The Society & College of Radiographers
Professional Officer Report for Scottish Council (November 2018).
Consultations
The HCPC Standards for Prescribing consultation – see https://www.hcpc-uk.org/registrants/getinvolved/consultations/index.asp?id=236 
Also, see their increase in fees consultation (up to £106) https://www.hcpc-uk.org/mediaandevents/news/index.asp?id=886 
SCoR will respond – your contribution is important.
Scottish Cancer Task Force (SCT)
MM continues to be an active member of the Scottish Government’s Cancer Taskforce where updates on the cancer strategy implementation phase are decided. All aspects of the cancer patient pathway are discussed.


Last meeting took place on Monday 12th November – main issues discussed: the Cancer Research UK Diagnostic Workforce in Scotland Report – see  
The new NHS Scotland National Planning Board (formerly the National Planning Forum) – the Cancer Workforce is the first to be reviewed. The forward view is expected to include developing an understanding of future need, changes in clinical practice, technological change and other issues that will have an impact on the demand for services, and their future configuration. 

Scottish Radiology Transformation Programme (SRTP)
SCoR continues to support the Scottish Radiology Transformation Programme (SRTP) – there are now 3 Workflow Managers as well as the Directors. This Programme is Government funded for 3 years to undertake projects relating to radiology – inter-board collaboration; data intelligence and service / role transformation. 



Richard Evans (SCoR CEO) still sits on the overarching steering group. MM now sits on 2 sub-groups: (1) the Reporting Radiography Pilot  and (2) the Education and Co-ordination groups  – both relate to radiographic advanced practice. MM developed the attached matrix of US and Mammography education across the UK. 
The RR pilot attracted 6 applicants to the Consultant Radiographer post and ?13 to the Advanced Practitioner roles – interviews have taken place.



Scottish Clinical Imaging Network (SCIN)

MM is still a member of the SCIN Steering Group –
See https://www.scin.scot.nhs.uk/ 

See newsletter attached 
Scottish Clinical Imaging Network (SCIN) annual event took place on Thursday 4th October in Dundee.  Presentations from the day will be uploaded to their website.
Special Interest Groups (SIGs)
· New Scottish CT Radiographers Special Interest Group (SIG) is now set up. Fiona Hawke is the temporary contact.
· New Scottish Ultrasound SIG is set up now. Morag Stout is the contact.
· Reporting Radiographers SIG Scotland (RRIGS) still going on. Kirsteen Graham is the contact.
· We are hoping that there may be a new SIG for Mammography – watch this space.
NES
· Growing capacity for AHP student practice based learning – see https://www.nes.scot.nhs.uk/newsroom/features-and-articles/growing-capacity-for-ahp-student-practice-based-learning.aspx 
AHPfS
· The last meeting took place on 15th November.  Items discussed were the AHPfS WorkPlan; feedback from a meeting with the CNO and CHPO (Acting); the Staffing Bill; and the day also included an excellent training session on lobbying in the Scottish Parliament.
· I was also involved in the Cabinet Secretary meeting at AHPfS the same day. This was very successful (she gave us 1 hour) - I managed to ask 3 questions:
- workforce and funding for PG pre reg fast track education
- a discussion about the diagnostic workforce (cited the Cancer Research Workforce Report).
- how does she see the barriers that we experience in advancing practice- she agreed with our thoughts.

I like her!! She is forthright and assertive and does not tolerate inequity. There were several other general AHP questions which I can feedback later. 
· The new CHPO post at Scottish Government – AHPfS have asked the Cabinet Secretary for a seat on the interview panel. Tracy McInnes is acting up in the role presently.
· [bookmark: _GoBack]Chris Rowley is on a 2 year secondment to Scottish Government to do “workforce and education”.
· 
Scotland’s Position Statement on Supervision for Allied Health Professions which has been developed in partnership with AHP Directors Scotland Group, AHP Federation Scotland, NES and Scottish Government. The position statement aims to provide guidance to support the provision of supervision for all AHP’s and HCSW in Health and Social Care across Scotland. Currently there is a Survey being undertaken for all AHP’s in Scotland on Supervision, results of which will be sent to me in December 2018.  Many Health Boards have already developed policy statements to implement this – NHS GG&C, this will be mandatory for all AHPs. It would be good to discuss this with D&T Radiographers as this will involve “meetings”, keeping records and protected time. 
· A short life working group on AHP transforming advanced practice roles - program aim – to create nationally consistent sustainable and progressive roles. To provide an overarching forum to coalesce and inform AHP role developments that are emerging from either policy or service imperatives to ensure nationally consistent, sustainable and progressive AHP roles and career pathways.

· We need to decide on who the new SCoR rep is to the AHPfS – Jonathan McConnel has done a fantastic job over the last few years.

SCoR

· Most people are clear about what the Society of Radiographers does, but perhaps the work carried out by the College is less so – really useful information about what the impact of the College is – see https://www.sor.org/about-us/college-board-trustees/what-impact-college-radiographers 
· October was Medical Ultrasound Awareness Month – many news articles of interest to AHPs were published on the SCoR website – see https://www.sor.org/news/medical-ultrasound-awareness-month
· On WRD (8th Nov.) Richard was interviewed about the UK radiographic workforce – see https://www.sor.org/news/bbc-interview-society-ceo-highlights-radiographer-workforce-shortage 
· The 4th Inter-University student radiographer conference is scheduled for Saturday 16th March 2019 at GCU. 
· CPD Now Radiography app - see https://www.sor.org/news/cpd-now-radiography-app-must-all-members 
· E-Learning for Healthcare (e-LfH) Image Interpretation modules - Over 100 modules: adult skeleton and chest; paediatric skeleton. An excellent free resource to all in the NHS, who require updating skills in image interpretation. Future modules include adult abdomen; paediatric chest and abdomen; CT. The main website is www.e-lfh.org.uk The II project is: http://www.e-lfh.org.uk/projects/imageinterpretation/index.html
· Remember to keep an eye on news items on the website at https://www.sor.org/news 

Some important SCoR publications on the document library are https://www.sor.org/learning/document-library :

· Radiotherapy Radiographic Workforce Census 2017
· Guidance on mental capacity decisions in diagnostic imaging and radiotherapy
· Proton Beam Therapy – Guidance
· Student and recently qualified radiographers survey 2017
· Diagnostic Radiography UK Workforce Report 2017
· Values-based Practice in Diagnostic & Therapeutic Radiography: A Training Template
· Good practice guide for paediatric radiotherapy - Second Edition
· Multiparametric Magnetic Resonance Imaging (mpMRI): Prostate Imaging Guidance Document 1.5 Tesla
· Patient Public and Practitioner Partnerships within Imaging and Radiotherapy: Guiding Principles
· The Role of the Radiographer in DXA and Osteoporosis Services
· Approval and Accreditation Board; Annual Report 2016-17
· National Best Practice Guidelines for the CT Colonography Service
· The Diagnostic Radiographer as the entitled IR(ME)R Practitioner
· Obtaining consent: a clinical guideline for the diagnostic imaging and radiotherapy workforce


Maria Murray
MariaM@sor.org 
November 2018

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!
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Scottish Cancer Taskforce meeting 12 November 2018

SCT - 18/15
o> gz,
EARLY DIAGNOSIS OF CANCER: WORKFORCE "&m‘; UK

SHORTAGES IN SCOTLAND

Early diagnosis saves lives
The earlier a cancer is diagnosed, the more likely it is to be treated successfully.

For some of the most common types of cancer,
survival is more than three times higher when the SURVIVAL AND STAGE OF DIAGNOSIS
disease is diagnosed at its earliest stages (1 or 2). TEN-YEAR SURVIVAL FOR EIGHT TYPES OF CANCER COMBINED

DIAGNOSED EARLY DIAGNOSED LATE
In 2015 and 2016, 54.3% of breast, bowel and lung ; ; = GTAGE W 4 STAGE M)
cancer patients were diagnosed at stage 1 or 2. li\
Improving early stage diagnosis is a priority of AL
the Scottish Government'’s Detect Cancer Early

MORE THAN
THREE TIMES
HIGHER WHEN
CANCER|IS
programme. DIAGNOSED
EARLY

Diagnosing cancer involves a range of tests and specialist staff. Every year around 31,900 people
in Scotland are diagnosed with cancer. The demand for tests is only going to increase, due to a
growing and aging population, and the welcome efforts to diagnose people at an earlier stage.
By 2035, it has been estimated that more than 40,000 people in Scotland are expected to be
diagnosed with cancer every year'".

Growing Demand for Tests

This means that more people are referred for diagnostic tests every year but diagnostic services
are already struggling to keep up with growing demand. In June 2018, more than 20%
patients had been waiting for more than the standard of 6 weeks for a key diagnostic test. In
June 2018, more than 20% patients had been waiting for more than the standard of 6 weeks for a
key diagnostic test. This means almost four times as many people are waiting for more than 6
weeks compared to just two years ago. i

More workforce needed to diagnose cancer earlier

The NHS in Scotland does not have enough staff to be as effective as possible in diagnosing
cancer. The services which deliver cancer tests are struggling to keep up with existing demand.

Despite some very welcome steps by the Scottish Government to address these issues, such as
the recent international recruitment drive to increase the number of radiologists and the its
Endoscopy Action Plan, the mismatch between diagnostic workforce growth and demand in
Scotland means patients are waiting longer for their results. Without more of the right diagnostic
staff, Scotland will not be able to provide the tests that patients need. We have outlined shortages
in some of the key professions below.

Imaging

Radiologists are just one of the many essential health professionals we
. need in the NHS to diagnose cancers earlier — these are the doctors who
. 2N interpret scans like x-rays, CT and MRI. Lack of long-term workforce
. planning in the past has led to the current shortage in radiology. There is
a 10.7% vacancy rate of consultants across Scotland, and we expect
almost 1in 5 of the current workforce to retire over the next 5 years".

