National PACS

CHI (Community Health Index) number has
facilitated broad/national overview

Desire for change

Excellent developing technology

Good communications with a relatively small
radiology community

Good inter-professional working

Good Networks established

Good partnerships with private healthcare
providers

National imaging equipment group
Reporting Radiographers

Scottish Education System including excellent
centres for core Radiographer training
Track record of flexible workforce

Age profile of workforce

Following of NICE/SIGN (National Institute for
Health and Care Excellence/Scottish
Intercollegiate Guidelines Network) Guidelines
High number of unfilled radiology vacancies
(approx. 45 WTE)

Inconsistent HR contractual arrangements
Lack of bespoke training for post-graduate
Radiographers

Not enough trainees in system

Radiology services often forgotten in service
plans

Recruitment and retention problems
(especially outwith the central belt)

Scottish Government access targets
Strategic planning is at NHS Board level
Variation in level of operational support for IT
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systems in Boards 24/7
Variation in standards across Scotland

OPPORTUNITIES

THREATS

o Create sub-specialty communities — National
or cross boundary working on sub-specialties

e Development of post-graduate courses for
reporting radiographers

e Maximise the workforce including better use of
support staff

o National data quality assurance — enable audit

e National or regional arrangements for Out of
Hours radiology cover

¢ National strategic vision for local radiology
Service provision opportunity to plan to meet
demand — Demand Optimisation

e National training programmes for assistant
practitioners

¢ New elective centres

e Reporting of images across boundaries
through IT System

e Review of HR contractual issues —
workload/time allocation/pay enhancement

e Sharing best practice

Aging and increasing population
Decreasing resources (IT and HR)
Financial impact of IT choices

Flat-lined or decreased availability of
radiologists and radiographers

Impact of clinical decision support tools
Increased reliance on radiology for disease
diagnosis and management

Length of time to implement changes
Radiology perceived as a ‘support’ service
and therefore a Cinderella service

Rise in demand

Rise in patient expectation

Rising cost of outsourcing/in sourcing
Sub-specialisation is a threat to local service
provision

3.3 Capturing the Vision

Brian explained that by referring to the long list of interventions identified during the SWOT it
was possible to begin to capture the Vision for radiology services: The preferred way
forward. He then facilitated a lengthy discussion to achieve the identification of the strategic
interventions, a short list, and agreement on the priorities for the service.

Participants were then asked to consider the short list of interventions and, addressing each
individually, whether advancement would make the situation worse, have no impact or would
make an improvement; these were scored using the below RAG indicators:

Red — Makes situation worse
— No impact
Green — Makes improvement

Picture: Courty of Robert Jones (2016)
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The short list of interventions, comprising the preferred way forward for Radiology, was

compiled and each scored as follows:

Makes
Opportunity situation No impact Makes improvement
worse
_ , coocooeEm®
National Radiology Strategy 080
Total 12
_ _ coococaeEm®
Nationally Agreed Imaging Pathways 08B
Total 12
A Co-ordinated Approach to Out of : : cco@oEoea
Hours Services Total 11
Support for Remote and Rural Boards 0o = = = oeEE00
for In-Hours Reporting Total 2 Total 12
National Approach to Radiography = = = = = :- e
Reporting Total 15
Mapping Exercise to Identify Demand, : : : 000008
Capacity, Staffing and Equipment Total 12
Specify the IT Requirements Necessary 0000 DEEE
to support a Radiology Service for C0EEE

3.4 The Art of the Possible — What if?

Brian encouraged participants to think “outside the box” and referred them to the next
workshop activity. He posited that, “If the following were in place, at what level on the
pyramid would Radiology Services be delivered?”

Agreed Clinical Governance
Agreed clinical pathways

Decision support software

The majority of participants fed back that, should
the defined mechanisms be in place, the majority

of services could be delivered nationally,

regionally or at multi-board level.

Ability to report on images nationally (PACS or other system)
Access to relevant patient medical records
Accountability for radiology performance (i.e. waiting time, cancer targets)

Agreed data set for radiology which is collected and shared
Contractual arrangements to allow reporting for other Boards (i.e. HR)

Planning radiology Services (staffing and equipment provision) to satisfy demand
Protocol-driven access to investigations
Radiology reporting quality assurance (QA)
Radiology support for hub and spoke patient pathways (i.e. cancer pathways)
Standardised access to radiology

Standardised job designs for consultant radiographers
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Picture: Courtesy of Robert Jones (2016)
3.5 Achieving the Vision

In the final activity of the day, participants were asked to describe in no more than three
words what they considered to be the most important enterprise for Radiology:

National reporting system
Implement unified RIS
National imaging strategy
National radiology access
Nationally planned service
Resolving out-of-hours
Seamless cross-site reporting
Sustainable services

3.6 Next Steps

Bringing the workshop to a conclusion, Brian began by addressing the issues which had
been ‘Car Parked’ over the course of the day and confirmed that interventional radiology,
neuro-interventional radiology and sub-specialty radiology were outwith the scope of the
Radiology Programme.

Questions around whether individual Boards or radiology departments had an option to “opt
out” were discussed. Brian responded by indicating that opting out was not an option.

Brian referred to the objectives of the day which had been to develop a future Vision for
radiology services and to identify what would be needed to ensure a robust, sustainable
radiology service for Scotland. Participants agreed that they believed these objectives had
been achieved.

It was explained that the next steps for the Radiology Programme would be to produce a
Shared Services Health Portfolio Visioning Workshop report and that members of the
Radiology Programme team would be in touch with stakeholders for endorsement of the
decisions achieved.

Further engagement will take place involving a wider group of stakeholders. This will include
staff working within radiology departments who access the investigations and have expertise
available to assist the management of patients. We will continue to engage with the Scottish
Health Council, Partnership and others about meaningful engagement with staff, patients
and the wider public.

Brian thanked participants for their ongoing engagement during what had been a very
intense, but important day. He summarised the activities undertaken to achieve the
preferred way forward for Radiology services in Scotland and duly brought the workshop to a
close.
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Workshop attendees

Name Job title Organisation
Fiona Agnew Project Manager NHS NSS
Mike Beach Radiology Services Manager NHS Orkney

Kenny Birney

Head of PACS and RIS

NHS Greater Glasgow & Clyde

Richard Cannon

Lead Radiographer & Service Manager

NHS Dumfries & Galloway

Jim Cannon

Director of Regional Planning

North of Scotland Planning
Group

George Cuthill

Local Officer, Scottish Health Council

Scottish Health Council

Margaret Diamond

Consultant Reporting Radiographer

NHS Fife

Stephen Docherty

Consultant Radiologist

NHS Tayside

Fiona Gardner

Consultant Radiologist

NHS Lanarkshire

Chief Radiographer/ Radiology Service

Clinton Heseltine NHS Lothian
Manager

Rob Jones Project Support Officer NHS NSS

Linda W Kerr Programme Manager NHS NSS

Jane Macdonald

Interim Radiology Manager

NHS Western Isles

Aileen MacLennan

Director of Diagnostics

NHS Greater Glasgow and
Clyde

Jonathan
McConnell

Consultant Reporting Radiographer

NHS Greater Glasgow and
Clyde

Maureen McGurk

IT Consultant PACS/RIS Team

NHS NSS

Graham McKillop

Clinical Director

NHS Lothian

Hamish McRitchie

Radiology Programme Subject Matter Expert,
Consultant Radiologist and Associate
Medical Director

NHS Borders

Winnie Miller

Planning Manager, Imaging and Diagnostics

NHS Greater Glasgow & Clyde

Brian Montgomery

Health Portfolio Director

NHS NSS

Judith Park

Director of Access

NHS Lanarkshire

Shahid Rasul

Clinical Lead Radiology / Consultant
Radiologist

NHS Ayrshire

June Rogers

Director of Operations

National Waiting Times Centre

Anne Marie Sinclair

Lead Clinician SCIN

NHS Greater Glasgow & Clyde

Alley Speirs Programme Manager SCIN
Shonagh Walker Clinical Director NHS Grampian (Shetland)
Kim Walker Project Manager NHS NSS

Jane Williams-Butt

Lead Radiographer / Imaging Manager

NHS Tayside
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Radiology — The national context. Current and anticipated challenges
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The Scottish Clinical Imaging Network view
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Appendix 4 — PESTLE

A Macro Environmental Analysis of Radiology in Scotland

INTRODUCTION

The Royal College of Radiologists stated in 2015 that “Team working together across
traditional boundaries have the potential to deliver significant gain for the NHS and to deliver
the required quality of reporting” (1)

Radiology has evolved over the last century from the humble plain X-ray to the modern suite
of imaging services and differing diagnostic procedures that are integral to the provision of
healthcare across Scotland. This includes the medical sub-specialty, Interventional
Radiology, which involves both the diagnosis of disease and therapy in nearly every organ
system.

