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1. PURPOSE
The purpose of this governance framework is to ensure consistency of approach in the development and integration of the Physician Associate (PA) role in Betsi Cadwaladr University Health Board (BCUHB).
This document makes reference to and draws from a number of documents and sources including but not limited to the All Wales Clinical Governance Framework document (2017) (Appendix 1) and the Welsh Government letter “the Role of Physician Associates” (Appendix 2).
The aim of the framework is to:
· Describe the Physician Associate Role
· Describe the role and responsibilities of the Clinical Supervisor
· Describe the role and responsibilities of the Operational Line Manager
· Describe the Appraisal Process
· Provide guidance on CPD & Recertification requirements 
· Describe ways in which the PA role can be established in the Team
· Describe the role of the Health Board Steering Group for Physician Associates

2. SCOPE 
This framework applies to:
· All PAs employed by Betsi Cadwaladr University Health Board 
· All Clinical Supervisors of PAs employed by BCUHB 
· All Operational Line Managers of PAs employed by BCUHB

3. WHAT IS A PHYSICIAN ASSOCIATE
The Physician Associate (PA) is an innovative new health professional who works with the clinical team to provide high quality health care across the NHS. 
The Department of Health's Competence and Curriculum Framework for the Physician Associate 2006 (Appendix 3) defines the PA as someone who is:
“a new healthcare professional who, while not a Doctor, works to the medical model, with the attitudes, skills and knowledge base to deliver holistic care and treatment within the general medical and/or general practice team under defined levels of supervision” (Physician Assistant Managed Voluntary Register 2012).
The scope of practice of a PA is set out within the Department of Health’s Competence and Curriculum Framework 2012 (Appendix 4) but the limitations to practice can vary dependent on the role and experience of the individual PA and his/her supervisor. 
Currently the profession in the UK is not regulated; UK PAs are strongly recommended to be members of the Physician Associate Managed Voluntary Register (PAMVR). The Faculty of Physician Associates (FPA) oversees and administers the PAMVR.  The FPA also campaigns to achieve statutory registration of the profession.
Membership of the PAMVR is a requirement of employment by the Health Board
3.1. Professional Responsibility, Supervision and Assessment of Competency
In 2019 it was announced that the General Medical Council (GMC) (Appendix 5) will be the statutory regulator for Physicians Associates in the UK. Until then the PA is required to register with the Faculty of Physician Associates and apply to register on the Physician Associate Managed Voluntary Register.  
Physician Associates are expected to adhere to their own profession’s Code of Conduct (Appendix 6) and maintain a portfolio to evidence their continued registration and support their revalidation.
PAs will require a certain amount of supervision in their medical practice and the supervisory relationship between the PA and the Clinical Supervisor is a defining feature of the profession. Supervision requirements will vary from individual to individual and is dependent on a number of factors including, but not limited to, their past health care experience and years of experience as a PA. A new graduate, or those moving from primary to secondary care, will require more intensive supervision compared to an experienced PA.
Further details of the PA role can be found in Appendix 7 FPA Factsheet: Who are Physician Associates and Appendix 8: An Employers Guide to Physician Associates
3.2. Core Skills
All PAs have a core skill set that they should perform on a regular basis and as part of their role within the Health Board regardless of the specialty in which they work.
Core skills include being able to: 
· take medical histories from patients
· carry out physical examinations
· see patients with undifferentiated diagnoses
· see patients with long-term chronic conditions
· formulate differential diagnoses and management plans
· perform diagnostic and therapeutic procedures
· develop and deliver appropriate treatment and management plans
· request and interpret diagnostic studies
· provide health promotion and disease prevention advice for patients.
The Supervising Clinician (GP/Consultant) must ensure that a PA is not assigned to see a patient that exceeds their competence or confidence. 
PAs are able to see patients with undifferentiated diagnoses and should be encouraged to see a variety of acute and chronic disease including resuscitation of patients and those acutely deteriorating, providing both supervisor and PA are confident, and the PA is competent, to do so. 
3.2.1. Core Procedural Skills 
PAs have trained and been assessed as competent to perform a number of core procedural skills at qualification. Further details can be found in the Competence and Curriculum Framework 2012  (Appendix 4) page 16 onwards. 
3.3. Role Limitations
Physician Associates are unable to work without access to a nominated supervising Doctor (Clinical Supervisor). Levels of supervision as defined within the All Wales Physician Associate Governance Framework and can be found in Appendix 1
3.3.1. Prescribing
PAs are currently unable to prescribe medications in the UK. However, all UK trained PAs have had training in the drug management of common conditions using applied pharmacology. PAs are expected to have a good understanding of the appropriate medications and doses to be given for a range of conditions across a range of specialties. Therefore, they should be able to adequately discuss a patient with a colleague and come to agreement on the medication requirements of that patient based on their training, review of the patient and guidance from the supervising clinician. 
“If a Physician Associate is also a registered nurse/therapist with an independent prescribing qualification, it is at the discretion of the employing organisation and medical supervisor whether the Physician Associate will be required to use the prescribing qualification as part of their duties. If they are required to prescribe, the job description and person specification should reflect this and the requirement to undertake these duties in accordance with the appropriate regulatory body requirements” (NHS Wales (2017).
BCUHB Medicines Policy MM01 (Appendix 9) states: 
Physician Associates (PAs), Anaesthesia Associates (AA’s), Medical Assistants and Operating Department Practitioners (ODP’s) cannot prescribe, transcribe or prepare prescriptions or in patient medication records for countersigning by authorised prescribers. This also includes prescriptions for fluids, oxygen and total parental nutrition. Signing off a discharge advice letter (DAL) through the Welsh Clinical Portal is also not permitted as the prescription is embedded within this document and therefore requires authorisation by a registered prescriber. 
MM01 - BCUHB Medicines Policy.pdf
3.3.2. Ionising Radiation (i.e. X-Rays)
The use of ionising radiation has been subject to specific legislation since 1988 which clearly specifies that only registered healthcare professionals are able to order ionising radiation. Even though many PAs have undertaken Ionising Radiation (Medical Exposure) Regulations (IRMER) training, they are still unable to make these requests. PAs are encouraged to take IRMER training as part of their professional development in anticipation of regulation/registration. 
PAs are able to request Magnetic Resonance Imaging (MRI) and Ultrasound scans, however, PAs must in the first instance apply for training (forms are available on BetsiNet). This application is then reviewed by a Radiology Panel. If the application is approved the PA will be issued with a Letter of Entitlement for the Individual within their specific role. The Letter of Entitlement is not transferable to other roles. The PA will be subject to re-validation on an annual basis and must complete regular audits. The PA will be added to the register once the Letter of Entitlement has been issued and the PA has completed the training. 
The Radiographer checks the register prior to undertaking the imaging requests to ensure that the requesting PA has been approved. 
The Speciality in which the PA works must provide assurances through the application process that role requires the rights to request the tests. 
3.3.3. Vaccinations
At present PAs are not considered in law registered healthcare professionals as they are not subject to statutory regulation like doctors, nurses or other allied healthcare professionals such as paramedics and physiotherapists are.
However, PAs are able to administer medicines, including vaccines, to patients. 
Legally, there needs to be a prescription in place prior to a PA being able to administer a medication. 
Additionally, the PA should undertake the required training and competency assessment before being formally approved to administer medications to patients by their employer. PAs cannot operate under a Patient Group Direction (PGD). 
Please see Appendix 19 and 20 for specific information in relation to the administration of the COVID19 vaccination.

4. ROLE AND RESPONSIBILITY OF THE CLINICAL SUPERVISOR  
Physician Associates are dependent practitioners working with a dedicated Consultant or GP supervisor, but are able to work autonomously with appropriate support.
Supervision of a qualified Physician Associate is similar to that of a doctor in training or trust grade doctor in that the PA is responsible for their actions and decisions; however, the ultimate responsibility for the patient lies with the Medical Consultant or GP Supervisor.
Levels of supervision will vary somewhat from individual to individual and is dependent on a number of factors including, but not limited to, their past health care experience and years of experience as a Physician Associate. A new graduate will require much more intensive supervision compared to an experienced Physician Associate. 
In addition to the Clinical Supervisor there will need to be clinical supervision for each shift. It is expected that this will be either GP or Consultant, but there may be individual circumstances where it would be an appropriate supervision role for another senior member of staff, this will need to be agreed through the Clinical Supervisor.
Arrangements must be in place to ensure seamless care to patients can be delivered.
Levels of supervision as defined within the All Wales Physician Associate Governance Framework and can be found in Appendix 1.
Level One: Direct Clinical Supervision
Direct Clinical Supervision will occur until the PA becomes familiar with the role and the practice environment. This level of supervision will be necessary until the supervisor has determined the skills and competence of the PA. This time of supervision would include working alongside the supervisor e.g. supervised / dual clinics. 
Level Two: Indirect Clinical Supervision
Indirect clinical supervision may remain appropriate for delegated practice, or may occur until the supervising medical practitioner is confident that the skills and competence of the PA can progress to level 3 supervision. The type of supervision will include for example working in the practice at the same time.
Level Three – Remote Clinical Supervision
Remote clinical supervision enables the PA to work with more delegated autonomy for specific activities identified and agreed between the supervisor and the PA. This may occur once the supervising Doctor is confident that the PA demonstrates the skills and competence to provide safe and effective patient care with a less intensive degree of monitoring. 
If a PA is being supervised remotely, a Doctor must be readily contactable by telephone or other means of communication, if not immediately available in person. This would include the shift clinical supervisor and PA working in different buildings. There must be regular meetings which include a review of a sample of medical records from patients managed by the PA. Different levels of supervision may be required for different tasks.
As a Clinical Supervisor, there is a responsibility for the ongoing development of the PA including Performance Appraisal Development Review (PADR) and the development of Professional Development Plan (PDP). 

5. ROLE AND RESPONSIBILITIES OF THE OPERATIONAL LINE MANAGER
In order to support the PA joint management arrangements must be put in place. The Clinical Supervisor and Operational Line Manager will be responsible for different aspects of the PAs employment, personal and professional development. The Clinical Supervisor and Operational Line Manger will work collaboratively but will also have distinct roles in the management and supervision of the PA. 
These responsibilities can be found in more detail in the Responsibility Matrix (Appendix 10)
Responsibilities for the Operational Line Manager include (but is not limited to) the following:
· Check the PA register prior to appointment and on an annual basis
· Ensure PA attends corporate induction and departmental induction
· Ensure commencement of employment meeting takes place
· Contributes to annual PADR, undertaken by Clinical Supervisor. Updates ESR with PADR information
· Approves annual leave on ESR and confirms with supervising consultant/GP that the leave has been agreed
· Facilitates developmental opportunities, in accordance with PADR and PDP, as agreed with Clinical Supervisor
· Ensure recertification every 6 years

	Responsibility Matrix for Physician Associates

	Responsibility
	Clinical Supervisor
	Operational Line Manager
	Physician Associate

	Assess PA competencies.
	
	
	

	Collaborate with division to develop & agree job plan.
	
	
	

	Ensure the rest of the MDT is aware of the PA role and that any queries are addressed.
	
	
	

	Assess and appraise performance. 
	
	
	

	Agree and provide the appropriate level of supervision.
	
	
	

	Ensure the PA is completing ongoing work place based assessments.
	
	
	

	Raise fitness to practice issues with FPA.
	
	
	

	Facilitate developmental opportunities.
	
	
	

	Ensure commencement of employment meeting takes place.
	
	
	

	Annual PADR and regular reviews
	
	
	

	Approve annual leave on ESR and confirm with supervising consultant that the leave has been agreed.
	
	
	

	Ensure recertification every 6 years.
	
	
	

	Update ESR with PADR.
	
	
	

	Check the PA register prior to appointment and on an annual basis.
	
	
	

	Remain on the PA register for the duration of employment.
	
	
	

	Maintain a personal development portfolio that demonstrates CPD.
	
	
	

	Highlight any areas of practice that they are concerned about.
	
	
	

	Ensure PA attends corporate induction and departmental induction.
	
	
	



6. APPRAISAL, CONTINUED PROFESSIONAL DEVELOPMENT AND RECERTIFICATION
6.1. Regular Review Meetings
Clinical Supervisors and PA should arrange regular review meetings throughout the annual appraisal cycle, a range of tools are available to support the regular review meetings and these should be used to provide assurance to the clinical supervisor of the PAs clinical skills and knowledge and identify development needs. 
Mini Clinical Examinations (Mini-CEX), Case Based Discussions (CBDs) and Direct Observational Procedures (DOPs) are a number of ways to structure supervised learning events. 
Assessor templates can be found in the Appendix Mini CEX Assessor Forms (Appendix 11) and CBD Assessment Assessor Forms (Appendix 12) and Direct Observational Procedures (Appendix 13). Mini Cex, CBDs and DOPs should be undertaken on a regular basis and a timetable for these and appraisal is set out below and in Appendix 15.  
Review Meetings should be recorded and a Review Meeting Template can be found in Appendix 14
6.2. Annual Appraisal / PADR
Physician Associates are employed under Agenda for Change Terms and Conditions and as such are required to participate in an annual Performance Appraisal Development Review (PADR), this is different to the process for doctors. 
The PADR is in addition to any regular review meetings held with their Clinical Supervisor. The Clinical Supervisor and Operational Line Manager will both contribute to the PADR.
PAs will be required to prepare for the appraisal by completing the PADR documentation which is available via the Health Board Intranet site. 
In addition to completing the PADR documentation, a review of the PAs Mini CEX Assessor Forms, CBD Assessment Assessor Forms (Appendix 12) and Direct Observational Procedures should also be undertaken as part of the PADR process. The FPA have developed appraisal documentation “The Personal and Professional Development Toolkit for the Physician Associate” that could be used (See Appendix 21)

	Internship Period / New to Speciality / Novice PA

	Timing
	Number of CBD/Mini CEX
	Date
	Signed as Complete

	Commencement Meeting
	N/A
	
	

	0-3 months
	3x CBD, 3x mini CEX
	
	

	4-6 months
	A further
3x CBD, 3x mini CEX
	
	

	7-12 months year
	An overall total of
8x CBD,8x mini CEX
	
	

	Regular Reviews and Appraisals 6 monthly for years 2 &3, yearly thereafter

	Year 2

	Timing
	Number of CBD/Mini CEX
	Date
	Signed as Complete

	0- 6 monthly review
	3x CBD, 3x miniCEX
	
	

	Yearly Appraisal
	6x CBD, 6x miniCEX
	
	

	Year 3

	0-6 monthly review
	1x CBD, 1x miniCEX
	
	

	Yearly Appraisal
	2x CBD, 2x miniCEX
	
	

	Year 4 Onwards

	Yearly Appraisal
	2x CBD,2x miniCEX
	
	



A review of the PAs portfolio should also be undertaken 
The Health Board expects each PA to maintain their portfolio of evidence throughout the year. 
Evidence to be collected prior to appraisal includes: 
· Current job plan 
· Review meeting documentation copies (filed in the PA’s portfolio) 
· Certificates of completion of Mandatory and Statutory training 
· Personal development plan (review of previous and for the next year) 
· MSF/360 – recommended every three years 
· Work Place Based Assessments and DOPS 
Suggested additional documentation for portfolio: 
· Evidence of experience in audit, research and teaching 
· Patient and/or staff feedback results. Feedback can be obtained from a variety of Health Board 
· Lessons learnt from involvement in a complaint 
· At least one reflective piece of writing 
The PADR provides an opportunity to review development and objectives over the year, set new achievable goals, and identify areas for further development. The PAs overall performance is also discussed. 
The purpose of the appraisal is to: 
· Support the PA in their personal development 
· Review the PDP objectives 
· Identify any areas for performance development 
· Ensure all contractual elements of practice are up to date including, Mandatory and statutory training and status of registration on the PAMVR 
The Operational Line Manager will update the ESR record.
6.3. Continued Professional Development
In July 2015, the number of hours of Continued Professional Development (CPD) that PAs are required to undertake rose from a minimum of 40 hours per year to 50 hours per year. In order to maintain their registration on the PAMVR, PAs must be able to demonstrate that they meet this requirement. The CPD activities should meet the needs of the PA’s individual Professional Development Plan (PDP) and also meet the ratio 50:50 between Type I and Type II activities.
There is a regular programme of education/learning events hosted and delivered by the undergraduate and postgraduate education teams. Physician Associates employed by the Health Board in any setting will have a development/education/learning plan to support the skills, knowledge and experience expected of the post. 
CPD Type I example activities: 
· Standardised courses – eg. Advanced Life Support (ALS), Immediate Life Support (ILS), ALERT, 
· FPARCP conferences 
· Courses approved by other organisations eg. Royal College of General Practitioners (RCGP), Royal College of Physicians (RCP), Society for Acute Medicine (SAM) 
· Conferences and CPD events approved by FPARCP for Type I CPD Credit 
CPD Type II example activities: 
· Teaching students 
· Reading journal articles and writing a reflective log 
· Undertaking clinical audits 
· Reflective case studies 
· Lobbying activities on behalf of the PA profession 
· Mandatory and Statutory Training (MAST) 
6.3.1. Financial Support for CPD 
Allocation of funding for the PA to undertake CPD activities is the responsibility of the appointing Operational Line Manager and Clinical Supervisor and should be considered when undertaking annual budget setting. 
In the year of their recertification exam, the PA may apply for additional financial support.
6.3.2. Study Leave for CPD 
At present, it is recommended that PAs are awarded 5 days of study leave per year in order to attend Type II CPD / external courses.
Study leave to attend internal courses and MAST training will be in addition to these 5 days and will be at the discretion of their Clinical Supervisor and / or Operational Line Manager
In the year of their recertification exam the PA may apply for extra study leave and this must be approved by both the Clinical Supervisor and the Operational Line Manager.
PAs wishing to take part in additional activities to aid their profession such as examinations and question writing may be granted professional leave at the discretion of their Operational Line Manager and/or Clinical Supervisor, providing their portfolio has been maintained and that service provision is not disrupted. Alternatively, if the activity attracts Type II CPD, study leave can be applied for. 
Please note all study leave must be approved via the Clinical Supervisor and / or Operational Line Manager and logged on ESR. Study leave is also subject to approval by the rota coordinator for the clinical area that the PA works in.
6.4. Recertification
Although PAs will acquire specialist knowledge relevant to their field of practice, they are expected to maintain the same level of general competence across the whole scope of PA practice. In line with the Competence and Curriculum Framework, and as a condition to remain on the PAMVR, PAs must recertify every 6 years. The recertification process will be changing in 2023 as follows:
· From May 2023, PAs registered on the PAMVR will not be required to sit a National Recertification Assessment as a condition of membership to remain on the PAMVR.
· From October 2023, all PAs registered on the PAMVR will be required to engage with the FPA Core Clinical Practice Curriculum (CCPC) via the FPA ePortfolio to remain in good standing and listed on the PAMVR.

Registration on the PAMVR is a requirement of employment contract for a PA and therefore, should this no longer be possible, a dismissal hearing may be called following usual Health Board protocol under SOSR (Some Other Substantial Reason). 
The Health Board, Clinical Supervisor, Operational Line Manager and the PAs themselves all have responsibility to ensure access to CPD opportunities that allow specialist skills and knowledge to be developed and the generalist knowledge and skills (required across the whole scope of PA practice) to be maintained. 
Please note that if rules and regulations surrounding recertification are amended by the FPARCP then this section of this document
 will be updated in line with the change.

7. FITNESS TO PRACTICE 
Fitness to practice issues should be raised with the Medical Director for Medical and Dental Education who will, in turn, report concerns to the PAMVR. 
The PAMVR ensures that no PA is placed on the register or remains on the register without demonstrating fitness to practice. 

8. DEVELOPING PHYSICIAN ASSOCIATE ROLES
8.1. National Evaluation Job Profiles 
A Band 7 National Job Profile is available for the role of the Physician Associate this should be used as a guide to developing local Job Descriptions. 
The Health Board approved Job Description can be found in Appendix 16 and the National Job Profile can be found in Appendix 17
All newly qualified Physician Associates are appointed on an Agenda for Change Band 7 salary scale.
For roles that require a higher degree of skills, knowledge and experience the job description should be adapted to reflect the role requirements and submitted for job evaluation.  

The National Job Profile Factors for the Band 7 role can be found in the table below:
	Factor
	Relevant Job Information - Band 7

	1. Communication and Relationship Skills
	Providing and receiving highly complex, sensitive or contentious information; barriers to understanding
Communicates very sensitive, complex condition related information to patients, relatives, empathy and reassurance is required e.g. End of life discussions with patients and carers.

	2. Knowledge, Training and Experience
	Highly developed specialist knowledge, underpinned by theory and experience
Graduate level from health or science degree plus Professional knowledge of anatomy, pathophysiology, diagnostics etc. through recognised Post-graduate program for Physician Associate studies and Certification plus Physician Associate National examination plus further demonstration of additional competence, e.g. portfolio, examinations, additional courses.

	3. Analytical and Judgemental Skills
	Complex facts or situations, requiring analysis, interpretation, comparison of a range of options.
Skills for assessing and interpreting complex needs for patients and clients and taking appropriate action.

	4. Planning and Organisational Skills
	Plan and organise activities, some ongoing/planning and organisation of a number of complex activities or programmes, which require the formulation and adjustment of plans
Plans patient care programmes/Organising and Coordinating of case conferences and multidisciplinary teams or activities.

	5. Physical Skills
	Highly developed skills, where a high degree of precision and coordination are required
Dexterity and accuracy required for e.g. ABG’s, venepuncture, suturing.

	6. Responsibility for Patient / Client Care
	Develop specialised programmes of care; provide highly specialised advice in relation to care
Develops and implements specialist programmes of care; gives highly specialised advice in their specific clinical area e.g. Respiratory medicine, Urology.

	7. Responsibility for Policy/Service Development
	Implements policies for own work area and proposes policy or service changes which impact beyond own area of activity
Develops protocols for specialist area, impact on other disciplines.

	8. Responsibility for Financial and Physical Resources
	Careful use of equipment and resources
Responsible for safe use of equipment.

	9. Responsibility for Human Resources
	Responsible for day to day management of a group of staff; responsible for the allocation or placement and subsequent supervision of qualified staff or students
Responsible for the management of newly qualified PA’s; responsible for allocation of student PA’s placements and contributes to development of Physicians Assistant role and education.

	10. Responsibility for Information Resources
	Record personally generated information
Maintains patient/client records, records test results.

	11. Responsibility for Research and Development
	Occasionally undertake R&D, clinical trials, equipment testing/ regularly undertake R&D, lead clinical audits
May be involved in R&D, clinical trials, equipment testing being undertaken in own work area; participate in clinical audits/ regularly participates in research, lead clinical audit in own area.

	12. Freedom to Act
	Guided by principles and Broad occupational policies or regulations
Accountable for own professional actions in a specialist team or area’

	13. Physical Effort
	Occasional/frequent moderate physical effort for several short periods
Moves, manoeuvres patients.

	14. Mental Effort
	Frequent requirement for concentration, work pattern predictable/Frequent requirement for concentration, work pattern unpredictable; occasional requirement for prolonged concentration
Concentration for history taking, physical examination, diagnosis; assessing complex diagnosis; prolonged concentration for patient assessment clinic.

	15. Emotional Effort
	Frequent distressing or emotional circumstances; occasional highly distressing or emotional circumstances
Works with terminally ill patients/ imparts unwelcome news to staff, patients, carers.

	16. Working Conditions
	Occasional/frequent exposure to highly unpleasant conditions
Body fluids, faeces, vomit, smells and foul linen



8.2. Job Descriptions
Two generic job descriptions, Agenda for Change Band 7 are available within the Health Board JD library 2022.0173 and 2022.0215 (Appendix 16).
2022.0173 is specific for Primary Care 
2022.0215 is specific for Secondary care
These job descriptions have been subject to the Health Board Agenda for Change job evaluation process.
These job descriptions should be used as the basis of any job description for a PA role within the Health Board.  These job descriptions will need to be tailored to the needs of the service and recognise the skills, knowledge and experience required for a PAs in each specialty
It is recommended that the newly qualified/new to specialty PA should undertake a 6/12 month internship/preceptorship period. 
The length of this internship/preceptorship period will be dependent on the PAs experience and the requirements of the job description.  
In addition, a programme of development should be agreed through the annual PADR process that enables the PA to develop their skills and knowledge to support their progression to more senior PA roles. 
Senior PA roles will require applicants to demonstrate higher levels of competence, skills, knowledge, experience and autonomy.
8.3. Supporting Newly Qualified / Novice Physician Associates Career Development
Physician Associates are a new professional in the NHS in Wales and as such the professional development of the role has yet to be defined however, it is strongly recommended that newly qualified or new to the specialty PAs are supported into the clinical environment with an Internship similar to that of the Preceptorship for Nurses. 
Following qualification newly appointed PAs will require a higher than normal level of supervision (Level 1 – Direct Supervision) and structured learning, this can be achieved by completing an Internship for a designated period, the Competence and Curriculum Framework (2012) recommends a minimum of 12 months. The bursary scheme in Wales requires students who have received a bursary to work in Wales for a minimum of 18 months.
The FPARCP have produced guidance for PAs and PA Employers for the first year post qualification (Appendix 10).  During the internship period the PA will work directly with a supervising Consultant/GP (Clinical Supervisor) who is predominately present (level one – direct supervision). 
During the internship period the PA will maintain a portfolio which will be reviewed and signed off by their Clinical Supervisor.  This should include Clinical Evaluation Exercise (Mini –CEX) (Appendix 11) and case based discussions (CBD) with other clinicians (Appendix 12). 
Appendices 13, 14, 15 & 16 are forms that can be used to support Internship and the review process. If a PA fails to achieve the required levels of competency after the 12 month Internship period, an initial review meeting must be held, with the PA, the Clinical Supervisor, Operational Line Manager and the HR Business Partner. If there are extenuating circumstances e.g. long term sickness or maternity leave the internship period may be extended but this would be subject to circumstances and availability of funding. Dependent on circumstances the PA may be subject to the Health Board’s Capability policy.

9. BCUHB STEERING GROUP FOR DEVELOPING PHYSICIAN ASSOCIATES
The Medical Director for the Health Board has nominated the Director for Medical and Dental Education as the Lead for the development of the Physician Associate workforce. In undertaking this role the Director for Medical and Dental Education has established a Health Board Steering Group. 
Please see Appendix 18 for the full Terms of Reference. The Purpose and Objectives of the Steering Group are as follows:
The Physician Associates Steering Group aims to facilitate the employment of PAs in BCUHB, achievement of high standards of education for PA students and the Continuing Professional Development & support for PAs employed in the HB.
The Group will ensure the continued implementation of the organisational governance arrangements based on the All Wales Physician Associate Governance Framework and to review and amend appropriately.
The objectives of the Physician Associate Steering Group will be to:
PA Students
· Support and assist the provision of education including its governance.
· Support and assist the provision of clinical training placements.
· Act as a hub of information for prospective and current Physician Associate students, those educating Physician Associates and those interested in offering placements.
· Provide support for Physician Associate students and promote sharing of good practice
· Work in partnership with Bangor University to develop the strategy for the PA student programme as regards BCUHB’s needs as a healthcare provider.
Postgraduate Education of PAs 
· Education and training including governance
· Formal teaching programme
· Career structure and progression
· Professional regulation support including Appraisal/PADR
Employment:
· Scope where the role can best support the Health Board
· Ensure the Physician Associate requirements are built into the divisional workforce plans with agreed resource training requirements.
· Publicise the role of the Physician Associates throughout the Health Board departments and services
· Act as advocates for the Physician Associate role
· Promoting and enabling employment of the Physician Associates in departments
· Professional regulation support including Appraisal/PADR’s
· Act as a hub of information for qualified Physician Associates and those working with or interested in employing Physician Associates
Evaluation:
· to evidence the value of the Physician Associate role to BCUHB  
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This Governance Framework has been
developed to ensure consistency of
application and to support successful
implementation of the Physician Associate
role in both primary and secondary care
and within a cross section of clinical
specialties.

The purpose is to:

e Provide an assurance mechanism to
Health Boards/Trusts, managers, staff
and patients

e Support the development and
implementation of the role

e Ensure consistency and
standardisation of practice

e Support the management of the role
e Support clinical practice.

The all Wales Physician Associate
Framework will set out the training

and educational requirements, the
scope of practice and the employers
responsibilities with regard to the role of

. the Physician Associate.

Wales Physician Associate Governance Framework

1.1 Introduction

The shortage of skilled staff in many
specialities, on-going advances in
medicine, higher public expectation,
increased demand for services and
continuing austerity are some of the
reasons driving the need for workforce
redesign.

One solution to support workforce
redesign is through the introduction of
the Physician Associate role. This is a new
role in Wales but is well established in the
United States of America and numbers
are increasing in other parts of the United
Kingdom.






2. Training and Education

The Physician Associate is a graduate
who is then trained in line with the
Competence and Curriculum Framework
for the Physician Assistant (previous title
of the Physician Associate) to achieve
either a post graduate diploma or MSc
obtained from one of the universities
recognised and approved to provide

the training in the UK. Alternatively, a
Physician Associate may have achieved
an equivalent qualification from a
recognised university in another country.
The purpose of the role is to support and
assist medical staff.

Physician Associate training is currently a
full time two year programme comprising
50% theory and 50% clinical practice.
Once qualified the Physician Associate will
be required to undertake 50 hours of CPD
annually.

A qualified Physician Associate can fulfil
the following remit with supervision:

e Formulate a detailed differential
diagnosis having taken a history and
completed a physical examination

e Work with patients and service
users to agree a comprehensive
management plan considering
individual characteristics, background
and circumstances

e Perform diagnostic and therapeutic
procedures

e Request and interpret diagnostic
investigations as per local agreement
(Not ionising radiation).

With proper supervision and mentorship
Physician Associates can work in any area
of health care.

1. Faculty of Physician Associates (2015) Recertification.
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2.1 Recertification

In order to work in Wales, once qualified
the Physician Associate should enter onto
the managed voluntary register. As a
condition of remaining on the voluntary
register Physician Associates have to
recertify every 6 years by undertaking

a multiple choice examination. They are
given three attempts to sit and pass

the recertification examination. If they
fail they will be taken off the Physician
Associate Managed Voluntary Register
and their employer will be notified.

They will then be required to take the
qualifying examination and to enter on to
the register again. !

Should this situation arise Health Boards/
Trusts should invoke the relevant internal
policies e.g. capability and/or disciplinary
policies, as they would with any other
member of staff who does not fulfil

the requirements of their contract of
employment.

2.2 Internship

In order to consolidate learning after
qualifying, the Faculty of Physician
Associates advises that following
qualification Physician Associates should
undertake an internship. This is similar
to the foundation year undertaken by
doctors in the first year after qualifying
and the preceptorship year following
nurse training. An internship would
normally be between 6 and 12 months.
During the period of internship the
Physician Associate will maintain a
portfolio of cases and competencies
which will be reviewed and ‘signed off’ by
their supervising doctor and their initial
training institution.






3.2 Regulation

Physician Associates are not regulated.
The Faculty of Physician Associates was
established in July 2015 and is based
within the Royal College of Physicians.
NHS Wales should include membership
of the faculty and voluntary register

as essential in the person specification
when recruiting Physician Associates. If
a Physician Associate has trained in the
USA they should have current and valid
certification with the National Commission
on Certification for Physician Associates
(NCCPA). For further information visit:

WWW.Nnccpa.net/

Should an employer wish to check
whether a Physician Associate is on the
voluntary managed register they should
contact the Royal College of Physicians
membership office who will confirm

the status of the Physician Associate in
writing.

3. Scope of Practice

3.1 Definition

Physician Associates are health
professionals with generalist medical
education that allows them to work in a
variety of settings. They have dependent
status - that is they work under the
supervision of a fully trained doctor (BMJ
2001). 23

It should be noted that a number of other
clinical professions within the health
sector are currently not regulated and
this does not prohibit their practice e.g.
audiologists.

NHS Wales will adopt the definition of 3.3 Limitations
the Physician Associate as set out in the
‘Competence and Curriculum Framework
for the Physician Assistant’.

In the absence of regulation Physician
Associates do not currently have
prescribing rights nor can they order

The Physician Associate (PA) is defined as radiological investigations.

someone who is: . e . .
All clinicians have limitations to their

: practice. In the event where a consultant
A new healthcare professional who, or physician is not available and the

while not a doctor, works to the Physician Associates requires a second
medical model, with the attitudes,  opinion and or needs a prescription
skills and knowledge base to deliver to be issued, the Physician Associates
holistic care and treatment within should formally refer the patient to
the general medical and/or general another member of the clinical Fe_am
practice team under defined levels e.g. Advanced Nurse/AHP Practitioner,

of supervision. * Specialist Registrar.

2. The Physician assistant: Would the US model meet the needs of the NHS?
‘ 3. Physicians assistant in American Medicine
4. Physician Assistant Managed Voluntary Register (2012) Competence and Curriculum Framework

for the Physician Assistant
y: Q. GIG |mm,
o L . SR NS | st somins
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Working with their supervisor and the
established team will allow the Physician
Associate to gain experience on certain
conditions and will allow them to

suggest or advise on medications and
investigations.

3.4 Supervision in the Clinical
Setting

Supervision in this instance means
working in the clinical setting to be able
to assess the skills and knowledge of the
individual.

The supervisory relationship between the
Physician Associate and the supervising
doctor is a defining feature of the
development, successful implementation
and on-going practice of the Physician
Associate role. For the role of the
Physician Associate to be successful

the individual must receive appropriate
supervision in the clinical setting by the
doctor responsible for managing the
Physician Associate. Time should be built
into job plans to ensure this happens.
The nature of supervision and delegated
autonomy for each Physician Associate
may vary according to factors such

as speciality, how sick the patient is,
experience and competence.

The most appropriate supervision
arrangements for a Physician Associate
is determined by a number of factors,
including their experience, the type of
work they carry out and their individual
needs

The three levels of supervision detailed
below have been taken from the
Department of Health Queensland
Government Physician Assistant Clinical
Governance ® and is supported by the
GMC glossary of terms which describes
three levels of supervision under

the headings of supervised, closely
supervised and directly supervised °.

5. Department of Health Queensland Government (2014) Physician Assistant (PA) Clinical Governance

6. GMC Glossary for Fitness to Practice.

aaaaaaaaaaa
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Levels of Supervision

Level one - Direct Clinical
Supervision

Direct Clinical Supervision will occur until
the PA becomes familiar with the role

and the practice environment. This level
of supervision will be necessary until

the supervisor has determined the skills
and competence of the PA. This time

of supervision would include working
alongside the supervisor e.g. on the same
ward or in the same clinic.

Level two - Indirect Clinical
Supervision

Indirect clinical supervision may remain
appropriate for delegated practice, or
may occur until the supervising medical
practitioner is confident that the skills
and competence of the PA can progress
to level 3 supervision. This type of
supervision will include working in the
same hospital but not on the same ward.






Level three — Remote Clinical
Supervision

Remote clinical supervision enables the
Physician Associate to work with more
delegated autonomy for specific activities
identified and agreed between the
supervisor and the Physician Associate.
This may occur once the supervising
doctor is confident that the Physician
Associate demonstrates the skills and
competence to provide safe and effective
patient care with a less intensive degree
of monitoring.

If a Physician Associate is being
supervised remotely a doctor must

be readily contactable by telephone

or other means of communication, if
not immediately available in person.
This would include the supervisor and
Physician Associate working in different
hospitals within one organisation. There
must be regular meetings which include
a review of a sample of medical records
from patients managed by the Physician
Associate. Different levels of supervision
may be required for different tasks.

Arrangements must be in place to
ensure seamless care to patients can be
delivered.

3.5 Delegation

Increasing demands on healthcare
provision and increasing complexity are
creating unprecedented challenges for
clinical teams. The ability to delegate,
assign and supervise are critical
competencies for the 21st century
healthcare worker.