Radiographers are key allied health professions who take scans, and some radiographers have
also taken extra training to interpret x-rays. There is a radiographer vacancy rate of 4.8%". There is
a particular issue in recruiting and retaining new radiographers. It has been estimated that more
than 1in 4 junior radiographer posts are currently vacant.
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via RFSEARCH
Endoscopy >
Endoscopists are nurses and doctors who look inside the body using a a..
long tube with a tiny camera on the end of. Around two-thirds of <4
endoscopy units in Scotland say it is now difficult or very difficult to ‘

meet demand, and targets. Endoscopy capacity, recruitment and job c :’ \_/

planning are the most common reasons stated for this"!.

Colonoscopy demand increased by 17.7% from 2015 to 2016. But consultant endoscopists in
post decreased by 7.4% during the same period"'’. There has been an overall decrease in all staff
who can perform endoscopies. Demand for colonoscopies has increased since a better, more
sensitive test was introduced into the bowel cancer screening programme last year.

Pathology

. . Analysing biopsies and blood tests are essential for cancer diagnoses.
S However, there is currently a vacancy rate of 10.4% of pathologists
across Scotland™. Pathology reviews are often a prerequisite for starting
treatment, and any delays in diagnosis can potentially affect a patient's
ability to start treatment quickly.

We would like to see:

Cancer Research UK is calling for both long and short-term action to address shortages in
Scotland’s diagnostic workforce. In the short term, the Scottish Government must take action
on the training and recruitment pathways of diagnostic staff across radiology, radiography,
pathology and endoscopy.

Over the long-term, the Scottish Government and NHS Education Scotland needs to take a
strategic approach to workforce planning:

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

2. NHSE should project number and type of diagnostic staff that will be required in the
next 10-15 years to meet patient demand.

3. Based on the audit and future projections, Government should join together national
workstreams and support NHS Scotland’s Health Boards to produce clear, detailed
plans for growing the diagnostic workforce. This work should be supported and joined
up by the Scottish Government and NHS Education Scotland to ensure impact across
Scotland.

For further information please contact jonathan.roden@cancer.org.uk or 0131 718 6359

" Detect Cancer Early (DCE) Data (breast, bowel and lung cancer) (Link)

i Smittenaar CR, Petersen KA, Stewart K, Moitt N. Cancer Incidence and Mortality Projections in the UK Until 2035. Brit J
Cancer 2016.

iil |SD. Waiting Times Diagnostic Report (Link)

v Based on Cancer Research UK's analysis of age profile data provided by the Royal College of Radiologist's 2017
Clinical Radiologist Census (Link)

vISD. AHP Dashboard. {Link)

viThe Society of Radiographers. Diagnostic Radiography UK Workforce Report 2016 (Link)

Vit Joint Advisory Group on Gl Endoscopy, Royal College of Physicians, 2017 GRS Census (Link)

Vi Joint Advisory Group on Gl Endoscopy, Royal College of Physicians, 2017 GRS Census (Link)

x Scottish Pathology Network. Annual Report 2017/18. (Link)
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http://www.isdscotland.org/Health-Topics/Cancer/Detect-Cancer-Early/

https://www.isdscotland.org/Health-Topics/Waiting-Times/Publications/2018-08-28/2018-08-28-WT-Diagnostic-Report.pdf

https://www.rcr.ac.uk/system/files/publication/field_publication_files/bfcr185_cr_census_2017.pdf

http://www.isdscotland.org/Health-Topics/Workforce/Publications/2018-09-04/AHP.asp

https://www.sor.org/learning/document-library/diagnostic-radiography-uk-workforce-report-2016/5-vacancy-rate

https://www.thejag.org.uk/Downloads/National%20Policies%20and%20Reports/170817_April2017GRS_Analysis%20of%20service%20information.zip

https://www.thejag.org.uk/Downloads/National%20Policies%20and%20Reports/170817_April2017GRS_Analysis%20of%20service%20information.zip

http://www.pathology.scot.nhs.uk/wp-content/uploads/sites/9/reports/2017-18-AR-SPAN-v1.0.pdf
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Scottish

Radiology
Transformation
Programme (SRTP)

Gyle Square
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.S.R.T.P@nhs.net SCOTLAND

Advanced Practice in Radiography Project
Reporting Radiographer pilot sub group

TERMS OF REFERENCE (ToRs)
Background

As part of the Service Transformation project within the Scottish Radiology Transformation
Programme, a sub project has been established to develop options for a sustainable Radiography
Advanced Practice service with the objective of capitalising on the capability of the existing
workforce and increasing the number of Advanced Practitioners through additional training and
education.

A short life working group (SLWG) has been created to guide this project with representatives from
the Radiography service, regional representation, Higher Education Institutes and other national
NHS Boards.

The SRTP Board met on the 14™ August 2018 and approved a pilot to test a national Radiographic
Reporting model. This pilot will not only test the service model but also national employment
arrangements and associated governance. ON completion the evidence will be reviewed and
evaluated and a recommendation made on if the model(s) are beneficial to progress.

Sub group of the SLWG

It is felt that the established SLWG has too broad a membership to focus solely on this pilot model.
It is, therefore suggested that a sub group of the SLWG is created to take this pilot forward. The
sub group will progress the pilot model and will report into the SLWG.

Aims
The aim of the sub group is to develop the Radiographic reporting pilot model, support the
establishment of the pilot & evaluate the evidence on completion providing a recommendation on
the suitability of progressing the model(s) into BAU.
Key objectives

1. To agree the proposed Radiographic reporting service model that has been developed by

the project team
2. To review, discuss and approve the implementation plan
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To review, discuss and approve the recruitment process and documentation

To review, discuss and approve the benefits realisation criteria

To develop an appropriate evaluation process

To quantify the number of all Radiography staff and their grade, mapping this nationally to

understand where skills are located geographically, showing any gap in service provision to

aid strategic planning

7. To investigate and document the training need of the current workforce in relation
specifically to reporting using the data gathered in key objective 6

8. To develop a BAU business case for continuation beyond the initial pilot period

oukw

Accountability

This group will be accountable to the Advanced Practice Short Life Working group who are
accountable to the SRTP Board with close links to the Shared Services Workforce Reference
Group (WRG).

Meeting Format

The initial sub group meeting will be face-to-face and the number of subsequent meetings have
been organised in anticipation of business need. The dates, times and locations are as follows:

Date Time Location

Monday 3" September 2018 | 12:00 — 14:00 MR G6, Meridian Court, Cadogan Street, Glasgow

Monday 5™ November 2018 | 11:00 — 13:00 MR 5.5, Meridian Court, Cadogan Street, Glasgow

Monday 3" December 2018 | 10:00 — 12:00 BR2, Gyle Square, South Gyle Crescent, Edinburgh

Monday 4" February 2019 13:00 — 15:00 MR 4.7, Meridian Court, Cadogan Street, Glasgow

It is anticipated that a proportion of the business will be conducted remotely via email or other
electronic methods. Decisions and actions will be recorded via an action log and disseminated to
the sub group members.
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Membership
The Group will comprise:

Role / Representing
Jim Cannon, SRTP Programme Director & Chair
Hazel Stewart, SRTP Project Manager

Caroline Handley, Radiology Reporting System Administrator /
Workflow Manager

Jonathan McConnell, Consultant Reporting Radiographer
Dr Andrew Baird, Consultant Radiologist, East Region
Dr Mark Majury, Consultant Radiologist, West Region TBC

Samantha Butler, Radiographer representative (North)
Stuart Williamson, Radiographer representative (East)

Anne-Marie Ross, Radiographer representative (West)
Jeanette Burdock, Management Representative

Fiona Hawke, SCIN representative

Richard Evans, SoR representative

Lesley Leishman, RGU representative

Val Blair, NES representative

Secretariat: Project Support Officer, SRTP
Additional members will be invited to attend meetings on an ad-hoc basis as and when required.

Consultation: The group will consult with the appropriate advisory group when necessary

Project Start date:  20™ July 2018
End date: August 2019
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Advanced Practice in Radiography Project

Sub Group - Education & Co-ordination

TERMS OF REFERENCE (ToRs)
Background

As part of the Service Transformation project within the Scottish Radiology Transformation
Programme, a sub project has been established to develop options for a sustainable Radiography
Advanced Practice service with the objective of capitalising on the capability of the existing
workforce and increasing the number of Advanced Practitioners through additional training and
education.

A short life working group (SLWG) has been created to guide this project with representatives from
the Radiography service, regional representation, Higher Education Institutes and other national
NHS Boards.

Through various stakeholder engagement events, three key areas of focus were identified: -

- Plain film reporting
- Sonography
- Mammography

The SRTP Board met on the 14™ August 2018 and approved a pilot to test a national Radiographic
Reporting model, for which there is time limited funding available. The project team however, did
not want to lose the enthusiasm that had been building in relation to the other areas of focus.
There is no specific budget allocated to these areas but it is felt that a sub group should be created
to scope ways to increase numbers in these areas through education and co-ordination.

Sub group of the SLWG

The established SLWG has too broad a membership to focus solely on this pilot model. Itis
suggested that a sub group of the SLWG is created to take forward this scoping exercise.

Aims

The aim of the sub group is to understand the activity and skills available at present and where
they are located and they should undertake a gap analysis which will highlight any potential for
growth through activity and service analysis.
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The subgroup will help define options on how best to train and educate staff in these key areas.
They should review the current process for clinical placements and give a view to how the co-
ordination of this could be managed if capacity was to be increased. The group will document their
findings and give clear recommendations on how increasing numbers in these areas could be
progressed, with any education or training needs included.