These services are available in a wide range of healthcare settings across Scotland where
equitable access to a robust, quality and timely imaging service is vital for clinicians involved
in both emergency and elective care to ensure good outcomes for their patients.

However, Radiology faces a number of challenges around growing demand, increasing
complexity and sophistication of investigations, changing clinical practice, workforce,
capacity, a lack of comparable information, an inability to share patient information between
Boards, remote reporting of images and variation in standards and costs of service
provision. Some cases are already being outsourced to the private sector to support the
current demand. It is anticipated that these issues will be further exacerbated over the next
five years due to population increases and demographic changes.

It is therefore important to understand the impact of external factors on Radiology in
Scotland to consider a future service model which will ensure diagnostic imaging can be
delivered consistently and with long term sustainability.

This paper therefore sets out a strategic analytical approach using a PESTLE. This macro
environmental framework has been used to consider six important factors: The Political,
Economic, Social, Technological, Legal and Environmental landscape of diagnostic imaging
in Scotland.
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PESTLE
POLITICAL

Political factors referring to the stability of the political environment, influences, restrictions,
opportunities, attitudes and approaches:

e Health is a devolved power in Scotland with the ultimate responsibility for planning and
managing the diagnostic imaging service resting with the Scottish Government through
NHSScotland.

e The imaging service is delivered separately within the 14 territorial Health Boards and
one Special Health Board, the National Waiting Times Centre.

e There is minimal crossover between the territorial Boards.

e Arrangements are in place regionally to allow radiological input to multi-disciplinary
meetings (i.e. Multidisciplinary Teams — MDTSs — for cancer) and other specialist areas.

o Bespoke, special arrangements exist between some Boards to enable small amounts of
imaging to be performed.

e The Scottish Government implemented the six week maximum waiting time for eight key
diagnostic tests and investigations, 4 of which relate to imaging, in 2009.

o Boards report performance against access targets on a regular basis and the figures are
published by the NHS NSS Information Statistics Division (ISD).

e A major determinant of the location and nature of radiological services will be the
configuration of acute services.

o The Chief Executives’ Group of the NHS in Scotland endorsed the National Quality
Framework for four regional Major Trauma Centres (MTCs). The report in November
2013 indicated there would be a further review of the number of MTCs.

e The configuration of clinical services and siting of the MTCs will have an impact on the
location and hours of availability of radiological services. This will be influenced by the
imminent National Clinical Strategy.

e The Scottish Government in November 2015 announced an investment of £200m to
create 6 new elective treatment centres across Scotland requiring additional radiological
support.

ECONOMIC

e Economic factors referring to the wider economy affecting radiology: financial constraint
of healthcare budget, efficiency savings targets, cash-limited budgets, reduced
budgetary flexibility, lack of current capital funding

e Variable local budgets held at Board and Hospital level
¢ Low national economic growth levels

o Patient and clinician expectations, new clinical guidelines and new indications for
imaging are key drivers

e Imaging tests are, in the main, acquired by radiographers and reported either
contemporaneously or at a later date by consultant radiologists

e Arelatively small amount of imaging activity is acquired by other health care workers and
some plain film imaging is reported by specialist reporting radiographers

¢ Due to insufficient reporting capacity, the majority of Health Boards in Scotland are
struggling to deliver the six week access targets for patients and ISD figures show
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deteriorating performance for access to CT (computed tomography) and MRI (Magnetic
resonance imaging)

e A portion of imaging workload is outsourced to private providers and to in house
overtime payments

e Outsourcing of imaging in Scotland is conservatively estimated at £3.5 million per annum
e The cost of in house extra reporting is not known

e In comparison with other European countries, Scotland has one of the lowest numbers
of radiologists per 100,000 people

e Recruitment of consultant radiologists is historically difficult

e Several Boards have outsourced out of hours emergency reporting to the private sector
to allow consultants time to deliver daytime and weekend services

e Demand for complex, cross-sectional imaging is on the increase; demand is outstripping
local service capacity

e The UK has fewer CT machines per head of population than all other Organisation for
Economic Co-operation and Development (OECD) countries

e As CT and MRI workload growth is averaging 10% per annum, increased use of
equipment alone will not bridge the capacity gap.

SOCIAL
Socio-cultural factors representing the culture that Radiology operates within:

e Public expectation/patient choice: tests for every illness, local access, extended day
access and weekend access, immediate results

e Public expectation that health IT solutions are in place and work
o Public expectation that primary and secondary care work seamlessly together
¢ Anticipated strain on Healthcare due to Scotland’s aging population

e According to the National Records of Scotland the population will increase by a projected
126,791(2.4%) by 2020

e The number of people achieving pensionable age is increasing. This will affect the future
radiology service provision as areas with a high deprivation index will be more affected
by the demographic shift as lower socio-economic groups have longer periods of ill
health at the end of their lives.

e |ISD Cancer Incidence Projections for Scotland predict a 33% rise in the number of new
cases of cancer in the next 10 to 15 years: an increase from over 30,500 to over 40,000
cases

e There are shorter turnaround times required for cancer imaging to support the 31 and 62
day access targets

o Staff expectation: work life balance, flexible working, weekday working, unpopularity of
night time on call work

o Staff mobility: migration/movement of skilled workforce (England/Overseas)

e There are significant difficulties in the recruitment and retention of staff in remote and
rural areas

e Professional resistance to changing staff roles

¢ Significant challenges exist for service users from remote and rural areas to gain
equitable access to imaging services
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TECHNOLOGICAL

Points referring to new developments and changes in information technology:

The National Picture Archiving and Communication System (PACS) provides storage
and access to images from multiple imaging modalities in and between all NHS hospitals
in Scotland.

The National PACS contract ends soon and re-procurement will begin soon
Cloud services and cloud storage may change the game

There is no National RIS

PACS is now being used by some Boards for cross-Board reporting of images

There are 3 Radiology Information Systems (RIS) used to book and report scans. The
system providers are Carestream, CRIS and Trak

Reporting within PACS may change NHSScotland’s technical capability for cross
boundary reporting

Radiology systems must interface with other health information/EPR (Electron
paramagnetic resonance)

There is disparity in the reporting of images across Board boundaries

Issues relating to clinical governance, Caldicott, technological sustainability and
contingency management have to be addressed where cross-boundary reporting occurs

Approaches towards radiological ordering differ from traditional paper based methods to
electronic ordering

There is no cross site electronic requesting

Standardisation of electronic ordering lends itself to the addition of clinical decision
software with embedded referral guidelines which in turn could help address demand
optimisation

Network speeds are critical and not uniform
There is no national strategy regarding demand optimisation of imaging requests

A national view of diagnostic activity is not possible due to a lack of consistency in the
approach towards data collection and reporting

It is not possible to measure and compare imaging activity outwith access target data
which comprises only a proportion of the total workload

Service planning is problematic due to inconsistent data collection and management

Some regional radiology departments undertake retrospective manual data collection
activities which are time consuming and resource intensive

LEGAL

Legal factors affecting radiology in Scotland:

Radiologists and radiographers delivering frontline clinical services are governed by their
respective regulatory bodies: the General Medical Council and the Health Professions
Council

The lonising Radiation (Medical Exposure) Regulations (IRMER) 2000 governs the use
of ionising radiation and apply to any facility that carries out medical exposures involving
the use of ionising radiation
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o There are legal constraints within IRMER on requesters/operators and around
authorisation/justification

e The six principles of the NHS Caldicott Guardians apply when using service user
information

e Caldicott rules around the security and storage of patient identifiable data applies to
cross Board reporting

e Current contracts are held at Health Board level

e A number of contractual issues for radiologists, such as crown indemnity and job
planning, require oversight

ENVIRONMENTAL

Environmental considerations:

o Future developments in science and technology may reduce the levels of radiation
required to provide the service and results but with a reduced environmental exposure

¢ Radiation is used for medical diagnostic purposes when the potential benefit to the
individual outweighs the risk of harm from the radiation

e The number of CT scans has risen steadily for the period from 2003 to 2014

References

1. Sustainable Future for Diagnostic Radiology: Establishing Network Solutions for
Radiology Services October 2015 RCR
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Introduction

Welcome to the Scottish Clinical Imaging Network
Autumn newsletter.