The Physician Associate is part of the
solution to shortages of medical staff
and therefore the delegation of work
should be fully understood and applied.
The Physician Associate will work under
the delegated authority of a doctor
within Wales we have the ‘All Wales
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Guidelines for Delegation’ to assist in the
management and practice of appropriate
delegation.”’

The guidelines define delegation as:

"The process by which the delegator
allocates clinical treatment or care to a
competent person. The delegator will
remain responsible for the overall
management of the service user,

and accountable for your decision

to delegate. You will not be responsible
for the decisions and actions of the
delegatee.”

The Faculty of Physician Associates
describes delegation as:

'‘Delegation involves asking a colleague to
provide treatment or care on your behalf.
Although you will not be accountable

for the decisions and actions of those

to whom you delegate, you will still be
responsible for the overall management
of the patient and accountable for your
decision to delegate. When you delegate
care or treatment you must be satisfied
that the person to whom you delegate
has the qualifications, experience,
knowledge and skills to provide the care
or treatment involved. You must always
pass on enough information about the
patient and the treatment they need’.®

3.6 Code of Conduct

A Code of Conduct helps to ensure
patients, service users and the public
receive a consistent, high-quality, safe
and effective service.

Every Physician Associate working in
Wales must be on the Managed Voluntary
Register, the register has a Code of
Conduct. Wales also has the Code of
Conduct for Healthcare Support workers.

7. National Leadership and Innovation Agency for Healthcar.
8. Faculty of Physician associate(2016) Frequently asked Questions
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4. Employment process to decide how many Physician
Associates they will require to maintain

NHS Wales is experiencing significant service delivery as part of their workforce.
problems in recruiting medical staff in a The availability of this new role should
number of clinical specialties. The role assist the service to redesign some of

of the Physician Associate is designed to  their service and re-examine the skill
support and not replace doctors. mix of existing teams. When recruiting
The need to recruit Physician Associates employers should take into account the
must be identified as part of the level of experience they require as newly
organisation’s strategic and operational qualified Physician Associates will require
workforce planning process taking into a period of internship.

account plans for service or workforce

redesign. While most Physician Associates are

Employers, using Agenda for Change, will employed in general medicine or primary
determine the role profile and subsequent care they can, in fact, work in any

banding for the role. It is likely that speciality as long as they are competent

banding will be no lower than band 6 and have supervision. For example there

for internship; the majority of Physician are Physician Associates in trauma,

Associates will be a band 7. For very orthopaedics and neurosurgery. They are

experienced Physician Associates who sometimes referred to as a generalist in a

have an extended role such as training specialist team.

in Universities, there may be a small

number of band 8a roles. While Physician Associates can potentially
cover a 24/7 service, consideration

4.1 Workforce planning and needs Fo_ be given t.o the s_upport/medical

redesign supervision they will require.

Organisations should use the Workforce
Planning component of the planning

Wales Physician Associate Governance Framework
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4.2 Employer’s responsibilities

When recruiting, employers should:

Stipulate on the person specification that
the Physician Associate is required to

be on the Physician Associate Managed
Voluntary register.

Verify that the Physician Associate has re-
sat and passed their examinations every
six years. The Royal College of Physicians
hold a register of Physician Associates
that should be checked. In order to do
this, employers should contact the Royal
College of Physicians membership office
who should respond with a confirmation
letter.

If a Physician Associate is also a
registered nurse/therapist with an
independent prescribing qualification,
it is at the discretion of the employing
organisation and medical supervisor
whether the Physician Associate will be
required to use the prescribing
qualification as part of their duties. If
they are required to prescribe, the job
description and person specification
should reflect this and the requirement
to undertake these duties in accordance
with the appropriate regulatory body
requirements.

The employing organisation must satisfy
itself that the Physician Associate holds
the relevant qualifications which are
up-to-date and valid. The employing
organisation must also ensure that the
regulators standards for maintaining
registration and undertaking prescribing
are facilitated and adhered to including
any practice hours and/or revalidation
requirements. If the Health Board/Trust
does choose to allow certain Physician
Associates to prescribe, the Health
Board/Trust needs to ensure that the
appropriate policy is in place to enable
prescribing activities by non-medical
practitioners and that this is followed
correctly.

Wales Physician Associate Governance Framework
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Ensure that the Physician Associate is

appropriately supervised by a doctor with
the appropriate training and experience.

Ensure that as with other staff the
Physician Associate has an annual
performance and development review.

4.3 Indemnity

The all Wales policy on insurance NHS
indemnity and related risk management
for potential losses and special payments
states:

“NHS indemnity applies only to NHS
directly provided activities arising from
the actions of NHS employees who at the
relevant time (i.e. at the time alleged
negligence occurred), are providing
services as employees of an NHS Trust or
Local Health Board.

GP practices (unless directly managed

by a Health Board) providing healthcare
services to patients on their own lists are
outside of the scope of NHS Indemnity
and must make external provision.” °

In primary care this means that either
the Physician Associate must cover the
cost of indemnity themselves or their
employer must cover the cost.






4.4 Relationship with the
clinical team

Research has shown that in order for
the team to be efficient and effective
the relationship between the Physician
Associate and the extended team is
paramount. Therefore it is essential that
all members of the healthcare team
understand the role 1°,

The Physician Associate is there to
compliment the rest of the team and

not substitute for any of them. The
introduction of the role to the wider team
can be achieved through a culture of
acceptance, engagement with the multi
disciplinary team, good communication,
clear delineation of their role and clinical
leadership.

The Physician Associate should have an
induction to the organisation and to the
workplace and be clear who their line
manager and supervisor is and how they
fit into the clinical team.

Physician Associates are responsible for
ensuring their practice is up-to-date and
for keeping their managers informed of
the date and outcome of recertification
and ensuring they are on the managed
voluntary register.

The Physician Associate should be
treated the same as any other member
of the team; if there are any issues or
disagreements regarding the treatment
of a patient this should be referred to the
consultant in charge.

5. Compliance and Reporting

As part of the overarching governance
arrangements of Health Board/Trusts,
the Board would need to be assured that
the implementation and management

of the new role is robust. This could be
facilitated through the provision of a six
monthly report via the appropriate sub-
committee. These posts are designed to
support medical staff and hence this will
form part of the Medical Director’s report.

6. Evaluation and Impact of the
Role

It is important that the role of the
Physician Associate is regularly evaluated
to:

e Evaluate patient care to ensure
that the Physician Associate role is
contributing positively to the patient
experience

e Establish the impact of the Physician
Associate role on clinical or service
targets

e Ensure that in redesigning the
workforce duplication of work is
avoided

e Identify the potential benefits of
employing Physician Associates which
can then be used to inform the IMTPs,
cluster or practice plans

9. Welsh Risk Pool Services (2015) All Wales Policy on insurance, NHS Indemnity and related risk
management for potential losses and special payments.

10. NHS Employers (2013) NHS Teamwork
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Physician Associate Flow Chart

Employer’s Responsibilities Physician Associate (PA) Employee’s Responsibilities
Ensure PA name is on register PA trained in line with National Add name to voluntary managed
Curriculum (2012) and name is on the register
managed voluntary register. Need for

role identified in IMTPs

Provide induction I\ Induction carried out. To include: ‘/ Attend induction

. Introduction to NHS Wales

. Introduction to policies and
standards

. Meeting the rest of the team

. Delegation
Health and safety/risk
assessment

. Confidentiality

. Complaints

. Expectations of the PA

Provide supervision based on PA
competence and acuity of patient.
Level of supervision decided by trained

supervisor

Any concerns raised should be Levels of Supervision

discussed with the clinical supervisor

who should assess the situation. e Direct — working closely with

Medical Director or GP Clinical supervisor e.g. on same ward

Governance Lead should be informed e Indirect - working with supervisor .
of continuing concerns. If a colleague _} easily contactable e.g in same 4— Work under supervision
feels concerns are not being dealt with hospital but not on same ward

the Medical Director or GP Clinical ¢ Remote - supervisor may be on

Governance Lead should be informed another site

directly. Follwing this the organisations

governance procedure should be

followed.

Flowchart Continues On The Next Page »
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To undertake PADR
and provide CPD
opportunities to meet
requirements of the
faculty of PAs and to
support recertification

CPD requirements are:

50 hours of CPD or 150 hours as a rolling total over 3 years split between Type 1 and
Type 2

Type 1 Type 2
e Standardised courses — ALS, ALERT e Attending meetings not approved as
e PA conference & CPD days type 1
e University based CPD days e Teaching students taking part in OSCEs
e Other courses approved by other etc
organisations e.g.RCP, RCGP e Reading journals and writing reflective
log

e Undertaking clinical audits

e Reflective case studies

e Lobbying activities on behalf of PA
profession

Recertification

As a condition to remain on the register PAs have to recertify every 6 years. PAs are given
3 attempts to sit and pass the recertification examination. The first opportunity will be at
the beginning of their 5th year of practice since qualifying as a PA. PAs must take the first
opportunity to re-sit that is available to them. If they fail to do so then the first sit will be
classed as a fail and they will only have 2 more opportunities to take the recertification
exam. If they fail to take the next opportunity available then this too will be classed as a
fail and they will only have one more opportunity to take the exam.

If they fail this then they will be taken off the Physician Associate Managed Voluntary
Register (MVR) and their employer notified of their removal from the register. If any PA
fails the recertification exam on 3 occasions then they will be removed from the PA MVR
and their employer notified of this change. They will then have to take the qualifying
exam or whatever the statutory regulator stipulates that they need to do in order to
obtain statutory regulation when the time comes and to enter on to the register again.

If the Physician Associate
fails to undertake the
exam 3 time or fails 3
times the organisation’s
internal process should
be invoked

GIG | G
NHS | shared services

Partnership
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0
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To undertake CPD and
maintain competence
to ensure successful
recertification 6 yearly






Useful Links

Support, Development & Educational Requirements of a
Physician Associate: An Employers Hand book.

http://staticl.squarespace.com/
static/544f552de4b0645de79fbe01/t/54b5
8e91e4b071daa22b18e6/1421184657888/
PA+Employers+Handbook+%26+review+material.pdf

Physician Associate Code of Conduct and Scope of Practice

http://staticl.squarespace.com/
static/544f552de4b0645de79fbe01/t/552a
9dc8e4b010138bab4667/1428856264107/
Code+of+Conduct+and+Scope+of+Practice+version+4.pdf

Competence and Curriculum Framework for the Physician
Assistant 2012.

http://staticl.squarespace.com/
static/544f552de4b0645de79fbe01/t/557f1clae4b0edab35dd92
cf/1434393626361/CCF-27-03-12-for-PAMVR. pdf
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http://static1.squarespace.com/static/544f552de4b0645de79fbe01/t/54b58e91e4b071daa22b18e6/1421184657

http://static1.squarespace.com/static/544f552de4b0645de79fbe01/t/54b58e91e4b071daa22b18e6/1421184657

http://static1.squarespace.com/static/544f552de4b0645de79fbe01/t/54b58e91e4b071daa22b18e6/1421184657

http://static1.squarespace.com/static/544f552de4b0645de79fbe01/t/54b58e91e4b071daa22b18e6/1421184657

http://static1.squarespace.com static/544f552de4b0645de79fbe01/t/54b58e91e4b071daa22b18e6/1421184657888/PA+Employers+Handbook+%26+review+material.pdf  

http://static1.squarespace.com/static/544f552de4b0645de79fbe01/t/552a9dc8e4b010138bab4667/1428856264107/Code+of+Conduct+and+Scope+of+Practice+version+4.pdf  

http://static1.squarespace.com/static/544f552de4b0645de79fbe01/t/552a9dc8e4b010138bab4667/1428856264107/Code+of+Conduct+and+Scope+of+Practice+version+4.pdf  

http://static1.squarespace.com/static/544f552de4b0645de79fbe01/t/552a9dc8e4b010138bab4667/1428856264107/Code+of+Conduct+and+Scope+of+Practice+version+4.pdf  

http://static1.squarespace.com/static/544f552de4b0645de79fbe01/t/552a9dc8e4b010138bab4667/1428856264107/Code+of+Conduct+and+Scope+of+Practice+version+4.pdf  

http://static1.squarespace.com/static/544f552de4b0645de79fbe01/t/557f1c1ae4b0edab35dd92cf/1434393626361/CCF-27-03-12-for-PAMVR.pdf 

http://static1.squarespace.com/static/544f552de4b0645de79fbe01/t/557f1c1ae4b0edab35dd92cf/1434393626361/CCF-27-03-12-for-PAMVR.pdf 

http://static1.squarespace.com/static/544f552de4b0645de79fbe01/t/557f1c1ae4b0edab35dd92cf/1434393626361/CCF-27-03-12-for-PAMVR.pdf 
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Welsh Government

21 March 2017
Dear Colleague
Re: Role of Physician Associates

On 1 February 2016 the then Minister for Health and Social Services wrote to NHS chairs to
establish the level of support for the inclusion of the role of physician associate (PA) within
the NHS workforce across Wales.

The responses received indicated wide spread support for the role and that NHS
organisations considered the role could assist in primary, community and secondary care
settings.

Informed by this feedback, two pilot PA education programmes were agreed. One is
delivered by Swansea University and has a cohort of 15 places, with the other being
delivered by Bangor University with a cohort of 12 places.

It was agreed these two programmes would be evaluated to confirm what the benefits of
wider introduction of this role might deliver for patients and the provision of health services
in Wales. We have asked Bangor and Swansea Universities to identify and provide
evidence to enable this evaluation to take place.

There are also a small number of already qualified PAs which have been employed in the
service.

In order to ensure safe, effective person-centred care, as employers you need to ensure
there are effective supervision and management arrangements in place for PAs. This
includes having robust systems in place to identify and address any areas of concern.
The Welsh Government is currently working with the Department of Health and the other
devolved administrations to agree a four nations approach to the regulation of PAs.

This letter sets out the specific arrangements which you need to ensure are in place within
your organisation if you choose to introduce PAs into your workforce. You must ensure:
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We welcome receiving correspondence in Welsh. Any correspondence received in Welsh will be answered in Welsh and corresponding
in Welsh will not lead to a delay in responding.
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e pre and post employment checks are undertaken in line with the Safer Recruitment
Guidance

e person specifications include the requirement that the PA is on the PA Managed
Voluntary Register (MVR)

o verification takes place to ensure the PA has sat and passed their examinations
every six years; this should be checked with the Royal College of Physicians’ register
of PAs (a condition of remaining on the MVR is that PAs have to recertify every six
years by undertaking an examination)

e active consideration is given to decisions about whether to allow a PA who is also a
registered nurse or therapist with an independent, up-to-date prescribing
gualification, to be able to use that qualification in their PA role and if so to reflect this
in the job description

e ensure the PA is appropriately supervised by a doctor with appropriate training and
experience

e ensure the PA has an annual performance and development review

e ensure robust governance arrangements are in place

e patients are informed that they are being treated by a PA, not by a doctor

e ensure arrangements for regular assessment of competence of PAs forms part of the
supervising doctor’s annual appraisal

e ensure supervisors can demonstrate the extent of their professional responsibilities in
understanding the scope and limitations of practice of PAs in line with the guidance
set out by Royal Colleges.

A governance framework for the PA role in Wales has been developed and approved by the
PA task and finish group and implementation group. This was developed in collaboration
with the NHS and should be considered alongside this letter when thinking about and
subsequently employing PAs. The framework can be accessed through the following link:

http://www.weds.wales.nhs.uk/sitesplus/documents/1076/Final%20A11%20Wales%
20Physician%20Associate%20Governance%20Frameworkl1$20%284%29.pdf

Yours sincerely,
\JQ,&V\ W ke @5
g

Prof Jean White Dr Frank Atherton Julie Rogers
Chief Nursing Officer Chief Medical Officer Director of Workforce and OD



http://www.weds.wales.nhs.uk/sitesplus/documents/1076/Final%20All%20Wales%20Physician%20Associate%20Governance%20Framework1%20%284%29.pdf

http://www.weds.wales.nhs.uk/sitesplus/documents/1076/Final%20All%20Wales%20Physician%20Associate%20Governance%20Framework1%20%284%29.pdf




image3.emf

‘ ) rtmen
DH ) Department National Practitioner Programme

of Health

The Competence and Curriculum Framework
for the Physician Assistant






The Competence and Curriculum
Framework for the Physician
Assistant*

September 2006

* Physician Assistant is the working title which replaces the previous working title of Medical Care Practitioner following the
suggestions received through the public consultation process. It is recognised that the title will remain a working title until
the role is regulated by the appropriate regulator.





Policy
HR/Workforce
Management
Planning

Clinical

Estates
Performance
IM&T
Finance

Partnership Working

Document Purpose

Policy

ROCR Ref: Gateway Ref: 7043
Title The Competence and Curriculum Framework for the Physician Assistant
Author DH/NHS

Publication Date

September 2006

Target Audience

PCT CEs, NHS Trust CEs, SHA CEs, Care Trust CEs, Medical Directors, Directors
of Nursing, PCT PEC Chairs, NHS Trust Board Chairs, Directors of HR, Directors
of Finance, allied health professionals, GPs, Communications Leads, Emergency
Care Leads, potential employers of Physician Assistants, members of other
health and social care professions. Educational bodies and advisory groups.
Those considering training to become Physician Assistants

Circulation List

PCT CEs, NHS Trust CEs, SHA CEs, Medical Directors, Directors of Nursing,
allied health professionals, GPs, Communications Leads, Emergency Care
Leads, voluntary organisations/NDPBs

Description This document is the main reference document for the Competence and
Curriculum Framework for the establishment of professional standards and
quality assurance of trainee Physician Assistants throughout England (the
document may be used in Northern Ireland, Scotland and Wales in future)

Cross Ref The Curriculum Framework for the Surgical Care Practitioner, The Curriculum

Framework for the Anaesthesia Practitioner, The Competence and Curriculum
Framework for the Emergency Care Practitioner — A consultation document,
The National Education and Competence Framework for Advanced Critical
Care Practitioners — A discussion document

Superseded Docs

The Competence and Curriculum Framework for the Medical Care Practitioner
— A consultation document

Action Required

N/A

Timing

N/A

Contact Details

Robert Standfield

National Practitioner Programme
170 Tottenham Court Road
London W1T 7HA

07919 542366

For Recipient's Use

© Crown copyright 2006

First published September 2006

Produced by the Department of Health

The text of this document may be reproduced without formal permission or charge for personal or in-house use.

www.dh.gov.uk




http://www.dh.gov.uk



The Competence and Curriculum Framework for the Physician Assistant

The development of this document

The purpose of this document is to share analysis of the Medical Care Practitioner (MCP)
Competence and Curriculum Framework public consultation document and to integrate the
responses to the questions asked within that document in the form of a revised narrative and
explicit recommendations.

The MCP Competence and Curriculum Framework consultation document and this final
document were developed between September 2004 and August 2006 in partnership with the
Royal College of Physicians (RCP) and the Royal College of General Practitioners (RCGP).
Further support has been provided by Skills for Health, those higher education institutions
(HEIs) expressing an interest in providing an educational programme for the role and clinical
colleagues drawn from a range of backgrounds, including the armed services.

The role of the Physician Assistant seeks to build capacity in the NHS workforce, by drawing
in a new cadre of recruits from sources such as life-science graduates.

The role draws upon existing models, particularly that of the Physician Assistant role that has
been well established in the United States for over 40 years, and has been positively evaluated
in the NHS over the last two to three years.

The document seeks to provide a foundation for the movement towards professional
regulation, and this will be pursued to ensure patient safety through agreed national standards
for training and competence. This document stipulates the national standards of training and
competence that those using the protected title, to be determined by the regulator, will need to
meet before entering practice. When regulated, those in the role will be required to adhere to
the standards set down by the regulatory body. These standards will include a professional code
of conduct and a requirement to maintain and improve knowledge and skills through
appropriate continuing professional development (CPD).

This document outlines the Competence and Curriculum Framework and sets the national
standards of education, training and assessment to enable qualification from an HEI approved
by the regulator of the profession.

Although this is the first definitive document there needs to be a realisation that any new
profession will take time to form, and this document (or parts of it) may need to be superseded
as the profession grows and standards change and as the role is adopted across Europe.
Accordingly, this document identifies transitional arrangements to take account of the dynamic
nature of progression, especially during the formative period.

The framework outlines the knowledge, skills and core competences expected at the point of
qualification. Although it is recognised that, once qualified, those in the role may develop areas
of special interest and expertise, they will be required to maintain this broad competence
throughout their career.

Please note: Although this document is subject to Crown copyright, the conditions
matrix described on pages 16 and 17 is the intellectual property of Nick Ross and the
University of Birmingham.
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Foreword
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The Physician Assistant role provides an opportunity to improve and develop the skill mix in
primary and secondary care, while recognising the unique skills and knowledge of other healthcare
professionals. Both hospital practice and primary care have been under substantial pressure in recent
years with demographic changes, technological and therapeutic advances and the need to improve
access and choice for patients, leading to a rising workload. The current clinical and medical
workforce strives to meet the demand for access to healthcare services in all areas, and innovative

solutions have evolved.

Nursing staff and other allied health professionals have developed extended roles with benefits to
patient care and job satisfaction, but the capacity issue in the workforce has led to the rapid
establishment of a wide range of new posts of medical support workers across the country with
variable training, roles and responsibilities and standards of clinical practice. This is unsatistactory,
both from the regulatory point of view, with the need to ensure that patient care is delivered by safe
and competent practitioners, and from the need to define, certify and reward individuals who acquire

knowledge and skills and allow transferability across the NHS.

The model of the Physician Assistant was developed in the United States in the mid-1960s, to meet
a similar need to increase healthcare services, and is quality assured by educational courses that are
based on national standards of training, competences and certification. The development of the
model in the USA has resulted in increased capacity of high-quality healthcare, which is underpinned

by independent accreditation of standards of practice, in contrast to the situation in the UK.

The development of new roles is often contentious, with perceived threats to the training, role and
status of existing healthcare professionals, and the need to safeguard standards of patient care. We
believe that there is a need for a broadly based, new healthcare professional who can contribute to
holistic patient-centred care in both primary and secondary care settings, but we believe that it is
essential to define the role and scope of practice and the standards for education and assessment in
order to ensure that practice is to a uniformly high standard. The collaboration of the Royal College
of Physicians and the Royal College of General Practitioners, in partnership with the National
Practitioner Programme, the University of Birmingham Medical School and Skills for Health and
with the support of many other clinical colleagues, has resulted in the development of this
Competence and Curriculum Framework. We hope that this document is the first step to a new

and welcome addition to healthcare teams in the NHS.
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Mary Armitage
Clinical Vice-President
Royal College of Physicians

Nigel Sparrow

Vice-Chairman
Royal College of General Practitioners





The Competence and Curriculum Framework for the Physician Assistant

Executive summary

This document has been produced by the Competence and Curriculum Framework Steering
Group, which was commissioned originally by the former Changing Workforce Programme
and is jointly chaired by Dr Mary Armitage, Clinical Vice-President of the Royal College

of Physicians (RCP) and Professor Nigel Sparrow, Vice-Chairman of the Royal College of
General Practitioners (RCGP).

The steering group was established for the time-limited task of developing a Competence and
Curriculum Framework for the emerging role of the Physician Assistant. The RCP and the
RCGP were asked to build on similar work being progressed by the Royal College of
Anaesthetists and the Royal College of Surgeons of England to develop Competence and
Curriculum Frameworks for Anaesthesia Practitioners and Surgical Care Practitioners,

respectively. They were also asked to develop competences through Skills for Health, the sector
skills council for the UK health sector.

The content of this document has also been informed by the results from the public
consultation process, and we have indicated these contributions where appropriate. The
document also takes into account the relevant aspects of the recently published consultation
on non-medical regulation, Healthcare Professional Regulation: public consultation on proposals
for change (Department of Health, July 20006)

(www.dh.gov.uk/Consultations/LiveConsultations/fs/en).

Significant contributions have also been made by a wide range of participants, who have been
acknowledged at the back of this document.

A detailed summary of the results of the public consultation exercise are set out in the
Appendix. Although there were no major surprises in the response to the consultation exercise,
a number of actions have been taken to accommodate the results of the consultation. As stated,
these are highlighted throughout the document either in the narrative or within specific
recommendations. The major recommendations are:

L. Qualified and registered Physician Assistants will have access to the same prescribing
formulary as that of their supervising physician. This formulary will recognise their area of
work and allows them to prescribe in accordance with treating the presenting patient
without unnecessary delay. The local prescribing formulary will be adhered to at all times.

2. A period of internship of 12 months is required for the smooth transition between
trainee and regulated professional. This would be a period to consolidate skills rather
than a formal education programme and consequently the internship would be a
salaried position that provides service and has a direct impact upon patient care. During
this period the Physician Assistant will be responsible for their own caseload and have
the right to refer patients to appropriate diagnostic facilities and to other practitioners
with specialist skills.

3. A single national assessment for the profession will be in place before entry onto
the statutory register. This is required to establish parameters of competence and for
building public confidence.
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4. Although it is not currently applied to any healthcare profession, the regular compulsory
periodic assessment of knowledge through testing will be introduced to ensure the
underpinning principles of demonstrating public safety and maintaining generalist
function. The passing of the test every five years will be a condition of continuing use of
the protected title. The first periodic compulsory test will be available within five years of
the protected title being established so that it may be tested.*

5. Compulsory periodic assessment will be funded through test fees paid by the individual.

6. The validation and accreditation of Physician Assistant programmes of education will
be carried out in accordance with the requirements and standards of the approved
regulator. Interim arrangements will be transparent, will involve and be subject to
independent academic, service and public scrutiny and will be able to transfer smoothly
to the appointed regulator when appropriate.

7. Although there was no consensus in the consultation regarding the role of the regulator
in the assessment and validation of education programmes, the regulator will have the
primary role in accrediting courses that lead to entry onto the statutory register and the
ability to practise in the UK using the protected title.

8. Although the regulator will determine the regulated title, the working title of Physician
Assistant was overwhelmingly considered to be the most appropriate; therefore, in the
interim, the working title of Physician Assistant will be adopted. However, it should be
emphasised that the regulator will consider and approve the appropriate protected title.

Some responses questioned the need for the Physician Assistant role either because of the
similarities in function to roles already embedded in the NHS or because of its potential
impact upon junior doctor training. The role of the National Programme Board and the
Competence and Curriculum Steering Group has never been to justify the need for the post.
However, the NHS has a duty to ensure that national standards are in place for roles that
employers have been, or will be, recruiting into, and the source of this recruitment may be
current staff or staff trained outside the UK who may not have access to current regulatory
bodies and as such are outside the remit of national standards, scope of practice and
mechanisms to protect the public.

As indicated in this document many employers have developed similar roles over many years
through a variety of routes by developing current staff to meet service requirements. More
recently national competences and standards have been developed for the majority of these staff
but not for new entrants into healthcare.

Although this is the final document to be published by the National Programme Board and
Competence and Curriculum Framework Steering Group, it does not mark the end of the
development. We believe that this document provides the foundation for the development of
the Physician Assistant profession in the UK and as such some component parts will require
revision over the forthcoming years as the profession grows and develops its own set of
professional and practice values, scope of practice and role definition. Consequently, there are
areas of the document that identify transitional arrangements, rather than rigid form and
function, and as such will require further refinement through a small number of transitional
groups that have, or will be, set up to oversee their progress.

*This reflects proposals for the revalidation of all healthcare professionals made by the Chief Medical Officer and the Department of Health,
which have been published for public consultation in Healthcare Proféssional Regulation: public consultation on proposals for change.
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This document will be accessible online at “What's New’ (www.dh.gov.uk/news) in addition to
the following websites:

Department of Health www.dh.gov.uk/publications
The Royal College of Physicians www.rcplondon.ac.uk

The Royal College of General Practitioners www.rcgp.org.uk

Skills for Health www.skillsforhealth.org.uk
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The Competence and Curriculum Framework for the Physician Assistant

Introduction

Role of the Physician Assistant

In order to meet the workforce requirements set out in the NHS Plan (2000) to maintain and
increase capacity in healthcare, many practitioners have been developing and extending their
role in the care of their patients. This is not a recent phenomenon as, over many years, non-
medical staff interested in developing their skills have been encouraged and supported by their
employers to do so. This has often been done in partnership with medical teams and has been
very successful in ensuring improved access to care and the development of multi-professional
team working.

The development of new and extended roles has been driven by the local workforce needs of
the NHS in response to national policy initiatives and European legislation such as the
Working Time Directive. This localised response has resulted in the development of bespoke
programmes of training for small groups of practitioners to enable them to fulfil roles that are
often defined by their immediate supervisors. Because of local and often fragmented definition,
such roles may lack the potential for sustainability and transferability across the NHS.

In view of the many emerging new roles within the NHS, it is acknowledged that there is
potential for confusion and variable standards. Partnership working with the medical royal
colleges to develop standardised nationally approved roles increases transferability and
standardisation to the benefit of the NHS, the healthcare practitioner and the patient.

This document defines standards for the education and practice of a broadly based healthcare
professional, who is able to contribute to holistic patient-centred care in both primary and
generalist secondary care settings — the Physician Assistant.

A Physician Assistant is defined as someone who is:

a new healthcare professional who, while not a doctor, works to the medical model, with
the attitudes, skills and knowledge base to deliver holistic care and treatment within the
general medical and/or general practice team under defined levels of supervision.

A Physician Assistant can:

. formulate and document a detailed differential diagnosis, having taken a history and
completed a physical examination;

. develop a comprehensive patient management plan in light of the individual
characteristics, background and circumstances of the patient;
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. maintain and deliver the clinical management of the patient on behalf of the
supervising physician while the patient travels through a complete episode of care;

. perform diagnostic and therapeutic procedures and prescribe medications (subject to
the necessary legislation); and

. request and interpret diagnostic studies and undertake patient education, counselling
and health promotion.

The Physician Assistant role provides a new way of working that will complement roles already
developed in primary and secondary care and strengthen the multi-professional team. Like all
other regulated healthcare professionals the Physician Assistant is responsible for their own
practice, although they will always work under the supervision of a designated senior medical
practitioner, and the medical consultant or general practitioner will retain ultimate
responsibility for the clinical management of the patient. Their detailed scope of practice in

a given setting is circumscribed by that of the supervising doctor. Although there may be
circumstances when the supervising doctor is not physically present, they will always be readily
available for consultation.

The Physician Assistant will be employed as a member of the medical team in either primary
or secondary care and will have a clinical supervisory relationship with a named doctor who
will provide clinical guidance when appropriate. It is expected that over time the supervisory
relationship will mature and that although the doctor will remain in overall control of the
clinical management of patients, supervision will diminish.

The Physician Assistant will always act within a predetermined level of supervision and within
agreed national guidelines. Qualified Physician Assistants may develop specialist expertise that
reflects the specialty of their supervising doctor. This will be gained through experiential
learning and CPD. However, the response from the public consultation endorsed the view that
Physician Assistants should be expected to maintain their broad clinical knowledge base
through regular testing of generalist knowledge. It is likely therefore that similar structures and
processes to those used in the United States to test the maintenance of generalist knowledge
will be introduced.

Key points of the Competence Framework

In addition to competences and skills, this framework describes the level of responsibility that
Physician Assistants will be expected to take for the diagnosis and management of a range of
clinical conditions. An employing organisation can use the framework to set appropriate
expectations of the Physician Assistant.

In the previous document a diagrammatic matrix was used to illustrate the responsibility in
relation to different conditions. Although referring to individual clinical conditions, the
classification of conditions within the matrix recognises that these may often be present as part
of a more complex picture of co-morbidity. The response to the public consultation document
indicated that this matrix provided clarity regarding the levels of disease and clinical
management that Physician Assistants could adequately manage. The matrix, like this
document itself, is a dynamic document that requires constant updating as the profession
develops and as service needs change. It is intended, therefore, rather than setting out in this
document what those diseases should be, that ways of providing the information electronically
through a universal access system be sought. This will be established, maintained and governed
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by the profession and recognise their increasing knowledge of service need. In the interim, the
master matrix of core clinical conditions will be accessible online in a linked working electronic
document entitled Matrix specification of core clinical conditions for the Physician Assistant by
category of level of competence at www.dh.gov.uk/news and www.dh.gov.uk/publications (to be
read in conjunction with this document).

Key points of the Curriculum Framework

This framework recognises that the development of common standards on qualification
requires:

. flexible but rigorous entry criteria to programmes;

. a substantial academic programme that will allow the time required for individual
professional development;

. agreed minimum levels of clinical experience;

. a common core knowledge base;

. common core learning outcomes; and

. national (or international) standardised assessment.

Physician Assistants will complete a degree-level academic programme of no less than 90
weeks. The public consultation document proposed that this should be followed by a period of
internship in an approved clinical training setting, and this was universally agreed. Whilst those
who responded suggested a range of periods of ‘intern’ time the most commonly accepted was
a period of 12 months. This foundation will enable Physician Assistants to practise as part

of the clinical team, within a range of primary and secondary healthcare settings. Those
responding to the consultation also suggested that this internship should take place in a single
setting but with access to other clinical areas to ensure clinical exposure to common systems

of clinical management.

The interim arrangements will set out the process for ensuring that a partnership model is
in place between the supervising doctor and the academic institution to ensure that robust
governance is in place and the required professional standards are achieved.
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2.1

The Competence Framework

Competence on qualification

This chapter defines the core achievements required of the Physician Assistant student at the
point of qualification, in order to be placed on the register. There are three major components
to this specification:

. The core competences which the Physician Assistant is expected to be able to
demonstrate across all their clinical practice.

. The range of procedural skills in which the Physician Assistant must have demonstrated
competence.
. The core clinical conditions and the level of responsibility which the Physician Assistant

is expected to take for diagnosis and management — consequently the main body of the
public consultation document included:

an explanation of the core clinical conditions matrix;

- examples of indicative conditions across the full range of systems;

- a complete example of the specification for one system;

- an example of specification on the basis of a disease process; and

- an example of specification of conditions on the basis of a clinical presentation.

The full list of core clinical conditions set out by category of level of competence in accordance
with the matrix model is available electronically at www.dh.gov.uk/news and
www.dh.gov.uk/publications as described in section 1.2.

This document sets out the competence expected at the point of qualification. A Physician
Assistant is required to maintain this breadth of competence throughout their professional
career. The additional expertise that they may acquire in particular fields, through
experience or further training, is in addition to this general competence and not a
substitute for it.

It is anticipated that Physician Assistant students will be drawn from a variety of backgrounds,
but it is intended that a major pool of applicants will be life-science graduates, thus
encouraging recruitment from this sector into the NHS. Other potential areas for recruitment
include medical assistants/medical technicians from the armed services, nurses and allied health
professions, and appropriate accreditation of prior learning/experiential learning (APL/APEL)
processes will need to be in place (see sections 3.6.3 and 3.6.4). Consequently, there is likely
to be considerable variation in knowledge levels and clinical and educational experience of
different entrants, as well as variation in their life experience. Some prospective entrants with
limited academic experience may need access programmes to enable them to follow the
proposed intensive university-level education.
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The competences detailed in this document reflect the requirement for a significant knowledge
base and an understanding of the application of scientific principles, through professional
judgement, in a range of clinical settings. This capability is to be acquired through an appropriate
academic and clinical curriculum approved by the regulatory authority. In order to enable
entrants from different backgrounds to achieve the required competences, curricula will have to
target specific groups or demonstrate the flexibility to cope with the range of learning needs.

Responses from the public consultation exercise indicated a requirement to differentiate
between the length, depth and breadth of this education programme and other programmes
that have led to roles that provide similar outcomes for current NHS staff. This will be
addressed through the NHS Knowledge and Skills Framework. A foundation and full post
outline, together with examples of application for the Physician Assistant role, can be found
at www.e-ksf.org

It was never the intention for the Physician Assistant role to substitute for established roles, as
the justification for its development has solely been based upon service need. Experience from
other countries has indicated that the role has flourished where workforce capacity within
medical teams has been an issue of concern. Local workforce planning will be the single most
significant aspect of whether this role becomes embedded into the NHS workforce.