Key objectives

1. To understand and document activity numbers for ultrasound and mammography within the
potential scope of practise of Radiographer AP

2. Tounderstand and document the number of advanced practitioners in both Sonography
and Mammography and their grade, mapping this nationally to analyse where skills are
located geographically

3. Toundertake a gap analysis from the data captured in the mapping exercise

4. To investigate the education provision for both specialities, documented what is offered and
where it is offered (across the UK) including information on the method of delivery

5. To investigate and document the training need of the current workforce specifically in
relation to Sonography and Mammography

6. To investigate the current clinical placement process, suggesting how (if) this could be
improved in relation to activity and skills data captured in mapping exercise

7. To develop a business case (if required) for funding to progress possible pilot models

Accountability

This group will be accountable to the Advanced Practice Short Life Working group who are
accountable to the SRTP Board with close links to the Shared Services Workforce Reference
Group (WRG).

Meeting Format

The initial sub group meeting will be face-to-face and the number of subsequent meetings have
been organised in anticipation of business need. The dates, times and locations are as follows:

Date Time Location

Monday 1% October 2018 11:00 — 13:00

MR 4.8, Meridian Court, Cadogan Street, Glasgow

Monday 5" November 2018 | 13:30 — 15:30

MR 4.7, Meridian Court, Cadogan Street, Glasgow

Monday 3@ December 2018 | 13:00 — 15:00

GS2.11, Gyle Sq, South Gyle Crescent, Edinburgh

It is anticipated that a proportion of the business will be conducted remotely via email or other
electronic methods. Decisions and actions will be recorded via an action log and disseminated to

the sub group members.
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Membership

The Group will comprise:

Role / Representing
Jim Cannon, SRTP Programme Director & Chair
Hazel Stewart, SRTP Project Manager

Caroline Handley, Radiology Reporting System Administrator /
Workflow Manager

Jonathan McConnell, Consultant Reporting Radiographer
Consultant Radiologist - TBC

Morag Stout, Consultant Sonographer

Carine Stirling, Consultant Sonographer

Anne Lang, Consultant Mammographer

Jeanette Burdock, Management Representative
Jacqueline Pursey, Practice Educator

Fiona Hawke, SCIN representative

Maria Murray, SCoR representative

Karen Brogan, GCU representative

Lesley Leishman, RGU representative

Simon Holmes, QMU representative

Val Blair, NES representative

Chris Rowley, Scottish Government representative
Lindsey Mitchell, Scottish Access Collaborative representative
Lorna Nimmo, Scottish Mammography Education Centre

Lyn Hutchison, Specialist & Screening Programme, NSD

Secretariat: Project Support Officer, SRTP

Additional members will be invited to attend meetings on an ad-hoc basis as and when required.
Consultation: The group will consult with the appropriate advisory group when necessary

Project Start date: 20" July 2018
End date: August 2019
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Ultrasound

		College of Radiographers / CASE approved education courses in ultrasound (not including AAA screening) and mammography (next page)

		https://www.sor.org/news/how-become-sonographer 

		ULTRASOUND   http://www.case-uk.org/course-directory/  

		Institution		Course title (inc options)		Award/s		Numbers/cohort 		Duration		Level ECF / SCQF

		1. Glasgow Caledonian University		Medical Ultrasound		MSc/PgD/PgC		50 in 1st year		1 - 5 yrs PT		Level 11 SCQF

		www.gcu.ac.uk/study/courses/details/index.php/P01014-1PTAB-1617/Medical_Ultrasound_(Pt)_(Jan)		Rheumatology Sonography Course		Focused Course

				Third Trimester Obstetric Ultrasound		Focused Course

		2. Queen Margaret University		Medical Imaging (Ultrasound)		MSc/PgD/PgC		No Max. number		1 - 7 yrs BR (PT)		Level 11 SCQF

		http://www.QMU.ac.uk



		3. Birmingham City University  		Medical Ultrasound with Foundation year		BSc				(1 + 3) FT		UG NOT CASE

		www.bcu.ac.uk/courses/medical-ultrasound		Medical Ultrasound		BSc (Hons)				3 yrs FT		UG NOT CASE

				Medical Ultrasound		MSc/PgD/PgC		25 in 1st year		PT (DR)		Level 7 ECF

		www.bcu.ac.uk/courses/obstetric-ultrasound-focused-courses		Transabdominal First Trimester Screening		Focused Course

				Transabdominal Third Trimester Fetal Surveillance		Focused Course

				Obstetric Ultrasound Dating for Family Planning		Focused Course

				Early Pregnancy Ultrasound		Focused Course

				Transvaginal Ultrasound for Infertility		Focused Course



		4. Canterbury Christ Church 		Medical Ultrasound		MSc/PgD/PgC		15 in 1st year		2 yrs FT / 2-6yrs PT		Level 7 ECF

		www.canterbury.ac.uk/study-here/courses/postgraduate/medical-imaging.aspx 		Musculoskeletal Ultrasound		PgC				BR & DL (PT)		Level 7 ECF

				Pelvic Ultrasound		PgC						Level 7 ECF

				Obstetric Ultrasound		PgC						Level 7 ECF

				Vascular Ultrasound		PgC						Level 7 ECF

				Abdominal Ultrasound		PgC						Level 7 ECF

				Ultrasound Course on Hands, Wrists and Feet in Rheumatology		Focused Course

				Third Trimester Ultrasound Scanning		Focused Course



		5. University of Salford		Ultrasound Imaging		MSc		5 in 1st year		PT / FT 1 - 5 yrs		Level 7 ECF

		http://www.salford.ac.uk/pgt-courses/ultrasound-imaging2		Musculoskeletal Ultrasound		PgD / PgC		30 in 1st year		BR (PT) 1 - 5 yrs		Level 7 ECF

				Gynae & Early Pregnancy Ultrasound		PgD / PgC				BR (PT) 1 - 5 yrs		Level 7 ECF

				Obstetric Ultrasound		PgD / PgC				BR (PT) 1 - 5 yrs		Level 7 ECF

				Abdominal Ultrasound		PgD / PgC				BR (PT) 1 - 5 yrs		Level 7 ECF



		6. AECC (Bournemouth)  		Medical Ultrasound		MSc/PgD/PgC		50 in 1st year		PT/DR/DL		Level 7 ECF

		www.aecc.ac.uk/postgraduate-courses/msc-medical-ultrasound/ 		Podiatry Musculoskeletal Ultrasound		Focused Course

		https://www.aecc.ac.uk/study/our-courses/short-courses-and-cpd/ultrasound-short-courses/		3rd Trimester Pregnancy Growth Ultrasound		Focused Course

				Basic Gynaecology & Early Pregnancy Ultrasound		Focused Course

				Lower Limb Muscle Ultrasound		Focused Course



		7. City University of London 		Medical Ultrasound		MSc/PgD/PgC		35 in 1st year		DR (PT)		Level 7 ECF

		www.city.ac.uk/courses/postgraduate/medical-ultrasound



		8. Kings College London		Medical Ultrasound		MSc/PgD/PgC		60 in 1st year		BR (PT)		Level 7 ECF

		www.kcl.ac.uk/study/Search-results.aspx?q=ultrasound&level=CoursePostgrad		Vascular Ultrasound		MSc/PgD/PgC				BR (PT)		Level 7 ECF

				Ultrasound in Emergency and Critical Care		PgC				BR (PT)		Level 7 ECF

				Ultrasound in Specialist Practice		PgC				BR (PT)		Level 7 ECF



		9. Sheffield Hallam University		Medical Ultrasound 		PgD		20 in 1st year		FT 18 mths - 6yrs		Level 7 ECF

		www.shu.ac.uk/study-here/find-a-course/mscpgdippgcert-medical-ultrasound-programme		Medical Ultrasound 		PgD				DR (PT) 18 mths - 6yrs		Level 7 ECF

				Medical Ultrasound 		MSc				DR (PT) 3 - 6yrs		Level 7 ECF

				Musculoskeletal Ultrasound		PgC				DR (PT) 12 mths - 6yrs		Level 7 ECF

				Pelvic (Gynae) Ultrasound		PgC				DR (PT) 12 mths - 6yrs		Level 7 ECF

				Obstetric Ultrasound		PgC				DR (PT) 12 mths - 6yrs		Level 7 ECF

				Vascular Ultrasound		PgC				DR (PT) 12 mths - 6yrs		Level 7 ECF

				Abdominal Ultrasound		PgC				DR (PT) 12 mths - 6yrs		Level 7 ECF

				Focused Scope		PgC				DR (PT) 12 mths - 6yrs		Level 7 ECF

		10. Teeside University

		www.tees.ac.uk/postgraduate_courses/Health_&_Social_Care/MSc_Medical_Ultrasound.cfm 		Medical Ultrasound 		MSc/ PgD/ PgC		20 in 1st year		BR (PT) 1 - 5yrs		Level 7 ECF



		11. Cumbria University		First Trimester Ultrasound		CPD (University Award)		25 in 1st year		BR (PT) 12 mths

		www.cumbria.ac.uk/study/courses/postgraduate/medical-imaging-ultrasound-msc/		Third Trimester Ultrasound		CPD (University Award)				BR (PT) 12 mths

				Musculoskeletal Ultrasound		CPD (University Award)				BR (PT) 12 mths

				Breast Ultraound		CPD (University Award)				BR (PT) 12 mths

				Medical Imaging (Ultrasound)		MSc/ PgD/ PgC				BR (PT) 1 - 5 yrs		Level 7 ECF

		www.cumbria.ac.uk/study/courses/postgraduate/accelerated-route-medical-ultrasound-direct-entry/		Medical Imaging (Ultrasound)		MSc  (Direct Entry)		8 - 10 students		FT 2yrs		Level 7 ECF