For detailed information on the work of the SCIN
subgroups please visit the SCIN website at
www.scin.scot.nhs.uk

SCIN Steering Group
The SCIN steering group met on 16/06/2016 and

welcomed NHS Scotland commissioners to the steering

group meeting who were undertaking the first annual
performance review of the network.

It was agreed at this meeting that the SCIN Quality
Subgroup and the Standardisation of Imagining
Subgroup should be combined into a Quality
Improvement Group, given the similar remit of their
respective workplans.

The Steering Group refreshed the SCIN vision:

“SCIN aims to influence the development of an
innovative, equitable patient centred service
through the delivery of high quality clinically effec-
tive imaging services across Scotland.”

Dr Sinclair delivered a presentation to the steering
group on the possible development of a Scottish

Imaging Service Assessment Tool (SISAT). This tool

would be designed to enable health boards
demonstrate the quality of their service and offer

opportunity to raise standards by sharing best practice.

The Steering Group agreed that work should be done

to develop the concept and that it should be brought

back to the November meeting .Dr Sinclair advised that

the work would be led by Dr Hawke (SCIN Imaging

Manager) and fall within the remit of the newly merged

SCIN Quality Improvement Group

NHS

National
Services
Scotland

Autumn 2016 Issue 4

NHS Shared Services: Health
Portfolio Radiology Board

The National Radiology Model developed by the
Shared Services Health Portfolio

Radiology Programme in conjunction with
stakeholders has been approved. by the NHS
Board Chief Executives in Scotland. The Chief
Executives gave a clear mandate to begin
implementing this model. (The model can be found

here)

Dr Sinclair, on behalf of SCIN, and the Shared
Services team attended a one day meeting in
Inverness in 18/08/16 hosted by the North of
Scotland Planning Group. This was to explore, with
the local teams, how issues within imagingin
Highland and Grampian Health Boards could be
dealt with along a shared services model.

SCIN is working collaboratively with the Shared
Services Radiology Programme on issues raised
through the recent visioning workshop .




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

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

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



RCR Census 2016

The RCR recently published a document on
radiology workforce across the UK. The document
can be found here.

The SCIN view on this document can be accessed
on the SCIN website at this link.

National Procuring of Imaging

The National Procuring of Imaging contract has
been approved. The tender has been split into five
lots

On site radiographer reporting
Remote radiographer reporting
Remote radiologist reporting
On-site radiologist reporting
Out of Hours reporting.

The approved Reporting Radiology Contract has
been awarded and went live on 19" September. A
document detailing all the information has been
sent to all Health Boards and Radiology Managers

SCIN PET-CT

Save the Date

. SCIN Steering Group meeting 10/11/16
. SCIN Annual Study Day 2/06/16

National Network Management
Service (NNMS)

The National Diagnostic Networks launched its
Twitter account at the National Health Care
Science Event on 24" June.

Follow the Diagnostic Networks on
@NMDNScot on Twitter

COMMUNICATE WITH US

If you have a query about the Network or would
like to pass on any information, please do
contact us:

Email: nss.scin@nhs.net

Phone: 0131 275 7612

Website: www.scin.scot.nhs.uk

The PET-CT Review of Indications Short Life Working Group had their last meeting on 2" September 2016.

A “PET-CT Review of indications report” has been written which is specifically for NHS Scotland and will be

available to NHS England colleagues to refer too.

The expert group agreed and approved that in Scotland, where Scottish PET-CT guidelines are available, that
these should take precedence over other available guidance such as the Royal Colleges, NICE, or NHS
England policy guidelines. The most up-to-date guidelines will be published on the SCIN/NSD website.

The group also agreed that if there was not a “PET-CT Working Group approved” Scottish guideline for a
specific indication, the default position was that PET-CT would not be “routinely commissioned” for that specific

indication.

The group recommended that the term “not routinely commissioned” meant that PET-CT should be used only
exceptionally in such indications based on individual clinical judgment.

MAXIMISING THE IMPACT OF NATIONAL MANAGED CLINICAL AND DIAGNOSTIC
NETWORKS




mailto:nss.scin@nhs.net

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

https://mobile.twitter.com/nmdnscot

http://www.scin.scot.nhs.uk/wp-content/uploads/sites/3/2015/04/bfcr166_cr_census.pdf

http://www.scin.scot.nhs.uk/wp-content/uploads/sites/3/2015/04/2016-10-04-SCIN-Statement-on-RCR-report-on-Consultant-Radiologist-Shortages.pdf

http://www.nsssurvey2.scot.nhs.uk/index.php?r=survey/index/sid/461859/lang/en

http://www.nsssurvey2.scot.nhs.uk/index.php?r=survey/index/sid/461859/lang/en
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STRATEGIC



				OPERATIONAL

























The Allied Health Professions Federation Scotland (AHPFS) provides collective leadership and representation on common issues that impact on its member professional bodies. The AHPFS is well placed to ensure that health, social care and education decision makers understand the unique contribution of the allied health professions. The overall purpose of the AHPFS is to promote inter-professional working enabling Allied Health Professionals to provide high quality care for patients and their carers across the whole of the health and social care sectors



		OBJECTIVES

		ACTIVITIES TO DELIVER

		LEAD 	            TIMESCALE

		MEASURES

		TARGETS



		1: Influencing: AHPFS is effective in influencing a wide range of external and internal stakeholders



		1:1 Political influencing – Enhance relationships with members of Scottish Parliament	

Enhance relationships with the Scottish Government colleagues



Target decision makers across Scotland to raise awareness of the value of AHP



		Meet with Cabinet Secretary biannually















Meet with key MSPs/ Health committee







Scottish Parl. Information Centre



Maintain regular communications with CHPO / AHP Nat. Team



















Relationship with AHP Director Group (ADSG)











Meeting with relevant health and social care government contacts







Meet with public health leads











Relationships with NES



















		Sec

















Policy Officers (PO) / VC







VC



Conv and PO





















Conv/VC













Joyce Thomson (JT)







VC/JT











KP











Conv/Sec







		Mid September 















December AHPFS meeting.





Ongoing.



Ongoing





















Ongoing













Next 3 months.







Ongoing











Ongoing











Before Dec meeting.

		Meeting scheduled for 4th October at 3pm.  Vice Convenor Adam Longhorn (VC) will be attending.  Sec to send out e-mail asking for further 3 volunteers to attend.  









Policy officers to report on key MSPs at next meeting.







VC to update at next meeting.



Monthly calls to resume for Gaby Stewart (GS) and Conv.  Last Friday of month.  CHPO – Jacqui Lundy/Tracy MacInnes.  Waiting on PA to get back with monthly dates.  

Bi-annual multi-convenor meetings to be attended by Conv. AHP Nat team.

Billy MacLean as possible guest for next AHPFS meeting.  DM to take forward.  



AHPFS being asked to send someone to ADSG.  Every 2nd month Convenor or VC commitment to meetings.  









JT submitted public health document.  Sarah Mitchell to be asked to next meeting.





JT to contact Sarah Mitchell, Public Health Directors and NHS Health Scotland with information from report.





Kate Pestell (KP) to report back to AHPFS re: NES AHP Advisory Group activity.  AHPFS to send any agenda items to KP for her to take to next meeting.  Not been meeting since last AHPFS so no report.  

Elaine Figgins starts in NES, Michelle Murray her PA.  Conv/sec to send letter of congratulations on post and invite her to a future meeting.



  

		Delegation together by mid Sept.



























Monthly dates to be in place.







Conv to report back from mtgs.



Billy MacLean to attend Dec mtg. 



Reports from mtgs.











Sarah Mitchell to be asked to meeting.



















Agenda items to KP







Letter to NES contact.  









		1.2 Harness other influencers and professions in advocating AHP services

Decision-makers, health organisations and public awareness of the role of AHP



		Establish regular links with 

AHP Academic Heads Group









Link with:

BMA





RCGP



RCN 







		Maria Murray (MM)









Kim Hartley Kean (KHK)





KHK



KHK / Gaby Stewart (GS) / Kenryck Lloyd Jones (KLJ) / MM

		Ongoing











Ongoing







Ongoing

		Alternate to MM required for AHP AHG.  Phillipa Derrington (PD) happy to be alternate.  

Next meeting 2nd week Sept, send agenda items to MM.



KHK to give report at next AHPFS.

Send ideas to KHK re format etc of joint event with BMA, RCGP and RCN.

KHK to give report at next AHPFS.



[bookmark: _GoBack]KHK to attend Primary Care round table event at RCN..  Cover letter approved with alteration.  KHK given to RCN.

		Agenda items at meeting: Degree apprenticeship England.  AHP bursary issues.  