The core competences outlined in this document must be achieved by those that are
undergoing Physician Assistant education and training in order to take up the professional role.
In keeping with the philosophy of lifelong learning in the NHS, further skills will be acquired

and assessed, and accordingly Physician Assistants may then work in specialist areas.

Physician Assistants will be accountable for their own practice within the boundaries of
delegation but they will work under the overall supervision of a general practitioner or medical
consultant. Arrangements for supervision and the delegation of duties and responsibilities will
vary according to the Physician Assistant’s level of overall experience and expertise in the
particular clinical field.

Assessment of competence

The day to day management of the assessment of students’ knowledge, skills and attitudes as
they develop through Physician Assistant education programmes will be the responsibility of
individual higher education institutions (HEIs). However, in order to qualify as a Physician
Assistant, students from all HEIs will be required to undertake a nationally determined
assessment. HEIs may, if they wish, apply additional assessments for the award of their
academic qualification based on:

. institutionally determined requirements;
. the academic level of their programme; and
. specific learning over and above that specified as core to the role but that does not

detract from the national assessment requirement, which will include:
- a national knowledge-based examination; and

- an objective, structured clinical examination that uses nationally determined
stations and assessment criteria (eg clinical skills laboratory, simulated patients
or, where appropriate, actual patients).
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2.3

In addition there will be a nationally agreed framework for:

. direct observation of the student’s application of communication, interpersonal, clinical
and procedural skills in practice;

. collection of evidence provided by other healthcare practitioners regarding the
performance of the student;

. direct questioning by an assessor to check understanding of patient-centred care, health
and safety procedures, technological interventions and interpretation of results, in
addition to demonstrating core knowledge; and

. a portfolio of evidence maintained by the student — this will include a record of
progress as well as reflective accounts of critical learning encounters and will inform
the assessment process and its outcome.

In terms of providing evidence for the core clinical competences, skills and conditions, the
evidence must reflect that the Physician Assistant has demonstrated the skills of working with
patients in the clinical setting (with the exception of cardiopulmonary resuscitation (CPR),
where competence can be demonstrated through simulation).

Specification of core competences

To specify competence, it is necessary within the following section to break down the clinical
role into a series of component parts. In reality, the Physician Assistant moves freely between
the application of these component competences as required by the clinical situation and
service need. It is essential to the medical model, to which the Physician Assistant works, that
their consultations and interventions are responsive to the individual patient and their
situation, rather than mechanistic — that is, they should apply their knowledge and skills in a
patient-centred way rather than sticking closely to predetermined protocols.

In addition, this document acknowledges the government expectation (please see Common
Core of Skills and Knowledge for the Childrens Workforce, Department for Education and Skills,
2005) that practitioners working with children and young people should have a basic common
core set of skills, knowledge and values that promote equality, respect diversity, help provide
more effective and integrated services and acknowledge the rights of children, young people
and their families.

2.3.1 Professional behaviour and probity

. Consistently behave with integrity and sensitivity.

. Behave as an ambassador for the role of Physician Assistant, acting professionally and
behaving considerately towards other professionals and patients.

. Recognise and work within the limitations of your professional competence and scope
of professional practice.

. Maintain effective relationships with colleagues from other health and social
care professions.

. Inform patients, carers and others of the nature of the clinical role.
. Contribute to the effectiveness of a clinical learning environment.
. Be a good role model.
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2.3.3
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The patient relationship

Communicate effectively and appropriately with patients and carers even when
communication is difficult.

Demonstrate the ability to utilise the clinician—patient encounter therapeutically.

Perform a flexible and holistic assessment in order to make an appropriate
management plan.

Facilitate patient involvement in management, planning and control of their own
health and illness.

Appropriately and sensitively identify and utilise opportunities for patient and
carer education.

Common core skills and knowledge when working with children, young people
and families

Demonstrate effective communication and engagement with children, young people
and families.

Demonstrate effective observation and judgement in children’s and young people’s
development.

Recognise when to take appropriate action in safeguarding and promoting the welfare

of the child.

Intervene appropriately when supporting transitions between stages of development
and/or services.

Demonstrate effective multi-agency working through awareness of roles and
responsibilities within other services.

Identify when to share information in a timely and accurate manner while respecting
legislation on the control and confidentiality of information.

The core competencies listed in 2.3.3 are adapted from the Common Core of Skills and
Knowledge for the Childrens Workforce, DIES, 2005.

2.3.4

2.3.5

History taking and consultation skills

Structure interviews so that the patient’s (or carer’s) concerns, expectations and
understanding can be identified and addressed.

Elicit a patient history appropriate to the clinical situation, which may include presenting
problem, history of the present illness, past medical history, social history, family history,
medications, allergies, review of systems, risk factors and appropriate targeted history.

Identify relevant psychological and social factors, integrating these perspectives with the
biomedical evidence to elucidate current problems.

Examination (general)

Perform a physical examination (including screening examinations) appropriate to the
clinical situation. This will include neurological examination, musculoskeletal
examination, blood pressure (BP) measurement and control, male and female
genitourinary examination, breast examination, ophthalmic examination, oropharyngeal
examination, cardiovascular examination, respiratory examination, abdominal
examination and dermatological examination (including pressure area risk management).

9
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2.3.6

2.3.7

2.3.8

Perform a comprehensive mental state examination. This will include assessment of
appearance and behaviour, levels of consciousness, posture and motor behaviour,
thoughts and perceptions, affect, speech and language, orientation, memory and higher
cognitive function.

Interpreting evidence and determining the requirement for additional evidence

Interpret the findings from the consultation (history, physical examination and mental
state examination) in order to determine the need for further investigation and/or the
appropriate direction of patient management.

Understand the indication for initial and follow-up investigations.
Select, interpret and act upon appropriate investigations.

Determine the relevance of screening tests for a given condition.

Clinical judgement in diagnosis and management

Formulate a differential diagnosis that is based on objective and subjective data.

Use clinical judgement to select the most likely diagnosis in relation to all
information obtained.

Recognise when information/data is incomplete and work safely within
these limitations.

Recognise when a clinical situation is beyond your competence and seek
appropriate support.

Therapeutics and prescribing

Determine appropriate therapeutic interventions from the full range of available
prescription medications.

Write accurate and legible prescriptions in out-patient, in-patient and primary
care settings.

Prescribe appropriate fluid regimes on commencing intravenous infusion.

Use the British National Formulary (BNF) and local formularies appropriately and be

familiar with the yellow card system for reporting side effects and drug interactions.

Recognise your responsibility for gaining the patient’s compliance for the drug regime
you are prescribing.

The public consultation document requested views regarding full prescribing rights, and the
majority of respondents agreed that the Physician Assistant should have access to the same
prescribing formulary as that of their supervising physician. Many respondents highlighted the
need to adhere to local policies and guidelines.
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Recommendation 1

Qualified and registered Physician Assistants will have access to a prescribing
formulary that recognises their area of work and allows them to prescribe in
accordance with treating the presenting patient without unnecessary delay.

The local prescribing formulary will be adhered to at all times.

Note: Although it is recognised that the granting of independent prescribing rights is
subject to separate approvalllegislation (via a process of consultation with the
Commission on Human Medicines and the Medicines and Healthcare Products
Regulatory Agency under the auspices of the Department of Health) this recommendation
is included here because independent prescribing is central to the role and practice of the
Physician Assistant, unlike professions for whom it is a part of the extended role.

2.3.9 Clinical planning and procedures

. Formulate and implement a management plan in collaboration with the patient,
the carers and healthcare professionals.

. Perform clinical procedures using knowledge of the indications, contraindications,
complications and techniques.

. Monitor and follow up changes in the patient’s condition and response to treatment,
recognising indicators of the patient’s response.

2.3.10 Documentation and information management

. Initiate and maintain accurate, timely and relevant medical records.

. Contribute to multi-professional records where appropriate.

2.3.11 Risk management

. Recognise potential clinical risk situations and take appropriate action.

. Recognise risks to yourself, the team, patients and others and take appropriate
action to eliminate or minimise danger.

. Value the importance of clinical governance and participate as directed.

2.3.12 Teamwork

. Value the roles fulfilled by other members of the health and social care team and
communicate with them effectively.

. Effectively manage patients at the interface of different specialties and agencies,
including primary/secondary care, imaging and laboratory specialties.

. Effectively and efficiently hand over responsibility to other health and social
care professionals.

2.3.13 Time/resource management

. Prioritise workload by using time and resources effectively.

. Recognise the economic constraints on the NHS and seek to minimise waste.

11
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2.3.14 Maintaining good practice

. Critically evaluate your own practice to identify learning/developmental needs and
identify and utilise learning opportunities.

. Use evidence, guidelines and audit (including significant event analysis) to benefit
patient care and improve professional practice.

2.3.15 Ethical and legal issues

Identify and address ethical and legal issues that may impact on patient care, carers and society.
Such issues will include:

. ensuring that patients’ rights are protected (eg that Gillick competence applies in the
case of children);

. maintaining confidentiality;
. obtaining informed consent;
. providing appropriate care for vulnerable patients (including vulnerable adults, children

and families in need); and

. responding to complaints.

2.3.16 Equality and diversity

. Recognise the importance of people’s rights in accordance with legislation, policies
and procedures.

. Act in a way that:
- acknowledges and recognises people’s expressed beliefs, preferences and choices;
- respects diversity;
- values people as individuals; and

- incorporates an understanding of your own behaviour and its effect on others.

. Identify and take action when your own or others’ behaviour undermines equality

and diversity.

2.3.17 Current developments and guiding principles in the NHS

Be aware of:
. patient-centred care;

. systems of quality assurance, such as clinical governance, national clinical guidelines
and clinical audit

. the significance of health and safety issues in the healthcare setting;
. risk assessment and management strategies for healthcare professionals;
. the importance of working as part of a team within a multi-professional

environment; and

. broader government policy impacting on health.
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2.3.18 Public health

. Address issues and demonstrate techniques involved in studying the effect of diseases
on communities and individuals, including:

- assessment of community needs in relation to how services are provided;

- recognition of genetic, environmental and social causes of, and influences on,
the prevention of illness and disease; and

- application of the principles of promoting health and preventing disease.

It is not intended that Physician Assistants will be the primary care provider in the care of
children and young people. Inevitably, in practice children and young adults will present in
clinical situations, and a Physician Assistant must be able to determine the correct course
of action in such circumstances that ensures the child gets access to appropriate and
immediate care.

Physician Assistants are more likely to have contact with children and young people when
working in primary care and emergency department settings. In order to ensure that Physician
Assistants are able to demonstrate core skills and knowledge when working with children and
young people, as reflected by national policy and guidance,* the Common Core of Skills and
Knowledge for the Childrens Workforce will form part of future qualification requirements for
everyone working with children, young people and families.

Specification of core procedural skills

The following is a list of procedural skills which the Physician Assistant will be able to perform
on completion of the educational programme. This section is designed to be read in
conjunction with the competences (section 2.3), and for the sake of brevity we do not repeat
the vitally important skills of routine examination, communication with the patient, seeking
informed consent, ensuring safety, avoiding infection etc.

2.4.1 Cardiovascular system

. Undertake an ECG.

. Participate in cardiopulmonary resuscitation to the level expected in Immediate Life
Support Training: which medication to use and when, depending upon ECG reading,
oxygen with mask and bag intubation.

2.4.2 Respiratory system

. Undertake pulmonary function tests, including the administration of peak
flow measurement.

. Commence and manage nebulised therapy.

. Commence and manage oxygen therapy.

*Common Core of Skills and Knowledge for the Childrens Workforce (Department for Education and Skills, 2005);
Core Standards Document, National Service Framework for Children, Young People and Maternity Services
(Department of Health, 2004); Children’s Workforce Strategy (Department for Education and Skills, 2005);
‘Keep Me Safe’: The Royal College of General Practitioners strategy for child protection (RCGE 2005)

13
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2.4.3 Gastro-intestinal system

2.4.4

2.4.5

2.4.6

2.4.7

2.4.8

Insert a nasogastric tube.

Musculoskeletal system

Undertake appropriate initial management for common musculoskeletal injuries.

Eyes

Perform fluorescein dye examination of the cornea.

Ear, nose and throat

Perform anterior nasal packing.

Female reproductive system

Obtain a cervical smear, cultures for high vaginal swabs etc.

Renal and genitourinary system

Undertake male and female urinary catheterisation.
Perform a urine dipstick test.

Perform a urine pregnancy test.

Skin
Undertake simple skin suturing.

Undertake incision and drainage of abscesses.

Initial wound debridement.

Diagnostics and therapeutics

Draw up and give intramuscular, subcutaneous, intradermal and intravenous injections
and infusions.

Take a venous blood sample, using appropriate tubes for required tests.
Obtain an arterial blood gas (ABG) sample.

Undertake venous cannulation.
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Specification of core clinical conditions

The model on the following page describes a two-dimensional categorisation — the X axis
referring to competence in undertaking the diagnostic process and the Y axis referring to
competence in managing the condition. This model of conditions is then used in the
systems-based lists on subsequent pages.

Depending on local arrangements and agreement with the supervising practitioner, experience
post-qualification may draw diseases from a lower into a higher category (eg 2B to 1A).
However, it is key to the Physician Assistant role that, whatever their current field of practice,
they maintain competence in the breadth of clinical conditions outlined in this section.

Following the explanation of the core condition matrix, this chapter gives four examples of
matrices as follows:

. examples of indicative conditions across the full range of systems;

. a complete example of the specification for one system;

. an example of specification on the basis of a disease process; and

. an example of specification of conditions on the basis of a clinical presentation.

An electronic working document containing a full list of clinical conditions set out by category of
level of competence in accordance with the matrix model can be found at www.dh.gov.uk/news
and www.dh.gov.uk/publications as described in section 1.2.

15
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Model for categorising clinical conditions on the
basis of required competence

X axis: Is the Physician Assistant competent to take a significant role in the diagnostic
process?

YES: Category 1~ The Physician Assistant is able to identify a condition as a
possibility within differential diagnoses and to take measures to
confirm or refute the diagnosis.

NO: Category 2 The Physician Assistant is aware of the condition, but does not
necessarily have the knowledge or resources to make the diagnosis.

Y axis: Is the Physician Assistant competent to take responsibility for management of
the condition?

YES: Category A The Physician Assistant is able to manage the uncomplicated
condition without routine referral to others.

NO: Category B The Physician Assistant participates in the management of the
condition, but does not take a lead role in determining the
management strategy.
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As with most models, this is something of an oversimplification of reality. Relatively simple
conditions may be complicated by the personal circumstances of the patient, their reaction to
the disease process or some other underlying health problem. Equally, a Physician Assistant
may already be familiar with a non-core condition because of prior experience. However, whilst
the following diagram may be closer to the truth, we believe that the simplified model is a
more appropriate basis for the development of curricula.

X axis: Taking a significant role in the diagnostic process?
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2.7 Examples of core conditions matrices

2.7.1 Matrix showing indicative conditions across the full range of system
categories

Taking responsibility for management?

18

Yes

No

1B

Taking a significant role in the diagnostic process?

Yes

N\ental health: depression

No

Cardiovascular: essential hypertension

‘ Respiratory: acute bronchitis

‘ Gastro-intestinal: gastroenteritis

‘ Musculoskeletal: gout

‘ Eye: corneal abrasions

‘ Ear, nose and throat: acute otitis media

‘ Female reproductive: dysmenorrhoea

‘ Neurological: migraine

Mental health: dysthymic disorder
Cardiovascular: giant cell arteritis

Musculoskeletal: rheumatoid arthritis

Neurological: partial/partial complex seizures

‘ Metabolic and endocrine: hyperkalaemia

‘ Renal and GU: cystitis

‘ Dermatological: atopic eczema

‘ Haematological: folate deficiency

Sexual health: contraceptive advice

‘ Systemic infection: measles

Mental health: phobias

Metabolic and endocrine: hypertriglyceridaemia

Mental health: autistic disorder

Cardiovascular: acute myocardial infarction

Cardiovascular: dilated cardiomyopathy

Respiratory: acute epiglotitis

Respiratory: tuberculosis

Gastro-intestinal: acute pancreatitis

Gastro-intestinal: pancreatic neoplasms

Musculoskeletal: fracture of the hip

Musculoskeletal: juvenile rheumatoid arthritis

Eye: cataract

Eye: hyphaema

Ear, nose and throat: mastoiditis

Ear, nose and throat: acoustic neuromas

Female reproductive: placenta previa

Female reproductive: carcinoma cervix

Neurological: nerve entrapment, eg carpal tunnel

Neurological: Guillain-Barré syndrome

Metabolic and endocrine: thyroiditis

Metabolic and endocrine: acromegaly

Renal and GU: testicular carcinoma

Renal and GU: renal vasculitis

Dermatological: basal cell carcinoma

Dermatological: lichen simplex chronicus

Haematological: aplastic anaemia

Haematological: G6PD deficiency

Sexual health: gonococcal infections

Systemic infection: malaria

Systemic infection: toxoplasmosis

2B
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2.7.2 Example of a complete single system matrix:
the cardiovascular system

Taking responsibility for management?

Yes

No

1B

Taking a significant role in the diagnostic process?

Yes

Hypertension

No

Vascular diseases

Essential Giant cell arteritis
Isolated systolic Ischaemic heart disease
latrogenic Angina pectoris
Hypotension e Stable
Orthostatis/postural

Hypovolaemic shock

Vascular diseases

Phlebitis/thrombophlebitis

Hypertension Cardiomyopathy
Secondary Dilated
Malignant/accelerated Hypertrophic
Hypotension Restrictive

Cardiogenic shock

Congenital heart disease

Conduction disorders

Atrial septal defect

Bundle branch block

Ventricular septal defect

Premature beats

Coarctation of aorta

Atrioventricular block

Patent ductus arteriosus

Paroxysmal supraventricular tachycardia

Tetralogy of Fallot

Ventricular tachycardia

Valvular disease

Ventricular fibrillation/flutter

Mitral valve prolapse

Atrial fibrillation/flutter

Vascular diseases

Chronic/acute arterial occlusion

Varicose veins

Venous thrombosis

Peripheral vascular disease

Acute rheumatic fever

Aortic aneurysm/dissection

Arterial embolism/thrombosis

Valvular disease

Aortic stenosis/regurgitation

Mitral stenosis/regurgitation

Tricuspid stenosis/insufficiency

Pulmonary stenosis/insufficiency

Cardiac failure

Ischaemic

Valvular

Hypertensive

Ischaemic heart disease

Acute myocardial infarction

Angina pectoris

e Unstable

e Prinzmetal’s/variant

Other forms of heart disease

Acute and subacute bacterial endocarditis

Acute pericarditis

Cardiac tamponade

Pericardial effusion
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2.7.3 Example of core conditions related to a particular disease process:
infection

Taking responsibility for management?

No

20

Yes

1B

Taking a significant role in the diagnostic process?

Yes

Respiratory system

No

Bacterial pneumonia

Neurological system

Herpes zoster/shingles
Eyes

Acute bacterial conjunctivitis

Renal and GU systems

Orchitis

Skin

Skin

Cellulitis

Lyme disease

Cardiovascular system

Acute bacterial endocarditis

Respiratory system

Respiratory system

Acute epiglotitis

HIV-related pneumonia

Bronchiectasis

Digestive system

Digestive system

Appendicitis

Intra-abdominal abscess

Neurological system

Prion disease

Musculoskeletal system

Septic arthritis

Ear, nose and throat

Mastoiditis

Peritonsillar abscess

Systemic infection disease

Botulism

2B






2.7.4 Example of a condition matrix for a clinical presentation:

chest pain
Taking a significant role in the diagnostic process?
Yes No
Cardiovascular
Angina pectoris: stable
Respiratory

Bacterial pneumonia

Viral pneumonia

Gastro-intestinal

Yes

Oesophagitis

Gastro-oesophageal reflux disease

Dyspepsia

Neurological

Herpes zoster (of chest wall)

Mental health

Panic disorder

Cardiovascular

Acute myocardial infarction

Angina pectoris: unstable

Angina pectoris: Prinzmetal’s variant

Taking responsibility for management?

No

Respiratory Respiratory

Pulmonary embolism Fungal pneumonia

Pleurisy HIV-related pneumonia

Gastro-intestinal

Acute cholecystitis

1B
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3.2
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The Curriculum Framework

Introduction to the Curriculum Framework

For a new profession (in some ways even more so than for one that is already well established
and understood in the public mind) it is vital that all entrants to the voluntary and or statutory
register meet a transparent and agreed professional standard.

The purpose of this Curriculum Framework is to make that professional standard explicit and
to set out the criteria which any initial training programme for Physician Assistants must meet,
in order to ensure that such a professional standard can be achieved.

To fulfil this purpose, it is clearly important that the document should identify the outcome
of any such programme — the competences to be demonstrated by graduates and the clinical
problems that they should be able to address. In the case of a programme leading to
professional regulation, it is also appropriate that a Curriculum Framework includes

certain specifications of structure and content and the nature of the educational process

and experience.

However, it is not the purpose of this framework to create homogeneity by placing unnecessary
constraints on individual HEIs running Physician Assistant programmes. It is recognised that
different institutions have their own constraints and opportunities and may well be tailoring
programmes to specific catchment groups. Variation in programmes is, in any case, to be
welcomed, as an enrichment of the professional educational resource and the opportunity to
develop and share areas of good practice.

The competences set out within this document are therefore a minimum, to which an
individual institution may choose to add in determining the outcomes for their own graduates.
The length of the programme and the hours of clinical experience (both general and in terms
of particular fields) are equally set as minima. Educational process is discussed in terms of the
philosophical underpinning and the effect of process on the equipping of the professional

for fulfilling their role, rather than in terms of a specification of particular learning and
teaching strategies.

This document also proposes a role for a national assessment of competence as a determinant
of registration, without wishing to contest the right of individual HEIs to determine the
academic award for their own students.

Principles of learning and teaching

The primary responsibility for the achievement of the required learning rests with the student.
It is the responsibility of curriculum developers, programme organisers and teachers to provide
educational structures and experiences through which the student can fulfil their
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responsibilities. This includes teaching, but also the facilitation of individual and group work
and the encouragement of autonomous learning.

Clinical environments provide many of the most important learning experiences for healthcare
professionals. Unlike in other learning environments, the education of the student is not the
primary purpose of such environments and the student must learn how to make best use of the
opportunities available without imposing upon patients or disrupting the provision of service.

The inter-relation of theory and practice is fundamental to the development of professional
competence. Students must learn to:

. seek out and recognise clinical applicability while they are undertaking theoretical
learning;

. apply the theory they have learnt in the ‘classroom’ when they are in the practice setting;

. reflect on practice to identify learning needs;

. theorise during practice (ie how to, during a particular practical incident, formulate

new ways of thinking and doing, which go beyond what the text book can offer); and

. theorise practice itself (ie how to recognise, in a particular piece of practice, the
principles, assumptions, beliefs and theories that actually shaped that practice).

Learning in professional practice is a collaborative activity in which members of one profession
or of a number of professions may enhance their ability to achieve common learning needs

by working together or may share their knowledge and skills to enable others to satisfy

their learning needs. This behaviour should be encouraged and rewarded through the
educational process.

Professional practice involves living with uncertainty and making decisions in situations where
there is no single right answer and where professional judgement must be used to determine
the appropriate response. Learning and teaching in the Physician Assistant programme needs to
prepare students for this reality and to equip them to make and live with such decisions.

Learning is moulded and driven by assessment and it is vital that both formative and
summative assessment are designed in such a way that this direction coincides with the
outcomes stated in the curriculum.

Learning partnerships

The establishment of effective learning partnerships between the student Physician Assistant
and their clinical supervisors is vital to the professional learning process. To be effective, such
individual partnerships must be framed by a partnership between the HEI and the service
provider which mutually values the role that each plays in shaping and enabling learning.

The learning partnership between the student Physician Assistant and their clinical supervisor
moves beyond the traditional approach of apprenticeship. Learning is to be co-directed and
questioning encouraged, so that both parties engage more thoughtfully in the processes

of teaching and learning. This in turn will provide the basis for more motivated and
better-directed education.
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For the partnership to work effectively, the clinical supervisor must have an understanding of
the educational principles and values underpinning the programme, a detailed understanding
of the student’s learning needs in the educational experience they facilitate and an
understanding of how that experience fits into the totality of the course.

Training in clinical decision making is more complex than training in technical or factual
matters. Where circumstances permit, the clinical supervisor will help students to make a
professional judgement rather than simply offering their own. Where the supervisor does offer
their own professional judgement, they must be prepared for the student to question how that
judgement was made. Students in turn must recognise that there is much professional
knowledge that is tacit and may be difficult for the supervisor to elucidate.

Both supervisor and student will make efforts to be adaptable to the normal learning or
teaching style of the other.

The partnership will be guided by educational principle and must not be a collusion of ease.
It is important for the student to be thrown back on their own resources and to learn
independently (whether from patients or library/internet resources) even where this may be
more time consuming and where it involves a loss of control of the learning agenda by the
clinical supervisor.

Where the clinical supervisor is involved in processes of formative and summative assessment,
they must recognise both the different and the common intentions of the two processes.

Consequently, this Curriculum Framework supports the belief that the following principles are
essential in shaping the education of the Physician Assistant.

. Observation in clinical settings is directed so that student Physician Assistants learn to
see, analyse and interpret all that occurs.

. Action (rather than just observation) in the practical setting is essential to foster
learning.
. Ongoing dialogue in the clinical setting between educator, clinical supervisor and

trainee Physician Assistant is a vital part of the learning process.

. Clinical supervisors help student Physician Assistants to investigate examples of
professional judgement in both medical and educational practice.

. Student Physician Assistants solve problems in a range of different practical activities,
using critical thinking, creativity and improvisation.

. Clinical supervisors enable student Physician Assistants to develop their use of the
processes of deliberation and reflection, encouraging self-knowledge and self-appraisal.

Aims and outcomes of the Physician Assistant
programme

As mentioned previously, this Curriculum Framework aims to identify the core criteria which
any Physician Assistant programme will enable students to meet. The statements included in

this section may therefore not constitute the complete criteria against which students on any

particular programme are judged.
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In this section, the broad aims of the Physician Assistant programme are specified. The more
detailed learning requirement from the programme, in terms of competences and skills and
core conditions, is included on pages 6 to 21 of this document, and further information on
clinical conditions set out by level of competence can be found in the accompanying electronic
working document: Matrix specification of core clinical conditions for the Physician Assistant by
category of level of competence at www.dh.gov.uk/news and www.dh.gov.uk/publications (as
described in section 1.2).

The programmes aim to produce professionals who have the knowledge, skills and professional
behaviours to function as Physician Assistants (and to have their qualification nationally and,
potentially, internationally recognised) and the personal and intellectual attributes necessary for
lifelong professional development. Such graduates will be:

. safe practitioners working in a wide variety of clinical settings within their scope of
practice and agreed supervision;

. expert communicators who are empathic in a manner appropriate to a healthcare
profession;
. aware of health inequalities and the challenges of working in a multicultural

environment, with patients from diverse social and ethnic backgrounds;

. aware of the limits of their competence and determined to act within those limits;
. trained in the context of multi-professional working in a team environment;
. adept in the use of communication and information technology (C&IT) skills

for healthcare;

. capable and motivated lifelong learners who are continually engaged in active
professional development;

. understanding of the need to maintain and promote health, as well as to cure or
palliate disease, and aware of their obligations to the wider community as well as
to individuals; and

. trained to integrate theoretical and clinical learning.

Structure of the Physician Assistant programme

The structure of the Physician Assistant programme will be highly dependent on the
institution running it and the nature of the catchment group for which the course is primarily
intended. For this framework it is therefore only possible to state the structural specification
which all courses must meet.

Overall length of the programme

The programme will be equivalent in length to a three-year degree programme: ie the
minimum length of the programme will be 90 weeks. This is believed to be the minimum
length of time required in order to enable the development of the knowledge base and the
competences/skills identified above, but also the minimum time in which effective professional
socialisation can be achieved. Ninety weeks is equivalent to the six semesters of the standard
honours degree programme. Some programmes may choose to follow the standard pattern for
a three-year programme. Other programmes are likely to compress the six semesters into two

calendar years.
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Clinical experience in the programme

Ninety weeks will constitute a minimum of 3,150 hours of nominal study time. Of this time,
a minimum of 1,600 will be designated as clinical learning. Up to 200 hours of the designated
clinical learning time may consist of learning in skills centres, but a minimum of 1,400 hours
will be spent in practice in the clinical area, in substantive attachments to a unit or to a doctor.
This includes time spent with the doctor in hospital or general practice, on ward rounds, in
clinics, etc, as well as time spent in tutorials. It also includes independent learning in the
clinical area that is facilitated by the doctor, or time spent with other healthcare professionals.

It is intended that on qualification the Physician Assistant will be able to undertake first-
contact medical care in general practice, emergency departments and general medical hospital
wards. There is also the potential to provide ‘out of hours cover’ in hospital and primary
care/community settings with appropriate and adequate medical supervision. For this to be
achieved, it is important that students have a breadth of clinical placement. Whilst recognising
that many of the competences can be demonstrated and many of the core conditions
encountered in any, or at least many, clinical areas, it is felt appropriate to set certain minima
for experience in different fields. The minimum core placements are as follows:

Community medicine 280 hours
General hospital medicine 350 hours
A&E 160 hours
Mental health 70 hours
Obstetrics and gynaecology 70 hours
Paediatrics (acute setting) 70 hours

Within this framework of clinical attachment, students must have the opportunity to have
experience relevant to a broad range of core areas identified in National Service Frameworks.

This adds up to 1000 hours, leaving a minimum of 400 hours to be designated by individual
institutions. Although not a requirement, institutions will be encouraged to use these 400
hours to extend the time spent in core placements, reflecting local educational opportunity,
rather than simply to broaden the training circuit. In addition, institutions will be encouraged
to maintain flexibility in their programmes which would allow individual students to spend
further periods of time in a clinical area in which they were experiencing some difficulty in
achieving the learning or, alternatively, in which they had a particular interest.

Progression

Progression through the programme is largely a matter for regulation by individual HEIs, but
all institutions must ensure that they have in place a rigorous and formally constituted process
to ensure that student progress is dependent on the demonstration of appropriate clinical skills
and the development and maintenance of appropriate professional performance (fitness to
practise) as well as on what might be considered the standard basis of academic performance.

As with other professions, acceptance for registration is dependent on a combination of both
academic achievement and a statement from the institution of the candidate’s fitness to
practise, in terms of professional behaviour and clinical competence.





3.6

3.6.1

The Competence and Curriculum Framework for the Physician Assistant

Following registration it is recommended that there will be a period of internship during which
levels of supervision are such that supervisors, in partnership with the relevant HEIL, are able to
sign off practitioners as able to apply their knowledge and skills appropriately in clinical
practice. This is aimed at ensuring that clinical practice is provided in a manner that is safe and
productive. Assessment of practice in the ‘real world” adds value in that the exposure to these
pressures and circumstances of clinical practice can be assessed more fully.

Recommendation 2

A period of internship of 12 months is required for the smooth transition between
trainee and regulated professional. This would be a period to consolidate skills rather
than a formal education programme and consequently the internship would be a
salaried position that provides service and has a direct impact upon patient care.
During this period the Physician Assistant will be responsible for their own caseload
and have the right to refer patients to appropriate diagnostic facilities and to other
practitioners with specialist skills.

Criteria for entry to the programme

Major entry groups

It is envisaged that, during the early implementation of Physician Assistant programmes
produced on the basis of this framework, there will be two main catchment groups from which
students will be drawn — life-science graduates and existing health professionals. Universities
may tailor the programmes they offer to one group of candidates or the other and select
accordingly. In their selection processes for their programmes, we would encourage universities
to recognise and value life experience as well as proven academic ability.

Whichever catchment a university is drawing on, the institution has a duty to ensure that the
students it recruits to its programme are ‘of good character’ as well as academically capable of
completing the course and undertaking the clinical role. As specified by the General Medical
Council (GMC), with regard to undergraduate medical training:

“Universities have a duty to make sure that no member of the public is harmed as a result of taking
part in the training of their medical students. Medical students cannot complete the undergraduate
curriculum without coming into close, and sometimes intimate, contact with members of the public
who may be vulnerable or distressed. The vocational part of their training, which prepares them for
clinical practice when they become registered doctors, is such that they may not be directly observed
or supervised during all contact with the public, whether in hospitals, in general practice or in

the community.”

The means by which the character and capability of candidates are assessed is a matter for
individual institutions or groups of institutions. However, in determining admission processes,
institutions must be cognisant of developing practice in other healthcare professions* and the

* This might include, for example, developments aimed at assessing the intellectual capacity of candidates as
opposed to their achievement (eg the Medical School Admission Test) and/or admission processes which allow
institutions to broaden the basis of selection beyond the traditional mix of paper qualification and interview, to
include team working, debating current issues, problem-solving, interpersonal skills etc.
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need to take opportunities to widen participation in both higher education and the NHS.
However, account needs to be taken of the eventual acceptability of candidates to the
regulatory body (eg candidates previously removed from a professional register, those with a
criminal record etc).

Other entry routes

Some of those interested in training as a Physician Assistant may not have the professional
experience or appropriate education to allow direct entry to Physician Assistant programmes.
As the Physician Assistant role becomes better known, the catchment may include mature
students looking for a change in career and school leavers selecting a Physician Assistant career.
It may also include medical technicians/assistants in the armed services looking for professional
development within the forces or a means of ensuring a career path when they return to
civilian life. In this context, HEIs offering Physician Assistant programmes may wish to look
at graduates from degrees or other preparatory programmes, or to consider providing access
routes into Physician Assistant programmes.

Transitional arrangements

A number of trainees on recognised Physician Assistant pilot programmes would like to be
among the first to register as home-grown Physician Assistants. From a patient safety point of
view there is nothing to be gained by requiring this group to undertake formal training, once it
exists, if it replicates training they have already received while developing the role. However,
there is a need for individual practitioners to demonstrate their fitness to practise against the
standards of proficiency based on the competences developed once the role itself has been
established and the decision taken to regulate it in its own right. So all those who wish to
practise in the role will need to demonstrate that they are fit to practise as such to achieve
registration in the new role. Such trainees are an important resource, and institutions offering
approved Physician Assistant programmes set up under this Competence and Curriculum
Framework will seek to provide tailored ‘fast track’ courses to meet the needs of these

individuals, through the accreditation of prior learning/experiential learning (APL/APEL).

APL/APEL for other groups

Although current Physician Assistant trainees seeking to top up their existing learning are the
most pressing group to consider in terms of APL/APEL, there may well be a flow of highly
experienced personnel from other health professions who would wish to receive a shortened
training. In this context, it is important to identify that the Physician Assistant role differs in
important respects from roles that such candidates have previously undertaken. There are issues
of socialisation into the Physician Assistant profession that can only be achieved through an
accepted quantum of experience as a Physician Assistant trainee. In addition, it should be
noted that experience in a given clinical area (eg as a nurse working in A&E) may not
necessarily mean that there is no need to undertake experience in that field as part of Physician
Assistant training. Having said this, there are clearly circumstances where APL/APEL would be
appropriate, but any other health professional, whatever their experience, will undertake a
minimum of 1000 hours of clinical experience as part of Physician Assistant training. The
clinical fields in which the 1000 hours is spent will depend on prior learning and experience.
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Assessment

Definition of competence

In common usage, the word ‘competent’ often implies ‘only just good enougly’, ie ‘not
incompetent, but not very good either’. When the term competence is used in this document,
it refers to a specified level of capability or proficiency in relation to an activity (see definition
in the next paragraph). Although the achievement of such competences may define the
borderline between the student passing and failing, they do not define the borderline between
competent and incompetent and are generally set at a high level of performance.

In this framework competence is defined within a professional context as the broad ability with
which a professional person is able to practise to the required standards in a predetermined
range of clinical fields and across a range of situations. This broad definition includes attributes
that can be applied, clinical performance (Stuart, 2003) and the use of professional judgement
(Carr, 1993).