		12. University of Derby		Focused Specialist Ultrasound		University Certificate

		https://www.derby.ac.uk/courses/postgraduate/medical-ultrasound-msc/		Medical Ultrasound		MSc/ PgD/ PgC		25 in 1st year		BR (PT) 1 - 5yrs		Level 7 ECF

				Medical Ultrasound		MSc 		8 - 10 students		FT 2yrs		Level 7 ECF



		13. University of East London		Musculoskeletal Ultrasound		PgC		16 students		BR / DL / FT or PT		Level 7 ECF

		www.uel.ac.uk/Postgraduate/Courses/PGCert-Musculoskeletal-Ultrasonography



		14. University of Essex		Musculoskeletal Ultrasound Imaging		MSc/ PgD/ PgC		Not capped		PT (up to 5yrs)		Level 7 ECF

		www.essex.ac.uk/sres/pg



		15. University of Leeds		Diagnostic Imaging (includes ultrasound / mammography)		MSc/ PgD/ PgC		15 / 25 in 1st year		BR (PT) 1 - 3 yrs		Level 7 ECF

		medhealth.leeds.ac.uk/coursefinder/26123/MSc_Diagnostic_Imaging		Diagnostic Imaging		PgD				BR (FT) 12 mths		Level 7 ECF



		16. University of the West of England (Bristol)		Medical Ultrasound		MSc/ PgD/ PgC		35 in 1st year		BR / DL		Level 7 ECF

		http://courses.uwe.ac.uk/B80042/2016



		17. University of Ulster		Advancing Practice in Medical Ultrasound		MSc/ PgD/ PgC		20 in 1st year		PT Blended Learning

		https://www.ulster.ac.uk/courses/course-finder/201718/advancing-practice-13392

		BR = Block release; PT = Part-Time; FT = Full Time; DR = Day Release; DL = Distance Learning



http://www.aecc.ac.uk/postgraduate-courses/msc-medical-ultrasound/http://www.canterbury.ac.uk/study-here/courses/postgraduate/medical-imaging.aspxhttp://www.tees.ac.uk/postgraduate_courses/Health_&_Social_Care/MSc_Medical_Ultrasound.cfm

Mammography

		MAMMOGRAPHY

		Institution		Course title (inc options)		Award/s		Numbers/cohort 		Duration		Level 

		1. Queen Margaret University		Mammography		MSc/PgD/PgC				PT 3 - 7 yrs		Level 11 SCQF

		https://www.qmu.ac.uk/study-here/postgraduate-study/2018-postgraduate-courses/msc-mammography/

		with West of Scotland Breast Screening Centre



		2. Birmingham City University		Mammography		Pg Award						Level 7 ECF

		with Nottingham International Breast Education Centre (NIBEC)		Breast Image Reporting		Pg Module						Level 7 ECF

		https://www.nuh.nhs.uk/post-graduate-modules		Breast Interventional Technique		Pg Module						Level 7 ECF



		3. Cardiff University		Clinical Competence in Mammography		Pg Module (30 credits)						Level 7 ECF

		http://www.cardiff.ac.uk/healthcare-sciences/courses/postgraduate-taught-programmes/stand-alone-modules/modules/hct053-clinical-competence-in-mammography		Image Guided Interventional Procedures of the Breast - Mammography		Pg Module (30 credits)						Level 7 ECF

				Image Interpretation and Reporting in Mammography		Pg Module (30 credits)						Level 7 ECF



		4. Kingston University & St George's University		Medical Imaging (Mammography)		MSc/PgD/PgC				PT 2 - 5 yrs		Level 7 ECF

		https://www.kingston.ac.uk/postgraduate-course/radiography-medical-imaging-mammography-msc/

		https://www.kingston.ac.uk/postgraduate-course/radiography-breast-evaluation-msc/		Breast Evaluation		MSc/ PgD/ PgC				PT 2 - 5 yrs		Level 7 ECF



		5. University of Salford		Advanced Medical Imaging (includes Mammography)		MSc/ PgD/ PgC				PT 2 - 3 yrs		Level 7 ECF

		http://www.salford.ac.uk/pgt-courses/advanced-medical-imaging



		6. London South Bank University		Breast Imaging		PgC (can go onto MSc Imaging)				PT up to 2 yrs		Level 7 ECF

		http://www.lsbu.ac.uk/courses/course-finder/breast-imaging

		with National Breast Screening Training Centre, King's College NHS Foundation Trust.

		PT = Part-Time;



https://www.kingston.ac.uk/postgraduate-course/radiography-medical-imaging-mammography-msc/http://www.cardiff.ac.uk/healthcare-sciences/courses/postgraduate-taught-programmes/stand-alone-modules/modules/hct053-clinical-competence-in-mammography
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Bulletin — October 2018

Welcome to the 6t bulletin from the Scottish Radiology Transformation
programme (SRTP). This provides an update on the progress of the
programme to date

So what’s new?

® The programme team attended the Scottish Clinical Imaging Network (SCIN) annual event,
held in Dundee on 4™ October 2018. Some of the topics covered at this event were Al: The
Impact on Workload, as well as an update from the Scottish Government’s AHP Lead in
Education and Workforce on strategic developments in imaging for radiographers. There was
also avery interesting update on radiographic practice in the breast service, alongside how
partnership working is improving cancer wait times. A series of breakout sessions were also
held relating to a number of areas including how to manage ultrasound demand, radiographer
reporting, trainee retention and a demonstration of the workforce modelling tool by our own
Jennifer Robertson. The members of the team who attended this event found it very
informative and it further reiterated the importance of the programme.

® On site road shows have now commenced and taken place in Raigmore, Perth, Fort William
and Oban with dates also agreed for Ninewells and Stracathro being planned in the coming
months. These are informative “drop in” events to allow operational staff to come and ask
questions about the new IT system (Share +), give their input to how the cross boundary
workflows might work.
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So what’s happening in the projects?

IT Connectivity

The Central Solution build for Share+ has been completed and the SWAN connectivity is now in
place. At the last Board meeting a National Voice Recognition Enterprise Licence was approved
and this has now been purchased for the SRTP.

North Region implementation projects are underway in Oban, Raigmore and Tayside with a date
planned to kick off the Grampian project in the next few weeks. Both Carestream and HSS have
completed their RIS to Share+ interface development work and local site testing of these
interfaces is scheduled for Oban week commencing 22nd October and Raigmore 29th October.
Tayside testing scheduled for end of November.

Provisional Go-Live dates for first three North sites:-
e NHS Highland — Argyll and Bute — 03 December 2018
e NHS Highland — North — 10 December 2018
e NHS Tayside — 16 January 2019

Engagement for implementing Share+ has started with the West at Regional level, with meetings
for individual West Boards expected to take place during November/December. Discussions are
underway between NSS, SERRIS and Soliton in the East, as to how best to incorporate the
existing architecture into the overall national Share+ solution

National Radiology Information & Intelligence Platform — (phi NRIPP)

The first NRIIP dashboards were released at the start of August 2018 and are already being accessed
by the Radiology community in Scotland. We are keen to encourage uptake and get feedback about the
dashboards so will shortly be contacting NHS Boards to offer the opportunity to participate in feedb ack
sessions. These will initially be offered via WebEx, however if you would be interested in a face to face
discussion, please get in touch via nss.phinriip@nhs.net.

If you don’t yet have access to the NRIIP dashboards, you will need a username and password; this will
be the same as for any other NSS data marts and information tools/products that you maybe have
access to. If you don’t currently have access to any of these, don’t worry, you can register via
https://useraccess.nhsnss.scot.nhs.uk and a username/password will be sent to you. You can then use
this to log into UAS (via the previous link) and request access to NRIIP. When you have been set up with
access to the NRIIP dashboard you can access it via this link: http://viz.nhsnss.scot.nhs.uk.

Due to the complexity of the data required to support enhanced versions of the dashboard, the project
team is revising the project plan so that we can deliver the project by end of March 2019. Further
dashboard enhancements will be released incrementally between now and then.
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Board Engage ment

Engagement continues in the North Region as we move towards the first Boards going live with the IT
Connectivity project. A regular teleconference has been established between the North Regional
Radiology Programme Manager and the SRTP team to ensure work is aligned and the SRTP team
regularly participate in the North of Scotland Regional Radiology Core Group meeting which takes place
on a monthly basis. Regional introductory meetings are underway with key contacts in the West, with an
initial service group meeting planned for the 5th November. This meeting will be used to inform
colleagues in the West of the high level implementation plan and the timeline associated with this work.
The scheduling for the West Boards is under discussion at present. The East engagement will begin
shortly, with an implementation plan and scheduling timeline in development.

Our Workflow managers have been delivering Roadshows to staff within Radiology departments in the
North Region, the aim of the Roadshows are to introduce the Workflow Managers to the Workforce but
also to inform key operational personnel of the Scottish Radiology Transformation Programme and its
associated projects. To date the Roadshows have been well received by staff on the ground. The
Roadshows will be delivered around the country and will run in parallel to the scheduled implementation
with the North receiving these first as early adopters but the West and the East will follow shortly. If you
would like further information in the meantime, the Workflow Managers’ contact details are at the bottom
of the bulletin.

Service Transformation:

There are various sub projects within the Service Transformation programme and significant updates are
summarised below:

e Consultant Job Design Guidance: - Working with board representatives, the project is nearing
conclusion with the aim of agreeing guidance that describes a model job plan for a general
consultant radiologist with a special interest, in order to reduce variation across Scotland. The
short life working group is in the final stages of agreeing the job planning template and confirming
what opportunities there are for boards in order to help recruit to hard to fill posts. The project
aims to be complete by December 2018.
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Advanced Practitioner / Reporting Radiographer: - The Advanced Practice projectis
underway, two sub groups have been established to help focus the work of the project, one will
help to guide the reporting Radiographer pilot and the other will look at the Education & Co -
ordination of Radiology Advanced Practitioners. The sub groups are made up of representatives
from the Service including reporting Radiographers, Sonographers and Breast Advanced
Practitioners as well as Radiologist representation, Service managers, HEI members and
participants from the Society and College of Radiographers.