Ideas to KHK







As above.













		1:3 Influence education workforce development/planning to ensure a workforce fit for the future

		Provide reps with information; AHPFS position, comments etc. when they request this. 







Receive feedback; updates and steer from AHPFS reps. 



Maria Murray - NES AHP Pre reg practice education group 







Catherine Dunnet - Scottish Government AHP workforce planning and workload group









Heather Cameron – Sustainable Services and 7 day services group









Maria Murry - NES leadership for Quality Improvement steering group

		All











AHPFS Reps





MM









Catherine Dunnet (CD) 

KHK









Heather Cameron (HC) 









MM





		Ongoing





September











End September.  







Before Dec AHPFS meeting.









September











Ongoing

		Template for reports to be made up and used by AHPFS.  Everyone to do report and distribute before meeting.  MM to send template to sec for circulation.



No action or update.





Sec to e-mail round request items for MM to bring to meeting.  Next meeting early October.





CD may stand down as this role.  When confirmed volunteer as replacement and alternate to be sought.  Sec to do this when required.





HC e-mailed list but used old contacts.  Conv to send Surgical Intervention information/e-mail to Sec for circulation.  Sec to give current contact list to HC.



Group come to end of life.  Report to be published.  MM to circulate report/link when published.

		Template for prof body reports to be circulated.  











Sec to e-mail for agenda items.







Sec to contact CD and work from there.











Circulate Surgical Intervention e-mail.  





		1:4 Respond timeously to Government papers/consultations



		Engage in development, promotion and implementation of  - 

· Active and Independent Living Improvement Programme (AILIP) 









· Integration agenda











· Children and Young People (Ready to Act)









· New Models of Care / Primary Care





· National Clinical Strategy 







· Mental Health

		



KHK (Launch)













DM











JM / GS











KLJ / KHK / GS / DM





Kate Pestell 

(KP)/GS





KP

		



Sept/Oct













By Dec AHPFS meeting.









By Dec AHPFS meeting.









Ongoing.







Ongoing







Ongoing

		 



Launch planned for sometime in November.  KHK to keep in loop with TMacI re finalised date.









To find contact details of Chief Officer for Integrated agenda secretariat and ask if a member of AHPFS could attend one of their Chief officer meetings.



Pauline Beirne (PB) to be contacted by sub-group for updates and feed back to group.  







GS to draft document from Star Stories that were sent to her. GS to take stories to Jan Beattie.  Waiting on date of next meeting.  

Working on where each group falls into framework.  One of topics to be discussed with cab sec in October.



Mental Health 10 year plan out for consultation, short turnaround time.  Responses by 16/09/16.  



		  



KHK to report launch date to group.









Sec to locate information and feed back to Convenor.





Sub-group to be formed and contact PB.







Circulate Star Stories doc and confirm next mtg date.  





  



		1:5 Provide support to AHPFS reps on National committees as a key route to influencing 



Enable AHP leaders and experts to be more visible in key decision making fora



		Provide reps with information; AHPFS position, comments etc. when they request this. 



Receive feedback; updates and steer from  AHPFS reps. 



AHPFS currently represented on following national groups;



Lucie MacAnespie: Health and Social care partnership group 





		ALL – individually and / or as a collective

AHPFS Reps. 











Lucie MacAnespie (LM)

		Ongoing







Ongoing

		No action.  







No action.











Meeting scheduled for 30th August was cancelled.  Will send report from next meeting to group.  





		














		OBJECTIVE

		ACTIVITIES TO DELIVER

		LEAD               TIMESCALE

		MEASURES

		TARGETS



		2: Engaging: AHPFS has a strong and positive profile both with external and internal stakeholders 



		2:1 Increase the profile of AHPFS

		Produce leaflets and publications











Produce Press releases



Website developments











Explore options of Twitter/Facebook

		Conv / Sec















KD/DM











KLJ

		Ongoing











Ongoing



Ongoing











Ongoing

		DM to follow up Andy Burnham (BDA) re billing.  Waiting on meeting with AHPF to discuss finance.







No action.



KD produced draft of website structure and circulated.  Conv/sec to meet with AHPF to confirm ownership of AHPFS page on website.



KLJ to set up AHPFS Twitter page and give other in the group permissions so that they can update on activities.

		



		2.2 Ensure the promotion of good practice for AHPs

		Hold AHPFS conference





		TBC

		Ongoing

		Not imminent no action. 

		













		OBJECTIVES

		ACTIVITIES TO DELIVER

		 LEAD             TIMESCALE

		MEASURES

		TARGETS



		3: Advising:  AHPFS provides effective support to the AHP sector in co-ordinating and synthesising evidence and impact of AHP activities



		3:1 Demonstrate the value of AHP contribution to health and well being outcomes





		Collation of killer facts and STAR stories



Collation of information on outcomes



Communicate above via leaflets, press, website, meetings with stakeholders etc. 



QSV Promotion 

		KLJ / JM / AL

















KHK

		Ongoing





Ongoing



Ongoing







By Dec AHPFS meeting.

		In progress.





In progress.



In progress.







Received funding for this but not used.  KHK consider using on part of BMA/RCGP/RCN events.  KHK to make proposal to AHPFS.

		

















KHK to confirm amount of funding and report back.









		OBJECTIVES

		ACTIVITIES TO DELIVER

		LEAD              TIMESCALE

		MEASURES

		TARGETS



		4: Supporting:  AHPFS engages in an on-going programme of organisation development in order to ensure it remains best placed to support the interests of member organisations and the clients they support



		4:1 Review of skills required for representation on AHPFS 

Ensure effective succession planning

		Decide if group can take on co-opted members to support group for specified amounts of time.

		AHPFS

		September

		When a role becomes available that requires extra support the AHPFS may take on members to support in specific work for specified amount of time.  AHPFS agrees to this via vote.  Tricia McInally is suggested for Workforce planning work.  Janice McNee nominated Tricia and Nicola Munro seconded.  Tricia is to be invited by Convenor to join group as co-opted member for 2 years.

		Conv to contact Tricia McInally.



		4.2 Review capacity of AHPFS members for ongoing workstreams 

		TBC

		

		

		



		



		4:3 Business planning for AHPFS governance and sustainability 

		Annual Business Priority planning (at AGM) and 

Business Plan focussed agendas

		All / leads on actions

JMcN

		By Dec AHPFS meeting.

		Procedure for getting new Convenor and Vice Convenor needs to be formalised, approved and put into group’s terms of reference.   

		JMcN to work on this in coordination with Conv and VC.



		4.4 Support member organisations to strengthen their influence on political drivers and make best use of policies 

		Provide CPD on “Influencing” to members - TBC

		KHK/AL

		Ongoing

		AL and policy officer to develop and provide seminar re: influencing 

		



		4.5

		Develop better links with AHPF

		DM

		By end of 2016.

		Conv and sec are waiting for dates from AHPF secretariat for meeting round finance and ownership of AHPFS.    

		























Influencing 





Engaging





Advising





Supporting





AHPFS is effective in influencing a wide range of external and internal stakeholders		





AHPFS has a strong and positive profile both with external and internal stakeholders





AHPFS provides effective support to the AHP sector in co-ordinating and synthesising evidence and impact of AHP activities





AHPFS engages in an on-going programme of organisation development in order to ensure it remains best placed to support the interests of member organisations and the clients they support
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Scotland’s National Statement of Supervision for Allied Health Professionals (AHPs)

‘Scotland’s National Statement of Supervision for AHPs’ is an overarching statement supporting the implementation of supervision practices across all AHPs in Scotland. It has evolved following the initial consultation on the ‘Northern Ireland Supervision Policy for AHPs’ and is now ready for wider consultation. The Scotland Statement is not a policy but a statement of intent and should be used to strengthen any local policy, procedures or guidance currently in place. 

Please complete the following template and return, either by email or post,  to Audrey Taylor (Audrey.taylor@nes.scot.nhs.uk )or Gail Nash (gail.nash@nes.scot.nhs.uk ), 102 Westport, Edinburgh, EH3 9DN, by 12th October 2016. Thank you for your help with this.

[bookmark: _GoBack]HEI:………Allied Health Professions Federation Scotland (AHPfS)…

Completed by:………Maria Murray…at MariaM@sor.org 

Profession: ……On behalf of the AHPfS…

The AHPfS provides collective leadership and representation for its member professional bodies. It engages with and influences health, social care and any other relevant policy area that impact across the member professions in Scotland. 