Competences therefore are the elements performed to the predetermined standard, which
combine to create professional competence in a defined role (Stuart, 2003).

Roles of assessment

Assessment fulfils a number of roles in an educational programme leading to a professional
qualification. These can be primarily divided into summative and formative roles.

Summative assessment relates to the setting of standards and of assessments to judge whether
standards have been met, and it thus protects the public and, in this case, the health service by
ensuring that all those qualifying from a course have achieved the required competences and
knowledge, and the skills and professional behaviours that underpin them. Equally, it protects
the educational institution by ensuring that there is no devaluation of the degrees or other
qualifications that they offer.

Formative assessment is a ‘no stakes’ process, in as much as failure does not bar progress or
affect grades or classification, but it is no less important for that. Its main purpose is to provide
feedback and enable students to identify their learning needs, so that they can focus their
future efforts effectively.

Formative assessment is a largely continuous rather than event-based process, with a portfolio
playing a key role. The portfolio will include a log of experience and a reflective diary. This
would form the basis for discussion with personal tutors and mentors so that students can
receive appropriate guidance and feedback. It must be structured in such a way that it
encourages students to recognise weaknesses as well as demonstrate strengths and to determine
their learning needs accordingly.
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The two types of assessment (formative and summative) both have a role in shaping learning.
Although formative assessment may enable a student to prioritise learning in response to their
current performance profile, it is summative assessment that sets the learning agenda in the
first place. All candidates look at what they are going to be tested on and what form the test
will take, as a major determinant of what they are going to learn. Assessment drives learning,
and, if the problems associated with a hidden curriculum at variance to the published
curriculum are to be avoided, there is a need to ensure that the syllabus is in concordance with
the programme — in other words that the pattern of assessment is what would be expected
from the pattern and purpose of the curriculum.

In the case of Physician Assistant programmes, it is vital that assessment will drive students
towards education, intellectual development and the application of knowledge and professional
judgement, rather than just training, the simple accumulation of knowledge and the
unquestioning use of protocols.

In setting standards to be tested, it is vital that knowledge, skill and professional behaviour,
although they may be used together in the clinical environment, are seen as constituting
separate domains for the purposes of assessment; that there can be no compensation between
them; and that a satisfactory standard must be demonstrated in each. It is as inappropriate
for a student who has ‘a good way with patients’ to be allowed to graduate, despite a lack of
knowledge, as it is for academic brilliance to be allowed to compensate for a lack of probity
in a student.

The nature of the assessment process appropriate to one domain may be entirely different
from that for another. Students need to demonstrate that they can perform a particular skill.
Skill development takes longer for some students than for others, and it may be perfectly
appropriate for them to go several times around the learning and testing cycle until they have
achieved the standard required. It may be perfectly appropriate for students to demonstrate in
an examination that they can apply knowledge and professional judgement in a given scenario,
but in terms of professional behaviour they need to demonstrate that they habitually act in an
appropriate way towards patients rather than that they can behave appropriately in an
examination situation.

National assessment and accreditation

There will be a national assessment (theoretical and clinical) taken by all Physician Assistant
students, to assess their core knowledge, skills and attitudes. Individual institutions may
incorporate this into their overall assessment package as a component of a graduating
examination, or may choose to use it as a separate and additional hurdle, relating to registration
rather than academic qualification. In either case, the individual institution is left free to set
further assessments on the basis of any additional elements and the academic level of the
programme. Such a national assessment is the only way to ensure that a common standard is met
by all entrants to the Physician Assistant profession, since, because the profession is new, the
published professional standard may be open to different interpretations by different institutions.

Qualification from the Physician Assistant programme will be followed by a 12-month period
of internship in an approved training environment, during which time Physician Assistants will
be supervised more closely and their ‘competence in action’ will be formally assessed on an
ongoing basis. Registration will be dependent on this assessment, and Physician Assistants who
do not demonstrate the required competence in action will be offered an additional period of
provisional registration and training. Ultimately entry onto the full register must depend on
satisfactory performance.
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In addition to any requirement by the regulator for intermittent re-application for registration
on the basis of CPD, it is proposed that all Physician Assistants be required to take a national
examination on a five-yearly basis. This reflects the recommendation for revalidation of all
healthcare professionals in Healthcare Professional Regulation: public consultation on proposals for
change. The re-accreditation examination will be closely related to that for initial accreditation,
requiring candidates to demonstrate that they have maintained competence across the whole
range of potential clinical settings, rather than simply having developed expertise in the single
setting in which they have been working. It is this maintenance of general competence that
maintains career flexibility and transferability for the Physician Assistant and offers a major
advantage to doctors and others working with Physician Assistants. In the context of secondary
care, the breadth of competence is a useful counterbalance to the increasing specialism of the
doctor and ensures that concurrent problems that are relevant but outside the specialism (eg
mental health problems in the surgical patient, cancer in the client at the alcohol dependency
unit) are not missed by the team.

Criteria for assessment and standard setting

Although the professional standards which qualifying Physician Assistants are expected to
achieve are set out in some detail in the competences, skills and core conditions, such
specifications are still open to interpretation, and a common standard for all registrants can
only really be achieved through a common assessment process. As a minimum, it is proposed
that a national paper- or computer-based examination be used for the assessment of knowledge
and that there will be a national assessment of clinical competence. In addition, comprehensive
national criteria will be set for the content of and expectation in locally held assessment of
competence, decision making, professional behaviour etc.

Although a common standard is, in itself, very important, it is equally important that the
standard set is correct, that the assessment is reliable (ie that it is maintained from one type of
assessment to another), that it is rigorous (ie that candidates cannot pass by chance), that it is
valid (ie it tests what it purports to test) and that it is congruent with the stated aims of all the
curricula developed under this framework.

This requires a rigorous and formalised process of standard setting (eg modified Angoff or
borderline method) for individual examination papers, so that any variation in the pass/fail
standard between sittings is smoothed out. It is equally important that reliability is ensured in
assessments of practical competence, problem-solving etc. The most common method for
undertaking standard setting in this context is the borderline group method.

Recognising that this is a new profession and that maintenance of patient safety is paramount,
the establishment of a National Examination Board is recommended. It is envisaged that this
National Examination Board ensures consistent national professional standards at the
introduction of the profession and is responsible to the regulator.

Such a board would need to be constituted as the sole provider of assessment for the register. It
would need to have the support of all HEIs running courses leading to registration, both in
terms of valuing its role in standard setting and the standards set and in terms of practical
support — the provision of questions and assessment ‘stations’, involvement in the professional
standard-setting process, and involvement in assessing, moderating and external examining.
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Recommendation 3

A single national assessment for the profession will be in place before entry onto the
statutory register. This is required to establish parameters of competence and for
building public confidence.

Maintaining professional competence

As with any profession, the Physician Assistant will need to undertake CPD to maintain and
update their professional competence and to fit it to the professional role they are required to
undertake. However, it is one of the strengths of the role that the practitioner will be expected
to maintain a generalist capability, whatever field they happen to be working in at a given time.
For the Physician Assistant working in a specialist field, or taking special interest in particular
aspects of a generalist role, the purpose of CPD is twofold and must involve both a generalist
and specialist component.

CPD taken as a whole is likely to be assessed by a rigorous approach to regular appraisal with
consistency of application, as recommended by the Department of Health (2000) in the
recently published review of regulatory arrangements for non-medical healthcare professions,
Healthcare Professional Regulation: public consultation on proposals for change. Such an approach
will enable the Physician Assistant to demonstrate that they have undertaken sufficient learning
to support their practice (eg by the compilation of a portfolio of evidence). There will be a
requirement for a certain quantity of learning to have been undertaken during any period of
professional practice, but the focus of that learning will normally be determined by the
Physician Assistant, with or without input from their supervising doctor.

This revalidation system is closely linked to the principles of assessment outlined in section 4.2
and will be both formative (an aid to development) and summative (a check that a required
standard is met) and will demonstrate that a person remains safe to practise for the purpose of
protecting the interest and safety of the patient, meeting the employer’s (or commissioner’s)
needs and the regulator’s requirements.

Within the NHS, the Knowledge and Skills Framework (KSF) will form the basis of ensuring
that professional competence is maintained (Department of Health, 2004). The main purpose
of the KSF is to provide an NHS-wide framework that can be used consistently across the
service to support personal development while in post, career development and service
development. KSF post outlines (full and foundation) for the Physician Assistant role can be
accessed at www.e-ksf.org

Whatever the profession, CPD must be highly individualised, and the determination of
content and therefore outcome is largely a matter for each professional. Although the Physician
Assistant remains free to choose the content of their CPD, they have to be aware that there will
be formal periodic assessment of their generalist capability, and the outcome of the generalist
component of the CPD must support them in achieving the required standard.



http://www.e-ksf.org
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Periodic assessment and the maintenance of
registration

As the Physician Assistant role is a new profession within the UK health services, in order to
further assure public safety it is suggested that, on a five-yearly cycle, each Physician Assistant
will have to demonstrate that they have maintained the generalist capability central to the role.
For this purpose a national examination will be set, which will focus on knowledge but may
also involve assessment of core skills. The assessment is about knowledge applied in practice
and the level of competence that will be required of the qualifying Physician Assistant after the
period of internship referred to in section 3.5.3.

Since the assessment is intimately involved with the maintenance of the professional register,
it is anticipated that the registering body, or an expert panel designated by the registering
body, will:

. remind Physician Assistants of the date by which they must have passed the periodic
assessment in order to maintain unbroken practice;

. construct the assessment and set professional standards;
. administer the assessment and manage the processes of marking and moderation; and
. inform Physician Assistants of the outcome of the assessment and arrangements for any

reassessment required.

Periodic assessment and the maintenance of registration for the Physician Assistant role will
be subject to further consideration in light of the public consultation on the regulation of
healthcare professions, Healthcare Professional Regulation: public consultation on proposals

for change.

Recommendation 4

Although it is not currently applied to any healthcare profession, the regular
compulsory periodic assessment of knowledge through testing will be introduced

to ensure the underpinning principles of demonstrating public safety and maintaining
generalist function. The passing of the test every five years will be a condition of
continuing use of the protected title. The first periodic compulsory test will be
available within five years of the protected title being established so that it may

be tested.

4.7 Funding

The NHS has traditionally commissioned a range of non-medical educational programmes that
deliver the NHS workforce through the Multi Professional Education and Training (MPET)
budget. It is envisaged that education programmes that lead to the Physician Assistant
qualification will be commissioned through the flexible use of this budget. Alternative funding
streams should not be discounted, and significant sums are available through negotiation with
bodies that fund higher education such as the Higher Education Funding Councils. It is also
envisaged that students will also fund themselves through such courses as they recognise the
potential for future earnings and the global transferability of the role.
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Uncertainty remains with regard to the likely costs of provision of periodic assessment of CPD.
Should the profession grow then the professional body representing Physician Assistants will
lead the development and maintenance of their professional standards. However, the public
needs to be reassured that the standards cannot be compromised through a conflict of interest
and therefore sufficient safeguards will need to be in place (similar to those in other healthcare
professions) to protect the public.

Recommendation 5

Compulsory periodic assessment will be funded through test fees paid by
the individual.
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The core syllabus

Any division of curriculum content into separate subjects may suggest barriers which are not
really there. Whether focusing on the domain level of knowledge, skills and professional
behaviours or the discipline level of anatomy, ethics and immunology etc, the whole purpose of
the curriculum is to provide graduates with an integrated platform from which to undertake
the professional role.

Although the following sections of this framework necessarily separate out the various strands
of professional learning, for the purpose of specifying the core elements which must be
included in the whole, any curriculum must explicitly help students to integrate these areas
of study into a meaningful whole.

Core theoretical knowledge

As with the specification of clinical experience, it is not intended that there will be a national
specification to identify the whole theoretical input that might be included in any given
programme, but only those aspects which all Physician Assistant students will cover.

Equally, the detailed structure and provision of such a programme of theoretical knowledge to
students is not specified. The information is presented on the basis of standard academic
subject areas (itself an unlikely structure for a Physician Assistant programme), so that
individual institutions have free rein to offer courses structured on a systems-based approach,
problem-based learning etc. For each academic discipline, the information is structured as
shown in the list below.

The list of theoretical (ie non-clinical) knowledge subject areas to be covered in the core
syllabus is as follows. The list is alphabetical and does not suggest chronological order or the
subject’s priority or the amount of time it will have within the programme. In addition, there
are a number of threads which will run throughout the programme, including diversity in
society and the appropriate professional response, competence as a user of and participant in
research, and the basis of inter-professional working.

Anatomy

Biochemistry

Communication

Development, growth and reproduction
Ethics and law

Health education

Healthcare policy

Histology

Immunology and microbiology

35





The Competence and Curriculum Framework for the Physician Assistant

36

Pathology

Pharmacology and therapeutics
Physiology

Psychology

Public health and epidemiology
Sociology

Teaching and assessing

Health informatics
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6 Validation, accreditation and
evaluation of the programme

Validation, accreditation and evaluation are central elements of the quality assurance process in
professional education. Although the processes are interlinked in their aims, each is carried out
separately by the body or group with the legitimate authority to do so.

6.1 Validation and accreditation of the programme

Validation refers to the approval process applied by each university to the programmes they
run. It will normally require the submission of detailed plans for the programme and for
individual modules. Each university will complete a self-assessment to assure itself that there is
a market for the programme, that it is supported by effective management structures and
resources, that it is fit for purpose in terms of the level and content of the education it purports
to offer and that the processes of assessment are sufficiently rigorous to differentiate
appropriately between those who have and those who have not achieved the required standard.

Accreditation refers to the equivalent approval process as carried out by the competent
professional or regulating body (eg the GMC for medicine). The purpose of accreditation is
for the body to assure itself that all programmes conferring professional registration on those
qualifying will enable the appropriately selected and duly diligent student to achieve nationally
agreed minimum standards in relation to knowledge, skills and attitudes. In the case of
Physician Assistants it is expected that the professional body will carry out this function under
the umbrella of the appropriate regulating or registering body. Until the Physician Assistant
title is registered and a formal professional body is established, it is proposed that this
function will be performed by a panel drawn from the Curriculum Framework and
Competence Steering Group, the Physician Assistant National Programme Board and

the participating HEIs.

Where appropriate, validation and accreditation can be carried out through a single joint
process, enabling negotiation on any issues dividing the validating and accrediting bodies.

It is recognised that interim arrangements will be required to ensure that HEIs who develop a
Physician Assistant education programme meet the requirements of the regulator. To ensure
this is realised, robust transitional arrangements that are transparent and open to independent
scrutiny are essential. Although the consultation document suggested that this could be done
internally, the responses pointed out that there could be conflicts of interest with those who
developed the Competence and Curriculum Framework. This needs to be avoided at all costs,
although we need to recognise that the in-depth knowledge of those who developed the
framework have a role in validation.
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Recommendation 6

The validation and accreditation of Physician Assistant programmes of education

will be carried out in accordance with the requirements and standards of the approved
regulator. Interim arrangements will be transparent, will involve and be subject to
independent academic, service and public scrutiny and will be able to transfer
smoothly to the appointed regulator when appropriate.

Recommendation 7

Although there was no consensus in the consultation regarding the role of the
regulator in assessment and validation of education programmes, the regulator will
have the primary role in accrediting courses that lead to entry onto the statutory
register and the ability to practise in the UK using the protected title.

Evaluation of the programme

Universities will have their own regulations regarding the evaluation of programmes which they
validate. These regulations usually relate to the formal, cyclical processes of review, although
review, in its turn, will require the submission of evidence from evaluation of the programme
by individual students and their teachers or supervisors.

Evaluation will take account of as wide a range of audiences as possible. It will cover all aspects
of the programme, and reports will be sought both orally and in writing. The evaluation will
be focused on the intentions of the programme, as expressed by aims and learning outcomes,
and the utility of teaching and available learning opportunities for enabling outcomes to

be achieved.

The university-led processes of cyclical review will not usually be replicated by the professional
body, which will have access to all relevant university reports. However, such processes may, on
occasion, be supplemented by the professional body, to explore different perspectives or areas.
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Regulation and accountability

Professional title

It is acknowledged that the title for this profession needs both to reflect the proposed role and
to avoid confusion between this and other healthcare professions. Legal advice will be sought
on the viability of the final preferred protected title.

Recommendation 8

Although the regulator will determine the regulated title, the working title of
Physician Assistant was overwhelmingly considered to be the most appropriate. Until
such time as appropriate (ie when the profession is firmly established) the working
title Physician Assistant will be adopted. The regulator will consider and approve the
appropriate protected title.

Regulation and registration*

It is expected that new legislation will enable Physician Assistants to be registered as a separate
profession. A separate regulatory framework is necessary because the proposed role is inherently
and sufficiently different from that of existing professions and their primary regulated roles

(as opposed to extended practice).

Statutory regulation has four functions:

. To set standards of proficiency (competence), ethics and conduct for practitioners of a
profession.
. To set standards for education and training which will produce competent, safe and

effective practitioners in that profession.
. To keep a register of those who meet the standards and are fit to practise.

. To have a mechanism for dealing with those registrants who stop meeting the standards
and need to be removed or restricted from practice, by investigating complaints and
taking any necessary action to restrict their practice.

As registered professionals, Physician Assistants will be accountable for their own practice and
subject to the requirements of the regulator.

* This section is subject to further consideration from a legislative and regulatory perspective and expresses one of
a number of views. All the concurrent positions will be considered as part of the public consultation process on
the review of regulation of non-medical healthcare professions (Department of Health, July 2006).
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The regulation of the non-medical healthcare professions consultation document (Department of
Health, July 2006), recommends that one or more existing regulators will become the ‘lead

, . . :
regulator’ for new groups such as the Physician Assistant role. The lead regulator will set the
standards applying to everyone registering as a Physician Assistant, whether a direct entrant or
from an existing profession. Work remains to be done about the exact form regulation of new
non-medical professional roles should take, subject to the outcome of the consultation.

Accountability and supervision

[t is envisaged that supervising doctors will be accountable overall for the work of the Physician
Assistant, in a similar manner to their responsibilities for trainee doctors, non-consultant career
grade doctors and staff grade and associate specialist grade doctors. Individual Physician
Assistants will still be accountable for their own practice, within the boundaries of supervision
and defined scope of practice. Supervising clinicians must accept overall responsibility for any
duties that are undertaken by a Physician Assistant in training or a qualified Physician
Assistant. On this basis, doctors will determine the scope of duties and responsibilities of the
Physician Assistant on the basis of known competence within the relevant area of practice.

Physician Assistants work under the supervision of doctors throughout their professional lives.
Although this may appear to contrast with autonomous practice in nursing and other health
professions, it should be remembered that all health professions, including doctors, remain
professionally and managerially accountable to others throughout their working lives despite
being independent, clinically autonomous practitioners. The particular position of the
Physician Assistant relates to the fact that they are working in association with and under the
supervision of the doctor as an integral part of the medical team. Those who come from other
professions, but wish to undertake the Physician Assistant role, must recognise and respect
this relationship.





The proposed timeframe

It is evident that a number of employers view the Physician Assistant role as necessary in
delivering care in primary and secondary care settings. This is demonstrated by the
employment of an increasing number of US-trained Physician Assistants within England,
Wales and Scotland. As mentioned earlier, these ad hoc arrangements, while successfully
addressing local need, have resulted in the growth of non-regulated professional groups
with no assimilation, equivalency or incorporation into the UK regulatory framework.

The results of the public consultation will shape the development of the processes required to
ensure public safety of the role, and its equivalencies. A number of HEIs have developed, or are
developing, Physician Assistant-type courses as local employers are seeking to replicate the
US-type Physician Assistant to serve their local health economy.

Consequently, there will be a requirement for employers to have established a framework for
employment of this type of post in a regulated manner by 2007.
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APL/APEL

Appraisal

Carer

Child or young person

Clinical supervisor

Co-morbidity

Competence

Continuing Professional

Development (CPD)

Core knowledge

Curriculum
Framework

Differential diagnosis

Accreditation or assessment of prior learning/experiential learning.

The process by which others (whether peers, superiors or others)
help a person to review their performance and draw lessons from it.

Someone who, without payment, provides help and support to a
partner, child, relative, friend or neighbour who could not manage
without their help. This could be due to age, physical or mental
illness, addiction or disability.

Someone up to the age of 19 (up to the day before their 19th
birthday) or care leavers up to the age of 21 (up to the day before
their 21st birthday or beyond if they are continuing to be helped
with education or training by their local authority) or up to 25 (up
to the day before their 25th birthday) if they have learning
difficulties or disabilities.

A senior registered medical practitioner with responsibility for an
identified trainee Physician Assistant within their medical team.

Co-existence of more than one disease in an individual patient.

A practitioner’s current ability to practise an entire role, combining
individual competences and the use of wider judgement through
the consistent integration of skills, knowledge, attitudes, values and
abilities that underpin safe and effective performance.

A process of lifelong learning for all individuals and teams which
enables professionals to expand and fulfil their potential and which
also meets the needs of patients and delivery of the health and
healthcare priorities of the NHS. CPD should be purposeful,

patient-centred and educationally effective.

The content of medical practice that is common to all medical
specialties.

The main educational policy document providing the background,
development entry routes, definitions, structure of education and
training, and assessment strategy for trainees on the programme.

Distinguishing between two or more diseases and conditions with
similar symptoms by systematically comparing and contrasting their
clinical findings, including physical signs and symptoms, as well as
the results of laboratory tests and other appropriate diagnostic
procedures.





Medical model

Patient-centred care

Performance

Professional judgement

Regulation

Revalidation

The medical model is a perspective which is predominantly
concerned with the diagnosis and treatment of disease that is based
on pathology and disease processes, but which places this within the
context of the individual patient and their social context.

Care which explores (a) the patient’s main reason for the visit,
concerns and need for information, (b)seeks an integrated
understanding of the patient’s world — that is, their whole person,
emotional needs and life issues, (c) finds common ground on what
the problem is and mutually agrees on management, (d) enhances
prevention and health promotion, and (e) enhances the continued
relationship between the patient and health professional.

The manner in which a practitioner has carried out a particular task
or function. This is the observable part of competence.

The application of relevant knowledge and experience within the
context provided by clinical standards (that reflect the collective
judgement of the profession) and rules of professional conduct in
reaching decisions where a choice must be made between alternative
possible courses of action.

The set of systems and activities intended to ensure that healthcare
y
practitioners have the necessary knowledge, skills, attitudes and

behaviours to provide healthcare safely.

The process by which a regulated professional periodically has to
demonstrate that they remain fit to practise.
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APPENDIX

NHS

National Practitioner Programme

Medical Care Practitioner Competence and Curriculum Framework
public consultation (November 2005 to February 2006) — summary of responses

Introduction

The following pages provide a summary evaluation of the numerical data and noteworthy comments
from the Medical Care Practitioner (MCP) Competence and Curriculum Framework public
consultation document. The consultation document was developed over 12 months and the process was
led, on behalf of the MCP National Programme Board, co-jointly by the Royal College of Physicians
and the Royal College of General Practitioners. The public consultation period ran from Friday 4
November 2005 to Friday 10 February 2006.

The consultation document was constructed to give the reader an introduction to the role, its potential
scope of practice and an outline of the competences required to fulfil the role and broad scope of the
intended curriculum. The intention of the document was to solicit opinion about these facets of the role
and not necessarily scope the need for the role as this will be determined by local service and workforce
planning across health and social care.

The document was developed with reference to the US Physician Assistant model, a role that has been
established there for over 40 years. Similar roles are currently being developed to address service and
workforce needs across the world.

During the consultation period 1650 copies of the document were distributed via a combination of
email and telephone requests, distribution at workforce and service redesign events and through
national/local networks. At the end of the consultation period we received 258 responses. These
responses ranged from one-line opinions and brief perceptions of the role to full reflections of the
whole document and consideration of all the questions asked. The responses included responses from
individuals and organisations, including organisations mandated to respond on behalf of their members
and organisations who sought consensus from a variety of stakeholders. A full list of organisations who
responded to the consultation can be found at the end of this document.

The following pages provide a summary of the responses to each of the questions asked within
the document.

Summary of responses

Question 1
Do you believe that the practitioner should have access to a prescribing formulary identical to
that of their supervising physician to be used within local agreed guidelines?

The majority of respondents agreed that the MCP should have access to the prescribing formulary

identical to that of their supervising physician. Many respondents highlighted the need to adhere to
local policies and guidelines.
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Question 2

What are your views on the proposed standard of proficiency as set out in the preceding sections,
which focus on competence, procedural skills and core clinical conditions, in terms of the level at
which the practitioner will practise upon registration?

The majority agreed with the proposed standards of proficiency for a newly qualified MCP as set out in
the document.

Question 3
Would you agree that there should be a period of ‘probationary practice’ post academic
qualification and prior to formal registration as an MCP?

Most were in agreement with a period of probationary practice.

Question 4
If you agree that there should be this period, how long should it be and what should be the
outcomes?

Although responses ranged from a period of 3 months to 2 years, the general opinion was for a period
of 6 to 12 months.

Question 5
During this period would you agree that the practitioner should have their own caseload?

The majority supported the idea of practitioners having their own caseload and believed this would be
necessary to demonstrate the achievement of desired competences.

Question 6

During this period would you agree that the MCP should be able to refer on to other
practitioners including hospital consultants, therapists and other specialist medical services?
The majority of respondents were in agreement.

Question 7

Would you agree that arrangements need to be put in place to assimilate practitioners who meet
the competences of the MCP into the regulatory process?

There was general agreement here, and the key role of the regulatory body was recognised by many.

Question 8
Who should be responsible for this?

There was a range of responses that included the current regulatory bodies and the medical
royal colleges.

Question 9
Do you think that the above proposals regarding the accreditation of prior experiential learning
(APEL) process provide sufficient protection for public safety whilst not being too restrictive?

The majority agreed that an APEL process would be required to ensure clinical and corporate
governance.
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Question 10
What are your views on the proposal for a single national assessment for the profession?

Almost all respondents agreed that a single national assessment for the profession should be in place.
Some respondents noted that this might be a useful transitional arrangement while establishing
parameters and building public confidence.

Question 11

The assessment of professional examinations through either an examination board or a
professional body is the usual route prior to regulation. However, on becoming part of a statutory
register there is a requirement for qualifications to be independently assessed and quality assured
and therefore requires professional body examinations to be embedded within the HEI sector.
Should the regulator be the sole assessor of educational programmes?

['here was no consensus among the responses regarding the role of the regulator in assessing educational
g g g g g
programmes.

Question 12
The steering group members who have written this document have the combined expertise to
validate educational programmes for the role in the interim period. What are your views?

There was no consensus among the responses regarding the role of the steering group in assessing
educational programmes.

Question 13
Periodic re-registration through the passing of a re-accreditation examination is a relatively new
process for healthcare professions. Do you foresee any issues with the introduction of this process?

Some respondents were confused with regard to the terms re-registration and re-accreditation. Many
respondents commented that this rigorous approach was not currently applied to existing healthcare
professionals.

Question 14
What are your views on compulsory periodic re-assessment?

Covered in response to question 13 above.

Question 15
Do you have any suggestions regarding how this periodic re-assessment will be funded while
remaining independent?

A range of responses were offered, including central funding, professional fees and funding from
employers and individuals.

Question 16
This list is not exhaustive, but do you think that there is a core theoretical knowledge area that
is missing?

A wide range of suggestions were made. Consideration of these will be made by the MCP Development

Steering Group and recommendations will be reflected in the final MCP Competence and Curriculum
Framework document.
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Question 17
What is your opinion of the weighting that should be given to each core theoretical knowledge
area, ie what are the priority theoretical knowledge areas?

A wide range of suggestions were made. Consideration of these will be made by the MCP Development
Steering Group and recommendations will be reflected in the final MCP Competence and Curriculum
Framework document.

Question 18

Do you think it is appropriate that until the regulatory body is established the accreditation
function be carried out by a panel drawn from the Curriculum Framework and Competence
Steering Group, the MCP National Programme Board and participating HEIs? If not, what
alternatives would you suggest?

There was no consensus but a polarity of viewpoints. Many respondents noted the difficulty in
establishing interim arrangements for this process.

Question 19

The issue of the eventual title of the role has been contentious. Ultimately the title should be one
that the public are able to recognise as a descriptor of the role. The title is not a beauty contest
and neither should it be a descriptor of ‘rank’ in a team. Do you have a suggestion that meets the
needs of the patient and one that the profession will be happy to adopt?

The majority favoured the working title ‘Physician Assistant’.

Question 20
Do you anticipate that the proposed timeframe is adequate?

The majority believed that the proposed timeframe to develop the infrastructure required to fulfil
mainstreaming of the role was adequate.

Question 21
Have you any further comments regarding the process, the document and the role?

There were a range of comments, which will be considered by the MCP Development Steering

Group, and the recommendations will be reflected in the final MCP Competence and Curriculum
Framework document.
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Organisations that responded as part of the consultation process

American Academy of Physician Assistants

Association of Advanced Nursing Practice Educators
Avon Gloucestershire and Wiltshire WDC and SHA
Barking and Dagenham PCT

Berkshire Workforce Forum

British Association of Otolaryngologists — Head & Neck Surgeons

British Cardiac Society
British Dental Association
British Medical Association

British Orthopaedic Trainees Association

British Psychological Society

Carlisle (informal group of doctors and medical students)
Cheshire and Merseyside SHA
College of Emergency Medicine

Collaborative Universities Project

Council of the Heads of Medical Schools

County Durham and Darlington Unscheduled Care Network

Cumbria and Lancashire SHA (Workforce and HR Directorate)

East Cambridgeshire and Fenland PCT

Eastern and North Birmingham PCT

Education for Health

ENT UK

Faculty of Health and Social Care Sciences Kingston University/St George's University of London

Forum for the Future (collaborative forum of the NE London Local Health Community)

Gloucestershire Local Medical Committee

Greater Manchester PCT

Guild of Healthcare Pharmacists

Guys and St Thomas' NHS Foundation Trust

Health Informatics Unit of the Royal College of Physicians

Health Professions Wales

Healthcare Commission
Heart of Birmingham Teaching PCT

Hospital Consultants and Specialists Association

Keele University, School of Medicine

KSF Group of the NHS Staff Council (NHS Employers)

Leeds West PCT

London, Eastern and South East Clinical Pharmacy Specialist Service
Medical Defence Union

Medical Protection Society

National Patient Safety Agency
NHS Health Informatics Faculty (CFH)

53





The Competence and Curriculum Framework for the Physician Assistant

North West Deanery

Northern Ireland Health Professions Forum Advisory Committee for the Allied Health Professions

Northumbria Healthcare NHS Trust

Nursing and Midwifery Council

Officers of the Council of Emergency Medicine

Patient and Carer Network of the RCP

Professional Modernisation Team at the Trent Multi Professional Deanery

Royal College of General Practitioners Midland Faculty

Royal College of Nursing

Royal College of Paediatrics and Child Health

Royal College of Physicians and Surgeons of Glasgow

Royal College of Physicians of Edinburgh

Royal College of Radiologists

Royal College of Surgeons of England

Royal Surrey County Hospital

Salisbury Healthcare NHS Trust — Senior nurses and midwives

Sandwell & West Birmingham Hospitals NHS Trust

Scottish Executive Health Department

Slough PCT Nurse Forum

Society and College of Radiographers

South Gloucestershire PCT

South Yorkshire SHA (Workforce Development and Non-Medical Prescribing)

St George's Healthcare NHS Trust

Staffordshire University

Thames Valley SHA

UK Association of Physician Assistants (UKAPA)

Universities Board for MCP Programmes

University of Birmingham

University of Huddersfield

University of Liverpool

Vascular Workforce and CHD Choice (Department of Health)

Wales Cyngor Cymru for Nursing, Midwifery and Allied Health Professional Education

Waltham Forest PCT

Welsh Assembly (Community, Primary Care and Health Services Policy Directorate)

West Midlands Deanery

Workforce Development Confederation for North and East Yorkshire and North Lincolnshire and
the Hull York Medical School (HYMS)

Full responses from individuals and organisations can be requested at the following email address:
practitioner.queries@nwlondon.nhs.uk
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The Revised Competence and
Curriculum Framework for the
Physician Assistant

In mid 2010, the Department of Health agreed to a request from the UK & Ireland
Universities Board for Physician Assistant Education (UKIUBPAE) to review and where
appropriate revise the Competence and Curriculum Framework for Physician Assistants
published by the Department in 2006. The 2006 document had explicitly recognised that, as
the profession developed in the UK, such revision would be necessary.

The working group was established for the time limited task of revising the Competence and
Curriculum Framework for Physician Assistants in the light of the experience of higher
education institutions running training programmes and the range of roles undertaken by
Physician Assistants on graduation. Because of the interest being expressed in employing
Physician Assistants in the care of surgical patients and patients in emergency departments,
The Royal College of Surgeons and the College of Emergency Medicine were invited to
participate alongside The Royal College of Physicians and the Royal College of General
Practitioners which were involved in the original steering group. There was also to be
involvement from Skills for Health and the Patient Association

The content of the original document was informed by the results from the public
consultation process but a similar process will not been undertaken for the production of this
revised Competence and Curriculum Framework. As far as is possible the recommendations
from the original consultation have been incorporated into this document.





Physician Assistant Managed Voluntary Register March 2012

Executive Summary

1. A Physician Assistant (PA) is defined as someone who is: a new healthcare
professional who, while not a doctor, works to the medical model, with the attitudes,
skills and knowledge base to deliver holistic care and treatment within the general
medical and/or general practice team under defined levels of supervision. The role
is therefore designed to supplement the medical workforce, thereby improving patient
access.

2. Once an Assured Voluntary Register for Physician Assistants is established, it is
hoped that those who are on the Register will be given prescribing rights as a standard
part of their role rather than an extended role. PAs should have access to a prescribing
formulary that recognises their area of work and allows them to treat the presenting
patient without unnecessary delay. Local prescribing formularies should be adhered to
at all times.

3. The framework specifies a range of competencies expected of PAs at the point of
qualification. These include broad professional competencies, competencies in terms
of history taking, physical examination and diagnosis and competence in procedural
skills. It also sets out a model used to identify those conditions which PAs can be
expected to diagnose and/or manage independently.

4. Inorder to ensure that these competencies can be achieved, the framework sets out
certain criteria to be met by all programmes. This includes overall length and
academic level (90 weeks of postgraduate diploma (M level) programme) and
minimum levels of clinical practice in each of a range of fields as well as overall
minima.

5. Programmes will be periodically accredited by a nationally appointed panel which
will include lay representation. Once statutory regulation is achieved this function will
be taken over by the regulator.

6. Accreditation ensures that programmes meet the structural standards set by the
framework: but it is the National Assessment (MCQ and OSCE) which ensures that
all qualifying PAs from whichever programme, have demonstrated the competencies
required for practice. Students must have successfully completed an accredited
programme and passed the national assessment before they can be entered on the
register.

7. Following completion of initial training, all students undertake a 12 month internship
programme designed to consolidate their core knowledge and skills and demonstrate
competence in action. It also provides an opportunity for students to undertake
additional learning of relevance to the field in which they are practicing.

8. Although Physician Assistants will acquire more specialist knowledge of relevance to
their field, they are all required to maintain the same basic level of general
competence across the whole scope of PA practice that was tested by the National
Assessment.
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9. To ensure that they do so, they are required to undertake a recertification exam similar
to that taken at qualification every 6 years in order to remain on the register. CPD
(PAs are required to demonstrate that they have met the minima for CPD through
each two-yearly cycle) is therefore likely to have a dual focus on maintenance /
updating of core knowledge and development of new and more specialised skills and
knowledge.

10. At present, there is a managed voluntary register (PAMVR) held by the professional
body (UKAPA) and overseen by an independent commission. Once the process
becomes clear, we would intend that the managed voluntary register is superseded by
an Assured Voluntary Register
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1 Introduction
1.1 The role of the Physician Assistant

With the continuing increase in the overall size of the population and in particular the rise in
the number of elderly people, the demand on services of the NHS will continue to increase.
Meanwhile, the European Working Time Directive is reducing the number of doctor hours
available to provide medical care. Many Trusts are forced to take on locum doctors at great
cost to the NHS and offering limited continuity of care.