The SRTP Board gave approval for the project to proceed with the development of a reporting
Radiographer pilot that aims to test a new model of delivering a reporting Radiographer service.
The pilot will employ reporting Radiographers nationally to undertake reporting of plain films in
addition to their existing role. These roles will be advertised on SHOW in the near future, please
contact Jim Cannon, SRTP Programme Director, for further information. Details can be found at
the bottom of the bulletin.

Radiology Hub: - This project is looking at ways to increase Radiology reporting capacity by
utilising the IT connectivity solution and establishing a virtual Radiology reporting Hub. This
project is in its infancy and is in the process of being scoped at present, this approach may offer
an alternative employment method to those staff groups who are unable to commit to a defined
contracted role, offering more flexibility. The project team are considering whether this
employment option could be contained within the Supplementary Staffing Service which is also
being scoped at present. Combining these projects would avoid duplication and give the project
clear focus.

Workforce Modelling Tool: - The workforce modelling tool has been developed by the SRTP
team which will help future workforce planning exercises by understanding the demand for
reporting across the different modalities, and the availability of those able to report. The SRTP
team are working with the Scottish Government which has developed another modelling tool that
concentrates on the supply side in terms of resources available now and in the future. The aim is
to join together to produce a combined modelling tool that will include both supply and demand.
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e Safe Working Framework: - The Safe Working Framework is nearing completion from

a National perspective and will be forwarded on to the North region for additional review
and development. The framework sets out the national expectation but it will need
updated iteratively in collaboration with Boards and users once the systemiis live. The
document will be updated with workflows and processes so that users have an easy
access guide to the information they require and the document will be interactive with
links included for ease of use.

e Clinical Decision Support Software: - This project is progressing well. The project

team is collaborating with the Scottish Government to develop a National CDS pilot
solution. A CDS software prototype has been developed by Cambio, which was
presented at the CDS Steering Group meeting on 20 September. The demonstration of
the prototype assured the CDS Steering Group in the decision that Cambio has the
capability to develop a CDS radiology solution for the pilot. Based on the presentation
of the prototype, the group agreed to make a supplier decision for the pilot in favour of
Cambio.

NHS Ayrshire & Arran and NHS Greater Glasgow & Clyde have been selected by the
CDS Steering Group as the piloting health boards, following engagement and an
application process with interested health boards. Both applications demonstrated a
good understanding and enthusiasm of the pilot as well as strong support on a local
level to support the pilot.

Changes within SRTP:

As the Implementation phase of the project continues to gather pace, the team continues to grow and
welcomes:

Pamela Harrison, North Regional Radiology Programme Manager and Diane Fay, West Regional
Project Manager. Both Pamela and Diane will be helping to facilitate the programme in their
respective regions.

Ruth Cardwell Moore, seconded from Scottish Ambulance Service. Ruth brings her many years
experience as an HR Manager to the programme and will, for the most part, be working on the
Service Transformation projects.

Peter Mitchell, Project Support Officer. Peter is new to the organisation having worked for many
years with the Energy Saving Trust, delivering energy efficiency, renewable and transport
programmes on behalf of the Scottish Government.

We also have a new Project Manager starting later this month.... more to follow....
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Where can | get more information?
Programme Director: Jim Cannon — Jamescannonl@nhs.net

Medical Director: Dr Hamish McRitchie — Hamish.McRitchie @nhs.net
The Scottish Radiology Transformation Programme Mailbox — NSS.S.R.T.P@NHS. Net
Workflow Managers - NSS.Radiology.wim@NHS. Net
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Welcome to the Scottish Clinical Imaging Network autumn newsletter. This
edition will summarise the work that SCIN has undertaken or been involved in
during the past few months.

( SISAT Self assessment Tool h

Dr Fiona Hawke presented the Scottish Imaging Self Assessment Tool (SiSAT) to
the Scottish managers meeting on October 3™. This was well received in principle
and the tool will be circulated to the Scottish managers for use in their hospitals
and Boards. The SiSAT was also on the agenda of the Scottish Association of
Medical Directors meeting for October 3™ and gained their support for the use of
the SiSAT across Scotland. They were keen that this was taken up on a voluntary
basis and not as a compulsory tool policed by the Medical Directors. Further
\evaluation of this tool will follow in the next few months /

" PETICT-Updates

The Capital Plan as discussed in the Business case has
been accepted which includes the purchase of cyclotrons
for Grampian and Glasgow and a third scanner for
Glasgow.

Funding for new indications, organic growth and Gallium
has been approved for all 4 sites In line with the investment
profile.

A short life working group is being established in order to
coordinate the roll out of the Gallium business case in a

\ uniformed way across all PET/CT centres. /

Scottish Clinical Imaging network





Events
ﬁ’aediatﬂc Event

The Paediatric Event “National challenges -

developing local solutions” took place on 30"

August 2018, chaired by Dr Simon McGurk

and Dr Michael Jackson.

It was attended by a wide range of paediatric imaging professionals from across

Scotland. The purpose of the event was to explore the provision of education for

the imaging community, specifically relating to paediatric imaging.

This event provided the paediatric community with a place to network, as well as

allowing key strategic issues to be discussed and solutions developed.

Presentations on the day included;

. history to the pressures in paediatric imaging and the current challenges
facing the paediatric service

. The challenges of working “in the periphery”, i.e. services out with the
central belt

. Reporting radiography

. Paediatric dosimetry

Trauma imaging

National guidance on Non-Accidental Injury (NAI) imaging in paediatrics

and the challenges in implementing these
It was noted that there was a great deal of meaningful improvement work in
paediatric imaging that could be driven forward by SCIN and attendees were
committed to supporting this.

Presentations will be made available on the SCIN Website

" Annual Event A

The SCIN annual event took place on 4" October 2018 in the Malmaison Hotel
Dundee, this event was chaired by Dr Hamish McRitchie.

The main aims of the event were to raise awareness of current hot topics in
imaging and related areas and to allow delegates to share their thoughts and
feelings and ask any questions they may have. It was also highlighted that
outcomes from these events can shape future work for SCIN and imaging in
Scotland.




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



/Presentations on the day included some of the topics below, these slides will be\
available on the SCIN Website.

Artificial Intelligence

Progress of the SRTP programme

The role of the play leader in Radiology

Dose optimisation

The importance of safety in MR

Managing demand for sonography

Extended radiographic practice in the breast service

The power of working in the partnership improves cancer waiting time
performance

. Courses available in Scottish universities for Radiographers

\_ J

 Team Updates )

Lead Clinician— Recruitment for a new
SCIN Lead Clinician will be resumed in
early 2019, this post will be advertised on
the NHS SHOW website.

Imaging Manager—Dr Fiona Hawke's
contract has been extended until April
2020 as the SCIN Imaging Manager, this
was endorsed by the SCIN Steering
Group.

Want to get
involved with
SCIN?

Programme Manager— Ms Dawn Currie
has been appointed as the new
Programme Manager for SCIN. Dawn has
30 years nursing experience having

worked in the Beatson West of Scotland Further details can be found on the
Cancer Centre for as a Nurse Advanced SCIN webslte:
Practitioner and latterly as a Project www.SCIN.scot.nhs.uk
Manager. Or contact us via email on:
Programme Support Officer— Shelley NSS.SCIN@nhs.net
Heatlie has been appointed as the SCIN

Programme Support Officer. She has The National Managed Diagnostic Networks
recently graduated with a BSc (hons) in ’ are on Twitter at @NMDNScot

Management and has several years
\experience working in the public sector./




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

https://twitter.com/NMDNScot

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

mailto:NSS.SCIN@nhs.net
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AHPF Scotland Meeting: Jeane Freeman MSP (10.05am-11.00am)

15th November 2018


MEETING BRIEFING for Cabinet Secretary and Scottish Government 





AHPFS Contacts




Janice McNee 	   (Convener) 		janice.mcnee@nhs.net  

Colin Crookston (Vice Convener)	colin.crookston@collegeofparamedics.co.uk 

Andrena Wilson (Secretariat) 		andrena.wilson@rcslt.org  0131-226-5250



Aims of meeting



This meeting will introduce AHPFS to the Cabinet Secretary and highlight the contribution and cost effective solutions that Allied Health Professionals (AHPs) can, and are making to transforming Health and Social Care.  



AHPFS is a strategic alliance of thirteen professional bodies representing AHPs in Scotland as listed above.  Each has their unique uni-disciplinary skill and allied together as a group of AHPs, we make up the third largest workforce group in NHS Scotland (after nurses and doctors). We work with a wide variety of partners including social care, medicine, education, criminal justice, third sector and also have a significant number of private practitioners. 



AHPFS welcomes the opportunity to meet and build a relationship with the Cabinet Secretary, and to consider how we best can work together on any future collaboration. 









Topics to cover



1. Allied Health Professionals – a cost effective solution?

2. AHP leadership at a strategic level

3. NMAHP Transforming Roles

4. Health and Care (Staffing) (Scotland) Bill

5. The NHS Health and Social Care Workforce plan

6. Active and Independent Living Programme (AILP)



Key points



· AHPs welcome innovation, diversity and change. 

· The future model of Health and Social Care is multidisciplinary with uniform investment required in the whole multi-disciplinary team wherever gaps exist, not just in doctors and nurses. The Staffing Bill offers opportunities to transform the make up of the workforce needed to deliver more effective models

· AHPs are an integral part of the future planning and delivery of quality services within Scottish government and in NHS boards/Integrated Joint Boards.

· AHPs are a clinical and cost-effective solution to future challenges facing the Health and Social Care system.