The Allied Health Professions in Scotland

· 11,369.3 (WTE) registered Allied Health Professionals (AHPs) work in Scotland’s NHS and social care services[endnoteRef:1]. Others are employed in local authorities or the 3rd sector.  [1: ] 


· AHPs make up 8.2% of the NHS Workforce - almost equal to medical and dental staff.

· The Allied Health Professions Federation (AHPFS) is an alliance of all AHP Professional Bodies with members in Scotland. 





The AHPFS broadly welcomes the principles set out in the supervision statement and wish to identify the key role AHPs have in effective supervision whilst delivering a health care service based on those principles within the AHP Quality Service Values attached



		

		Comment



		From your examination of the document are there any additions required?



		There is some uncertainty about the supervision of other professions eg nurses, medics given that this document is only for AHPs. There can be some  potential challenges in some areas of practice where there are multi disciplinary teams



		From your examination of the document is there anything that should be omitted?



		No – all useful information



		Is the document ‘good enough’ to support your supervision practices at a local level?







		AHPfS believe that this document is very comprehensive and takes account of the number of variations that may be present in staff structures but still reinforces the need for supervision.



AHPfS endorse the reinforcement of the fact that supervision is essential for professional development and ensuring quality in service provision. The document supports this principle by providing clear structures and guidance to take this forward. 



AHPfS members recognise that there may be challenges for teams in implementing this but are assured of the flexibility noted eg in frequency and models, which is helpful and which should support this to be taken forward.



The proof of good supervision following publication of this document will be in the satisfactory execution of the “basics” , the appropriate recording of such activities and the various resource requirements coming to fruition.



The appendices act as excellent reference material and examples of useful templates.



		Any other changes?









		No



		Any other comments?







		AHPfS welcome the principle of trying to provide some direction and standard to the provision of supervision while trying to provide flexibility.



Staffs at NES are to be congratulated in drafting this document.
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Allied Health Professions Scotland Consensus Statement on Quality Service Values

Introduction

The Consensus Statement on Allied Health
Professions Scotland Quality Service
Values has been developed in partnership
with the Allied Health Professions
Federation Scotland, the AHP Directors
Scotland and the Scottish Government.

This Consensus Statement is a significant,
strategic step in the development, for the
first time, of Allied Health Professions
quality service values in Scotland. The plan
to develop a Consensus Statement on AHP
Quality Service Values is contained in the
Scottish Government's National Delivery
Plan for the Allied Health Professions

in Scotland 2012-2015 (Chapter 5:
Maximising workforce engagement and
development).

The AHP Quality Service Values are
regarded as a unifying basis for the
significant contribution of all the Allied
Health Professions to integrated service
delivery to achieve the 2020 Vision.

Statement of need

There are 13 Allied Health Professions
in Scotland representing 11,000 plus
individual professionals. The thirteen
professions are Arts therapists (Art,
Music, Drama), Dieticians, Occupational
therapists, Orthoptists, Paramedics,
Podiatrists, Prosthetists and Orthotists,
Physiotherapists, Radiographers
(diagnostic and therapeutic), Speech and
Language therapists.

Each of the Allied Health Professions is
guided by their professional body and has
unigue clinical and professional standards.
Many of these standards contain value
based statements. Whilst these offer good

examples of individual practice to draw
on, until now there has been no single
statement of core, common service values
which transparently brings the Allied
Health Professions together in partnership.

Many service users and other stakeholders
across the sectors of health, social care,
education and criminal justice as well

as the third and independent sectors,

are uncertain about who Allied Health
Professionals are, how they deliver
services and the quality outcomes they
add value to.

This Consensus Statement brings together,
for the first time, the minimum, collective
service values of the Allied Health
Professions into one clear statement and
clarifies for service users what they can
expect from Allied Health Professionals
and Allied Health Professional service
providers.

Purpose of the Quality Service Values
The Consensus Statement clearly sets out:

e the core quality service values which
are transparent and common across all
Allied Health Professions.

e the minimum quality service values
the people of Scotland should expect
from Allied Health Professions services
and from individual Allied Health
Professionals.

e 3 framework which will support the
integral identity of the title Allied
Health Professional whilst respecting
the unigueness of each Allied Health
Profession.

e 3 value base which links to and is
supportive of the long term strategy for
health and social care and other sectors.
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e 3 framework in which Allied Health
service provision can be observed,
discussed, protected and improved.

Using the AHP Quality Service Values
Consensus on AHP Quality Service

Values has been created to support

AHPs from across sectors to focus on
guality improvement. The importance

of the Quality Service Values centres on
how they are used to drive and enhance
guality at the point of care; that AHPs and
AHP service providers constantly strive

to enhance the way they engage with
people who use their services about their
expectations and perceptions of quality. In
this way, the AHP Quality Service Values
can be used to support AHP systems and
services as well as individual AHP practice
to be accessible and person-centred at the
point of care.

Policy context and strategic reference
points

Allied Health Professionals are collectively
recognised in the 2020 Vision and
Strategic Narrative as having an important
role to play in the transformation of
health and social care services. The AHP
Quality Service Values support AHPs

from graduate level and above, across
sectors, and are aligned with the Scottish
Government 2020 Workforce Vision core
values of care and compassion, dignity
and respect, openness, honesty and
responsibility, quality and teamwork.

Each of the AHP Quality Service Values
can be viewed in accordance with the
Triple Aim and the six Quality Outcomes
as described in the Route Map to the
2020 Vision for Health and Social Care
(Appendix 1).

Further strategic links are incorporated
under each Quality Service Value. This
IS not intended as a definitive list but
provides connection to key, overarching
strategic documents and policy with
relevance to Health, Social Care, Local
Authorities and Third and Independent
Sectors.

Guide to the AHP Scotland Quality Service
Values

The AHP Scotland Quality Service Values
are grouped under 7 Quality Dimensions

- dark blue text box. In addition each of
the Quality Service Values is written from
the perspective of what service users can
expect from the Allied Health Professionals
and Allied Health Professional service
providers - green text box.

Each of the dimensions and Quality Service
Values are supported by a rationale and a
list of the key strategic links which have
informed the Quality Service Values.
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Professionalism

Allied Health Professionals will
demonstrate professionalism as
defined by HCPC (Health and Care

Professions Council) and Professional
Body Codes of Conduct at all times
and at all points of a service user’s
journey.

Rationale: People who use our services wish
to be treated by staff who are competent -
both technically and interpersonally - and
demonstrate professionalism.

Strategic Links:
e Scottish Government Professionalism
paper, 2012.

e HPC (now HCPC) Professionalism in
Healthcare Professions, 2011.

e Allied Health Professional Bodies Codes
of Professional Conduct.

e Scottish Government Everyone Matters:
2020 Workforce Vision, 2013.

sService users can expect the Allied
Health Professionals (AHPs) and
AHP service providers to provide a

professional service at all times.

2020 Vision Quality outcome - Positive
experience.
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Responsive

Allied Health Professionals
will identify what matters most
to service users and will use this
information to guide service
provision and outcomes.

Allied Health Professional services
will support provision of equitable,
quality care and support to all
service users, across service users’
contexts and in accordance with
evolving care and support pathways.

Rationale: AHPs are committed to
working in partnership with service
users and their local communities to
provide services which are responsive
and relevant to what service users tell us
matters to them most.

Strategic Links:

e Quality Improvement Hub Person-
Centred Health and Care Collaborative
Programme.

Quality Improvement Hub HIS (Health
Improvement Scotland) Patient
Experience Programme.

Public Bodies (Joint Working) (Scotland)
Bill (2013).

The National Delivery Plan for the Allied
Health Professions in Scotland, 2012-
2015.

Service users can expect to receive
equitable, quality care from AHPs and
AHP service providers in accordance
with evolving care and support

pathways and which is responsive to
their individual needs and what matters
to them most.

e NHS Scotland Local Delivery Plan
Guidance 2012/13.

e | ocal Authority Single Outcome
Agreements.

e Scottish Government Everyone Matters:
2020 Workforce Vision, 2013.

2020 Vision Quality outcomes - Positive
experience, Independent living, Effective
resource use.
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Safe

Allied Health Professionals will
work within their professional and
individual scope of practice.

Allied Health Professional services
will provide individuals of
appropriate sKill and expertise to

support all stages and level of need
of the service user’s journey.

Allied Health Professionals will
provide services in a range of
environments and situations and will

Rationale: There should be no avoidable
injury or harm to people from the

services they receive. The health, safety .
and wellbeing of service users and staff seek to ensure that these are risk

should be paramount in the design and asse§sed and fit for purpose for all
delivery of services. service users and staff.