Not all medical care has to be undertaken by doctors. Over the last decade, the scope of
practice of many health care practitioners in the National Health Service has expanded to
include roles and tasks that were previously the reserve of the medical profession. Whilst all
the evidence would suggest that this has generally been achieved without reduction in the
efficacy with which those tasks have been carried out, there is a limit to which this approach
can be taken without seriously diminishing the resource available for nursing, physiotherapy
etc.

In a situation in which the demand on all the established health professions will be increasing,
the development of the Physician Assistant offers an economical means of meeting the
increased requirement for medical care without further reducing the resource available for the
fulfilment of the vital roles of the other health professions.

This document defines standards for the education and practice of the Physician Assistant: a
broadly-based healthcare professional, who is able to contribute to holistic patient-centred
care in both primary and generalist secondary care settings. In setting such standards, the aim
is to maximise the sustainability and transferability of the role across the NHS.

A Physician Assistant is defined as someone who is:

a new healthcare professional who, while not a doctor, works to the medical model, with
the attitudes, skills and knowledge base to deliver holistic care and treatment within the
general medical and/or general practice team under defined levels of supervision.

A Physician Assistant can:

e formulate and document a detailed differential diagnosis having taken a history and
completed a physical examination

e work with patients and, where appropriate, carers to agree a comprehensive
management plan in light of the individual characteristics, background and
circumstances of the patient

e maintain and deliver clinical management in collaboration with the patient and on
behalf of the supervising physician whilst the patient travels through a complete
episode of care

e perform diagnostic and therapeutic procedures and prescribe medications (subject to
the necessary legislation)

e request and interpret diagnostic studies and undertake patient education, counselling
and health promotion.
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This overall role definition and the capacities outlined above will clearly play out
differently in different health care settings. It is proposed that, in conjunction with each of
the relevant Royal Colleges, we produce an addendum to this document outlining the role
that might be undertaken by a reasonably experienced Physician Assistant in Acute
Medicine, General Practice, Emergency Department etc.

The Physician Assistant role provides a new way of working that will complement roles
already developed in primary and secondary care and strengthen the multi-professional team.
A Physician Assistant will always work under the supervision of a designated senior doctor
(consultant, registrar or general practitioner). Their detailed scope of practice in a given
setting is circumscribed by that of the supervising doctor. Although there may be
circumstances when the supervising doctor is not physically present, they will always be
readily available for consultation. Like all other regulated healthcare professionals the
Physician Assistant is responsible for their own practice though the supervising doctor always
maintains the ultimate responsibility for the patient.

The Physician Assistant will be employed as a member of the medical team in either primary
or secondary care and will have a clinical supervisory relationship with a named doctor who
will provide clinical guidance when appropriate. It is expected that over time the supervisory
relationship will mature and whilst the doctor will remain in overall control of the clinical
management of patients, the need for directive supervision of the Physician Assistant will
diminish.

The Physician Assistant will always act within a predetermined level of supervision and
within agreed guidelines.

Quialified Physician Assistants may develop specialist expertise that reflects the specialty of
their supervising doctor. This will be gained through experiential learning and CPD.
However, they are expected to maintain their broad clinical knowledge base through regular
testing of generalist knowledge and demonstrated maintenance of generalist clinical skills.
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1.2 The key points of the Competence Framework

In addition to competences and skills, this Framework describes the level of responsibility
that Physician Assistants will be expected to take for the diagnosis and management of a
range of clinical conditions. An employing organisation can use the framework to set
appropriate expectations of the Physician Assistant.

A diagrammatic matrix is used to document the minimum capacity required of the Physician
Assistant on qualification (or, if trained outside the UK, on first employment in the NHS)
with regard to the diagnosis and management of a wide range of different conditions.
Experience to date has demonstrated the need to differentiate between a limited set of
exemplar conditions (both common conditions and ‘red flag’ presentations) that PAs must
know about at qualification, and a broader range of conditions which they should be able to
diagnose and manage through the application of the knowledge and skills available to them
on qualification and following familiarisation with the specific clinical context in which they
are working.

1.3 The key points of the Curriculum Framework

This Framework recognises that the development of common standards on qualification
requires:

e flexible but rigorous entry criteria to programmes

e asubstantial and appropriately supported and accredited academic programme that
will allow the time required for individual professional development

e agreed minimum overall hours of clinical experience and minima for clinical
experience in particular health care settings

e acommon core knowledge base

e acommon core of procedural skills

e common competences as a clinician and a professional

e national (or international) assessment.

Physician Assistants will complete a Masters level* academic programme of no less than 90
weeks leading to a Postgraduate Diploma in Physician Assistant Studies. This will be
followed by a period of internship, during which the newly qualified PA will receive
additional training in relation to the clinical field in which they are working as well as
consolidating their common core learning and providing a clinical service. The internship
should take place in a single setting but with access to other clinical areas as appropriate. This
foundation will enable Physician Assistants to practice as part of the clinical team, within a
range of primary and secondary healthcare settings.

! Defined in the Framework for Higher Education Qualifications in England, Wales and Northern Ireland
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2 The Competence Framework

Although this section is written in relation to the qualifying student and, it might therefore be
suggested, should be seen as an integral part of the Curriculum framework, the Competence
Framework equally provides the minimum competencies required of anyone who has
qualified as a Physician Assistant (or equivalent) in another country and is now seeking
employment as a Physician Assistant in the UK. Just as importantly, it specifies the minimum
set of competencies to be maintained by all Physician Assistants (and to be tested periodically
as part of re-certification) even if those competencies are not of direct relevance in their
current area of practice.

2.1 Competence on qualification

This chapter defines the core achievements required of the Physician Assistant student at the
point of qualification, in order to be placed on the register. There are three major components
to this specification.

1. The core competences which the Physician Assistant is expected to be able to
demonstrate across all their clinical practice.

2. The range of procedural skills in which the Physician Assistant must have
demonstrated competence.

3. The common patient presentations, the clinical conditions (both common and ‘red
flag’) which the Physician Assistant would be expected to consider as part of
differential diagnosis and the level of responsibility which the Physician Assistant is
expected to take for their diagnosis and/or management. (Outlined in the body of this
document, but dealt with in detail as a separate appendix)

This document sets out the competence expected at the point of qualification. A
Physician Assistant is required to maintain this breadth of competence throughout their
professional career. The additional expertise that they will acquire in particular fields,
through experience or further training, is an addition to this general competence and
not a substitute for it.

It is anticipated that Physician Assistant students will be drawn from a variety of backgrounds
including members of other health professions wishing to change career and life-science
graduates. With such a mixed potential intake, programmes will have to be designed to meet
the needs of individuals with widely differing knowledge and skill profiles.

Another potential area for recruitment is medical assistants / medical technicians from the
armed services, although suitable access programmes would need to be designed to prepare
such candidates to successfully take on masters level education.
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The competences detailed in this document reflect the requirement for a significant
knowledge skill base and an understanding of the application of scientific principles, through
professional judgement, in a range of clinical settings. This capability is to be acquired
through an appropriate academic and clinical curriculum accredited by the regulatory
authority®. In order to enable entrants from different backgrounds to achieve the required
competences, curricula will have to target specific groups, or demonstrate the flexibility to
cope with the range of learning needs.

Physician Assistants will be accountable for their own practice within the boundaries of
delegation but they will work under the overall supervision of a general practitioner or
medical consultant. Arrangements for supervision and the delegation of duties and
responsibilities will vary according to the Physician Assistant’s level of overall experience
and expertise in the particular clinical field. However, as a dependent profession, PAs will
always work in close conjunction with a physician or small team of physicians with clear
lines of supervision.

2.2 The assessment of competence

The day to day management of the assessment of students’ knowledge, skills and attitudes as
they develop through Physician Assistant education programmes will be the responsibility of
individual universities. However, in order to qualify as a Physician Assistant, students from
all programmes will be required to undertake a nationally determined assessment. Whilst
universities Whilst universities are encouraged to incorporate the national assessment as part
of their overall assessment regime (and all universities currently running programmes require
the students to pass the national assessments in order to achieve the university PGDip in PA
studies) they are of course free to apply any additional assessments for the award of their
institutional qualification.

The National Assessment will ensure competence in the use of clinical knowledge and in
professional, clinical judgement by testing which will consist of:

i. aknowledge-based examination using multiple choice questions

ii.  an objective structured clinical examination (OSCE)
Multiple choice questions and OSCE stations for the examination will be drawn from secure
banks held by or mediated through the National Assessment Sub-committee of UKIUBPAE
and the results determined / approved at a nationally constituted Examination Board.

In addition, individual universities / programmes will be responsible for demonstrating that
they have in place structures and processes by which they ensure:

e direct observation of the students’ competent application of communication,
interpersonal, clinical and procedural skills in practice

2 It was originally intended that this role would be taken by the National Reference Panel until statutory
regulation was achieved, but after one accreditation visit to the West Midland’s courses the Panel became
inactive and it has not been possible to replace it. UKIUBPAE is currently working with UKAPA and other
stakeholders to establish an accrediting body which, whilst not fully independent of the universities running the
programme, will include a broader spectrum of opinion.

10
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e collection of evidence provided by other healthcare practitioners regarding the
performance of the student

e direct questioning by an assessor to check understanding of patient-centred care,
health and safety procedures, technological interventions and interpretation of results,
in addition to demonstrating core knowledge

e aportfolio of evidence maintained by the student. This will include a record of
progress as well as reflective accounts of critical learning encounters and will inform
the assessment process and its outcome.

Wherever possible, learning / performance in relations the core clinical competences, skills
and conditions, should be evidenced in working with patients in the clinical setting. There are
clearly some aspects (a prime example is CPR) where evidence of competence in simulation
is considered sufficient.

2.3 Specification of core competences

Although, in order to specify competence in any detail, it is necessary to break down the
clinical role into a series of core constituent elements, it is important to remember that
clinical competence is more than simply the sum of these elements. Although knowledge
must include national and local guidelines and relevant protocols, it is essential to the medical
model, to which the Physician Assistant works, that their consultations and interventions are
responsive to the individual patient and their situation, rather than mechanistic — that is, they
should apply their knowledge and skills in a patient-centred way rather than sticking blindly
to predetermined protocols. The Physician Assistant must hold knowledge in such a way that
it can be effectively applied, through clinical reasoning and professional judgement, in
situations of complexity and uncertainty; in the context of the individual patient’s needs and
wishes.

In addition, this document acknowledges the government expectation (Department for
Education and Skills, 2005) that practitioners working with children and young people
should have a basic common core set of skills, knowledge and values that promote equality,
respect diversity, help provide more effective and integrated services and acknowledge the
rights of children, young people and their families.

2.3.1 Professional Behaviour & Probity

e Consistently behave with integrity and sensitivity.

e Behave as an ambassador for the role of Physician Assistant, acting professionally
and behaving considerately towards other professionals and patients.

e Recognise and work within the limits of your professional competence and scope of
practice and within the scope of practice of your supervising clinician

e Maintain effective relationships with colleagues from other health and social care
professions.

e Inform patients, carers and others of the nature of the clinical role.

e Contribute to the effectiveness of a clinical learning environment.

e Beagood role model

11
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2.3.2

2.3.3

234

2.3.5

The patient relationship

Demonstrate the ability to develop and maintain clinician — patient relationships
which will foster informed patient choice and negotiated care decisions.
Communicate effectively and appropriately with patients and carers even when
communication is difficult

Demonstrate the ability to work with the patient to make best therapeutic use of the
clinician-patient encounter

Perform a tailored and holistic assessment in order to develop an appropriate
management plan

Facilitate patient and/or carer involvement in management, planning and control of
their own health and illness

Appropriately and sensitively identify and utilise opportunities for patient and carer
education.

Common core skills and knowledge when working with children, young

people and families

Demonstrate effective communication and engagement with children, young people
and families

Demonstrate effective observation and judgement in children’s and young people’s
development

Recognise when to take appropriate action in safeguarding and promoting the welfare
of the child

Intervene appropriately when supporting transitions between stages of development
and/or services

Demonstrate effective multi-agency working through awareness of roles and
responsibilities within other services

Identify when to share information in a timely and accurate manner while respecting
legislation on the control and confidentiality of information

History taking and consultation skills

Structure interviews so that the patient (carer) is encouraged to express their concerns,
expectations and understanding, so that these can be appropriately addressed

Elicit a patient history appropriate to the clinical situation, which may include,
presenting complaint, history of the present illness, past medical history, social
history, family history, medications, allergies, review of systems, risk factors and
appropriate targeted history

Identify relevant psychological and social factors, integrating these perspectives with
the biomedical evidence to elucidate current problems.

Examination (general)

Perform a physical examination tailored to the needs of the patient and the demands
of the clinical situation, including, as appropriate, neurological examination,
musculoskeletal examination, blood pressure (BP) measurement and control, male
and female uro-genital examination, breast examination, ophthalmic examination,
oropharyngeal examination cardiovascular examination, respiratory examination,
abdominal examination and dermatological examination

12
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2.3.6

2.3.8

2.3.9

2.3.10

Perform a comprehensive mental state examination, tailored to the needs of the
patient and the demands of the clinical situation, including as appropriate, assessment
of appearance and behaviour, levels of consciousness, posture and motor behaviour,
thoughts and perceptions, affect, speech and language, orientation, memory and
higher cognitive function.

Interpreting evidence/determining the requirement for additional evidence
Interpret the findings from the consultation (history, physical examination and mental
state examination) in order to determine the need for further investigation and, with
the patient/carer, the appropriate direction of patient management

Understand the indication for initial and follow-up investigations

Select, interpret and act upon appropriate investigations

Determine the relevance of screening tests for a given condition.

Clinical judgement in diagnosis and management

Formulate a differential diagnosis based on objective and subjective data

Make use of clinical judgement to select the most likely diagnosis in relation to all
information obtained

Recognise when information/data is incomplete and work safely within these
limitations

Recognise key diagnostic errors and the issues relating to diagnosis in the face of
incomplete data.

Recognise when a clinical situation is beyond their competence and seek appropriate
support.

Therapeutics and prescribing

Working under medical delegation clauses, determine and propose appropriate
therapeutic interventions from the full range of available prescription medications
used in the clinical setting

Write accurate and legible prescriptions in out-patient, in-patient and primary care
setting for review and signature by a supervising clinician.

On commencing intravenous infusion, write accurate and legible prescriptions for
appropriate fluid regimes for review and signature by a supervising clinician

Use the British National Formulary (BNF) and local formularies appropriately and be
familiar with the yellow card system for reporting side effects/drug interactions
Recognise their responsibility for facilitating patient concordance for the drug regime
being proposed by them and prescribed by their supervising clinician.

Clinical planning and procedures

Formulate and implement a management plan in collaboration with the patient, the
carers and healthcare professionals

Perform clinical procedures using knowledge of the indications, contraindications,
complications and techniques

Monitor and follow up changes in patient’s condition and response to treatment,
recognising indicators of patient’s response.

Documentation and information management

Initiate and maintain accurate timely and relevant medical records
Contribute to multi-professional records where appropriate.

13
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2.3.11

2.3.15

Risk management

Recognise potential clinical risk situations and take appropriate action

Recognise risks to themselves, the team, patients and others and takes appropriate
action to eliminate/minimise danger

Value the importance of clinical governance and participate as directed.

Teamwork

Value the roles fulfilled by other members of the health and social care team and
communicate with them effectively

Effectively manage patients at the interface of different specialties and agencies,
including primary/secondary care, imaging and laboratory specialties

Effectively and efficiently hand over responsibility to other health and social care
professionals

Time/resource management
Prioritise workload using time and resources effectively
Recognise the economic constraints to the NHS and seek to minimise waste.

Maintenance of good practice

Critically evaluate own practice to identify learning/developmental needs and identify
and utilise learning opportunities

Use evidence, guidelines and audit (including significant event analysis) to benefit
patient care and improve professional practice.

Ethical and legal issues

Identify and address ethical and legal issues, which may impact on patient care, carers
and society. Such issues will include:

ensuring patients’ rights are protected (e.g. children’s rights including Gillick
competency: patients’ right to participate in making decisions about their care)
maintaining confidentiality

obtaining informed consent

providing appropriate care for vulnerable patients (including vulnerable adults,
children and families in need)

responding to complaints.

Equality and diversity

Recognise the importance of people’s rights in accordance with legislation, policies
and procedures

Act in a way that:

- acknowledges and recognises people’s expressed beliefs, preferences and choices
- respects diversity

- values people as individuals

- incorporates an understanding of one’s own behaviour and its effect on others
Identify and take action when own or others’ behaviour undermines equality and
diversity.

14
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2.3.17 Awareness of guiding principles and current developments in the NHS

e Practice in a manner which is grounded in the underlying principles of the NHS as a
patient centred service, free at the point of delivery

e Maintain an awareness of national and local guidelines / legal requirements, both
generally and, in particular, as relevant to their area of practice

e Maintain an awareness of any new developments in the structure and function of the
NHS and particularly in relation to their area of practice

e Demonstrate an understanding of change processes within the NHS and fulfil their
broader professional role by participating in national and local consultation processes

2.3.18 Public health
e Address issues and demonstrate techniques involved in studying the effect of diseases
on communities and individuals including:
- assessment of community needs in relation to how services are provided
- recognition of genetic, environmental and social causes of, and influences on
the prevention of illness and disease
- application of the principles of promoting health and preventing disease.

2.3.20 Moving and Handling
e Assess the risks to self, colleagues and the patient prior to moving and handling and
act to minimise those risks by:
- ensuring that there are sufficient trained staff available to carry
out the action safely
- using appropriate manual handling techniques for the situation
- making proper use of any moving and handling aids provided

15
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2.4 Specification of core procedural skills

The following is a list of procedural skills which the Physician Assistant should be able to
perform on completion of the educational programme. This section is designed to be read in
conjunction with the competences (2.3) and for the sake of brevity we do not repeat the
vitally important skills of routine examination, communication with the patient, seeking
informed consent, ensuring safety, avoiding infection etc.

24.1

Cardiovascular system

Perform and interpret a 12 lead ECG

Participate in cardiopulmonary resuscitation to the level expected in Immediate Life
Support Training: including oxygen with mask, bag intubation, which medication to
use and when, depending upon ECG reading.

Respiratory system

Undertake respiratory function tests, including the performance of peak flow
measurement

Commence and manage nebulised therapy

Commence and manage oxygen therapy

Instruct patients in the use of devices for inhaled medication

Gastrointestinal system
Insert a naso-gastric tube (tested in simulation)
Undertake nutritional assessment

Musculoskeletal system
Undertake appropriate strapping and splinting for common musculoskeletal injuries

Eyes
Perform fluoroscein dye examination of the cornea
Remove loose foreign bodies from under lids

Female reproductive system
Obtain a cervical smear, cultures for HVS etc

Renal and genitourinary system
Undertake male and female urinary catheterisation
Perform a urine dipstick test

Skin
Undertake simple skin suturing
Be competent in the use of local anaesthetics

Diagnostics and therapeutics

Interpret written prescriptions accurately, seeking confirmation when the drug, dose
or route of administration are unclear, or where the prescription as written is outside
standard practice

16
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Draw up and give intramuscular, subcutaneous, intra-dermal and intravenous
injections.

Take a venous blood sample, using appropriate tubes for required tests
Obtain an arterial blood gas (ABG) sample

Undertake venous cannulation and set up an infusion and infusion pump
Commence and manage a blood transfusion (in simulation)

Measure body temperature

Measure pulse rate

Monitor oxygen saturation transcutaneously

Take nose, throat and skin swabs

Calculate dosage of insulin using a pre-prescribed sliding scale and administer

17
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2.5 Specification of core clinical conditions

The model on the two pages following describes a two-dimensional categorisation of
conditions in relation to PA competence - the X axis referring to competence in undertaking
the diagnostic process and the Y axis referring to competence in managing the condition. The
matrix therefore defines the conditions which, in their uncomplicated form, PAs are
competent to diagnose and manage (1A); Diagnose or include in a differential diagnosis and
refer appropriately for management (1B); Determine a management strategy once diagnosed
by another clinician (2A); Undertake day to day management once the management strategy
has been set by another (2B).

These categorisations should not be read as hierarchical: i.e. equating to a *‘must know’/
‘should know’/ ‘could know’ taxonomy. It is clearly just as important that the PA on
qualification is able to recognise a red flag condition that they need to refer (1B) or manage a
condition that their supervising clinician has diagnosed (2A) as it is that they can diagnose
and manage the conditions in 1A.

The conditions within ech of the categories of the matrix form a separate document published
on the Department of Health website and are currently under review as part of this revision
programme. The conditions in that appendix are generally organised by body system
(cardiovascular conditions; respiratory conditions etc.) because this minimises duplication.
The matrix as it relates to cardiovascular conditions is given as an example [p 22]. However,
the diagnostic task facing the Physician Assistant clearly starts from the position of a patient
presenting with a particular problem and a further example is given of the matrix as it relates
to chest pain [p 23].

The full list of patient presentations with which the qualifying Physician Assistant should be
familiar is also included. [pp 24-25]
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2.6 A model for categorising clinical conditions on the
basis of required competence

X Axis:  Is the PA competent to undertake the diagnostic process?

YES: Category 1 The PA is able to identify a condition as a possibility within differential
diagnoses and to take measures to confirm the diagnosis.

NO: Category 2 The PA is aware of the condition, but does not necessarily have the
knowledge or resources to make the diagnosis.

Y Axis:  Is the PA competent to take responsibility for management?

YES: Category A The PA is able to manage the uncomplicated condition without routine
referral to others.

NO: Category B The PA participates in the management of the condition, but does not
take a lead role in determining the management strategy.

<«—| X Axis: Taking a Significant Role in the Diagnostic Process? |

T YES - Category 1 NO - Category 2

<
S 2
5|8
5| &
2| ©
S|l wn
S|y
S
2
2
e
8 The PA is able to identify the The PA is able to undertake
] condition as a possible the day to day management
Tl n diagnosis: may not have the of the patient and condition
2| 2 knowledge / resources to once the diagnosis and
< = confirm the diagnosis or to strategic management
= % manage the condition safely, decisions have been made
20N ) but can take measures to by another.
Z o avoid immediate
> | =z deterioration and refer

appropriately

l 1B 2B
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Taking Strategic Management Decisions?

March 2012

As with most models, this is something of an oversimplification of reality. Relatively
simple conditions may be complicated by the personal circumstances of the patient,
their reaction to the disease process or some other underlying health problem.
Equally, a PA may already be familiar with a non-core condition because of prior
experience. However, whilst the following diagram may be closer to the truth, we
believe that the simplified model is an appropriate base for the development of

curricula.

Taking a Significant Role in the Diagnhostic Process?

Definitely <

Definitely

PA differential diagnosis
" “suggests specialist™ © T
treatment may be required

PA diagnoses but recognises
condition requires referral

<&
<

PA identifies that referral is
necessary despite not having
a differential diagnosis

Definitely Not

1B

»  Definitely Not

may need advice on
. .management if condition
becomes exacerbated

May be diagnosed /
managed by PA
with experience

Peripheral to PA
role, but may be part
of patient history

2B
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2.6.1 Example: Cardiovascular conditions

Taking a significant role in the diagnostic process?
Yes No

Hypertension Vascular Diseases
Essential Giant cell arteritis
Isolated systolic Ischemic Heart Disease
latrogenic Angina pectoris
Hypotension » Stable

Yes

Orthostatis/postural
Hypovolaemic shock
Vascular Diseases
Phlebitis/thrombophlebitis
Hypothermia

Hypertension Cardiomyopathy
Secondary Dilated
Malignant/accelerated Hypertrophic
Hypotension Restrictive

Cardiogenic shock Congenital Heart Disease
Conduction Disorders Atrial septal defect
Bundle branch block Ventricular septal defect
Premature beats Coarctation of aorta
Atrioventricular block Patent ductus arteriosus
Ventricular tachycardia Tetralogy of Fallot
Ventricular / Atrial fibrillation/flutter Valvular Disease
Vascular Diseases Mitral valve prolapse

Chronic/acute arterial occlusion

Varicose veins

Venous thrombosis

Peripheral vascular disease

Acute rheumatic fever

Aortic aneurysm/dissection

Arterial embolism/thrombosis

Valvular Disease

Aortic / Mitral stenosis/regurgitation
Tricuspid / Pulmonary stenosis/insufficiency
Cardiac failure

Ischaemic

Valvular

Hypertensive

Ischemic Heart Disease

Acute myocardial infarction

Angina pectoris — unstable / Prinzmetal’s variant
Other Forms of Heart Disease

Acute and subacute bacterial endocarditis
Acute pericarditis

Cardiac tamponade

Pericardial effusion
1B 2B

Taking responsibility for management?
No
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2.6.2 Example: Patient presenting with Chest Pain

Taking a significant role in the diagnostic process?
Yes No

Cardiovascular

Angina Pectoris: stable

Respiratory

Bacterial Pneumonia

Viral Pneumonia

Gastro-Intestinal

0
g Oesophagitis

o Gastro-oesophageal reflux disease

1= Dyspepsia

()

IS Neurological

()

% Herpes zoster (of chest wall)

c

]

1S

S

o

et

>

=

) Mental Health

n . |

c Panic Disorder

o |

8— Cardiovascular

o Acute Myocardial Infarction

? Angina Pectoris: unstable

ﬁ Angina Pectoris: Prinzmetal's variant

— : :
Respiratory Respiratory

% Pulmonary Embolism Fungal Pneumonia

Pleurisy HIV related Pneumonia
Gastro-intestinal
Acute Cholecystitis

1B 2B
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2.6.3 List of Patient Presentations

March 2012

The Physician Assistant should be familiar with the following patient presentations

and should be able to manage and diagnose / refer appropriately.

Addiction

Altered sensation (including loss of feeling in lower limbs)

Anxiety: abnormal

Appetite/weight: alteration

Back pain

Blood loss

Breast problems (lump, pain, discharge, surface changes)

Children: Failure to thrive

Children: Developmental problems

Children: Short stature

Children: Unexplained injury

Circulatory abnormalities of the limbs

Collapse/reduced level of consciousness (including fits)

Cough

Cutaneous/subcutaneous swellings

Disordered mood

Disordered thinking

Distension: abdominal

ENT problems

ENT Emergencies

Eye problems

Eye Emergencies

Falls/faints (syncope)/dizzy turns

Fertility / Infertility

Fever

Gl disturbances including vomiting/altered bowel habit

Head and neck lumps

Headache

Hypothermia

Injury: Head & Neck

Injury: Extremities

Injury: Abdominal & Pelvic

Injury: Thoracic

Joint pain/swelling

Mass: abdominal

Memory loss

Menstrual changes / problems

Micturition abnormalities (including frequency, volume, colour and incontinence)

Movement: loss of/fabnormal (inc. inability to walk, shaking hands)

Oedema

Pain: abdominal

Continued over
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Pain: chest (including heartburn)

Pregnancy: problems in

Prolapse

Sciatic leg pain

Scrotal and groin swellings / pain

Sexual dysfunction

Sexually transmitted infection: concerns about

Shortness of breath

Skin changes: colour, ulceration, pruritis, rashes

Sleep disorder

Speech disturbances

Swallowing difficulties (dysphagia)

Tiredness

Visual disturbances

Voice changes

March 2012

Weakness (both focal and general)
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3 The Curriculum Framework

3.1 Introduction to the Curriculum Framework

For a new profession (in some ways even more so than for one that is already well
established and understood in the public mind) it is vital that all entrants to the professional
register meet a transparent and agreed standard. The purpose of this Curriculum Framework,
in conjunction with the definition of competence in the previous section, is to make that
standard explicit and to set out the criteria which any initial training programme for Physician
Assistants must meet, in order to ensure that that standard can be achieved.

To fulfil this purpose, it is clearly important that this document should identify the
competences to be demonstrated by graduates and the clinical problems that they should be
able to address. In the case of a programme leading to professional registration, it is also
appropriate that a Curriculum Framework includes certain specifications of structure and
content and the nature of the educational process and experience.

However, it is not the purpose of this Framework to create homogeneity by placing
unnecessary constraints on individual HEIs running Physician Assistant programmes. It is
recognised that different institutions have their own constraints and opportunities and may
well be tailoring programmes to different types of candidates. Variation in programmes is, in
any case, to be welcomed, as an enrichment of the professional educational resource and the
opportunity to develop and share areas of good practice.

The competences set out in the previous section of this document are therefore a minimum, to
which an individual institution may choose to add in determining the outcomes for their own
graduates. The length of the programme and the hours of clinical experience (both general
and in terms of particular fields) are equally set as minima. Educational process is discussed
in terms of the philosophical underpinning and the effect of process on the equipping of the
professional for fulfilling their role, rather than in terms of a specification of particular
learning and teaching strategies.

However tightly the specification of minimum standards might be worded, they are still open
to differential interpretation by individual institutions, teachers and students. This document
therefore also identifies the key role to be played by a national assessment of competence as a
determinant of registration, without wishing to contest the right of individual HEIs to
determine the academic award for their own students.
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3.2 Principles of learning and teaching

The primary responsibility for the achievement of the required learning rests with the student.
It is the responsibility of curriculum developers, programme organisers and teachers to
provide educational structures and experiences through which the student can fulfil their
responsibilities. This includes teaching, but also the facilitation of individual and group work
and the encouragement of autonomous learning.

The clinical environment provides many of the most important learning experiences for

healthcare professionals. Unlike other learning settings, the education of the student is not the
primary purpose of such environments and the student must learn how to make best use of the
opportunities available without imposing upon patients or disrupting the provision of service.

The inter-relation of theory and practice is fundamental to the development of professional
competence. Students must learn to:
e seek out and recognise clinical applicability whilst they are undertaking theoretical
learning
e apply the theory they have learnt in the ‘classroom’ when they are in the practice
setting
o reflect on practice to identify learning needs, whether to be met in the classroom or
the clinical setting.
e theorise during practice (i.e. recognise patterns of clinical reasoning which go beyond
what the text book can offer)
e theorise practice itself (i.e. how to recognise, in a particular piece of practice, the
principles, assumptions, beliefs and theories, which actually shaped that practice).

Learning in professional practice is a collaborative activity in which members of one
profession or of a number of professions may enhance their ability to achieve common
learning needs by working together or may share their knowledge and skills to enable others
to achieve their learning needs. This behaviour should be encouraged and rewarded through
the educational process.

Professional practice involves living with uncertainty: making decisions in situations where
there is no single right answer and where professional judgment must be used to determine
the appropriate response. Learning and teaching in the Physician Assistant programme needs
to prepare students for this reality and to equip them to make and live with such decisions.

Learning is moulded and driven by assessment and it is vital that both formative and

summative assessment are designed in such a way that this direction coincides with the
outcomes stated in the curriculum.
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3.3 Learning partnerships

The establishment of effective learning partnerships between a student Physician Assistant
and their clinical supervisor(s) is vital to the professional learning process. To be effective,
such individual partnerships must be framed by a partnership between the HEI and the
service provider which mutually values the role that both play in shaping and enabling
learning.

The learning partnership between the student Physician Assistant and their clinical supervisor
moves beyond the traditional master / apprentice model. Learning is to be co-directed and
questioning to be encouraged, so that both parties engage more thoughtfully in the processes
of teaching and learning. This in turn should provide the basis for more motivated and better
directed education.

For the partnership to work effectively, the clinical supervisor must have an understanding of
the educational principles and values underpinning the programme, a detailed understanding
of student learning needs in the educational experience they facilitate and an understanding of
how that experience fits in to the totality of the course.

Training in clinical decision making is more complex than training in technical or factual
matters. Where circumstances permit, the clinical supervisor should facilitate students in
making a professional judgment rather than simply offering their own. Where the supervisor
does offer their own professional judgment, they must be prepared for the student to question
how that judgment was made. Students in turn must recognise that there is much professional
knowledge that is tacit and may be difficult for the supervisor to elucidate.

Both supervisor and student should make efforts to be adaptable to the normal learning or
teaching style of the other.

The partnership should be guided by educational principles, even when these principles take
the student and/or the supervisor outside their comfort zones (e.g. in enabling and
undertaking enquiry-based learning). It is important for the student to be thrown back on their
own resources and to learn independently (whether from patients or library/internet
resources) even where this may be more time consuming and where it involves a loss of
control of the learning agenda by the clinical supervisor.

Where the clinical supervisor is involved in processes of formative and summative
assessment, they must recognise both the different and the common intentions of the two
processes.

Consequently, this Curriculum Framework supports the belief that the following principles
are essential in shaping the education of the Physician Assistant:
e observation in clinical settings is directed so that student Physician Assistants learn to
see, analyse and interpret all that occurs
e action (rather than just observation) in the practical setting is essential to foster
learning
e ongoing dialogue in the clinical setting between educator, clinical supervisor and
student Physician Assistant is a vital part of the learning process
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e clinical supervisors help student Physician Assistants to investigate examples of
professional judgment in both medical and educational practice

e problem-solving by the student Physician Assistant in a range of different practical
activities, using critical thinking, creativity and improvisation

e Clinical supervisors enable student Physician Assistants to develop their use of the
processes of deliberation and reflection, encouraging self-knowledge and self-
appraisal.

3.4 The educational aims of PA programmes

As mentioned previously, this Curriculum Framework aims to identify the core criteria which
any Physician Assistant programme should enable students to meet. The aims outlined below,
like the competences listed previously, serve to define that core. By contrast, learning
outcomes will be written by individual Physician Assistant programmes and, whilst they must
encompass the core specifications, they may go beyond them.

The broad aims of Physician Assistant programmes are as follows:

e The programme aims to produce graduates who have the knowledge, skills and
professional behaviours to function as Physician Assistants (and to have their
qualification nationally and internationally recognised) and the personal and
intellectual attributes necessary for life-long professional development. Such
graduates will be:

e safe practitioners under medical supervision in a wide variety of clinical settings, with
patients from diverse social and ethnic backgrounds

e expert communicators who are empathic in a manner appropriate to a healthcare
profession

e aware of health inequalities and the challenges of working in a multicultural
environment

e aware of the limits of their competence and determined to act within those limits

e trained in the context of multi-professional working in a team environment

e adept in the use of C&IT (Communication and Information Technology) skills for
healthcare

e capable and motivated lifelong learners continually engaged in active professional
development

e understanding of the need to maintain and promote health, as well as to cure or
palliate disease and aware of their obligations to the wider community as well as to
individuals

e trained to integrate theoretical and clinical learning.
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3.5 The structure of the PA programme

The structure of the Physician Assistant programme will be highly dependent on the institution
running it and the prior learning and experience of the students admitted to the programme. This
framework therefore refers only to those structural specifications which all programmes must
meet.

3.5.1 Overall length of the programme

This will be equivalent in length to a three year undergraduate degree programme: i.e. the
minimum length of the programme will be 90 weeks. This is considered to be the minimum
length of time required in order to enable the development of the knowledge base and the
competences/skills identified above, but equally the minimum time in which effective
professional socialisation can normally be achieved.

Professional socialisation may be said to have a generic and a specific component: i.e. PA
students are socialised into the general ethos of being a health care professional, as well as
into the specific codes of practice of the PA profession. It should therefore be recognised that
some highly experienced health care professionals: e.g. nurses may have both the knowledge
and the broader socialisation to allow the programme to be safely shortened. Normal
APL/APEL processes will allow institutions to make a judgement about which elements of a
programme an individual health professional can be allowed to miss. However, for students
to be appropriately prepared for and socialised into the PA profession, a shortened
programme should still be a minimum of 18 months (68 weeks).