· Strategic direction is necessary to ensure the AHP workforce are enabled to optimise opportunities and lead in healthcare transformation. 

· AHP informed leadership at strategic, resource allocation tables is essential if AHP users are to enjoy full benefit of the AHP offer.  

· The language and narrative used by Scottish Government should be both inclusive and cognisant of the diversity of health professions, in policy development, public debate and in the media. 



Venue and directions



Janice McNee / Colin Crookston will meet the Cabinet Secretary at the reception area of the The Crags Centre on the 15th November at 10:05am.  



Address 

The Crags Centre

10 Bowmont Place

Edinburgh 

EH8 9RY








Attendees



		

		Name

		Title and organisation



		1. 

		Janice McNee

		Convenor AHPFS 



		1. 

		Colin Crookston

		Vice-convenor  AHPFS



		1. 

		Alison Keir

		Policy Officer - Scotland, Royal College of Occupational Therapists



		1. 

		Ben Saul

		Chair to the Trustees of the British Association for Music Therapy



		1. 

		Kenryck Lloyd-Jones

		Public Affairs & Policy Manager for Scotland, Chartered Society of Physiotherapy Scotland



		1. 

		Kim Hartley Kean

		Head of Scotland Office, Royal College of Speech and Language Therapists



		1. 

		Lucie McAnespie

		Head of Adult Speech and Language Therapy, NHS Lothian & Chair of Hub Forum Scotland



		1. 

		Maria Murray

		Professional Officer (Scotland), The Society & College of Radiographers



		1. 

		Nicola Munro

		Orthotic Clinical Lead / Manager, NHS Greater Glasgow and Clyde



		1. 

		Nicolette Divecha

		AHPF Co-ordinator



		1. 

		Robert MacBean

		Policy Officer, Royal College of Speech and Language Therapists



		1. 

		Ross Barrow

		Policy and Public Affairs Officer, The College of Podiatry



		1. 

		Ruth Balmer 

		Policy Officer, British Dietetic Association 



		1. 

		Ruth Currie (Observer)

		Physiotherapy MSK Lead, NHS Lanarkshire



		1. 

		Sara Conroy

		CSP Professional Adviser for Scotland, Chartered Society of Physiotherapy Scotland



		1. 

		Shona Ballentyne

		Practice Development Occupational Therapist, NHS Greater Glasgow and Clyde Acute Division



		1. 

		Tracey Tiley

		Council Rep for Adults, British Association of Art Therapists Scotland



		1. 

		Andrena Wilson

		PA to Head of Scotland Office, Royal College of Speech and Language Therapists







































AHP role descriptions



Art therapist

Art therapists help people deal with issues and emotions by helping them to express themselves through art.

Diagnostic radiographer

Diagnostic radiographers capture images of the body that help to diagnose patients with illnesses or injuries. 

Therapeutic radiographer

Therapeutic radiographers are responsible for the planning and delivery of accurate radiotherapy treatments. 

Dietitian

Dietitians use their expert nutritional and dietetic knowledge to help people to make appropriate lifestyle and food choices. 

Dramatherapist

Dramatherapists use drama to support clients, by helping them build self-awareness and self-confidence

Music therapist

Music therapists work with people of all ages, using music to help them make positive changes in their emotional wellbeing. 

Occupational therapist

Occupational therapists help people to carry out everyday activities, which are essential for health and wellbeing

Orthoptist

Orthoptists work with patients to assess and manage a range of eye problems. 

Physiotherapist

Physiotherapists help people affected by injury, illness or disease through movement, manual therapy, education and advice. 

Prosthetist and orthotist

Prosthetists fit artificial limbs, called prostheses. Orthotists prescribe support aids called orthoses. 

Podiatrist

Podiatrists diagnose and treat a wide range of conditions associated with the foot and ankle. 

Speech and Language Therapist

Speech and language therapists assess and support people with communication problems.

Paramedic

Paramedics provide an immediate response to accidents and medical emergencies. 
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1. INTRODUCTION

Scotland’s Position Statement on Supervision for Allied Health Professions (AHPs) has been developed in
partnership with the AHP Directors Scotland Group, the AHP Federation Scotland, NHS Education Scotland
(NES) and the Scottish Government AHP Chief Health Professions Office.

Purpose of this Statement

This statement offers principles and guidance to support the provision of supervision for all AHPs and AHP
Health Care Support Workers (HCSWs) working across health and social care in Scotland; in the NHS; Local
Authority and Health & Social Care Partnerships.

« Itisapplicable to all roles and levels of practice.
+ ltarticulates the overarching principles of supervision.

« It offers guidance which should then inform local supervision policy and practice including any specific
uni-professional requirements.

+ It setsthe direction for AHP staff, their professional leads and line managers to ensure processes and
systems are in place to support supervision.

2. BACKGROUND AND CONTEXT
There are approximately 12,000 AHPs and 2,250 AHP HCSWs employed in Scotland. Their contribution is
essential to providing safe, effective and person-centred services across the health and social care sector.

National policy and drivers! recognise that a well-educated, motivated, capable and supported workforce
is vital to achieving Scotland’s vision for health and social care by 2020 and beyond. Effective supervision
can contribute to the continued development of healthy organisational cultures, ensure sustainable AHP
practice, the embedding of emerging AHP roles and support staff engagement and morale. Ultimately this
has a positive impact on the people who use our services.

In the context of the integration of health and social care services in Scotland and wider public sector
reform, AHP staff are being asked to work in new roles and deliver new models of service. This requires
robust clinical and professional governance arrangements to be in place to support staff.

Based on the well-documented benefits of supervision (Dawson, 2013) this statement takes the position
that all AHP practitioners, irrespective of their level of practice or experience, should have access to,
and be prepared to make constructive use of supervision. Indeed, many of the AHP Professional Bodies
state that access to regular supervision should be available for all staff. The Health & Care Professions
Council (HCPC) advise that access to good quality supervision is a supportive structure to enable a
registrant to meet the HCPC standards for continuous professional development (CPD). Guidance on the
HCPC website http://www.hcpc-uk.org/registrants/cpd/activities/ includes supervision as one of many CPD
activities.

Whilst HCSW staff are not registered by the HCPC, it is intended that the practice outlined in this statement
should extend to all non-regulated staff. This is consistent with the Induction Standards for Health Care
Support Workers (2009) and the Scottish Social Services Council (SSSC) Code of Practice for Social Workers
and Employers (2016).

1 Forexample, Everyone Matters: 2020 Workforce Vision (2013), Social Services in Scotland: a shared vision and strategy
2015-2020 (2015), the National Clinical Strategy for Scotland (2016) and the National Health and Social Care Workforce Plan
(parts 1 and 2) (2017)
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3. DEFINITION OF SUPERVISION

Whilst there is no agreed best or single definition of supervision, there are common purposes attributed to
supervision. These include ensuring competent and safe practice, promoting wellbeing and professional
practice and developing knowledge, skills and values (Dawson, 2013; Daly and Muirhead, 2015). What
evidence there is points to effective supervision being associated with job satisfaction, organisational
commitment and retention of staff (SCIE, 2013).

Supervision is described by the Department of Health as:

“a formal process of professional support and learning which enables practitioners to develop
knowledge and competence, assume responsibility for their own practice and enhance consumer
protection and the safety of care in complex clinical situations. It is central to the process of learning and
to the expansion of the scope of practice and should be seen as the means for encouraging self-
assessment and analytic and reflective skills...” (1993)

The (SSSC (2015)) describes effective supervision as:

“Reflecting on practice [It] provides staff with support in the complex, responsible and emotionally
challenging work they undertake. It should be conducted in the context of a supportive learning
environment that actively encourages the continuous development of good practice and skills. Regular,
high quality, organised, supervision is key to developing staff skills, knowledge and values.”

Kavanagh et al (cited in Dawson, 2013) defines supervision as:

“Aworking alliance between practitioners in which they aim to enhance clinical practice, fulfil the goals
of the employing organisation and the profession and meet ethical, professional and best practice
standards...while providing personal support and encouragement in relation to professional practice.”

4, CORE PRINCIPLES OF SUPERVISION
The quality of supervision can be understood to have a direct bearing on the quality of service delivery and
outcomes for people. The following core principles underpin effective supervision practice:

+ Supervision should be an active process which both supervisor and supervisee agree to and where
appropriate, should be underpinned by an evidence based model.

« Supervision has an important underpinning role in enacting the health and social care values in
Scotland. For more information, see Care and Support in Scotland, NHS Scotland Values and the Allied
Health Professions Scotland Consensus Statement on Quality Service Value.

« Supervision must ensure the effective management of practice by developing and supporting staff and
promoting staff engagement within the organisation.

+ All staff members, irrespective of their role, have the right to receive effective, quality supervision.
+ Protected time should be allocated.

« The supervisory process should promote and protect the best interests of staff and service users
irrespective of differing diversity of experience, including all protected characteristics under equality
legislation.

« All staff members bear responsibility for the quality of their own work and are required to prepare for,
and make a positive contribution to the supervisory process. They are not passive recipients.

« Supervision should be available to all AHP staff in four areas of professional activity: Practice,
Professional, Managerial, and Operational, on an interpersonal and supportive basis.

« Employers have a responsibility to promote effective supervision that is consistent with this statement
and to ensure learning and development opportunities are provided for both supervisors and
supervisees.



http://scotgov.publishingthefuture.info/publication/care-and-support-in-scotland-values-and-principles-statement

http://www.gov.scot/Topics/Health/NHS-Workforce/Policy/2020-Vision

http://www.gov.scot/resource/0043/00438291.pdf

http://www.gov.scot/resource/0043/00438291.pdf



5. PURPOSE OF SUPERVISION

The overall intention of supervision is to improve professional self through lifelong learning, improve
professional practice and to feel, and be supported as a member of staff (NHS Lanarkshire, 2010). As
previously noted, these ultimately support the delivery of safe, effective and person-centred care to the
people who use health and social care services.