Service users can expect Allied Health Professionals (AHPs) to work ethically and
within their scope of practice and level of competence. Service users can also expect
AHPs to adhere to their professional code of conduct.

Service users can expect AHP services to be provided and/or facilitated by

appropriately trained staff according to their level of need.

Service users can expect the AHPs to provide their services in safe and appropriate
environments and to work in partnership with all service users to achieve this for all
stages of the service user’s journey.

Strategic Links:

e Scottish Government Staff Governance e Local Authority Single Outcome
Standard, 2012. Agreements.
e Patient Rights (Scotland) Act, 2011. e Scottish Government Everyone Matters:
e HCPC Standards of Proficiency. 2020 Workforce Vision, 2013.
e Allied Health Professional Bodies Clinical
Guidance and Standards. 2020 Vision Quality outcome - Services

are safe.

Scottish Patient Safety Programme.
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Strategic Links:

Inclusive

Allied Health Professionals will
provide accessible information,
support and advice to enable all
service users, their families and
carers to engage in equal partnership

in their care and support pathways.

Allied Health Professionals (AHPS)

will develop their use of telecare,

telehealth and technology, as it

becomes available, as integral

approaches to increasing choice,

access and improved outcomes for

service provision. AHPs will continue Rationale: Allied Health Professions are
to build access to secure, shared committed to developing strong networks

information systems and networks across sectors which support service

across sectors which support users with -the information they_need _

integrated care. and recognise them as partners in their
health, care and support decisions.

Service users can expect Allied Health Professionals (AHPs) to provide them with
accessible sources of information about their health, wellbeing, health care and
support services, processes and decisions which will allow them to be involved as
fully as possible in their care and support pathways.

Service users can expect AHPs to advance their use of technology, telecare and
telehealth, as it becomes available to them, for the benefit of the service user
towards increasing the choice, range and efficiency of services delivered.

_ , , , e Scottish Centre for Telehealth Strategic
Public Bodies (Joint Working) (Scotland) Framework (2010-2012).

Bl”'. (2013). : * Patient Rights (Scotland) Act 2011.
Social Care (Self-Directed Support) e Quality Improvement Hub Person-

(Scotland) ACt. 2013, . Centred Health and Care Collaborative
Right Here, Right Now - Taking co- Programme.

g(r)oldouctmn into the mainstream, NESTA e Scottish Government Everyone Matters:

The E lity Act 2012 (S fic Duties) 2020 Workforce Vision, 2013.
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Person-centred Care

Allied Health Professionals
(AHPs) will positively promote

and demonstrate commitment to
enabling supported self management
and self-directed support as

determined by the needs and
capacities of their service users.

Allied Health Professionals will work
in partnership with service users to
build capacity and facilitate access to
services in their local communities.

Rationale: The Allied Health Professions
are ideally placed to support self-
management and person-centred care in
the context of service user preference for
efficient and effective service delivery.

Service users can expect Allied Health Professionals to work in partnership
with them to enable access to services within health, social care and their local
communities which will support them to self- direct and self- manage their health

and social care needs.

Strategic Links:
e Quality Improvement Hub Person-

Centred Health and Care Collaborative
Programme.

e The Alliance: People Powered Health and

Wellbeing.

e Social Care (Self-Directed Support)

(Scotland) Act 2013.

e Rehabilitation, Re-ablement and

Recovery SCSWIS (Social Care and Social
Work Improvement Scotland) 2011.

e Right Here, Right Now - Taking co-

production into the mainstream, NESTA
2010.

e | TCAS (now The Alliance) Gaun Yersel!
The Self Management Strategy for long
term conditions in Scotland, Scottish
Government, 2008.

e Supporting people to self-manage;
Education and training for Healthcare
practitioners NES 2012. Supporting Self
Management; Learning resource, NES
2012.

e Patient Rights (Scotland) Act 2011.

e Scottish Government Everyone Matters:
2020 Workforce Vision, 2013.

2020 Vision Quality outcomes - Positive
experience, Independent living.
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Effective

Allied Health Professionals

will deliver services based on best
available evidence and best practice
within the bounds of available

Rationale: Allied Health Professionals are resources.

committed to developing the evidence

base for the services they provide and Allied Health Professionals will

to providing services which are based on continue to contribute to developing
best available evidence and best practice. the evidence base for their services.

Service users can expect Allied Health Professional services to be based on best

available evidence and best practice within the bounds of available resources.

Strategic Links:

e HIS (Health Improvement Scotland). e HCPC Code of Conduct.

e SIGN (Scottish Intercollegiate Guidelines e Scottish Government Everyone Matters:
Network). 2020 Workforce Vision, 2013.

e NICE (National Institute for Clinical
Excellence).

e The Cochrane Library (since 2009).

e Allied Health Professional Bodies Clinical
Guidelines.

2020 Vision Quality outcomes - Services
are safe, Effective resource use.
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Engaged

Allied Health Professionals

will have access to support from
profession specific professional and
clinical leadership and supervision
on a regular basis to support
professional development planning
and clinical practice and will be
provided with opportunities for
continuing professional development
which meets HCPC (Health and Care

Professions Council) registrant and
professional body requirements.

Services will promote a culture

of accountable, compassionate
leadership and quality improvement
for all levels of service delivery.

Rationale: Staff who feel supported
and engaged will go on to provide high
quality care to service users and to be
creative in how services are developed
and care is delivered. The Allied

Health Professions are committed to
developing their capacity and capability
in leadership and quality improvement
methodologies.

Strategic links:
e Scottish Government Everyone Matters:
2020 Workforce Vision, 2013.

e | eadership agenda, NES Education
Strategy.

e Scottish Government Professionalism
paper, 2012.

e Scottish Government, NHS Scotland Staff

Governance Standard 4th Edition, June
2012.
e Scottish Government 2011-13 Staff

Experience in NHS Scotland Literature
Review.

Service users can expect Allied Health
Professionals to engage in continuing
professional development to maintain
the high level of competency and skill
appropriate to the services they provide.

Service users can expect care to

be based on strong principles of
accountable, compassionate leadership
and quality improvement.

e Scottish Government 2011-13 Staff
Experience in NHS Scotland Long Term
Recommendations.

e The National Delivery Plan for the Allied
Health Professions in Scotland, 2012-
2015.

2020 Vision Quality outcome - Engaged
workforce.
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Appendix 1
Route Map to the 2020 Vision for Health and Social Care

The Route Map describes priority areas for action for pursuing our 2020 Vision for high
guality sustainable health and social care services in Scotland in three domains:

1. Quality of care

2. Health of the population

3. Value and financial sustainability.

These domains are often referred to as the Triple Aim'.

2020 Vision/Quality Ambitions

2020 Safe, effective and person-centred care which supports people
Vision to live as long as possible at home or in a homely setting
Triple ; Health of the Value and Financial
Quality of Care Population Sustainability
Quality Independent living. Healthier living. Effective resource
outcomes Services are safe. use.
Engaged
workforce.
Positive

experiences.

Source: Adapted from People at the Centre of Health and Care, Person Centred Health and Care
Collaborative 2013, p20
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References and hyperlinks

HCPC (Health and Care Professions Council)
http://www.hcpc-uk.org

HPC (now HCPC) Professionalism in
Healthcare Professions, 2011.
http://www.hcpc-uk.org/assets/documents/
10003771Professionalisminhealthcareprof

NESTA Right Here, Right Now - Taking co-
production into the mainstream, 2010.
http://www.nesta.org.uk/publications/
reports/assets/features/co-production
right here right now

NICE (National Institute for Clinical
Excellence).
http://www.nice.org.uk/

essionals.pdf

HIS (Health Improvement Scotland)
Better Together: Scotland’s Patient
Experience Programme. http://www.
healthcareimprovementscotland.org/
programmes/patient experience/better
together.aspx

LTCAS (now The Alliance) Gaun Yersel!
The Self Management Strategy for Long
Term Conditions in Scotland, Scottish
Government, 2008.
http://www.scotland.gov.uk/
Publications/2008/10/GaunYersel

National Person Centred Health and Care
Programme - Care Experience, 2012. For
outline of remit see Scottish Health Council
e-Connect at:
http://improvementnews.info/
WCJFOCPOLB/SPCAZL3K94

NES Supporting people to self manage;
Education and training for Healthcare
practitioners 2012.

NES Supporting Self Management; Learning
resource, 2012.
http://www.nes.scot.nhs.uk/education-
and-training/by-theme-initiative/self-
management/supporting-self-management.
aspx

Professional Bodies Codes of Professional
Conduct, Professional Body Clinical
Guidelines.