3.5.2 Clinical experience in the programme

Ninety weeks should constitute a minimum of 3,150 hours of nominal study time. Of this
time, a minimum of 1,600 should be designated as clinical learning. Up to 200 hours of the
designated clinical learning time may consist of learning in skills centres (see paragraph
following) but a minimum of 1,400 hours will be spent in practice in the clinical area, in
substantive attachments to a unit or to a doctor. This includes time spent with the doctor in
hospital or general practice, on ward rounds, in clinics, etc. as well as time spent in tutorials.
It also includes independent learning in the clinical area that is facilitated by the doctor, or
time spent with other healthcare professionals.

When compared with medical education, the two year Physician Assistant programme
provides less opportunity for students to encounter patients with rare, but potentially life
threatening ‘red flag’ conditions. Increasingly sophisticated simulation (e.g. role players
trained to simulate physical signs; moulage®; ‘stethoscopes’ that simulate heart murmurs etc.)
offers students a chance to work with such cases in the skills centre. Time spent in simulation
can therefore be seen as a useful enhancement of clinical experience, rather than as a second
rate alternative where sufficient clinical experience is hard to obtain.

It is intended that the Physician Assistant, on qualification will be able to undertake first
contact medical care in General Practice, Emergency Departments, Medical and Surgical
Assessment Units and general hospital wards. There is also the potential to provide “out of
hours cover’ in hospital and primary care/community settings with appropriate and adequate

¥ Make up that mimics wounds and lesions
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medical supervision . For this to be achieved, it is important that students have a breadth of
clinical placement. Whilst recognising that many of the competences can be demonstrated
and many of the core conditions encountered in any, or at least many clinical areas, it is felt
appropriate to set certain minima for experience in different fields. These minima are
designed to ensure breadth of significant experience for all qualifying Physician Assistants,
but to leave sufficient undesignated clinical hours to allow individual institutions to
differentiate their programmes by offering an emphasis on one or more clinical fields

The minimum core placements are as follows:

Community Medicine 180 hours
General Hospital Medicine 350 hours
Front Door Medicine* 180 hours
Mental Health 90 hours
General Surgery 90 hours

Obstetrics & Gynaecology 90 hours
Paediatrics (acute setting) 90 hours

This adds up to 1070 hours, leaving a minimum of 330 hours to be designated by individual
institutions. Although not a requirement, institutions will be encouraged to use these 400
hours to extend the time spent in core placements, reflecting local educational opportunity
and the needs of the health economy, rather than simply to broaden the training circuit. In
addition, institutions will be encouraged to maintain flexibility in their programmes which
would allow individual students to spend further periods of time in a clinical area where they
were experiencing some difficulty in achieving the learning, or alternatively, in which they
had a particular interest.

3.5.3 Progression

Progression through the programme is a matter for regulation by individual HEIs, but all
institutions must ensure that their programme is classified as a “fitness to practice
programme’ by their institutions and that they have in place rigorous processes for dealing
with fitness to practice issues. Progress and qualification must be seen to be dependent on
professional behaviour and specific clinical skills (e.g. cannulation or catheterisation) as well
as on more generic academic competences.

Academic achievement is measured by both institutional and national assessment. As with
other professions, acceptance for registration is dependent on a combination of academic
achievement and a statement from the institution of the candidate’s fitness to practise, in
terms of professional behaviour and clinical competence. Although an institutional
qualification does not of itself enable registration, institutions should consider making an
alternative qualification available to those students who meet the academic criteria for the
programme but are not deemed to be fit to practice.

* This should include significant experience in Emergency Medicine
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3.6 Criteria for entry to the programme

3.6.1 Major entry groups

It is envisaged that there will be two main target groups from which students will be drawn —
life-science graduates and existing health professionals. Universities may wish to tailor the
programmes they offer to one group of candidates or the other, or to identify approaches that
benefit from students with mixed backgrounds. In their selection processes for this
programme, we would encourage universities to recognise and value life experience and
rounded personality in addition to proven academic ability.

Whichever catchment a university is drawing on, the institution has a duty to ensure that the
students it recruits to the programme are ‘of good character’ as well as academically capable
of completing the course and undertaking the clinical role. As specified by the General
Medical Council (GMC), with regard to undergraduate medical training:

“Universities have a duty to make sure that no member of the public is harmed as a result of
taking part in the training of their medical students. Medical students cannot complete the
undergraduate curriculum without coming into close, and sometimes intimate, contact with
members of the public who may be vulnerable or distressed. The vocational part of their
training, which prepares them for clinical practice when they become registered doctors, is
such that they may not be directly observed or supervised during all contact with the public,
whether in hospitals, in general practice or in the community.”

The means by which the character and capability of candidates is assessed is a matter for
individual institutions or groups of institutions. However, in determining admission
processes, institutions must be cognisant of developing practice in other healthcare
professions® and the need to take opportunities to widen participation in both higher
education and the NHS. However, account needs to be taken of the eventual acceptability of
candidates to the regulatory body (e.g. candidates previously removed from a professional
register; with a criminal record etc).

3.6.2 Other entry routes

Some of those interested in training as a Physician Assistant may not have the professional
experience or appropriate education to allow direct entry to Physician Assistant programmes,
set as they are at postgraduate (M) level. As the Physician Assistant role becomes embedded,
this may include mature students looking for a change in career and school leavers selecting a
Physician Assistant career. It may also include medical technicians/assistants in the armed
services looking for professional development within the forces or a means of ensuring a
career path when they return to civilian life. In this context, HEIs offering Physician Assistant
programmes may wish to consider providing access routes into Physician Assistant
programmes.

5 For example developments aimed at assessing the intellectual capacity of candidates as opposed to their achievement
(e.g. the Medical Schools Admission Test) and/or admission processes which allow institutions to broaden the basis of
selection beyond the traditional mix of paper qualification and interview, to include team-working, debating current issues,
problem-solving, interpersonal skills etc
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3.6.3 Transitional arrangements

A number of those who trained on recognised Physician Assistant pilot programmes would
like to be among the first to register as home-grown Physician Assistants. From a patient
safety point of view there is nothing to be gained by requiring this group to undertake formal
training, if it replicates training they have already received while developing the role.
However, there is a need for individual practitioners to demonstrate their fitness to practise
against the standards of proficiency based on the competences developed once the role itself
has been established and the decision taken to regulate it in its own right.

Now that a Managed Voluntary Register is in place, Physician Assistants who trained through
pilot programmes before the inception of this framework will be encouraged to apply for
registration, identifying the date at which they qualified. To remain on the register they will
need to meet the criteria set out in Section 4.5, including passing the national recertification
assessment. It is proposed that recertification assessment will be on a six-yearly or five-yearly
cycle®. If, in order to pass this broad-based assessment, a PA needs training in fields that
were not part of their original programme, one of the current PA programmes may be asked
to facilitate this. A final date at which these transitional arrangements are to be terminated
will be determined by the current Managed Voluntary Register Commission or by a successor
body

® Depending on whether the US Physician Assistant model or the proposed GMC Medical model is followed
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4 Assessment

4.1 Definition of competence

In common usage, the word ‘competent’ often implies ‘only just good enough’: i.e. ‘not
incompetent, but not very good either’. When the term competence is used in this document,
it refers to a specified level of capability or proficiency in relation to an activity (see
definition below). Whilst the achievement of such competences may define the borderline
between the student passing and failing, they do not define the borderline between competent
and incompetent and are generally set at a high level of performance.

In this Framework competence is defined within a professional context as the broad ability
with which a professional person is able to practise to the required standards in a
predetermined range of clinical fields and across a range of situations. This broad definition
includes attributes that can be applied, clinical performance (Stuart 2003), and the use of
professional judgment (Carr 1993). More specifically, in the medical context, a newly
qualified PA must be able to perform their clinical work at the same standard as a newly
qualified doctor. And similarly an experienced PA must be able to perform at the same
standard as an experienced junior doctor, asking for help from the consultant as needed, in
the same way that a junior doctor would. This principle is based on the moral requirement
that patients are entitled to first-class treatment which is not endangered by the involvement
of new practitioners and the principle underpins the setting of a national examination and the
close involvement of experienced doctors in teaching and assessing PASs.

4.2 Roles of assessment

Assessment fulfils a number of roles in an educational programme leading to a professional
qualification. These can be primarily divided into summative and formative roles.

The summative role of assessment is to enable assessors to determine whether a student has
met an agreed standard / set of standards for completion (e.g. of a module) progress or
qualification. In the context of the healthcare professions, it therefore has a role in the
protection of the public, the health service and indeed the profession, by ensuring that all
those qualifying from a course have achieved the required competences and knowledge, and
the skills and professional behaviours that underpin them. Equally, it protects the educational
institution by ensuring that there is no devaluation of the degrees or other qualifications that
they offer.

The formative role of assessment is to provide feedback to students on progress, strengths
and weaknesses, thereby enabling students to identify and ‘own’ their learning needs, so that
they can focus their future efforts effectively.

Formative Assessment has a solely formative role in that it does not provide a bar to progress
or completion, nor affect grades or degree classification. Summative assessment must fulfil
its summative role, but may also fulfil a formative role, by staff feeding back on why a grade
was given, how a student might look to improve etc.
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The pattern of formative assessment is a matter for the individual institution and is dependent
on their overall pattern of assessment. It should include a longitudinal portfolio based
assessment process. The portfolio will include a log of experience and a reflective diary.

This would form the basis for discussion with personal tutors and mentors so that students
can receive appropriate guidance and feedback. It must be structured in such a way that it
encourages students to recognise weaknesses as well as demonstrate strengths and to
determine their learning needs accordingly. Formative assessment should also allow students
to familiarise themselves with those modes of assessment used in national examinations.

Assessment, in both its formative and its summative role, shapes learning. Whilst the
formative role enables a student to prioritise learning in response to their current performance
profile, it is the summative role that sets the learning agenda in the first place. All candidates
look at what they are going to be tested on and what form the test will take, as a major
determinant of what they are going to learn. Assessment drives learning and, if the problems
associated with a hidden curriculum at variance to the published curriculum are to be
avoided, there is a need to ensure that the syllabus is in concordance with the programme, in
other words the pattern of assessment is what would be expected from the pattern and
purpose of the curriculum,

In the case of Physician Assistant programmes, it is vital that assessment should drive
students towards education, intellectual development and the application of knowledge and
professional judgment, rather than training, the simple accumulation of knowledge and the
unquestioning use of protocols.

In setting standards to be tested, it is vital that knowledge, skill and professional behaviour,
although they may be used together in the clinical environment, are seen as constituting
separate domains for the purposes of assessment, that there can be no compensation between
them and that a satisfactory standard must be demonstrated in each. It is as inappropriate for a
student who has ‘a good way with patients’ to be allowed to graduate despite a lack of
knowledge, as it is for academic brilliance to be allowed to compensate for a lack of probity
in a student.

The nature of the assessment process appropriate to one domain may be entirely different
from that for another. Students need to demonstrate that they can perform a particular skill.
Skills development takes longer for some students than for others and it may be perfectly
appropriate for them to go several times around the learning and testing cycle until they have
achieved the standard required. It may be perfectly appropriate for students to demonstrate in
an examination that they can apply knowledge and professional judgment in a given scenario,
but in terms of professional behaviour, they need to demonstrate that they habitually act in an
appropriate way towards patients rather than that they can behave appropriately in an
examination situation.
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4.3 Criteria for assessment and standard setting

Although the standards which qualifying Physician Assistants are expected to achieve are set
out in some detail in the competences, skills and core conditions, such specifications are still
open to interpretation and a common standard for qualification can only really be achieved
through a common assessment process. All students will therefore take the national
assessment, consisting of a multiple choice question examination and an objective structure
clinical examination, which they will be required to pass in order to qualify for the register. In
addition, individual universities / programmes will be responsible for demonstrating that they
have in place structures and processes by which they manage assessment of professional
behaviour etc.

Whilst a common standard is, in itself, very important, it is equally important that the
standard set is correct, that the assessment is reliable (i.e. that it is maintained from one type
of assessment to another) that it is rigorous (i.e. that candidates cannot pass by chance) that it
is valid (i.e. it tests what it purports to test) and is congruent with the stated aims of all the
curricula developed under this Framework.

This requires a rigorous and formalised process of standard setting (e.g. modified Angoff or
borderline group method) for individual examinations, so that any variation in the pass/fail
standard between sittings is smoothed out. It is equally important that reliability is ensured in
assessments of practical competence/problem solving etc. The most common method for
undertaking standard setting in this context (i.e. in OSCES) is the borderline group method.

Recognising that this is a new profession and that maintenance of patient safety is paramount,
a National Assessment Sub-committee has been established, which functions under the aegis
of the UK and Ireland Universities Board for Physician Assistant Education. It is envisaged
that this National Assessment Sub-committee will be responsible to a future Physician
Assistant professional body and to the appropriate regulating/registering body.

The Assessment Sub-committee is to be constituted as the sole provider of assessment for the
register. It has support of all HEIs running courses leading to registration, both in terms of
valuing its role in standard setting and the standards set and in terms of practical support - the
provision of questions and assessment ‘stations’, involvement in the standard setting process,
involvement in assessing, moderating and external examining.

4.4 National assessment and initial certification

There will be a national assessment (theoretical and clinical) taken by all Physician Assistant
students, to assess their core knowledge, skills and attitudes. Individual institutions may
incorporate this into their overall assessment package as a component of a graduating
examination, or may choose to use it as a separate and additional hurdle, relating to
registration rather than academic qualification. In either case, the individual institution is left
free to set further assessments on the basis of any additional elements and the academic level
of the programme. Such a national assessment is the only way to ensure a common standard
is met by all entrants to the Physician Assistant profession, since, because the profession is
new, the published standard may be open to different interpretations by different institutions.
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In order to enter the Managed Voluntary Register (and in time, the Assured Voluntary
Register) candidates will have to demonstrate that they have successfully completed an
accredited Physician Assistant programme and have passed the National Assessment.

4.5 Internship

Following initial certification, it is strongly suggested that the qualified Physician Assistant
will be required to undertake an internship.

Internship is a designated period of employment following qualification during which the
Physician Assistant receives a higher than normal level of supervision and is facilitated in
experiential learning in the clinical area in which they are working. It provides an opportunity
to consolidate learning from initial training and demonstrate its translation into competence in
practice, but also to further develop knowledge and skills of particular importance to the
specific area in which they are working. The recommended standard period of internship is 6
months, but employers may benefit from making that internship part of a longer term of
employment, with Physician Assistants moving smoothly from internship into a period in
which, although learning clearly continues, service provision takes higher priority.

During the period of internship the Physician Assistant will maintain a portfolio of cases and
case discussions with clinicians which will be reviewed and ‘signed off” by their supervising
doctor and their initial training institution.

4.6 Maintaining professional competence

As with any profession, Physician Assistants will need to undertake 40 hours of CPD per year
to maintain and update their professional competence and to fit it to the professional roles
they are required to undertake. However, it is one of the strengths of the role that the
practitioner will be expected to maintain a generalist capability, whatever field they happen to
be working in at a given time. For the Physician Assistant working in a specialist field, or
taking special interest in particular aspects of a generalist role, the purpose of CPD is twofold
and must involve both a generalist and specialist component.

CPD will be rigorously assessed through regular appraisal as recommended by the
Department of Health (2006) in their review of regulatory arrangements for non-medical
healthcare professions. Such an approach will enable the Physician Assistant to demonstrate
that they have undertaken sufficient learning to support their practice (e.g. by the compilation
of a portfolio of evidence). There will be a requirement for a specified quantum of learning to
have been undertaken during any two year period of professional practice, but the focus of
that learning will normally be determined by the Physician Assistant, with or without input
from their supervising doctor, recognising the periodic assessment of their generalist
capability specified below.

In addition to any requirement by the regulator for intermittent re-application for registration
on the basis of CPD, it is proposed that all Physician Assistants should be required to take a
national examination on a six yearly basis. The re-certification examination will be closely
related to that for initial certification, requiring candidates to demonstrate that they have
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maintained competence across the whole range of potential clinical settings, rather than
simply developed expertise in the single setting in which they have been working. It is this
maintenance of general competence that maintains career flexibility and transferability for the
Physician Assistant and offers a major advantage to doctors and others working with
Physician Assistants. In the context of secondary care, the breadth of competence is a useful
counterbalance to the increasing specialism of the doctor and ensures that concurrent
problems that are relevant, but outside the specialism (e.g. mental health problems in the
surgical patient, cancer in the client at the alcohol dependency unit) are not missed by the
team. This revalidation system should demonstrate that a person remains safe to practise for
the purpose of protecting the interest and safety of the patient, meeting the employer’s (or
commissioner’s) needs and the regulator’s requirements.

The national re-certification examination will therefore assess both core knowledge and core
skills. It is designed to ensure that all Physician Assistants on the Register maintain the level
of generic knowledge / competence expected of the qualifying Physician Assistant after the
period of internship referred to in Section 3.5.3.

Since the assessment is intimately involved with the maintenance of the professional register,
it is expected that the registering body, or an expert panel designated by the registering body’
will:
¢ remind Physician Assistants of the date by which they must have passed the periodic
assessment in order to maintain unbroken practice
e construct the assessment and set standards
e administer the assessment and manage the processes of marking and moderation
e inform Physician Assistants of the outcome of the assessment and arrangements for
any reassessment required.

CPD and re-certification requirements will be informed by and aligned with the Knowledge
and Skills Framework (Department of Health 2004). The main purpose of the KSF is to
provide an NHS wide framework that can be used consistently across the service to support
personal development in post, career development and service development. Nationally
approved KSF post outlines (full and internship) for the Physician Assistant role can be
accessed via www.e-ksf.org.

The costs of CPD and periodic re-certification will eventually be met by Physician Assistants
themselves, but until sufficient numbers have been built up, full economic costs would be
prohibitive and the structure and process will need to be supported by the HEIs in the form of
free staff time.

" Until Assured Voluntary Register status is available and achieved, a Managed Voluntary Register (MVR) is in
place and will enforce the same requirements for CPD and periodic re-accreditation. The re-accreditation
examination will be run by the Assessment Committee of the UKIUBPAE.
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5 The Core Syllabus

Any division of curriculum content into separate subjects is to some extent artificial, but the
indication of required content it provides is useful to curriculum developers and those
responsible, within and beyond individual institutions, for the validation of programmes of
study. Whether focusing on the domain level of knowledge, skills and professional
behaviours, or the discipline level of anatomy, ethics and immunology etc. the whole purpose
of the curriculum is to provide qualifying Physician Assistants with an integrated platform
from which to undertake the professional role.

Whilst the following sections of this Framework necessarily separate out the various strands
of professional learning for the purpose of specifying the core elements which must be
included in the whole, any curriculum must explicitly facilitate students in reintegrating these
areas of study into a meaningful professional corpus and may indeed be integrated in such a
way that the specific disciplines are not readily identifiable. However, in such a case the
proportion of time in each discipline should be visible in other ways, e.g. through analysis of
learning outcomes, or through assessment.

5.1 Core theoretical knowledge

As with the specification of clinical experience, it is not intended that any national
specification should identify the whole theoretical input that may be included in a
given programme, but only those common core aspects which all Physician Assistant
programmes should include.

Equally, the detailed structure and manner of provision of such a programme of theoretical
knowledge to students is not specified. The information is presented on the basis of standard
academic subject areas (itself an unlikely structure for a Physician Assistant programme) so
that individual institutions have free rein to offer courses structured on a systems-based
approach, problem based learning etc.

The list of theoretical (i.e. non-clinical) knowledge subject areas to be covered in the core
syllabus is as follows. The list is alphabetical and does not suggest chronological order or the
subject’s priority or the amount of time it should have within a programme.

Anatomy

Biochemistry

Communication

Development, growth and ageing
Ethics and law

Healthcare policy

Health education

Health information technology
Histology

Immunology and microbiology
Pathology

Pharmacology and therapeutics
Physiology
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Psychology

Public health and epidemiology
Sexual health & reproduction
Sociology

Teaching and assessing

In addition, there are a number of threads which should run throughout the programme
including diversity in society and the appropriate professional response, competence as a user
of and participant in research and the basis of inter-professional working.

It is not within the remit of this framework document to attempt to specify the expected
learning in relation to each of the listed disciplines, except to say that it should be restricted to
content that clearly informs and supports the function of the Physician Assistant in the
clinical arena. Any higher education institution intending to put together a Physician
Assistant programme will clearly require more detail as to the breadth and depth of
theoretical learning that may be legitimately tested by the National Assessment. This will be
managed by providing access to exemplar questions drawing on the fields identified.
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6 Validation, accreditation, and
evaluation of the programme

Validation, accreditation and evaluation are central elements of the quality assurance process
in professional education. Although the processes are interlinked in their aims, each is carried
out separately by the body/group with the legitimate authority to do so.

6.1 Validation and accreditation of the programme

Validation refers to the approval process applied by each university to the programmes they
run. It will normally require the submission of detailed plans for the programme and for
individual modules. A university will usually require those proposing a programme to
demonstrate that there is a market for the programme; that it is supported by effective
management structures and resources; that it is fit for purpose in terms of the level and
content of the education it purports to offer and that the processes of assessment are
sufficiently rigorous to differentiate appropriately between those who have and have not
achieved the required standard.

Accreditation refers to the equivalent approval process as carried out by the competent
professional/regulating body (e.g. GMC for medicine, NMC for Midwifery). The purpose of
accreditation is for the body to assure itself that each programme leading to professional
registration will enable the appropriately selected and duly diligent student to achieve
nationally agreed minimum standards in relation to knowledge, skills and attitudes.

Until the Physician Assistant title is registered and a formal professional body is established,
it is proposed that the process be undertaken by a panel drawn from the professional body
(UKAPA) and the participating HEIs (UKIUBPAE) with additional lay members. This
replaces the proposal in the 2006 document which gave the responsibility to the short-lived
National Reference Panel. The process must be robust, transparent and, as much as can be
judged, transferable with minimum disruption to the statutory regulator.

Detailed procedures for accreditation of Physician Assistant Programmes will be published
as an Appendix to this document

Note: where appropriate, validation and accreditation can be carried out through a single joint
process, enabling negotiation on any issues dividing the validating and accrediting bodies.

6.2 Evaluation of the programme

Universities will have their own regulations and codes of practice regarding evaluation of
programmes which they validate. These regulations usually relate to the formal, cyclical
processes of quality assurance and enhancement. The evaluation should be focused on the
intentions of the programme as expressed by aims and learning outcomes, and the utility of
teaching and other planned learning opportunities and the quality of the clinical training
circuit for enabling outcomes to be achieved. It should also look at institutional support for
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the programme, the academic expertise available to the programme and internal quality
assurance and enhancement processes.

The university led processes of cyclical review should not usually be replicated by the
professional body, which will have access to all relevant university reports. However, such
processes may, on occasion, be supplemented by the professional body, to explore different
perspectives or areas.

Universities will be required to submit an annual report, summarising any curriculum
changes and demonstrating that internal quality assurance and enhancement processes are
applied and effective.
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7/ Regulation and accountability

7.1 Professional title

It is acknowledged that the title for this profession needs both to reflect the proposed role and
to avoid confusion between this and other healthcare professions. The public consultation
which preceded the publication of the Competence and Curriculum Framework in 2006
demonstrated overwhelming support for the title ‘Physician Assistant’. The title has
international validity in that it is shared with the established profession in the United States
and Canada and, in Europe, with the Netherlands.

Through the process of voluntary and then statutory regulation, the profession is seeking
protection of this title. Once appointed, the statutory regulator will consider and, if
appropriate, give final approval to the title.

7.2 Regulation and registration

In line with new government policy on new professions, it is expected that the Manage d
Voluntary Register will, in time, be replaced by an Assured Voluntary Register.

It is expected that new legislation will enable Physician Assistants to be registered as a
profession. A separate regulatory framework is necessary because the proposed role is
inherently and sufficiently different from that of existing professions and their primary
regulated roles (as opposed to extended practice).

Statutory regulation has four functions as follows:

1. Set standards of proficiency (competence), ethics and conduct for practitioners of a
profession.

2. Set standards for education and training which will produce competent, safe and
effective practitioners in that profession.

3. Keep a register of those who meet the standards and are fit to practise.

4. Have a mechanism for dealing with those registrants who stop meeting the standards
and need to be removed or restricted from practice, by investigating complaints and
taking any necessary action to restrict their practice.

Until such time as statutory regulation is in place, a physician assistant managed voluntary
register (PA MVR) has been established. The overall responsibility for this lies with the UK
Association for Physician Assistants (UKAPA) as the professional body. This voluntary
register, whilst not back by law, provides an element of public protection and safety whilst
also setting standards for PA practice. The PA MVR is overseen by a PA MVR commission
(PA MVRC) made up of various representatives from medicine, allied health, higher
education and lay members. Their responsibility is overseeing the running of the register and
dealing with fitness to practice issues

As registered professionals, Physician Assistants will be accountable for their own practice
and subject to the requirements of the regulator.

From a legal perspective, only one regulatory body can undertake statutory regulation for a

distinct profession. From an individual’s perspective, practitioners can be registered with two
bodies if qualified for two regulated professions and wish to practise in both (e.g. a registered
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nurse can change career and become a registered Physician Assistant). However, only
registration with the appropriate regulator will confer entitlement to practise as a specific
regulated professional, so for instance, a registered nurse cannot work as a Physician
Assistant without undergoing a new registration process which will demonstrate competence
to work in that role.

7.3 Accountability and supervision

It is envisaged that supervising doctors will be accountable overall for the work of the
Physician Assistant, in a similar manner to their responsibilities for trainee doctors, non-
consultant career grade doctors, staff and associate specialist grade doctors. Individual
Physician Assistants will still be accountable for their own practice, within the boundaries of
supervision and defined scope of practice. Supervising clinicians must accept overall
responsibility for any duties that are undertaken by a Physician Assistant in training or a
qualified Physician Assistant. On this basis, doctors should determine the scope of duties and
responsibilities of the Physician Assistant on the basis of known competence within the
relevant area of practice.

Physician Assistants work under the supervision of doctors throughout their professional
lives. Whilst this may appear to contrast with autonomous practice in nursing and other
health professions, it should be remembered that all health professions, including doctors
remain professionally and managerially accountable to others throughout their working lives
despite being independent clinically autonomous practitioners. The particular position of the
Physician Assistant relates to the fact that they are working in association with and under the
supervision of the doctor as an integral part of the medical team. Those who come from other
professions, but wish to undertake the Physician Assistant role, must recognise and respect
this relationship.
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8 Glossary of terms

APEL Accreditation or Assessment of Prior Experiential Learning.

Appraisal The process by which others (whether peers, superiors or others) assist a person
to review their performance and draw lessons from it.

Certification Initially, the outcome of national assessment, by which the qualifying
professional is recognised as having demonstrated the required knowledge, skills and
attitudes for membership of the profession. On a continuing basis, it is a recognition that they
have maintained that competence, undertaken CPD as required, demonstrated fitness to
practice and successfully completed periodic re-certification.

Child or young person Someone up to the age of 19 (up to the day before their 19"
birthday), care leavers up to the age of 21 (up to the day before their 21% birthday or beyond
if they are continuing to be helped with education or training by their local authority) or up to
25 (up to the day before their 25" birthday) if they have learning difficulties or disabilities.

Clinical supervisor An accredited physician with responsibility for an identified trainee
Physician Assistant within their medical team.

Co-morbidity Co-existence of more than one disease in an individual patient.

Competence A practitioner’s current ability to practise an entire role, combining individual
competences and the use of wider judgement.

Continuing Professional Development (CPD) A process of life-long learning for all
individuals and teams which enables professionals to expand and fulfil their potential and
which also meets the needs of patients and delivery of the health and healthcare priorities of
the NHS. CPD should be purposeful, patient-centred and educationally effective.

Core knowledge The content of medical practice that is common to all medical
specialties.

Curriculum Framework The main educational policy document providing the background,
development entry routes, definitions, structure of education and
training and assessment strategy for trainees on the programme.

Differential diagnosis Distinguishing between two or more diseases and conditions with
similar symptoms by systematically comparing and contrasting their clinical findings,
including physical signs and symptoms, as well as the results of laboratory tests and other
appropriate diagnostic procedures.

Medical model The medical model is a perspective which is predominantly

concerned with the diagnosis and treatment of disease which is based on pathology and
disease processes, but places this within the context of the individual patient and their social
context.
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Patient-centred care: Care which explores a) the patient’s main reason for the visit,
concerns and need for information b)seeks an integrated understanding of the patients’ world
— that is their whole person, emotional needs and life issues c) finds common ground on what
the problem is and mutually agrees on management d) enhances

prevention and health promotion ) enhances the continued relationship between the patient
and health professional.

Performance The manner in which a practitioner has carried out a particular task or
function. This is the observable part of competence.

Professional judgement The application of relevant knowledge and experience within the
context provided by clinical standards (that reflect the collective judgement of the profession)
and rules of professional conduct in reaching decisions where a choice must be made between
alternative possible courses of action.

Regulation The set of systems and activities intended to ensure that healthcare practitioners
have the necessary knowledge, skills, attitudes and behaviours to provide healthcare safely.
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Code of Conduct for Physician Associates

A Physician Associate (PA) is defined as someone who is:

A new healthcare professional who, while not a doctor, works to the medical model, with the
attitudes, skills and knowledge base to deliver holistic care and treatment within the general
medical and/or general practice team under defined levels of supervision. (DH 2006)

Physician Associate Role

The PA role provides a new way of working that will complement roles already
developed in primary and secondary care and strengthen the multi-professional
team. Like all other regulated healthcare professionals the Physician Associate is
responsible for their own practice, although they will always work under the
supervision of a designated senior medical practitioner, and the medical consultant
or general practitioner will retain ultimate responsibility for the clinical management
of the patient. Their detailed scope of practice in a given setting is circumscribed by
that of the supervising doctor. Although there may be circumstances when the
supervising doctor is not physically present, they will always be readily available for
consultation.

The PA will be employed as a member of the medical team in either primary or
secondary care and will have a clinical supervisory relationship with a named doctor
who will provide clinical guidance when appropriate. It is expected that over time the
supervisory relationship will mature and that although the doctor will always remain
in overall control of the clinical management of patients, supervision will lessen over
time.

Currently in the UK there is no statutory regulation governing PA. The White paper,
Trust, Assurance and Safety — The Regulation of Health Professionals in the 21.
Century (Secretary of State for Health, 2007), set down the principles to ensure due
process that would allow for future health professions to achieve statutory regulation
in the United Kingdom (UK).

Currently there is a Managed Voluntary Register for PAs (PAMVR held by the
Faculty of Physician Associates (FPA) at the Royal College of Physicians); this was
established in 2011 by the Board of Directors of UKAPA (United Kingdom
Association of Physician Associates) and UKIUBPAE (United Kingdom and Ireland
Board of Physician Associate Education). It also has a lead for professional
standards who oversees the register and any fitness to practise issues that may
arise. This mimics other UK Regulatory Bodies but has no force of law.
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The Managed Voluntary Register has a Code of Conduct, Scope of Practice and a
Fitness to Practise Procedure to ensure good standards of practice and public
protection and safety. In conjunction with the PAMVR this document aims to set out
the guiding ethical and moral principles and values that Physician Associates are
expected to apply in their daily practice, until statutory regulation is achieved. PAs
are responsible for familiarising themselves with this guidance and must use their
best judgement in applying these principles in the various situations they may face.
Failure to do so may bring their fitness to practise into question and endanger their
right to practice. This document is based upon the GMC’s Good Medical Practice
(2013) and has been written in collaboration with the GMC.

PAs working in the UK are strongly encouraged to become a member of the FPA
and to join the Managed Voluntary Register. Following statutory regulation these
guidelines may be superseded by the regulator’s requirements.

Professionalism in action

1 Patients need good physician associates (PA). Good physician associates make
the care of their patients their first concern: they are competent, keep their
knowledge and skills up to date, establish and maintain good relationships with
patients and colleagues,* are honest and trustworthy, and act with integrity and
within the law.

2 Good physician associates work in partnership with patients and respect their
rights to privacy and dignity. They treat each patient as an individual. They do their
best to make sure all patients receive good care and treatment that will support them
to live as well as possible, whatever their illness or disability.

3 The Physician Associate Code of Conduct describes what is expected of all
physician associates registered with the Faculty of Physician Associates (FPA). It is
your responsibility to be familiar with The Physician Associate Code of Conduct and,
and to follow the guidance it contains.

4 You must use your judgement in applying the principles to the various situations
you will face as a PA, whatever field of medicine you work in, and whether or not you
routinely see patients. You must be prepared to explain and justify your decisions
and actions.

* Colleagues include anyone a PA works with, whether or not they are also PAs.
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5 In this guidance, we use the terms ‘you must’ and ‘you should in the following
ways.

‘You must’ is used for an overriding duty or principle.

‘You should’ is used when we are providing an explanation of how you will meet the
overriding duty.

‘You should’ is also used where the duty or principle will not apply in all situations or
circumstances, or where there are factors outside your control that affect whether or
how you can follow the guidance.

6 To maintain your registration on the Managed Voluntary Register held by the
Faculty of Physician Associates (FPA), you must demonstrate, through the
recertification process, that you work in line with the principles and values set out in
this guidance. Serious or persistent failure to follow this guidance will put your
registration at risk.

Knowledge, skills and performance

Develop and maintain your professional performance

7 You must be competent in all aspects of your work, including management,
research and teaching.’ >3

8 You must keep your professional knowledge and skills up to date.

9 You must regularly take part in activities that maintain and develop your
competence and performance.*

10 You should be willing to find and take part in structured support opportunities
offered by your employer or contracting body (for example, mentoring). You should
do this when you join an organisation and whenever your role changes significantly
throughout your career.

11 You must be familiar with guidelines and developments that affect your work.

12 You must keep up to date with, and follow, the law, our guidance and other
regulations relevant to your work.

13 You must take steps to monitor and improve the quality of your work.
Apply knowledge and experience to practice

14 You must recognise and work within the limits of your competence.
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14.1 You must have the necessary knowledge of the English language to provide a
good standard of practice and care in the UK.*

15 You must provide a good standard of practice and care. If you assess, diagnose
or treat patients, you must:

a) adequately assess the patient’s conditions, taking account of their history
(including the symptoms and psychological, spiritual, social and cultural
factors), their views and values; where necessary, examine the patient

b) promptly provide or arrange suitable advice, investigations or treatment where
necessary

c) refer a patient to another practitioner when this serves the patient’s needs.”

* This paragraph was added on 29 April 2014. Section 35C(2)(da) of the Medical Act
1983, inserted by the Medical Act 1983 (Amendment) (Knowledge of English) Order
2014.

16 In providing clinical care you must:

a) Suggest drugs or treatment, including repeat prescriptions, only when you
have adequate knowledge of the patient’s health and are satisfied that the
drugs or treatment serve the patient’s needs®

b) provide effective treatments based on the best available evidence

c) take all possible steps to alleviate pain and distress whether or not a cure may
be possible’

d) consult your clinical supervisors and colleagues where appropriate

e) respect the patient’s right to seek a second opinion

f) check that the care or treatment you provide for each patient is compatible
with any other treatments the patient is receiving, including (where possible)
self-prescribed over-the-counter medications

g) wherever possible, avoid providing medical care to yourself or anyone with
whom you have a close personal relationship.®

17 You must be satisfied that you have consent or other valid authority before you
carry out any examination or investigation, provide treatment or involve patients or
volunteers in teaching or research.” °

18 You must make good use of the resources available to you.*

Record your work clearly, accurately and legibly

19 Documents you make (including clinical records) to formally record your work
must be clear, accurate and legible. You should make records at the same time as

the events you are recording or as soon as possible afterwards.
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20 You must keep records that contain personal information about patients,
colleagues or others securely, and in line with any data protection requirements.*°

21 Clinical records should include:
a) relevant clinical findings
b) the decisions made and actions agreed, and who is making the decisions and
agreeing the actions
c) the information given to patients
d) any drugs prescribed or other investigation or treatment
e) who is making the record and when.