Proctor’s model of supervision (cited in Clinical Supervision Toolkit, Helen and Douglas House, 2014)
remains a useful way of thinking about the purpose and benefits of supervision. This model (see diagram 1
below) identities three elements of supervision;

Normative (Accountability): This element focuses on supporting individuals to develop their ability and
effectiveness in their clinical role, enhancing their performance for and within the organisation. The aim is
to support reflection on practice with an awareness of local policy and codes of conduct.

« Supports delivery of a high standard of safe and effective care
« Enhances performance

Formative (Learning): Learning is also referred to as the educative element. It enables participants to
learn and continually develop their professional skills fostering insightfulness through guided reflection. It
focuses on the development of skills knowledge, attitudes and understanding.

« Supports personal and professional development
« Encourages and supports lifelong learning
+ Identifies further learning and development needs

Restorative (Support): This element is concerned with how participants respond emotionally to the work
of caring for others. It fosters resilience through nurturing supportive relationships that offer motivation
and encouragement and that can also be drawn upon in times of stress.

« Supports self-care and wellbeing
+ Provides insight into our emotional responses
+ Enhances morale and working relationships

Diagram 1 Proctor’s model of supervision

Formative

Clinical
Supervision

Normative ) 1 Restorative





Table 1 below summaries what is traditionally considered to be be covered in the purpose and intent of
supervision and what is not.

Table 1 Summary of what supervision is and is not

Supervision Supervision is not

« Supports development of knowledge, skills, values and | « Psychotherapy, therapy or counseling.
practice within a role or area. (although it can be therapeutic)

+ Benefits people who use the services, their familiesand | «  An opportunity to ‘police’ staff and
carers. check up on their actions.

+ Promotes staff wellbeing by provision of support. « Dictated by hierarchical relationships

« Provides a safe place for professional development, and positions within the organisation.
growth and accountability through the use of « An opportunity for performance
appropriate questioning, challenge, affirmation and management or assessment (although
structured reflection. effective and supportive supervision

« Leads the individual to identify their own solutions. may identify that a practitioner is

. Supports AHPs through challenging and complex struggling/poorly performing, enabling

the supervisor to provide early support
to prevent a small problem becoming a
big problem).

« Controlled, managed and delivered by
the supervisor and/or manager.

situations.

« Supports reflective practice and clinical reasoning
taking account of professional standards, the
legislative context and eligibility criteria for service

delivery.
« Aplace for blame, gossiping or

moaning.
« Aplace for pejorative judgement on
practice.

(adapted from Helen and Douglas House Toolkit, 2014 and NHS Lanarkshire, 2010)

6. DELIVERY OF SUPERVISION

6.1 Components of Supervision

Within practice, the term ‘supervision’ can be problematic. Whilst many people do share a common
understanding of what it means and what it looks like in practice it can’t be assumed that this is
necessarily the case. For some the word ‘supervision’ can mean being watched or monitored, for others it is
about support and professional development. Many individual AHP professional bodies have guidance on
supervision that provides valuable additional support. This statement takes the position that, regardless
of the terminology used, all AHP staff should be in receipt of regular support which is underpinned by the
elements in the Proctor model and which covers the four interconnected components outlined below (and
summarised in Table 2):

Practice/Clinical Supervision: Aims to ensure best practice in relation to the care, support and treatment
provided to people who use our services. Includes assessment, treatment, clinical reasoning, therapeutic
intervention, decision making, consultation, and other clinical activities. Or, for some AHPs, aims to ensure
best practice in relation to health protection, health improvement and improving services for populations.
It also includes surveillance and assessment; policy and strategy development and implementation;
strategic leadership and collaborative working. Can be achieved through reflection, discussion and review
of tasks and relationships with people and their families and carers. Ideally, the AHP supervisor should be
from the same profession and, where possible, have experience in the same (or related) clinical area. If this
is not possible then it may be appropriate to ensure supervision is provided from outwith the organisation.
The professional or operational leads/managers should agree streamlined approaches to the supervision
of AHPs in rotational posts/split posts to avoid the need for multiple supervisors and ensure clarity of
approach.





Professional Supervision: All AHPs should have access to a Professional Lead/Manager of the same
profession for issues relating to scope of practice and role, CPD, professional and ethical issues. This
ensures that standards for Conduct, Performance and Ethics (2016), CPD (2012) and Proficiency (2013),

as set down by HCPC, are met. This type of supervision focuses on developing professional competence,
meeting regulatory CPD requirements, providing feedback on performance, identifying development
needs, supporting knowledge into practice, delivering service improvement and new models of practice in
response to national policy and drivers.

Managerial Supervision: Ensures that the management (competent, accountable performance) function
is met. Focuses on ensuring that organisational/professional policies and procedures are understood and
adhered to, ensures quality performance e.g. appraisals take place and objectives are reviewed, case notes
are audited, statutory responsibilities are met. Also covers workload management and prioritisation
(based on experience and skills of practitioner and the service need), risk management and caseload
management as appropriate.

Operational Supervision: Focuses on staff engagement with the organisation’s function. It may include
communicating about organisational changes and initiatives, resourcing issues, policy clarification,
representing staff needs to management, offering feedback on how organisational policies/practice are
perceived, and negotiating on differences which may arise between supervisors and other professionals,
teams or service. For AHPs working in a devolved structure and operationally managed by someone
outside their profession, there may be situations that the operational manager requires to seek support
and guidance from the profession specific Professional Lead. It is recommended that operational
managers always work collaboratively with the Professional Lead to support individual staff members.

Table 2 Summary of components of supervision

1 Practice/Clinical

2 Professional

3 Managerial

4 Operational

Mainly relates to the
care, support and
treatment provided
to people who use
our services.

Mainly relates to
scope of practice,
ensuring best
practice to deliver
high quality care,
professional
development,
identity and
professional issues.

Mainly focuses on
ensuring
competent,
accountable
performance.

Mainly focuses on staff engagement
with organisational function.

Often linked together and referred to as
Practice or Clinical supervision.

Often linked together and referred to as line management.

Accountability (normative)

Learning (formative)

Support (restorative)






Sometimes the four components of supervision will be covered by the same supervisor from within the
supervisee’s profession, but this will not be the case for many staff. Where managerial/operational
supervision is carried out by a supervisor from a different professional background there will be a need for
a colleague from the same profession to undertake practice and professional supervision separately. The
professional and operational managers should ensure that there is an appropriate balance in terms of the
time given to each component of supervision and will need to share information and work in partnership
to achieve this.

It is recognised that alongside formal supervision all AHPs engage in processes of informal supervision.
Whilst acknowledging the importance, and indeed necessity of this activity, this should not in any way
replace the formal supervisory requirement.

Formal supervision should be available on a regular basis and be consistent with the guidance
outlined in this statement.

Informal supervision happens on an ad hoc, day-to-day basis and can take many different forms. For
example, peer support, team meetings, informal discussions, review meetings, etc. See
Community of Practice for further examples.

Supervision can be used as evidence of continuous professional development as required to maintain
HCPC registration. AHPs can access guidance on reflection and keeping a portfolio at www.hcpc-uk.org

6.2 Frequency of Supervision

In line with professional standards, each professional and operational lead will decide on the frequency of
supervision. There is no clear evidence regarding the specific number of supervision sessions required
(Pollock et al, 2017). However, in practice, it is anticipated formal supervision will be available at least 4-6
times per year.

The frequency of supervision will depend on:

+ the experience of the supervisee

+ their length of service

+ the nature and complexity of their work

« theindividual’s support needs (SCIE, 2017).

There will be times when supervision is needed with greater frequency, such as, for newly qualified staff
joining the workforce who will benefit from preceptorship/enhanced supervision in the period immediately
following graduation. Flying Start NHS® is a development programme that supports AHP graduates
commencing in their first post in Scotland. Increased supervision will also support staff moving into new
roles or work environments and during times of organisational change/service redesign.

Those working in a psychological setting with people who have experienced abuse or trauma or working
with child or adult safeguarding concerns will require more frequent supervision. In addition, AHPs using
specific therapeutic interventions may require supervision for that particular intervention. This type of
supervision will depend on the requirements/expectation of the model or intervention (e.g. Cognitive
Behaviour Therapy or psychotherapy).

The HCPC publication “Preventing small problems from becoming big problems in health and care” (HCPC
2015) highlights poor or infrequent supervision as a potential trigger for disengagement. The consensus
views on ways of preventing problems include: good supervision; regular appraisal and performance
management; buddying schemes; mentoring; preceptorship; professional networks; reflective practice and
keeping up to date. Other triggers for disengagement that may highlight the need for increased
supervision include: workload pressures, professional isolation and personal circumstances.

Time allocated per supervision session should be adequate to address the aims and objectives of the
specific session. The evidence suggests that most supervision sessions are for approximately one hour
(Holmes et al 2010, Dawson 2013, Lambley and Marrable 2012). This will vary according to circumstances.



http://www.knowledge.scot.nhs.uk/ahppe/learning-and-development/supervision.aspx

http://www.hcpc-uk.org

http://www.scie.org.uk/publications/guides/guide50/contextforeffectivesupervision/frequency.asp

https://learn.nes.nhs.scot/735/flying-start-nhs



6.3 Methods of Delivering Supervision

There are several ways supervision can be organised, the most common being one-to-one discussions or
meetings. Other methods which may be appropriate are group supervision, team supervision or action
learning sets. Methods of delivery are appropriate for different situations and each have their own benefits
or limitations.

6.4 Managerial, Professional and/or Operational Lead

AHP Professional Leads have overall responsibility to ensure all professional staff within their remit have
access to appropriate supervision. In order to support their own professional practice/supervision
requirements, AHP Directors/Associate Directors/Leads are able to seek advice from the Chief Health
Professions Officer’s team.