See individual websites for each of the
Allied Health Professions:
http://www.baat.org/ Art Therapists
http://www.scpod.org/ Chiropodists and
Podiatrists

http://www.bda.uk.com/ Dieticians
http://badth.org.uk/ Drama Therapists
http://www.bamt.org/ Music Therapists
http://www.cot.co.uk/ Occupational
Therapists

http://www.orthoptics.org.uk/ Orthoptists
https://www.collegeofparamedics.co.uk/
home/ Paramedics
http://www.csp.org.uk/ Physiotherapists
http://www.bapo.com/ Prosthetists and
Orthotists

http://www.sor.org/ Radiographers
(Diagnostic and Therapeutic)
http://www.rcslt.org/ Speech and Language
Therapists

Quality Improvement Hub NHS Scotland:
HIS (Health Improvement Scotland) Patient
Experience Programme
http://www.qihub.scot.nhs.uk/
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Framework (2010-2012).
http://www.nhs24.com/AboutUs/
NHS24Board/~/media/NHS24/AboutUs/
NHS%2024%20Board/Strategic%20
Planning/SCT%20Strategic%20
Framework%20v12%20Board%20
Approved%20PDF.ashx

Scottish Government Everyone Matters:
2020 Workforce Vision 2013
http://www.workforcevision.scot.nhs.uk

Scottish Government Local Authority Single
Outcome Agreements
http://www.scotland.gov.uk/Topics/
Government/PublicServiceReform/CP/
SOA2012

Scottish Government 2011-13 Staff
Experience in NHS Scotland Literature
Review.

Scottish Government 2011-13 Staff
Experience in NHS Scotland Long Term
Recommendations.
http://www.knowledge.scot.nhs.uk/
media/CLT/ResourceUploads/4020445/
Staff%20Experience%20Long-Term%»20
Recommendations%20(with%20Exec%20
Summary)%20-%2029.6.12.doc.

Scottish Government The National Delivery
Plan for the Allied Health Professions in
Scotland, 2012-2015.
http://www.scotland.gov.uk/
Publications/2012/06/9095

Scottish Government NHS Scotland Local
Delivery Plan Guidance 2012/13.
http://www.scotland.gov.uk/
Publications/2011/12/15095906/0

Scottish Government NHS Scotland Staff
Governance Standard 4th Edition, June
2012.

http://www.scotland.gov.uk/
Publications/2012/06/9560

Scottish Government Patient Rights
(Scotland) Act, 2011.
http://www.scotland.gov.uk/Topics/Health/
Policy/Patients-Rights

Scottish Government Professionalism
Paper, 2012
http://www.scotland.gov.uk/
Publications/2012/07/7338

Scottish Government Public Bodies (Joint
Working) (Scotland) Bill (2013).
http://www.scotland.gov.uk/Topics/Health/
Policy/Adult-Health-SocialCare-Integration

Scottish Government Social Care (Self-
Directed Support) (Scotland) Act 2013.
http://www.scotland.gov.uk/
Publications/2013/05/3308

SCSWIS (Social Care and Social Work
Improvement Scotland) Rehabilitation, Re-
ablement and recovery 2011.

SIGN (Scottish Intercollegiate Guidelines
Network).
http://www.sign.ac.uk/

The Cochrane Library (since 2009).
http://www.thecochranelibrary.com/
view/0/index.html
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The Alliance: People Powered Health and
Wellbeing
www.alliance-scotland.org.uk

Video clips relating to AHP Quality Service
Values
http://www.youtube.com/plavlist?list=PLO]
UOoweyFTbyMBOoeFVhACRANIAOTYVLX
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Professionalism

Responsive

Inclusive

Engaged
Effective
Person-centred Care
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Endorsed by:
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SBAR — NES AHP Advisory Groups

Situation

It is timely to revisit earlier conversations related to the NHS Education for Scotland (NES) AHP
Advisory Groups. This paper offers a brief background, outlines a number of key issues to consider

and offers suggestion for ways forward. It is intended to inform further discussion at the uni-

professional advisory groups during autumn, with a view to agreeing action at the overarching

advisory group in December 2016. The aim is to ensure the advisory function is effective and fit for

purpose within the emerging health and social care environment.

Background

The NES AHP Advisory Groups were formed in 2014 (some did exist in various forms prior to
this). Their function is to advise and act as a source of intelligence to shape the work plans of the
AHP team at NES.

There are currently 9 unprofessional groups (Occ Therapy, Speech and Language, Physiotherapy,
Dietetics, Podiatry, Prosthetics and Orthotics, Radiotherapy, Arts Therapies and Orthoptists) plus
on overarching group. All groups meet twice a year.

The AHP Advisory groups were formally reviewed at the end of 2015. In the main, this
highlighted the important contribution the groups make and the positive experience for group
members. It also identified some key issues that needed to be addressed. These related to group
membership, communication, format and impact.

The findings were discussed at the overarching Advisory Group in Dec 2015 and in a number of
the uni-professional groups but no definitive action was agreed.

It was the original intention that the groups would function in partnership with NES, with some
support and involvement from the AHP team but not managed, coordinated or chaired by them.
It is the experience of the NES AHP team that this has been achieved to varying degrees. For a
number of reasons some groups are mainly self-sufficient with strong consistent membership
while others require considerable input from NES and/or have struggled to maintain
membership. In the current environment capacity to ensure that the groups function as they
were intended to is a challenge for everyone.

Analysis

Since the establishment of the 10 AHP Advisory groups the health and social care landscape has
continued to evolve. This, along with the findings of the 2015 review, raises a number of factors that
would be valuable consider when agreeing a way forward;

1.

Uni-professional focus. The current structure invites or promotes a uni-professional perspective.
This is not consistent with the NES AHP Team ways of working or delivery of education support.
All of the learning and development support offered by the team is multi-professional,
particularly in relation to the leadership, facilitating learning and research/improvement pillars
of practice in the Career Development Framework. Even within the clinical pillar the focus is on
shared skills that are then applied with the context of the different professions. This is not to
suggest the uni-professional leaning needs are not important but many of these are already
being addressed by professional bodies and the university sector.





4.

Health and social care drivers. National strategy and direction places a strong emphasis on
ensuring a skilled, effective, motivated, supported and adaptive workforce who can work to the
top of their practice (add references). One of the key drivers is the integration of health and
social care services which requires people to work in partnership to transform service provision.
This is further reflected in AlLiP (add footnote) which identifies ambitions for the wider AHP
workforce. Within this environment NES requires the advisory groups to identify the educational
implications of key policy drivers and new ways of working across the professions. Most of these
will be multi-professional (eg advanced practice) and a collective view adds value.

Membership, format and impact. As noted in the background section of this paper there is an
issue of capacity associated with the Advisory Groups. This links to both to membership and
format of group which in turn influences the impact they have. There is an ask that the groups
represent the AHP workforce across the career framework and across different environments
e.g. remote and rural. The groups represent a considerable investment from the professions and
from the NES AHP team. In the context of the health and social care environment it is vital that
they add value and are mutually beneficial for both the professions and NES and do not replicate
something that already exists.

Digital strategy.

Recommendations

We wish to agree next steps in partnership with the Advisory Groups therefore we have not made

specific recommendations in this paper. However, we have made suggestions below (based on

earlier conversations with advisory group members) and ask the groups to consider them in advance

of the December overarching Advisory Group.

1.

6.

Multi-professional group(s) with focus on;

(a) A key policy or topic area e.g. ALIP, Out of Hours, The Clinical Strategy, Advanced Practice
(b) A Pillar of Practice (Clinical, Leadership, Facilitating learning, Research, Evaluation and Ql)
(c) ATheme or commitment in the NES AHP Education Strategy

(d) Other suggestions

Multi-professional group(s) as above with allocated time for uni-professional discussion

Multi-professional regional clusters (geographic based)

Multi-professional groups made up of two or three profession (rather than all)

Uni-professional virtual group with twice yearly multi-professional group

Any combination of the above or other suggestions

At the December meeting we will seek your feedback and thoughts on the above suggestions and

any others that emerge from your conversations.
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Allied Health Professions Advisory Fora


Combined Meeting of the Diagnostic & Therapeutic Radiography 

Advisory Sub Groups/Think Tank

Date
:
Wednesday, 2nd December 2016

Time
:
13.00 – 13.30 (tea and coffee will be provided)




13.30 – 16.00 am Diagnostic Radiography & Therapeutic Radiography 

Venue
:
NES Offices, 2 Central Quay, Glasgow Room tbc

Outcome-Focussed Agenda


		13.30 – Combined Diagnostic & Therapeutic Radiography Meeting



		Agenda


Number

		Item

		Objectives/desired outcomes



		1. 