Safety and quality
Contribute to and comply with systems to protect patients

22 You must take part in systems of quality assurance and quality improvement to
promote patient safety. This includes:

a) taking part in regular reviews and audits of your work and that of your team,
responding constructively to the outcomes, taking steps to address any
problems and carrying out further training where necessary

b) regularly reflecting on your standards of practice and the care you provide

c) reviewing patient feedback where it is available.

23 To help keep patients safe you must:
a) contribute to confidential inquiries
b) contribute to adverse event recognition
c) report adverse incidents involving medical devices that put or have the
potential to put the safety of a patient, or another person, at risk
d) report suspected adverse drug reactions
e) respond to requests from organisations monitoring public health.

When providing information for these purposes you should still respect patients’
confidentiality.™®

Respond to risks to safety

24 You must promote and encourage a culture that allows all staff to raise concerns
openly and safely.™

25 You must take prompt action if you think that patient safety, dignity or comfort is
or may be seriously compromised.
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a) If a patient is not receiving basic care to meet their needs, you must
immediately tell someone who is in a position to act straight away.

b) If patients are at risk because of inadequate premises, equipment* or other
resources, policies or systems, you should put the matter right if that is
possible. You must raise your concern in line with GMC guidancell and your
workplace policy. You should also make a record of the steps you have taken.

c) If you have concerns that a colleague may not be fit to practise and may be
putting patients at risk, you must ask for advice from a colleague, your
defence body or the FPA If you are still concerned you must report this, in line
with our guidance and your workplace policy, and make a record of the steps
you have taken.'! 12

26 You must offer help if emergencies arise in clinical settings or in the community,
taking account of your own safety, your competence and the availability of other
options for care.

* Follow the guidance in paragraph 23c if the risk arises from an adverse incident
involving a medical device.

27 Whether or not you have vulnerable* adults or children and young people as
patients, you should consider their needs and welfare and offer them help if you think
their rights have been abused or denied.*®

Protect patients and colleagues from any risk posed by your health

28 If you know or suspect that you have a serious condition that you could pass on
to patients, or if your judgement or performance could be affected by a condition or
its treatment, you must consult a suitably qualified colleague. You must follow their
advice about any changes to your practice they consider necessary. You must not
rely on your own assessment of the risk to patients.

29 You should be immunised against common serious communicable diseases
(unless otherwise contraindicated).

30 You should be registered with a general practitioner outside your family.

* Some patients are likely to be more vulnerable than others because of their iliness,
disability or frailty or because of their current circumstances, such as bereavement or
redundancy. You should treat children and young people under 18 years as
vulnerable.

Vulnerability can be temporary or permanent.

6





%W RoyalCollege | Faculty of
' of Physicians Physician Associates

Communication, partnership and teamwork
Communicate effectively

31 You must listen to patients, take account of their views, and respond honestly to
their questions.

32 You must give patients* the information they want or need to know in a way they
can understand. You should make sure that arrangements are made, wherever
possible, to meet patients’ language and communication needs.*

33 You must be considerate to those close to the patient and be sensitive and
responsive in giving them information and support.

34 When you are on duty you must be readily accessible to patients and colleagues
seeking information, advice or support.

* Patients here includes those people with the legal authority to make healthcare
decisions on a patient’s behalf.

Work collaboratively with colleagues to maintain or improve patient care

35 You must work collaboratively with colleagues, respecting their skills and
contributions.

36 You must treat colleagues fairly and with respect.

37 You must be aware of how your behaviour may influence others within and
outside the team.

38 Patient safety may be affected if there is not enough medical cover. So you must
take up any post you have formally accepted, and work your contractual notice
period before leaving a job, unless the employer has reasonable time to make other
arrangements.

Teaching, training, supporting and assessing

39 You should be prepared to contribute to teaching and training PAs and students.

40 You must make sure that all staff you manage have appropriate supervision.

41 You must be honest and objective when writing references, and when appraising
or assessing the performance of colleagues, including locums and students.
7
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References must include all information relevant to your colleagues’ competence,
performance and conduct.*®

42 You should be willing to take on a mentoring role for more junior PAs and other
healthcare professionals.*

43 You must support colleagues who have problems with their performance or
health. But you must put patient safety first at all times.*

Continuity and coordination of care

44 You must contribute to the safe transfer of patients between healthcare providers
and between health and social care providers. This means you must:

a) share all relevant information with colleagues involved in your patients’ care
within and outside the team, including when you hand over care as you go off
duty, and when you delegate care or refer patients to other health or social
care providers > *°

b) check, where practical, that a named clinician or team has taken over
responsibility when your role in providing a patient’s care has ended. This
may be particularly important for patients with impaired capacity or who are
vulnerable for other reasons.

45 When you do not provide your patients’ care yourself, for example when you are
off duty, or you delegate the care of a patient to a colleague, you must be satisfied
that the person providing care has the appropriate qualifications, skills and
experience to provide safe care for the patient.”

Establish and maintain partnerships with patients
46 You must be polite and considerate.
47 You must treat patients as individuals and respect their dignity and privacy.*?

48 You must treat patients fairly and with respect whatever their life choices and
beliefs.

49 You must work in partnership with patients, sharing with them the information
they will need to make decisions about their care,* including:
a) their condition, its likely progression and the options for treatment, including
associated risks and uncertainties
b) the progress of their care, and your role and responsibilities in the team
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c) who is responsible for each aspect of patient care, and how information is
shared within teams and among those who will be providing their care

d) any other information patients need if they are asked to agree to be involved
in teaching or research.’

50 You must treat information about patients as confidential. This includes after a
patient has died.™®

51 You must support patients in caring for themselves to empower them to improve
and maintain their health. This may, for example, include:
a) advising patients on the effects of their life choices and lifestyle on their
health and well-being
b) supporting patients to make lifestyle changes where appropriate. > You must
explain to patients if you have a conscientious objection to a particular
procedure. You must tell them about their right to see another PA or
healthcare professional and make sure they have enough information to
exercise that right. In providing this information you must not imply or express
disapproval of the patient’s lifestyle, choices or beliefs.

Show respect for patients
53 You must not use your professional position to pursue a sexual or improper
emotional relationship with a patient or someone close to them.*?

54 You must not express your personal beliefs (including political, religious and
moral beliefs) to patients in ways that exploit their vulnerability or are likely to cause
them distress.’

55 You must be open and honest with patients if things go wrong. You should also
seek advice from your supervising clinician. If a patient under your care has suffered
harm or distress, you should:
a) put matters right (if that is possible)
b) offer an apology
c) explain fully and promptly what has happened and the likely short-term and
long-term effects.

Domain 4: Maintaining trust
Treat patients and colleagues fairly and without discrimination

56 You must give priority to patients on the basis of their clinical need if these
decisions are within your power. If inadequate resources, policies or systems prevent
you from doing this, and patient safety, dignity or comfort may be seriously
compromised, you must follow the guidance in paragraph 25b.

9
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57 The investigations or treatment you provide or arrange must be based on the
assessment you and your patient make of their needs and priorities, and on your
clinical judgement about the likely effectiveness of the treatment options. You must
not refuse or delay treatment because you believe that a patient’s actions or lifestyle
have contributed to their condition.

58 You must not deny treatment to patients because their medical condition may put
you at risk. If a patient poses a risk to your health or safety, you should take all
available steps to minimise the risk before providing treatment or making other
suitable alternative arrangements for providing treatment.

59 You must not unfairly discriminate against patients or colleagues by allowing your
personal views* to affect your professional relationships or the treatment you provide
or arrange. You should challenge colleagues if their behaviour does not comply with
this guidance, and follow the guidance in paragraph 25c if the behaviour amounts to
abuse or denial of a patient’s or colleague’s rights.

60 You must consider and respond to the needs of disabled patients and should
make reasonable adjustmentst to your practice so they can receive care to meet
their needs.

61 You must respond promptly, fully and honestly to complaints and apologise
when appropriate. You must not allow a patient’s complaint to adversely affect the
care or treatment you provide or arrange.

62 You should end a professional relationship with a patient only when the
breakdown of trust between you and the patient means you cannot provide good
clinical care to the patient.'®

63 You must make sure you have adequate insurance or indemnity cover so that
your patients will not be disadvantaged if they make a claim about the clinical care
you have provided in the UK.

* This includes your views about a patient’s or colleague’s lifestyle, culture or their
social or economic status, as well as the characteristics protected by legislation: age,
disability, gender reassignment, race, marriage and civil partnership, pregnancy and
maternity, religion or belief, sex and sexual orientation.

T ‘Reasonable adjustments’ does not only mean changes to the physical

environment. It can include, for example, being flexible about appointment time or
length, and making arrangements for those with communication difficulties such as
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impaired hearing. For more information see the EHRC website
(www.equalityhumanrights.com/advice-and-guidance).

64 If someone you have contact with in your professional role asks for your
registered name and/or MVR reference number, you must give this information to
them.

Act with honesty and integrity

Honesty

65 You must make sure that your conduct justifies your patients’ trust in you and the
public’s trust in the profession.

66 You must always be honest about your experience, qualifications and current
role.

67 You must act with honesty and integrity when designing, organising or carrying
out research, and follow national research governance guidelines and our guidance.

2

Communicating information

68 You must be honest and trustworthy in all your communication with patients and
colleagues. This means you must make clear the limits of your knowledge and make
reasonable checks to make sure any information you give is accurate.

69 When communicating publicly, including speaking to or writing in the media, you
must maintain patient confidentiality. You should remember when using social media
that communications intended for friends or family may become more widely
available.'®

70 When advertising your services, you must make sure the information you publish
is factual and can be checked, and does not exploit patients’ vulnerability or lack of
medical knowledge.

71 You must be honest and trustworthy when writing reports, and when completing
or signing forms, reports and other documents.*® You must make sure that any
documents you write or sign are not false or misleading.

a) You must take reasonable steps to check the information is correct.
b) You must not deliberately leave out relevant information.

11





%W RoyalCollege | Faculty of
% of Physicians Physician Associates

Openness and legal or disciplinary proceedings

72 You must be honest and trustworthy when giving evidence to courts or tribunals.*
You must make sure that any evidence you give or documents you write or sign are
not false or misleading.

a) You must take reasonable steps to check the information.

b) You must not deliberately leave out relevant information.

73 You must cooperate with formal inquiries and complaints procedures and must
offer all relevant information while following the guidance in confidentiality.

74 You must make clear the limits of your competence and knowledge when giving
evidence or acting as a witness.*

75 You must self-declare without delay if, anywhere in the world:
a) Yyou have accepted a caution from the police or been criticised by
an official inquiry
b) you have been charged with or found guilty of a criminal offence
c) another professional body has made a finding against your registration as a
result of fitness to practise procedures.?

76 If you are suspended by an organisation from a PA post, or have restrictions
placed on your practice, you must, without delay, inform any other organisations you
carry out medical work for.

Honesty in financial dealings

77 You must be honest in financial and commercial dealings with patients,
employers, insurers and other organisations or individuals.?

78 You must not allow any interests you have to affect the way you treat, refer or
commission services for patients.

79 If you are faced with a conflict of interest, you must be open about the conflict,
declaring your interest formally, and you should be prepared to exclude yourself from
decision making.

80 You must not ask for or accept — from patients, colleagues or others — any
inducement, gift or hospitality that may affect or be seen to affect the way you
prescribe for, treat or refer patients or commission services for patients. You must
not offer these inducements.

12
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Statement of Values of the Physician Associate Profession
A PA should:

» hold as their primary responsibility the health, safety, welfare, and dignity of all

human beings

uphold the tenets of patient autonomy, beneficence, non-maleficence and justice.

recognize and promote the value of diversity

treat equally all persons who seek their care

hold in confidence the information shared in the course of practicing medicine

assess their personal capabilities and limitations, striving always to improve their

medical practice

» actively seek to expand their knowledge and skills, keeping abreast of advances in
medicine

« work with other members of the health care team to provide compassionate and
effective care of patients

« use their knowledge and experience to contribute to an improved community.

» respect their professional relationship with physicians

« share and expand knowledge within the profession.

Statement of Professional standards
Professional Behaviour and Probity

PAs should:

« consistently behave with integrity and sensitivity

« behave as an ambassador for the role of physician associate, acting professionally
and behaving considerately towards other professionals and patients

« recognise and work within their limitations of professional competence and scope of
professional practice

« maintain effective relationships with colleagues from other health and social care

professions

inform patients, carers and others of the nature of their clinical role

contribute to the effectiveness of a clinical learning environment.

be a good role model

be aware that their conduct outside their practice in daily life, if illegal or

unbecoming of their profession, may impact on their professional working life. This

would include explicit discussion of professional issues inappropriately on social

networking sites.
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The Patient Relationship

PAs should:

« communicate effectively and appropriately with patients and carers even when
communication is difficult

» make sure, wherever practical, that arrangements are made to meet patients’
language and communication needs

« demonstrate the ability to utilise the clinician—patient encounter therapeutically

« perform a flexible and holistic assessment in order to make an appropriate
management plan

» facilitate patient involvement in management, planning and control of their health
and illness

« appropriately and sensitively identify and utilise opportunities for patient and carer

education

be polite, considerate and honest

treat patients with dignity

treat each patient as an individual

respect patients’ privacy and right to confidentiality.

Common core skills and knowledge when working with children, young
people and families

PAs should:

« demonstrate effective communication and engagement with children, young people
and families

« demonstrate effective observation and judgement in children’s and young people’s
development

» recognise when to take appropriate action in safeguarding and promoting the
welfare of the child

» intervene appropriately when supporting transitions between stages of development
and/or services

« demonstrate effective multi-agency working through awareness of roles and
responsibilities within other services

» identify when to share information in a timely and accurate manner while respecting
legislation on the control and confidentiality of information.

Documentation and information management

PAs should:

» initiate and maintain accurate, timely and relevant medical records
15
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» contribute to multi-professional records where appropriate

» keep information in the patient’s medical records confidential

« only release patient’s medical information as per laws and local protocols that
facilitate patient access to this information

« disclose information if you believe someone may be at risk of significant harm, in line
with the law of the country™®

« make sure that patients are informed about how information is shared within teams
and among those who will be providing their care.

Risk management

PAs should:

» recognise potential clinical risk situations and take appropriate action

e recognise risks to yourself, the team, patients and others and take appropriate action
to eliminate or minimise danger

« value the importance of clinical governance and participate as directed.

Teamwork

PAs should:

« value the roles fulfilled by other members of the health and social care team and
communicate with them effectively

« effectively manage patients at the interface of different specialties and agencies,
including primary/secondary care, imaging and laboratory specialties

« effectively and efficiently hand over responsibility to other health and social care
professionals

» support colleagues who have problems with performance, conduct or health

« if a PA has concerns that a colleague may not be fit to practice, must take
appropriate steps without delay so that the concerns are investigated and patients
protected where necessary.

Time/resource management

PAs should:

« prioritise workload by using time and resources effectively
» recognise the economic constraints on the NHS and seek to minimise waste.
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Maintaining good practice

PAs should:

« critically evaluate their own practice to identify learning/developmental needs and
identify and utilise learning opportunities

» use evidence, guidelines and audit (including significant event analysis) to benefit
patient care and improve professional practice.

Ethical and legal issues

PAs should:

Identify and address ethical and legal issues that may impact on patient care, carers and
society. Such issues will include:

o Ensuring that patients’ rights are protected (e.g. that ‘Gillick competence’
applies in the case of children);

o Maintaining confidentiality;

Obtaining informed consent;

o Providing appropriate care for vulnerable patients (including vulnerable
adults, children and families in need); and

o Responding to complaints.

O

« avoiding providing medical care to anyone with whom the pa has a close personal
relationship except when this is unavoidable

« refusing to accept gifts, trips or hospitality

« avoiding developing personal relationships with patients.

Equality and diversity
PAs should:

» Recognise the importance of people’s rights in accordance with legislation, policies
and procedures
e Actin a way that:

o acknowledges and recognises people’s expressed beliefs, preferences and
choices;

o respects diversity;

values people as individuals

o incorporate an understanding of professionals’ behaviours and their effect on
others.

O
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« Identify and take action when your own or others’ behaviour undermines equality
and diversity.

Current developments and guiding principles in the NHS

PAs should be aware of:

« patient-centred care

systems of quality assurance, such as clinical governance, national clinical guidelines
and clinical audit

the significance of health and safety issues in the healthcare setting

risk assessment and management strategies for healthcare professionals

the importance of working as part of a team within a multi-professional environment
broader government policy impacting on health.

Public health
PAs should:

Address issues and demonstrate techniques involved in studying the effect of diseases on
communities and individuals, including:

» assessment of community needs in relation to how services are provided

» recognition of genetic, environmental and social causes of, and influences on, the
prevention of illness and disease

» application of the principles of promoting health and preventing disease.

Indemnity Insurance

All Physician Associates are strongly advised to ensure they are covered by professional
indemnity insurance either held personally or provided by their employer. This is in the
interest of clients, patients and registrants in the event of claims of professional negligence.
These guiding principles aim to ensure that all UK PA graduates and other PAs working in
the UK will be:

» Safe practitioners working in a wide variety of clinical settings within their scope of
practice and under agreed supervision

» Expert communicators who are empathic in a manner appropriate to a healthcare
profession
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« Aware of health inequalities and the challenges of working in a multicultural
environment, with patients from diverse social and ethnic backgrounds

« Aware of the limits of their competence and determined to act within those limits

» Comfortable working in the context of multi-professional working in a team
environment

e Adept in the use of communication and information technology (C&IT) skills for
healthcare

« Capable and motivated lifelong learners who are continually engaged in active
professional development

» Understanding of the need to maintain and promote health, as well as to cure or
palliate disease, and aware of their obligations to the wider community as well as to
individuals

» Trained to integrate theoretical and clinical learning.

This guidance cannot cover every situation and is by no means exhaustive. PAs may seek
appropriate guidance from other sources for example, legal counsel, supervising physician or
other trusted colleagues.

Scope of Practice

PAs are educated in the medical model and work as members of the healthcare and more
specifically the medical team. The boundaries of each PAs scope of practice are determined
by four parameters.

Education and Experience

PAs will complete a degree-level academic programme of no less than 90 weeks, preferably
followed by a set period, initially requiring closer supervision for a newly qualified PA, in an
appropriate clinical setting. This foundation will enable PAs to practise as part of the clinical
team, within a range of primary and secondary healthcare settings.

A PA can;

« Formulate and document a detailed differential diagnosis, having taken a history and
completed a physical examination

« Develop a comprehensive patient management plan in light of the individual
characteristics, background and circumstances of the patient; maintain and deliver
the clinical management of the patient on behalf of the supervising physician while
the patient travels through a complete episode of care

» Perform diagnostic and therapeutic procedures and prescribe medications (subject to
the necessary legislation)

» Request and interpret diagnostic studies and undertake patient education,
counselling and health promotion.
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It is essential to the medical model, to which the PA works, that their consultations and
interventions are responsive to the individual patient and their situation, rather than
mechanistic — that is, they should apply their knowledge and skills in a patient-centred way
rather than sticking closely to predetermined protocols.

Continuing Professional Development and Recertification

As with any profession, the PA will need to undertake CPD to maintain and update their
professional competence and to fit it to the professional role they are required to undertake.
A PA is required to maintain their breadth of competence and broad clinical knowledge base
throughout their professional career. While many PAs may work in specialist areas the
additional expertise that they may acquire in particular fields through experience or further
training, is in addition to this general competence and not a substitute for it.

For the PA working in a specialist field, or taking special interest in particular aspects of a
generalist role, the purpose of CPD is two-fold and must involve both a generalist and
specialist component.

CPD taken as a whole is likely to be assessed by a rigorous approach to regular appraisal
with consistency of application, as recommended by the Department of Health (2006) in the
published review of regulatory arrangements for non-medical healthcare professions,

Healthcare Professional Regulation: public consultation on proposals for change.

Such an approach will enable the PA to demonstrate that they have undertaken sufficient
learning to support their practice (e.g. by the compilation of a portfolio of evidence). There
will be a requirement for a certain quantity of learning to have been undertaken during any
period of professional practice, but the focus of that learning will normally be determined by
the PA, with or without input from their supervising doctor.

Although it is not currently applied to any healthcare profession the regular and compulsory
periodic assessment of knowledge through testing has been introduced to ensure the
underpinning principles of demonstrating public safety and maintaining generalist function.
PAs are required to sit a National Recertification Examination every six years will be a
condition of continuing use of the title. Currently this is not compulsory for those not on the
PA MVR. However if a PA wishes to join the PA MVR after 6 years of qualification of
becoming a PA they will be required to undertake the PA National Recertification
Examination prior to admission to the register. The first compulsory test will be available
within six years of the protected title being established so that it may be tested.

This revalidation system will be both formative (an aid to development) and summative (a
check that a required standard is met) and will demonstrate that a person remains safe to
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practise for the purpose of protecting the interest and safety of the patient, meeting the
employer’s (or commissioner’s) needs and (when appropriate) the regulator’s requirements.

Legislation

Currently in the UK there is no legislation governing the PA profession or the work that they
do. At present PAs do not have prescribing rights and cannot request ionising radiation.
However they are required to practice within the laws of the country. Until such times as
regulation occurs, PAs will work to the guidelines laid down by the temporary Code of
Conduct and Scope of Practice based on the Competence and Curriculum Framework DH
(2006, revised 2012), the American Association of Physician Assistants Scope of Practice
(2008) and the GMC's Good Medical Practice Guide (2007). PAs working in the UK will be
expected to be on the PA Managed Voluntary Register and encouraged to join the FPA.
Following statutory regulation these guidelines may be superseded by the regulator’s
requirements.

Organisational Policy

PAs will be expected to work within the policies and guidelines of their employing
organisation and will be accountable to that organisation if they practice outside of those
policies and guidelines.

Physician Delegation

As registered professionals, PAs will be accountable for their own practice and subject to the
requirements of the regulator. It is envisaged that supervising doctors will be accountable
overall for the work of the PA in a similar manner to their responsibilities for trainee doctors,
non-consultant career grade doctors, GP assistants and salaried doctors, and staff grade and
associate specialist grade doctors. Individual PAs will still be accountable for their own
practice, within the boundaries of supervision and defined scope of practice. Supervising
clinicians must accept overall responsibility for any duties that are undertaken by a PA in
training or a qualified PA. On this basis, doctors will determine the scope of duties and
responsibilities of the PA on the basis of known competence, experience and expertise
within the relevant area of practice.

Qualified PAs may develop specialist expertise that reflects the specialty of their supervising
doctor. This will be gained through experiential learning and CPD.
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‘I love being a physician associate because I feel valued as
part of the multidisciplinary team working in the NHS...

I feel the role enables me to work with the wider healthcare
team to provide good quality care and improve health and
wellbeing outcome.’

What is a physician associate?

Physician associates are collaborative healthcare professionals with a generalist
medical education, who work alongside doctors, GPs and surgeons providing medical
care as an integral part of the multidisciplinary team. Physician associates are
dependent practitioners working with a dedicated supervisor, but are able to work
independently with appropriate support.

What do physician associates do?

Physician associates work within a defined scope of practice and limits of
competence. They:

> take medical histories from patients

> carry out physical examinations

> see patients with undifferentiated diagnoses

> see patients with long-term chronic conditions

> formulate differential diagnoses and management plans

> perform diagnostic and therapeutic procedures

> develop and deliver appropriate treatment and management plans
> request and interpret diagnostic studies

> provide health promotion and disease prevention advice for patients.

Currently, physician associates are not able to:

> prescribe
> request ionising radiation (eg chest X-ray or CT scan).

How do physician associates fit into the NHS workforce?

Although physician associates are dependent practitioners, they can also practise
independently and make independent decisions. This is enabled by collaboration and
supportive working relationships with their clinical supervisors, meaning that there is
always someone who can discuss cases, give advice, and review patients if necessary.





Case study

George Eliot Hospital currently employs ten physician associates across our
medical specialties. Physician associates are trained to perform a number of roles,
including taking medical histories, performing examinations, diagnosing illnesses,
analysing test results and developing management plans for the care of patients.
Their role is becoming essential within our hospital as they support our trained
doctors with the everyday care that our patients need.

In arecent visit to our trust, the Care Quality Commission highlighted physician
associates as an area of outstanding practice. George Eliot Hospital is very proud
of our physician associates and their commitment to improving our services and
delivering high-quality, patient-centred care.

— Dr Gordon Wood, medical director at George Eliot Hospitals NHS Trust

How can they help physicians/the system?

Physician associates increase the numbers of the medical workforce and increase
access to quality care for patients. They act in an enabling role, helping to reduce
the healthcare team’s workload. They bring new talent to the NHS and add to the
skillmix within the teams.

While trainee doctors and surgeons rotate through different specialties, physician
associates offer continuity of care for patients, as well as institutional memory for
the team in which they work. Physician associate support also provides cover so that
trainee doctors and surgeons can attend training, clinic or theatre.

‘What I like most about my job is the continuity a
physician associate provides to the ward. While all
the registrars and junior doctors rotate, I am able to
develop a good relationship with the patient and am
also able to communicate within the MDT effectively.’

What training and qualifications do physician
associates have?

Physician associate students already have an undergraduate degree in a life science
and/or a significant background in healthcare.

To become a physician associate, students take a 2-year, full-time, intensive
postgraduate course in medical science and clinical reasoning; this consists of

50% theory and 50% practice. It includes over 1,400 hours of clinical placement
experience in both acute and community settings, starting at an early point of the
course. This training is based on the Competence and curriculum framework for the
physician associate (Department of Health 2006, revised 2012).

The UK and Ireland Universities Board for Physician Associate Education links
together all of the universities in the UK that provide physician associate courses.

It provides a network for setting standards for education and delivery of the physician
associate curriculum and for sharing best practice.

Alist of UK universities that currently offer courses in physician associate studies is
available on the FPA website, at: www.fparcp.co.uk

Students must pass both their university programme and the UK physician associate
national examination to be able to work as a physician associate. Once qualified,
physician associates must:

> maintain 50 hours of CPD each year
> sit a recertification examination every 6 years.

What safeguards are there for the quality of patient care?

In order to ensure public protection and safety, there is an established Physician
Associate Managed Voluntary Register (MVR) that physician associates are strongly
encouraged to join. Most employers require registration on the MVR prior to
employment. The register has a code of conduct, scope of professional practice and a
fitness to practise mechanism, which enables concerns to be raised and investigated
appropriately until such time that physician associates are regulated.

Do physician associates specialise?

While physician associates can work in specialties and subspecialties, and may
become very established in a specific specialty, they need to maintain general
medical knowledge and to demonstrate this by passing a recertification exam every
6 years. It is a versatile role that can cover mental health, general practice and a large
number of hospital specialties.





Case study

At Guy’s and St Thomas’ NHS Foundation Trust, we have had physician
associates since the beginning of 2015, and as service (clinical) lead for medicine,
I was instrumental to introducing the role at the trust. I had identified areas in
medicine which were either looking to expand (for example our acute frailty
service) or areas which traditionally had not had sufficient FY1/‘SHO’ grade
doctors (for example our gastroenterology, diabetes and clinical toxicology
services). Having considered the alternatives, I felt that the physician associate
role was an exciting potential to support these services, as well as our acute
medical admissions pathways.

One key difference to traditional junior doctors who are on training placements,
often rotating every few months, is that physician associates are appointed for
longer periods of time, providing continuity for not only the medical and nursing
teams, but also the patients themselves. This continuity within the models for
delivery of medicine strengthens and provides more robust longer-term services.
Additionally, since the individuals do not rotate, we are using this potential to look
at areas where we can train them and allow them to demonstrate competencies
in specific procedures, for example abdominal paracentesis. This can then be
utilised going forwards not only to train rotational junior doctors, but also for
service delivery/provision with new models of patient care delivery.

The individuals whom we have appointed to work across general/acute medicine
and the medical specialties have been really well received and, by bringing
a different skillset and background, have strengthened and improved the

communication and working across our existing multidisciplinary team structures.

Overall, this is leading to improved quality of care that we are able to provide for
patients, reducing length of stay and improving continuity not only on a day-to-
day basis, but also over the longer term.

—Dr David Wood, service (clinical) lead for medicine at Guy’s
and St Thomas’ NHS Foundation Trust

‘It’s nice to be a pioneer for a profession — by doing so in
my local hospital, there are opportunities to determine
my own role with the chance to work with senior staff to
fill the gaps in services.’

How much does a physician associate earn?
The average annual salary for a physician associate in the UK is £35,000, with a

starting salary of around £31,000. Most physician associates are on either band 6
orband 7 in Agenda for Change.

How much annual leave does a physician associate get?

Annual leave will vary between acute and primary care service and will also depend
on length of service in the NHS, but tends to be in the region of 27 days.

What does the Faculty of Physician Associates do?

The Faculty of Physician Associates (FPA) is the professional body representing
physician associates. The FPA is based at the Royal College of Physicians.

The function of the faculty is to develop and represent the UK physician associate
profession as a whole, including:

> supporting education and professional development

> achieving statutory regulation of the profession

> managing the national certification and recertification examinations

> accrediting physician associate education programmes within universities

> administering and overseeing the running of the Physician Associate MVR.
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Introduction

The purpose of this guide is to enable healthcare providers
(including acute hospital trusts, community trusts and primary
care organisations) to understand the role of the physician
associate (PA), how they work, where they fit into the team, and
their scope of practice.

[t is a resource intended to advise employers on:

> the current education and regulatory framework for the
profession

> employment and supervision

> tools to help quide appraisal, career and salary progression

> recommendations for continuing professional development
(CPD).

As this is a growing and evolving profession, it is expected
that the guidance will change over time. The Post-registration
Education Sub-committee of the FPA will endeavour as part of
its remit to keep the information as up-to-date as possible.





Who are PAs?

PAs are healthcare professionals with a generalist medical
education who work alongside doctors, physicians, GPs and
surgeons to provide medical care as an integral part of the
multidisciplinary team.

In its Competence and curriculum framework for the physician
assistant, the Department of Health defines a PA as ‘a new
healthcare professional who, while not a doctor, works to

the medical model, with the attitudes, skills and knowledge
base to deliver holistic care and treatment within the general
medical and/or general practice team under defined levels of
supervision’.

PAs have been practising in the UK for over 10 years. They
can be found working in primary and secondary care across
20 specialty areas throughout the UK.

PAs are dependent practitioners working with a dedicated
consultant or GP supervisor, but are able to work
autonomously with appropriate support.

Supervision of a qualified PA is similar to that of a doctor in
training or trust grade doctor, in that the PA is responsible for
their actions and decisions. However, the consultant is the
clinician ultimately responsible for the patient.

Why did the RCP agree to establish
the FPA?

The RCP established the FPA in 2015 in conjunction with
the UK Association of Physician Associates (UKAPA), Health
Education England (HEE) and other medical royal colleges,
in order to develop and strengthen working relationships
between doctors and PAs. The RCP’s Future Hospital
Commission report, published in 2013, recommended
developing the PA role as part of its aims to support the
future clinical workforce.

The aim of the FPAis to support the educational and
professional development of PAs, and thereby enhance
patient safety, as well as providing resources from the RCP.
The FPA is a national body, with standards that apply across
the UK.

Why now?

The PA profession is growing fast, encouraged by the
Department of Health and HEE, and by a number of
universities introducing more PA training courses. The RCP
Council decided in 2014 to oversee the FPA, to ensure that
this expansion of a new clinical workforce is done as safely as
possible, particularly pending formal regulation. It was seen
as important to support, shape and understand the needs of
the PA profession in a manner that is complementary to the
needs of physicians, doctors and GPs.
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Regulation

In the UK, the FPA and RCP are consistently campaigning

for statutory regulation for PAs, both publicly and behind

the scenes. The government and the Department of Health
are considering regulation in order to provide a legally
accountable framework for patient safety, set standards

for the profession, protect the PA title, and ensure fitness to
practise. While such standards are already in place for PAs in
the UK, overseen by the FPA, they cannot be legally enforced
without statutory regulation.

The FPA currently runs the Physician Associate Managed
Voluntary Register (PAMVR), which allows employers to check
whether an applicant or employee is a fully qualified and
approved PA. The FPA strongly encourages all qualified PAs
to join the PAMVR, and all trusts and practices to ensure that
the PAs they employ are registered. Employers should check
this at appointment and at yearly appraisals. This will help to
ensure that only those who have been properly trained are
able to practise as PAs.

While work towards statutory regulation is underway, the
decision regarding an eventual registering body for PAs will

be made by the government. All UK-based PAs are therefore
strongly encouraged to join the PAMVR, as it will form the
initial list of PAs to enter a statutory register when established.

The RCP and the FPA, HEE and the higher education institutes
involved in training PAs continue to work towards regulation
of the profession and the establishment of a statutory
register. Once this is in place, the title ‘physician associate’ will
become protected, and only those on the statutory register
will legally be allowed to practise as a PA.

PAs in the UK

There are a number of countries across the world where PAs
are employed. For example, although PAs are a relatively new
role in the UK, the profession is firmly established in the USA,
with 108,000 PAs working in 2016. In the USA, PAs are known
as ‘physician assistants’, which was the term initially used for
PAs in the UK.

The name changed to ‘physician associate’ in the UK'in

2014 to enable the profession to proceed towards statutory
regulation, and to distance PAs from another category of
practitioner (still referred to as physician assistants) who work
as technicians rather than clinicians — without a PA’s approved
education and training.

PAs have been practising in the UK since 2002, and first
worked in areas where it was hard to recruit healthcare
professionals (including GPs) to work in primary care. PAs
qualified from the first UK pilot programmes in 2007, and the
first official PA programmes began in 2008.
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Initially there were five training programmes. By the end
of January 2017 there were 27 programmes, with more in
development. Currently there are approximately 350 PAs
working across the UK. It is forecast that by 2020 there
will be 3,000 qualified PAs, and potentially a further 1,000
graduating per year in the UK after that time. The current
secretary of state for health has promised 1,000 PAs in
general practice by 2020.

In the early days of the profession, the PA role evolved as
aresult of the movement of care from acute services to
primary care and the European Working Time Directive, which
reduced junior doctors’ hours and created gaps in the service.
More recently, the need for the profession has been driven by
a number of factors, including:

> increasing demands for better access to care

> the desire to provide a 24-hour, 7-day service

> changes in medical career pathways and junior doctors’
training

> continuing difficulty in recruiting to primary care posts in
less attractive areas.

The PArole is in no way a replacement for any other

member of the medical or general practice team, but works

in conjunction with —and complementary to — the existing
team. They are not plugging or filling medical workforce gaps,
but rather helping with redistribution of the medical workload.

Education and training of PAs

PAs trained in the UK have undertaken postgraduate medical
training in PA studies. These studies are spread over a period
of at least 90 weeks (approximately 3,200 hours, divided into
1,600 hours of theory and 1,600 hours of clinical practice).
This is an intensive 2-year course based on the Competence
and curriculum framework for the PA, consisting of theoretical
learning in medical sciences, pharmacology and clinical
reasoning, as well as clinical placement experience in a wide
variety of settings, including:

> acute and emergency medicine
> community medicine

> surgery

> obstetrics and gynaecology

> paediatrics

> mental health.

To enrol on a PA programme, students must already hold

an undergraduate degree, usually in a biomedical or health/
life science field, and have some prior health or social care
experience. Most programmes offer a postgraduate diploma
in PA studies, with some offering master’s qualifications.

All students must pass their university programme prior to
sitting the PA national examination. The PA national exam

is required for entry into professional practice, and must

be taken by every PA in the country, regardless of which
programme they have passed. The exam sets the standards
for PAs across the country and is designed, developed and
administered by the FPA. It consists of 200 single best answer
questions (MCQ style) and a 14-station objective, structured
clinical examination (OSCE). Once a PA has passed both their
university exams and the PA national examination, they are
qualified and fit to practise as a PA.

PA programme accreditation

The FPA has established criteria for accreditation of PA
university programmes based on the requirements of the
Competence and curriculum framework. It is anticipated that,
by the end of 2017/2018, most if not all PA programmes in
the UK will be reviewed and accredited by an independent
commission. This will help to set and maintain high standards
of PA education across the country.