To allow for provision of supervision, it is anticipated that managers/leads will commit to offering
protected time so that staff can plan for and engage meaningfully in their supervision sessions.

6.5 Responsibilities of Supervisors and Supervisees

Supervision requires a supportive relationship that is formed between equals (Faugier and Butterworth
1994, cited in Dawson 2013). From the outset, the supervisor and supervisee should be clear about their
expectations and agree and maintain their roles and responsibilities within the supervisory relationship.

This will include:

+ Working together to ensure creation of a safe environment which may include a supervision contract
and agreeing ways of working.

« Planning: including agreed items for discussion are drawn up at the start of each supervision meeting
with contribution from both supervisor and supervisee.

+ Reviewing and agreeing decisions made at previous supervision meetings.
« Methods of recording.

+ Supervision should be seen as a priority, which the supervisor and supervisee have committed to. Any
postponed or cancelled sessions should be reconvened at the earliest opportunity.

6.6 Learning and Development for Supervision

The provision of supervision carries learning and development implications for all practising AHPs. The
skills, values and competence of a supervisor and supervisee are crucial to the effective quality. These will
build on existing communication, facilitation approaches and skills learned through informal and formal
education, professional development and experiential learning. It is recognised that the most confident
and competent supervisors are those who have received good quality supervision themselves.

Supervisors and supervisees must have access to learning and development opportunities to enable them
to engage with their supervisory roles. Supervisors at all levels will undertake learning related to
supervision within an agreed timescale of taking up their first supervisory role. Check what local
opportunities and resources exist. National support is available from NES to facilitate the implementation
of supervision processes and the support and supervision section of the Post Registration Career
Development Framework resource has a variety of resources which learners may find helpful. Staff should
be appropriately trained for any supervisory role that they are asked to undertake.

AHPs new to the supervisory role may benefit from shadowing an experienced supervisor to gain some
experience of the process, as deemed appropriate and with consent of all involved. Time should be made
available for supervisors to attend appropriate introductory and advanced training courses. Ongoing CPD
should be available to supervisors to consolidate skills and update practice.

6.7 Interpersonal Relationship within the Supervision Context

It is important that AHPs are supported to be aware of how working with varying client groups can impact
upon themselves and their colleagues, and to be mindful of the implications of this on their practice and
wellbeing. In light of this AHPs should have access to ways and means that allow them to reflect upon and
to process such issues.



http://www.careerframework.nes.scot.nhs.uk/support-and-supervision.aspx

http://www.careerframework.nes.scot.nhs.uk/support-and-supervision.aspx



The supervisor should ensure that staff are supported to address any issues such as work related stress,
personal issues, team dynamics and relationships. There may be times when personal experiences and
issues cannot be dealt with within the supervisory relationships. In such instances, there may be a need for
some additional support in line with local policies and procedures.

6.8 Confidentiality

Supervision sessions are, in general, confidential exchanges between supervisor and supervisee. However,
the supervision record is an organisational document which may be seen by others if required. The record
may also be used where there are situations like grievances or disciplinary proceedings, without the
consent of the parties involved. The supervision agreement process should clarify the constraints upon
confidentiality and where records are kept in electronic format, security access levels will need to be
agreed. All data must be kept and managed in accordance with relevant legislation and the organisation’s
data handling policies and procedures.

All parties must be informed of the intention to disclose, before revealing confidential information.
Examples of circumstances where information may need to be shared include:

« Whenitis agreed that there is a specific issue or learning point that would be beneficial to share.
« Disclosure relates to harm or risk to self or others.
« Contravention of law, professional code or conduct or local policy comes to light.

In considering confidentiality, supervisors and supervisees need to consider duty of candour legislation
and associated HCPC standards. This may include the requirement to be open and honest when things go
wrong and escalate concerns they have about safety and wellbeing.

6.9 Use of Patient/Client Records

Where supervision is focused on case discussions/review or application of clinical reasoning, patient/client
records may be used to support this activity. This will be particularly relevant to new graduates and to aid
complex case discussions. Where this happens, the staff code of ethics and confidentiality will apply.

Organisations employing professional staff members who make such records are the legal owners of those
records.

6.10 Storage of Records
Each organisation has its own policy for the safe storage of records. All staff members should be mindful of
his/her professional accountability with regards to the principles of confidentiality of information.

6.11 Supervision Implementation Plan

Each organisation should have an agreed plan for the implementation of supervision practices for AHPs
based on the guidance highlighted in this statement. These should be agreed with appropriate
professional and operational line managers.

7. MONITORING AND EVALUATION OF SUPERVISION

Ongoing monitoring and evaluation of supervision activity is essential to ensure that supervision policies
and procedures are meeting service need and that they are addressing all four components of supervision.
It is also necessary to monitor the benefit to individual staff, clients and the organisation, since the quality
of supervision activities can influence effectiveness, reduce risk and promote safe and effective care.

Local arrangements need to be developed to determine what information requires to be gathered to give
AHP Directors/Associate Directors/Leads assurance that supervision is in place and effective.

8. PROFESSIONAL GOVERNANCE

Each Health Board area and Health & Social Care Partnership has Professional Assurance Frameworks that
will articulate local professional governance arrangements. Scotland’s National Statement on Supervision
for AHPs has been designed to support local frameworks and is underpinned by the professional standards
detailed by the HCPC and individual AHP professional bodies.





9. REVIEW
Given the importance of supervision, this statement should be reviewed by the AHP Directors Scotland

Group every two years and amended in accordance with clinical governance standards and relevant
professional and government guidelines.

There is recognition of the increasing demands on AHP services. This statement is not prescriptive in nature
but aims to support staff to undertake supervision.
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EXECUTIVE SUMMARY

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

1.

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

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

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

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

Scottish Government

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

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

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

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

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

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

NHS Scotland

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

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

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

Local Health Boards

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

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

Feedback accurately on the staff required. Health Boards should report on the staff they
need to meet patient demand, not on perceived affordability or the staff they think are
available.
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DIAGNOSTIC SERVICES UNDER PRESSURE: IN-DEPTH ANALYSIS OF THE DIAGNOSTIC
WORKFORCE IN SCOTLAND

IMAGING — DIAGNOSTIC RADIOGRAPHY AND CLINICAL RADIOLOGY

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

RADIOLOGY™ RADIOGRAPHY*

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

Vacancy levels 13.4% 4.8%

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

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

DEMAND

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

STAFF SHORTAGES

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

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

SKILLS MIX

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

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

Endoscopy

Numbers in post 50820

Vacancy levels Unknown.

11.9% for consultant
Gastroenterologists?’

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

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

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

STAFF SHORTAGES

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

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

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

SKILLS MIX

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

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

Cellular Pathology

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

Vacancy levels Unknown, but vacancy rates for
all pathologists: 10.44%3

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

DEMAND

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

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

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

SKILLS-MIX

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

For further information please contact ben.moore@cancer.org.uk
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APPENDIX

Contents:

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

1. BACKGROUND
Early diagnosis is key to improving survival

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

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

Patient interval Doctor interval System interval
/_/R /_/H A
4 N\
Diagnostic interval Treatment interval
A N
r Y N
Potential screening interval Primary care interval Secondary care interval

AL AN AN

s ' 4 A

S S |

First
First presentation/
symptom clinical
appearance

Investigation Referral to
of related secondary
symptoms care

First Diagnosis/

First pre- First
cancerous development
indicator of cancer

Start of

specialist referral to

visit treatment treatment

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

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

7
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Current initiatives to improve diagnostic services

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

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

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

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

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

2. SERVICES UNDER PRESSURE: PATIENT DEMAND

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

Breached cancer waiting times

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

Deteriorating diagnostic waiting times

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

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

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

Demand for tests is increasing

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

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

- More complex diagnoses associated with an ageing population.

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

3. RECOMMENDATIONS IN FOCUS

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

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

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

An audit of the current national workforce

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

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

Workforce modelling of diagnostic staff required should include:

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

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

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

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

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

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

Training and employing more staff

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

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

Improving existing services: skills mix

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

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

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

Supply issues

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

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

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

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

Workforce planning: numbers in post, vacancy levels

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

Professional regulation

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

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

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

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

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

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

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

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

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

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

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

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

11
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5. Motivation, engagement and leadership:

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

6. Innovation and changes:

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

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

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

DIAGNOSTIC RADIOGRAPHY

1. Workforce planning:

Numbers in post

2,323 (2,018 WTE).

Vacancy levels

4.8%

Estimates needed

Unknown

2. Education and training:

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

Potential to increase the amount of radiographers
training to report.

3. Professional regulation

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

4. Pay, terms and conditions:

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

5. Motivation, engagement and leadership:

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

12
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6. Innovation and changes:

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

ENDOSCOPISTS

7. Workforce planning:

Numbers in post

508%

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

Vacancy levels

Unknown.

Consultant Gastroenterologists: 11.9% vacancy
rate.

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

Estimates needed

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

8. Education and training:

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

9. Professional regulation

10. Pay, terms and conditions:

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

11. Motivation, engagement and leadership:

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

telereporting

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

CELLULAR (HISTO and CYTO) PATHOLOGISTS

1. Workforce planning:

numbers in post

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

Vacancy levels

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

Estimates needed

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

2. Education and training:

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

3. Professional regulation

Remove barriers to international recruitment
where they exist

4. Pay, terms and conditions:

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

5. Motivation, engagement and leadership:

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

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

telereporting.

Making full use of skills-mix approaches through:

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

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

Ensuring widespread use of biomedical scientist
reporting following their completion of the
Biomedical Scientist Reporting Programme. SPAN
to continue drive to have network of pathologists
who are trained to report digitally.*
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