		Welcome, introductions and apologies




		· To provide introductions and information regarding the group composition 

· To acknowledge apologies 


· Agreement on the desired outcomes of the agenda in the context of the joint meeting. 



		2.

		Minutes and actions from the last meeting and matters arising




		· To agree the minutes as a true reflection of the meeting on Wednesday 14 September 2015

· To take exception reporting from the update on the actions from the meeting  


· To highlight any matters arising that are not covered within the agenda

Attachment 1



		3.

		NES AHP Advisory Groups Future Structure and Review 



		· For the group to discuss and provide feedback on the ESBAR restructure of AHP Advisory Groups 


Attachment 2



		4.

		NES AHP Career Fellowships

		· To discuss priorities – including AHP Career Fellowship awards



		5.

		· AILiP


· Independent prescribing


· AHP HCSW


· Post-graduate Education

· HCSW/AP practitioner

· Representation on over-arching group

		Items for ongoing and future consultation






		6.

		Structure & Time of Future Meetings

		· To clarify and conclude discussion on feedback preferences to main group.
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2st Annual Inter-University Radiography Conference

Saturday 29th October 2016

Room N117, Sir Ian Wood Building,

The Robert Gordon University, Aberdeen

AB10 7QB.



9.30 – 10.30		Registration with refreshments



10.30 – 10.45		Welcome from the RGU Radiography Society



10.45 – 11.30	Maria Murray: The Role of the Professional Officer for the society of radiographers in Scotland.



11.30 – 12.10	Natasha Cusiter: Interventional radiology and its advancements.  



12.10 – 12.50	Caroline Blower: The role of a Consultant Radiographer and the changing profession

12.50 – 2.00		Lunch

			Sandwiches and snacks provided





[bookmark: _GoBack]2.00 – 2.40 	Lyndsay Muirhead:

                               	Radiography in a developing country/work the world.



			

2.40 – 3.15	Sandie Mathers: Researcher in Radiography and advancing practice.

			

3.15 - 4.00	Deborah Shepard – Political Landscape and the role of Political officer for the society of Radiographers.



4.00 – 4.30 		Raffle and thank you.
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		Clinical Area

(Small Occupational Group)

		Numbers/supply issues

		Where are problems?

		Training issues

		Funding issues

		Link to manifesto commitment and other SG strategies

		Agreed actions



		Ophthalmology



(Optometrists – AHPs)

		May not be a numbers issue, but a case of redeploying where required.

With an ageing population, the volume of procedures is rising.

		High volume of cataract surgery.



Historic issues with supply in this group anticipated  to manifest again.

		

		

		Manifesto Commitment 11: Ensure NHS has the right skills mix, introducing national and regional workforce planning.  This will include an increase in the number of consultants and greater use of clinical generalists.

		



		Orthopaedics



(Prosthetists, Orthotists – AHPs - Rehabilitation Engineering - HCSs)

		

		High volume of procedures currently being undertaken.

		

		

		Manifesto Commitment 11: Ensure NHS has the right skills mix, introducing national and regional workforce planning.  This will include an increase in the number of consultants and greater use of clinical generalists.

		



		Cardiology



(Healthcare Scientists:  Clinical Physiologists, Clinical Perfusionists, ODPs)



		Consultants currently closely involved in the whole pathway, including pre-op assessment.  There may be scope for elements of this pathway to be undertaken by other health professionals.



		Clinical Physiology – Cardiology, recruitment. Training numbers are entirely dependent on Boards’ willingness to recruit/invest in posts.

		In 2009 NES facilitated an NHS part-time clinical training based at Glasgow Caledonian University and NES offers some support for year 1 intakes. The clinical training last four years. 

		For these specialties there is no supernumerary fund. 

		Manifesto Commitments 2, 11

Invest £200 million to expand the Golden Jubilee Hospital and establish five new elective treatment centres in Aberdeen, Inverness, Dundee, Livingston and Edinburgh.



Ensure NHS has the right skills mix, introducing national and regional workforce planning.  This will include an increase in the number of consultants and greater use of clinical generalists.

		



		Gastro-intestinal surgery



(AHPs – Dieticians; Healthcare Scientists: Clinical Physiologists)

		IBS/Coeliac waiting lists extremely high – 7,000 outpatients – although cancer screening and blood testing are important, can alternatives be found which bypass this e.g. involving dieticians?

		Extremely high waiting lists.

		In 2009 NES facilitated an NHS part-time clinical training based at Glasgow Caledonian University and NES offers some support for year 1 intakes. The clinical training last four years.

		For these specialties there is no supernumerary fund.

		Manifesto Commitments 2, 11:

Invest £200 million to expand the Golden Jubilee Hospital and establish five new elective treatment centres in Aberdeen, Inverness, Dundee, Livingston and Edinburgh.



Ensure NHS has the right skills mix, introducing national and regional workforce planning.  This will include an increase in the number of consultants and greater use of clinical generalists.

		



		Respiratory Medicine



(Healthcare Scientists: Clinical Physiologists)

		High GP referral rates to secondary care, transfer capacity pressures which consultant numbers are unable to cope with, and ultimately borne by A&E 

		Capacity pressures worse over the winter months? Level of staffing requirements will be greater during this time.

		In 2009 NES facilitated an NHS part-time clinical training based at Glasgow Caledonian University and NES offers some support for year 1 intakes. The clinical training last four years.

		For these specialties there is no supernumerary fund.

		Manifesto Commitments 2, 3, 11:

Invest £200 million to expand the Golden Jubilee Hospital and establish five new elective treatment centres in Aberdeen, Inverness, Dundee, Livingston and Edinburgh.



Implement a new clinical strategy to develop specialist services where appropriate and protect local access to care whenever possible



Ensure NHS has the right skills mix, introducing national and regional workforce planning.  This will include an increase in the number of consultants and greater use of clinical generalists.

		



		Urology

		

		Consider how best to streamline diagnostic and treatment pathways e.g. for prostate cancer.

		

		

		Manifesto Commitment 3:

Implement a new clinical strategy to develop specialist services where appropriate and protect local access to care whenever possible



		



		Dermatology

		In order to ease the burden, consult the existing Dermatology Group to seek views on restructuring services to maximise consultant input.

		

		

		

		Manifesto Commitments 3 and 11:

Implement a new clinical strategy to develop specialist services where appropriate and protect local access to care whenever possible.



Ensure NHS has the right skills mix, introducing national and regional workforce planning.  This will include an increase in the number of consultants and greater use of clinical generalists.

		



		General Surgery



(Operating Dept Practitioners)

		

		

		

		

		Manifesto Commitment 2: Invest £200 million to expand the Golden Jubilee Hospital and establish five new elective treatment centres in Aberdeen, inverness, Dundee, Livingston and Edinburgh.

		



		Radiography



(Sonographers, Medical Physicists, Cytology Screeners)

		Included on UK Shortage Occupation List: 



-diagnostic radiographer 

-nuclear medicine practitioner 

-radiotherapy 

physics practitioner 

-radiotherapy physics scientist 

-sonographer 

-medical physicist

-staff working in diagnostics radiology (including magnetic resonance imaging)

		To reduce pressures in particular Boards, consider neighbouring Boards providing cover, if possible.

		

		

		Manifesto Commitments 2, 3, 11:

Invest £200 million to expand the Golden Jubilee Hospital and establish five new elective treatment centres in Aberdeen, Inverness, Dundee, Livingston and Edinburgh.



Implement a new clinical strategy to develop specialist services where appropriate and protect local access to care whenever possible.



Ensure NHS has the right skills mix, introducing national and regional workforce planning.  This will include an increase in the number of consultants and greater use of clinical generalists.

		



		Neurology

		Included on UK Shortage Occupation List 

-neurophysiology healthcare scientist

-neurophysiology practitioner

		

		

		

		Manifesto Commitments 3 11:

Implement a new clinical strategy to develop specialist services where appropriate and protect local access to care whenever possible.



Ensure NHS has the right skills mix, introducing national and regional workforce planning.  This will include an increase in the number of consultants and greater use of clinical generalists.

		



		Medical Illustrators

		

		

		

		

		

		



		Maxillofacial Prosthetists and Reconstructive Scientists

		Workforce – 19 prosthetists and 1 student

		Recruitment and promotions.

		STP training – entry BSc in Dental technology, no degree qualification of this type in Scotland.

		

		

		



		Clinical Embryology

		

		[bookmark: _GoBack]Recruitment and promotions.

		STP training – supported by NES.

		

		

		