Governance structures for PAs

There are several organisations that facilitate the functioning
and growth of the PA role in the UK.

The FPA

The FPA is focused on campaigning for progress and change
in the profession (including regulation), as well as offering
advice to the government and taking part in national debates
on medical, clinical and public health issues. The essential
workstreams of the FPA are around:

> education and training

> examinations (both national and recertification)

> professional conduct (including the PAMVR).

The FPA will continue to manage the PAMVR until the
profession achieves statutory regulation. Employers and users
of healthcare services, including patients and relatives, can
check whether a PA is on the PAMVR by contacting the FPA or
by accessing the register on the FPA website.

The register has a code of conduct and a scope of practice
for PAs, and standards for education, CPD and recertification
for the profession. The PAMVR also has a fitness to practise
mechanism, whereby concerns raised about a PA may be
investigated and acted upon. PAs who are on the PAMVR
may add the letters ‘PA-R" as a postnominal to demonstrate
that they are currently on the register and have signed up to
maintaining high standards of practice.

Currently, the PAMVR has no force of law and cannot

stop PAs from practising should there be any suspicion of
wrongdoing, although it can highlight potential problems to
a PA’s employer, and PAs can be removed from the register.
The FPA strongly recommends that all employers require
any PA they employ to be registered on the PAMVR. It is





also recommended that employers keep a record of when
a PAis due to renew their place on the register, and check
that membership is maintained on an annual basis, as they
would for equivalent registers for nurses and doctors. This is
often done as part of the yearly appraisal process, which is
recommended for PAs, and mandatory in many healthcare
organisations. PAs will generally pay for membership
themselves.

Currently only PAs trained in the UK or USA are permitted to
work in the UK. In the interests of public safety —and because
of the lack of statutory regulation —the FPA will not accept

a PA trained in any other country to work in the UK or to be
on the PAMVR, as PAs from other countries are not able to
demonstrate equivalent standards of education and training.

If a PA has qualified in another country and wishes to
work in the UK, there is a process in place to facilitate their
application, which can be found on the FPA website.

United Kingdom and Ireland Universities Board for
Physician Associate Education (UKIUBPAE)

The UKIUBPAE evolved out of the Higher Education Steering
Group, which followed the successful certificate level pilot
programmes. Members of this group are drawn from all the
PA education programmes in the UK. The remit of the board
is to:

> develop the education of PAs in the UK
> advance and support academic governance
> continually improve education standards.

Employing a PA

It is imperative for employers to ensure that the role and remit
of a PA are what is needed by your team/organisation, so
that you do not employ a PA where an alternative healthcare
professional would be better suited (eg an advanced nurse
practitioner, doctor, GP, practice nurse or other healthcare
professional).

It is advisable to write a clear job plan to allow both employer
and PA to understand what is expected of them. The job plan
should indicate hours of work, opportunities for development
and required duties. Newly qualified PAs or those moving
from one specialty to another will need more close
supervision, and so the job plan will need to allow for regular
reviews with their supervisor. In both primary and secondary
care, it is useful to have one dedicated GP/consultant
supervisor. Although the PA will not work directly with the GP/
consultant each day, it allows both parties to get to know
each other and form a professional relationship.

The benefits of employing PAs are realised over a period of
time, as the relationship between the PA and their clinical
supervisor develops. Therefore, it is important to ensure that
the job being advertised allows for variation in daily work and
for opportunities to develop. If possible, the employer should
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provide the PA with opportunities for study leave to attend
training courses, to help them maintain their requirement for
CPD and recertification (see Support and development of PAs
(p6)). Offering a study budget also makes a post attractive, as
well as the ability to support their profession (by work with the
FPA, university PA courses and PA national examinations).

Pre-employment considerations

Qualifications and professional registration

To be appointed to a post, a PA must have successfully
passed the final examinations of a recognised PA course in
the UK or USA, and have successfully sat the UK PA national
examination. Evidence of this must be provided and checked
at interview. They must also be registered on the PAMVR,
which will be checked prior to appointment, and reviewed
each year at appraisal by the PA tutor or line manager.
US-trained PAs are required to have, and maintain, their
certification by the National Commission on Certification of
Physician Assistants (NCCPA) in order to work in the UK.

Indemnity arrangements

In primary care, PAs must take out professional negligence
insurance from one of the medical defence organisations:
Medical Protection Society (MPS), Medical Defence Union
(MDU) or Medical and Dental Defence Union of Scotland
(MDDUYS). Alternatively, this may be covered under a group
arrangement in general practice. For secondary care, the
current practice of PAs is covered by the Department of
Health 2012 Clinical Negligence Scheme for Trusts (CNST).
Qualified PAs are strongly recommended to have their own
personal professional negligence insurance, which can be
arranged through MDDUS.

Salary

This is dependent on the skills and experience of the PA.

In secondary care, the PA post has been evaluated under
the Agenda for Change at band 7. Higher-level PAs with
appropriate levels of experience have been banded at 8a.
Agenda for Change contracts are based on 37.5 working
hours per week and job plans should be based on this.
Additional payment would be required for working out of
hours or at weekends. Some trusts employ recently graduated
PAs at band 6, but give more support and supervision in the
first year of practice. On completion of their first year, these
PAs then move up to band 7.

In general practice, a PA's salary can be negotiated, although
there is a suggested range:

> new graduates (up to 2 years postgraduate): £30,000—
£34,000

> 2-5 years post-qualification: £34,000-£40,000

> 5+ years: £40,000 upwards.

This is for a 37.5-40-hour working week, and would include
out of hours and weekends.





An employer’s guide to physician associates

Some US-trained PAs may be offered some stipend or
relocation package to move to the UK, and a flight back to
the USA every 1-2 years, along with funding for CPD as part
of their employment package. However, most US-trained PAs
can maintain their CPD in the UK through FPA conferences,
which are accredited by the American Academy of Physician
Assistants (AAPA). Continuing medical education (CME) is
also available online and PAs can take their recertification
exams in the UK, as there is a Pearson testing centre in
London. This helps them maintain their certification with the
NCCPA, which they need to practise in the UK.

Interviewing

An interview should seek to understand the current level

of practice of the PA, as well as their background and
experience. It should also seek to understand the personal
development plan of the PA. If possible, it is useful to include
a qualified PA in employment on the interview panel.

Considerations during the first year of
employment

A newly qualified PA should be provided with a supportive
learning environment, in which they can consolidate and
expand their skills and competencies in their chosen field.
While a newly qualified PA should be able to deliver service,
they will still require training and supervision, as would any
new member of staff in a first job.

Initially, a PA will require some structured learning and
planned supervision, although with time this should become
less necessary, as their skills and knowledge grow and your
confidence and trust in the PA and their ability to make good
clinical decisions increase. The employer should meet with
the PA in their first week as part of the induction process, and
assess their skills and knowledge around general practice

or hospital medicine. This assessment can then be used to
design a structured programme of specific educational goals
that will be reviewed on a 3—6-monthly basis, and appraised
at the yearly review.

PAs should also have access to experiential learning in the
clinical areas in which they are working, and should maintain
a portfolio of cases and case discussions with clinicians,
reviewed with their clinical supervisor.

In secondary care, all Agenda for Change staff undergo a
probation period of 6 months. The designated line manager
must ensure a review prior to completion of the probation
period. If the PA has failed to achieve the skills, knowledge
and/or attitudes that are required to undertake the PA

role, this would give cause for a probationary hearing to
potentially dismiss the employee for failing their probationary
period, following usual hospital protocol. Alternatively,

the probationary period may be extended if there are
extenuating circumstances.

Employing an experienced PA in a new specialty or
aUSPA

Entering a new specialty as a PA initially necessitates more
supervision and guidance from the supervising doctor. PAs
who may have been practising for several years in varying
areas of medicine or surgery will undoubtedly have picked
up a breadth of skills and knowledge. However, there will be
new skills and procedures to be learned and knowledge to
be gained, therefore it may be appropriate to follow a review
timetable, similar to a PA in their first year of qualification.
However, an employer should once again assess their
knowledge and skills — this steep learning curve may be much
shorter in duration than for a newly qualified PA.

If you have an experienced US PA, they too will need time to
bed into the system and get used to the way the NHS works,
systems and processes, culture and differences in language,
medications and guidelines for treatment.

What can PAs do in primary care?

PAs in general practice can undertake a variety of jobs.
They are trained in the medical model and can assess,
manage and treat patients of all ages with a variety of
acute undifferentiated and chronic conditions. They can see
patients presenting with acute/same-day problems, as well
as offering rebooked appointments. PAs are able to triage
patients, carry out telephone consultations, make referrals,
and review and act on laboratory results. Many PAs also
carry out home visits or visit nursing and residential homes.
Some PAs offer specialised clinics following appropriate
training, including (but not exclusively) family planning, baby
checks, COPD, asthma, diabetes and anticoagulation. PAs
are also able to teach and supervise students. The level of
competence at which the PA can work will depend on their
skills and experience, and the skills and experience of their
supervising GP.

All PAs are trained to be aware of the level of their clinical
competence, and to work within their limits accordingly.

Each GP practice runs differently, so a PA’s role may vary
across primary care. Newly qualified PAs can see the range
of patients that present to general practice; however, initially
they may need more supervision and support. The level of
support and supervision required should lessen in time as the
PA grows in confidence, knowledge and skills.

As PAs become more experienced, they can become involved
in a wide range of activities including service design and
development, becoming clinical placement leads for students,
undertaking minor operations and becoming involved in
practice-wide education and quality improvement projects.



https://www.aapa.org/
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A mix of sessions is ideal and ensures a broad scope of
practice. For instance, if a PA works ten sessions per week,
there should be a mix of session types. PAs who only see
acute, on-the-day cases will never progress clinically. To ensure
continued interest and long-term job satisfaction, a PA would
ideally be involved in the entire scope of GP practice. PAs
should be allowed to see any patient who presents, with their
supervising GP assisting or intervening if required. This is key
to the development of a PA.

What can PAs do in secondary care?

PAs can perform a variety of functions in secondary care. Al
PAs have a core set of skills that they will perform on a regular
basis as part of their role within the trust, regardless of the
specialty in which they work. Core skills include being able to:

> take medical histories

> conduct comprehensive physical examinations
> request and interpret certain investigations

> diagnose and treat illness and injuries

> counsel, or offer preventative healthcare.

The supervising clinician (consultant or registrar — see
Supervision (p6) for more information) must ensure that

the PAis assigned to a patient who does not exceed their
competence or confidence. However, PAs should not

be restricted to one category of acuity, and should be
encouraged to see a variety of acute and chronic diseases,
including resuscitation patients and those with acute
deterioration (providing both supervisor and PA are confident
and competent to do so).

Ward rounds will be a key activity for most PAs working in
secondary care. A PA is able to perform most tasks that a
junior doctor would perform on a ward round and can lead
the clinical review without direct supervision, providing a
qualified and registered doctor is also working in the clinical
areq, and the supervising doctor is happy for them to do so.
This is to ensure that there is not a delay in investigations and
prescription of medications, given the current limitations on
practice of PAs (see Current limitations of the PA role (p6)).

The job plan for a PA working in secondary care will depend
on the reason for their employment. Typical reasons for
employing a PA in secondary care include:

> ensuring a level of continuity and added value at ward level

> the need for a permanent staff member (while most
medical staff rotate)

> enhancing clinic services

> increased regular theatre support.
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In addition, typical roles carried out by PAs in the secondary
care setting include:

> attending ward rounds with junior doctors and consultants

> working in acute assessment (in the emergency department
or on call)

> providing in- or out-of-hours ward cover

> working in outpatient clinics — seeing patients under
supervision

> assisting first or second in theatre

> taking part in audit/quality improvement work.

Core procedural skills

PAs have trained in several core procedural skills, and
have been assessed as competent to perform these at
qualification. Some of these include:

> venepuncture and blood culture sampling
> cannulation

> arterial gas sampling

> cauterisation (male and female)

> peak flow examination

> urine dip stick.

Training pathway for extended skills

As part of mutual agreement between a PA and their clinical
supervisor, PAs may be trained in a range of extended skills
over a period of time. Information on extended skills being
undertaken by UK PAs is collected annually by the FPA in its
annual census. These extended skills include:

> ascitic drain insertion or tap

> backslab application

> lumbar puncture

> fracture reduction

> surgical first assisting

> joint aspiration/injection

> nerve blocks

> pleural tap

> incision and drainage of abscesses.

An employer wishing to train PAs in extended skills should
expect the PA to acquire these extended skills in a manner
that upholds a high standard of care, and to safeguard the
patient, practitioner and employer.

To be trained in extended skills, the PA should receive training
from a qualified and competent practitioner in that skill, and
then undergo a period of supervised practice. Both the initial
training and supervised practice should be documented

and form part of the PA's work-based yearly appraisal.
Competence to continue practising the extended skills should
also be reviewed during this appraisal.
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The format that this training and supervision takes will vary
according to the procedure; however, it is highly recommended
that a Directly Observed Procedural Skills (DOPS) assessment is
used to record the supervised elements, and documented in a
personal development record. Copies of these are available for
use on the FPA website. The employer would also be expected
to write a rigorous governance policy around the practice of
each extended skill.

PAs are able to obtain verbal consent for the extended skills
listed above, providing that the verbal consent is documented
in the medical notes. Please note that PAs are unable to obtain
consent from patients for operative procedures which require
anaesthesia.

Current limitations of the PA role

Due to the lack of statutory regulation, PAs cannot currently
prescribe medications or request ionising radiation.

Ionising radiation

The use of ionising radiation has been subject to specific
legislation since 1988. Guidance on the Ionising Radiation
(Medical Exposure) Regulations 2000 and amendments made
in 2006, known as IRIME)R, can be found on the Department
of Health website. The 2006 amendments state that only
registered healthcare professionals are able to order ionising
radiation. Therefore, as PAs lack statutory regulation, they

are unable to make requests for ionising radiation. However,
PAs are encouraged to take IR(ME)R training as part of their
professional development, in anticipation of attained regulated
status in the future.

Prescribing

PAs in the UK are currently not able to prescribe medication.
This is similar to the situation in the early days of physician
assistants working in the USA.

Close work with supervising physicians, and arrangements
developed individually, allow for flexible ways of working and
the continuation and expansion of quality patient care. For
instance, many PAs working in general practice have the ability
to quickly interrupt their supervising GP for a signature and then
continue their work. If further advice on a case is required, the
GP and PA take time out to discuss it and/or see the patient
together to come to a decision on further treatment.

In terms of transcribing medications, close work between PAs
and supervising physicians enables individual arrangements
to be developed to allow for flexible ways of working, and

the continuation and expansion of quality care. In secondary
care, PAs are able to write drug charts — which require
countersignature from a doctor — or propose medication on an
electronic prescribing system. This should exclude cytotoxic or
controlled medicines.

Support and development of PAs
Supervision

The PAis described as a dependent practitioner and

will always work under the supervision of a designated
doctor. Their detailed scope of practice in a given setting is
circumscribed by that of the supervising doctor. Although
there may be circumstances when the supervising doctor is
not physically present, they will always be readily available for
consultation. Like all other requlated healthcare professionals,
the PA is responsible for their own practice, although

the supervising doctor always maintains the ultimate
responsibility for the patient.

The PA will be employed as a member of the medical

team in primary or secondary care and will have a clinical
supervisory relationship with a named doctor, who will
provide clinical guidance when appropriate. It is expected
that the supervisory relationship will mature over time, and
while the doctor will remain in overall control of the clinical
management of patients, the need for directive supervision
of the PA will diminish.

The PA will always act within a predetermined level of
supervision and within agreed guidelines.

Qualified PAs may develop specialist expertise that reflects
the specialty of their supervising doctor. This will be gained
through experiential learning and CPD. However, a PA

is expected to maintain their broad clinical knowledge

base through regular testing of generalist knowledge and
demonstrated maintenance of generalist clinical skills.
Therefore, it is likely that equivalent structures and processes
to those used in the USA to test the maintenance of
generalist knowledge will be introduced in the UK.

CPD

All PAs are expected to maintain their CPD with a minimum
of 50 hours annually, as required by the FPA. 1t is expected
that a PA will establish a formal educational needs plan with
their supervisor, which will be reviewed on a regular basis.
PAs are required to keep an up-to-date CPD diary, which is
available as part of the membership of the FPA.

On commencing employment, PAs and their supervisors
should draw up agreements on allocation of CPD-dedicated
work hours, including an agreement on the frequency

of tutorials (as appropriate). It is anticipated that these
agreements would need to be reviewed on a regular basis.

Offering training and education to PAs to enable their
development is a good way of retaining PAs over a period of
time. This not only benefits the PA, but allows the relationship
between supervising consultant and PA to develop by
retaining a continuous team member.





Many employers offer a study budget and allocation of study
leave in addition to salary, to allow the PA to meet their CPD
and personal development plan objectives for the year. The
funding of this budget will depend on available resources

of the employer and should be offered to PAs meeting their
contractual requirements for internal mandatory training and
appraisal targets.

Appraisal

All PAs should have an annual appraisal with their supervisor.
In reality, the PA will have worked with different consultants —
or in primary care with other members of the general practice
team — as well as their supervisor. Feedback from the team
prior to appraisal would be both appropriate and useful,

and give a complete picture of the PA. Many primary and
secondary care organisations also have their own appraisal
documentation or achievement review systems, which have
alternative or additional documentation to complete. Those
PAs who are coming into primary or secondary care from
another healthcare setting (or are new graduates) should also
have an induction meeting to identify their learning needs,
and determine how these will be addressed in the first year
and beyond.

There are a number of forms available on the FPA website
for PAs and employers to use to supplement the employer’s
appraisal documentation, including forms for collecting
patient and colleague feedback, evidence/case-based
discussions and confirming direct observation of procedures.

Recertification

Although PAs will acquire some specialist knowledge relevant
to their field of practice, they are expected to maintain the
same level of general competence across the whole scope

of PA practice, as tested by the PA national examination and
recertification examination.

In line with the Competence and curriculum framework for the
PA —and as stipulated by the PAMVR — a PA must recertify
every 6 years in order to remain on the register.

PAs are given three attempts to sit and pass the recertification
examination, with the first opportunity at the beginning of
their fifth year since qualification.

If any PA fails the recertification exam on three occasions
within the 2-year period, they will be removed from the
PAMVR and their employer notified of this change. They will
then have to retake the qualifying exam.

The FPA recommends that registration on the PAMVR
should be a requirement of employment for PAs. Therefore,
employers should put in place a disciplinary and dismissal
process for failure to comply with this requirement.

An employer’s guide to physician associates

Career development

Most PA careers develop laterally rather than vertically.

After 5—7 years, some will be classed as senior PAs; however,
career progression for a PA is more closely aligned with the
advancement of their knowledge and skills in practice, rather
than with time.

Over time, a PA will start to see more increasingly complex
patients and take on more responsibility. In secondary

care, this may mean seeing patients in clinic or performing
advanced procedures. PAs may also be offered management
roles, for example in leading audit or service development. In
primary care, this may mean running some specialist clinics.
PAs may become a partner in the practice. Many PAs are
involved in activities related to PA education, for example
secondment to university PA programmes, or activities related
to advancing the PA profession, for example working on sub-
committees at the FPA.

FAQs: PAs in primary care

How much time do PAs have with a patient per
appointment?

This is dependent on a PA’s experience. If registrars with
8 years’ experience (five years of medical school, two
foundation years and an ST year) start on 30-minute
appointments, then it follows that new graduate PAs
should be given similarly reasonable times. They may
also need time to get signatures for medications or
imaging. Appointment times should decrease every few
months in the beginning — with negotiation and based
on a PA’s comfort and experience.

Over time, PAs should have 10-minute appointments,
but how the individual surgery deals with signing
medication/imaging will affect times. If a PA is required
to discuss medication, but only has a 10-minute
appointment, then in essence they are being asked to
see patients faster than a doctor, as a PA has to wait to
speak about the medication with their supervising GP
within the 10-minute appointment time.

Is one GP assigned for cases that need discussion with
a PA, or is this decided dependent on which GP is next
available?

PAs should be able to discuss patients with any GP. If a
surgery runs a duty doctor system, that person should
be the supervisor for the session.
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Is one GP assigned for providing prescriptions for a PA,
or is this done by the next GP with free time?

This depends on how the surgery works and if they
discuss the medications. Ideally, this should be the next
free or duty doctor. A new PA should always discuss
every medication recommendation until the doctor is
completely happy with the medication proposals.

Do any PAs do minor surgery / coil insertion / specialist
clinics?

Some PAs run the minor surgery weekly clinic, but only if
the one GP with up-to-date skills is in the building. The
clinic cannot run if the appropriate doctor is not in the
building. This is a safety issue.

What is the difference between a PA and an advanced
nurse practitioner (ANP)?

A PA has a biomedical science background, and is
trained in the medical model specifically for the position
in medicine. The PA is not an extended practitioner.
They do not work to set protocols and can see a wide
variety of undifferentiated patients.

An ANP has trained in nursing and has usually spent
many years in healthcare learning the skills for the job,
completing courses to advance their knowledge, with
many gaps potentially still remaining in basic medical
science. They tend to work in a specialist area and have
a mixed skill set.

ANPs tend to be able to prescribe. PAs have the requisite
knowledge and skill to prescribe, although lack of
statutory regulation currently renders them unable to do
so. There are enough patients in the system to enable all
professional groups to work in a complementary way to
deliver high-quality patient care.

FAQs: PAs in secondary care
What level of doctor is a PA equivalent to?

PAs do not fit into the hierarchical system used for
grading doctors. While this may seem confusing, it is
important to remember that the seniority of the PA is
dependent on their skills and experience. For example, a
PA who has worked in secondary care since qualification
may have skills and experience more superior for their
work area than a PA who has 5 years’ experience in
general practice who has only recently begun work in
secondary care. Equally, a PA who has been working in
one particular specialty may become very skilled in that
clinical area, but must maintain their generalist skills

in order to recertify every 6 years. Employers should

be mindful of this, and create job plans that allow
continued practice of a PA’s fundamental clinical skills.

How do trainees feel about PAs entering the medical
workforce?

As more PAs enter the workplace, trainees are becoming
more aware of the role that a PA can play within a team.
Employers seeking to employ PAs should be aware that
trainees can be misinformed on what a PA can do, as
well as the variability of a PA’s practice dependent on
their level of experience. It is suggested that trainees
are made aware of the role that PAs are playing

in the organisation at their induction, so that any
misconceptions or concerns are dealt with early on.

How do trusts fund posts for PAs?

The funding for PA posts will vary dependent on

the reasoning for employing them. Typical reasons
include the need to reduce excessive locum spends and
reconfigured rota systems, which could reduce ward-
level continuity. PAs are not an alternative to doctors.
PAs can add value and offer a continuous presence, as
they do not tend to rotate. Consequently, the benefit of
a PA becomes more apparent over a period of time.

Does the fact that PAs cannot order ionising radiation
or prescribe affect their ability to function in a hospital
setting?

PAs enable the workforce to work more efficiently. The
limitations of their scope of practice should be borne

in mind when designing a job plan for a PA working

in secondary care. PAs will need to work alongside
healthcare professionals who can order radiation — and
prescribe — to prevent delays in access to investigations
or treatment. This could be pertinent, for example, if
PAs are working out of hours. On a day-to-day level,

it is unlikely that these limitations have any direct
disadvantages, as most PAs work alongside medical
teams. It is suggested that PAs work alongside doctors
of at least full GMC registration, rather than pre-
registration foundation year doctors.

Many trusts allow PAs to transcribe medications to drug
charts, but each transcription requires the signature

of a fully registered doctor who assumes ultimate
responsibility for the prescription. A move to electronic
prescribing may prevent this inconvenience in the
future. It is strongly recommended that PAs do not use
any form of electronic prescribing, in order to prevent
any practice outside their competence. When the PA
profession is regulated, the regulator will determine
what additional training is required for PAs to be
allowed to prescribe.
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Chapter 1 Introduction to the BCUHB Medicines Policy

1.1 Introduction

Betsi Cadwaladr University Health Board (BCUHB) is committed to the safe and
secure handling of medicines to protect its patients, staff and visitors and its financial
resources.

This Medicines Policy updates and replaces the previous Medicines Code used in
North Wales Hospitals incorporating Community based services e.g. GP Out of
Hours (GPOOH) and BCUHB managed primary care services. It also includes the
health services provide to HMP Berwyn. A BCUHB Medicines Policy Task and Finish
Group revised the Medicines Policy which was then editorially corrected by a small
editorial group. Following broad consultation the Policy was subsequently approved
by the BCUHB Medicines Policy, Procedures and PGD sub group, and then
endorsed by the BCUHB Drugs and Therapeutics Group (DTG). The BCUHB Quality
and Safety Committee and Quality, Safety and Experience Committee gave final
approval to the document, as required by BCUHB OBS1 Policy.

1.2 Purpose of the Medicines Policy

The purpose of this Medicines Policy is to set out a clinical and corporate
governance framework to promote the safe and secure systems for controlling and
handling of medicinal products in all aspects of clinical services operated and
delivered by the BCUHB .

Guidance on safe and appropriate prescribing will be considered and disseminated
by the BCUHB DTG Group. In general, medicines need to satisfy tests of clinical and
cost effectiveness and should be justifiable on grounds of safety, given the
alternative therapies available and the circumstances of the patient.

In addition to this Medicines Policy, healthcare professionals must comply with the
current version of their relevant professional bodies’ policies and policies of practice.
If any circumstances arise such that this Policy cannot be applied, then the prime
consideration will be the safe and effective treatment of any patient concerned.
However, those staff involved must document all alternative measures taken in the
appropriate records and inform senior professional staff of their actions outside of
procedure.

1.3 Scope

This Medicines Policy ,with the underpinning principles of legal, quality and safe
practice, applies to all registered health care professionals and their support staff,
across hospital and community settings within BCUHB including acute and
community hospitals (including mental health and paediatric services) ,GP Out of
Hours Services, Community Nursing services BCUHB managed primary care
services, and those health services provided by BCUHB at HMP Berwyn. It includes
all staff involved in the ordering, supply, storage, prescribing, administration and
disposal of medicines. Medicines include Prescription Only Medicines (POM),
Pharmacy Medicines (P), General Sales List Medicines (GSL) and Controlled Drugs
(CD). The Policy includes complementary and herbal medicines, pharmaceuticals
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(non-therapeutic items) which include certain medical devices traditionally held in
hospital pharmacy departments.

1.4 Standard Operating Procedures (SOP)

Each Clinical Division or service will develop and implement standard operating
procedures (SOPs) describing safe working practice for aspects of work conducted
within their clinical area. If an SOP/Written Control Document involves medicines or
aspects of medicine usage across a multi-professional area, then the document is to
be approved by the Clinical Division and then reviewed and/or approved by the
BCUHB Medicines Policy, Procedures and PGD sub group.

1.5 Classification of medicines
Medicines are considered as two main sub-groups, Controlled Drugs and
Medicines.

e Controlled Drugs
Controlled Drugs are those drugs classified under the ‘Misuse of Drugs Act
1971°, and its associated regulations.

e Medicines
Medicines will be taken to be all substances defined under the Medicines Act
as being medicinal products. These include those restricted to supply on
prescription (POM), those that can only be sold from a Pharmacy (P), and
those that can be sold at any establishment, General Sales List medicines
(GSL). Unlicensed medicines do not have a United Kingdom Product Licence.

e Complementary and herbal medicines
The principles adopted for the use of medicines will also be followed for
complementary and herbal medicines.

e Pharmaceuticals
The term “pharmaceuticals” will be used to describe those non-therapeutic
items covered by the policy (e.g. disinfecting and sterilising agents). It will also
include certain devices carrying a CE mark traditionally stocked by pharmacy.

e Black triangle medicines are newly introduced medicines, subject to
intensive monitoring for potential side effects by the Commission on Human
Medicines (CHM) and Medicines and Healthcare Products Regulatory Agency
(MHRA) (identified by V¥ in the British National Formulary).

e Unlicensed medicines are medicines that do not hold a UK or European
marketing authorisation/ product licence. If a product holds a licence which is
not valid in the UK it is not considered licensed in the UK and must be treated
as an unlicensed product. See BCUHB Unlicensed Medicines Policy

e Off label medicines are licensed medicines used outside the terms of their
marketing authorisation/ product licence.

e Manufactured specials are unlicensed medicines that have been specially
prepared by the holder of a Manufacturers Specials Licence in response to or
in anticipation of the order of a doctor/ prescriber to meet the specific needs of
an individual patient. See BCUHB Unlicensed Medicines Policy

1.6 Corporate responsibilities
e Chief Executive
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The Chief Executive has overall responsibility for the medicines’ management
in BCUHB.

Medical Director

The above responsibility is delegated to the Board’s Medical Director,
supported by the BCUHB Drug & Therapeutics Group.

Chief Pharmacist for Medicines Management

The Chief Pharmacist Medicines Management is responsible for organising,
monitoring and reporting on medicines’ management, its systems and
procedures
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Chapter 2 Operational Responsibilities for All Professional Staff

2.1 Responsibility of the Executive Director of Nursing & Midwifery, Deputy
Director of Nursing & Midwifery, Area Directors Clinical Services, Secondary
Care Nurse Director and Assistant Directors of Nursing

The Executive Director of Nursing Services, in conjunction with the Deputy Director
of Nursing & Midwifery, Area Directors Clinical Services, Secondary Care Nurse
Director and Assistant Directors of Nursing, is responsible for ensuring that there are
appropriate systems in place within wards, departmental clinics, HMP Berwyn Health
and Wellbeing service and community settings for the following:
e The ordering of medicines and pharmaceuticals.
e The storage (physical and environmental conditions of medicines and
pharmaceuticals).
e The administration of medicines including patients’ own medicines other than
those administered by a Doctor
e The recording of administration of medicines
e The security of medicines and prescription forms
e The supply and administration of medicines to patients in accordance with
Patient Group Directions (PGDs)
e The reporting of medicines related incidents and errors via Datix, the incident
reporting system
e The safe and proper disposal of unused/unwanted medicines and
pharmaceuticals
e The retention of documents relating to the ordering, storage and
administration and supply of medicines
e The induction of new staff with respect to the BCUHB Medicines Policy
e The education and training required to enable nurses to comply with the
BCUHB Medicines Policy and for ensuring that a copy is readily available to
staff.

2.2 Responsibility of the manager of the clinical area
The manager of the clinical area will have joint responsibility with the BCUHB
managed pharmacy for the ordering system where there is a pharmacy provided led
stock control service.
The manager of the clinical area is responsible for ensuring that there are
appropriate systems in place for the following:
e The investigation and reporting of medicine-related incidents and errors via
Datix incident reporting system.
¢ The auditing of compliance with the Medicines Policy and the implementation
of remedial action.

2.3 Responsibility of nurses, midwives and health visitors
Each nurse, midwife and health visitor is responsible for:
e Reading and understanding this Medicines Policy
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e Complying with this Medicines Policy

e Complying with Nursing Midwifery Council (NMC) 2018 The Code
Professional standards of practice and behaviour for nurses and midwives.

e Complying with the RPS/RCN Guidance on the Administration of Medicines In
Healthcare Settings

e Not undertaking tasks beyond their qualifications, competency or
authorisation

e When undertaking tasks considered as an extended role, they must undertake
approved training and evidence their competence in this new role

2.4 Responsibility of doctors and dentists employed by BCUHB

The Medical Director will devolve the operational management responsibility to
consultants, and directly employed medical staff, who will ensure that BCUHB
employed doctors/ dentists are aware of and comply with the Medicines Policy. The
Medicines Policy is applicable to all BCUHB staff employed within BCUHB managed
GP practices and to those BCUHB staff employed in HMP Berwyn.

2.5 Primary Care contractor services with independent health professionals
should use the BCUHB Medicines Policy as a model for good practice. This will
include General Practitioners, Dental Contractors, Community Pharmacists,
Opticians, Practice Nurses and others

2.6 Responsibility of other Health and Care professionals (including operating
department practitioners (ODPs), physiotherapists, radiographers,
chiropodist/podiatrists, orthoptists, clinical physiologists, pharmacy technicians)
Each practitioner is responsible for:
e Reading and understanding the Medicines Policy
e Complying with this Medicines Policy and the Health & Care Professions
Council Standards and the Profession’s code of practice where applicable
e Not undertaking tasks beyond their qualifications, competency and
authorisation
e When undertaking tasks considered as an extended role, they must undertake
approved training and display competence in this new role

2.7 Responsibility of Non-Medical Prescribers

Non-medical Prescribers will practice in accordance with MM 03 Non-medical
Prescribing Protocol for Supplementary and Independent Prescribers Policy or
MM11 Guidance for Nurse Independent Practitioner (INP) V100 /V150 prescribers
and will comply with their respective professional Codes of Practice.

2.8 Chief Pharmacist Medicines Management
The Chief Pharmacist Medicines Management is responsible for ensuring that there
are sufficient systems in place for the following:
e Providing a safe, effective, efficient and secure system for medicine stocks
held within pharmacy.
e Providing a safe, effective, efficient and secure system for medicine
distribution.
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Providing a system for monitoring medicine usage and advising on
appropriate stock range and stock holding levels

Providing advice on medicines and Controlled Drug security

Providing advice on appropriate, environmental storage conditions

Providing advice on safe and proper means of disposal of unused/unwanted
medicines

Providing advice on safe and effective systems and arrangements for
medicine administration. This includes commenting and advising on medicine
administration errors and near misses reported via the Datix incident reporting
system

Providing advice on transport of medicines and other pharmaceuticals
Providing a system, when the pharmacy is closed, of access to emergency
medicine stocks and the availability of a pharmacist for emergency duties
Where a pharmacy led stock control service is provided there will be a shared
responsibility between the manager of the clinical area and the Local
Assistant Director of Pharmacy

Providing advice on clinical pharmacy services and ensuring that there is
consistency of approach such that prescriptions are monitored, and
appropriate action taken to ensure patient safety and effective use of
resources

Ensuring that there are adequate mechanisms in place to monitor and report
on the usage on medicines throughout BCUHB and to devise strategies to
promote cost effective prescribing

Ensuring that there are systems in place to reduce the risk associated with the
use of medicines throughout BCUHB

Ensuring appropriate stock levels of medicines are held to meet the need of
hospitalised patients and immediate response to civilian emergency

Ensuring pharmacy representation on local medical devices committees to
ensure safe usage of infusion systems and devices within BCUHB

Each Clinical Division will have an assigned lead clinical pharmacist who has a
delegated responsibility for routine implementation of the above.

In community services a locality lead pharmacist is responsible for the community
arm of the pharmacy services.

10
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2.9 Medicines Management Governance Structure
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Chapter 3 Medicines Audit, Suspected Fraud and Theft, Tampering
of Medicines, Control of Medicines in Clinical Areas

3.1 Monitoring and audit
As part of the responsibility of delivery of the medicines’ management process, the
Chief Pharmacist Medicines Management will ensure that the following explicit,
written, quality standards are prepared and regularly audited as part of the BCUHB
audit cycle:
e The process of prescribing of medicines in BCUHB
e The appropriateness of medicines prescribed for individual patients including
licence status and adherence to agreed therapeutic guidelines.
e The preparation of parenteral medicines. This will include all BCUHB
hospital clinical areas as well as the main pharmacy department.
e The pharmacy reviewing of prescriptions and of dispensing medicines.
e The administration of medicines to patients.
e The supplying of medicines to take home and the counselling of patients
about those medicines.
e The reporting of medication errors.
e Medicines administered for clinical research and clinical trials.

3.2 Risk management and patient safety initiatives

e The Chief Pharmacist Medicines Management or a senior member of the
Pharmacy Management Team will be a member of the BCUHB Quality and
Safety Group.

e The Chief Pharmacist Medicines Management or a senior member of the
Pharmacy Management Team will actively participate in patient safety
initiatives e.g. 1000 Lives Plus or subsequent campaigns.

e The Chief Pharmacist Medicines Management or a senior member of the
Pharmacy Management Team will hold responsibility for communication and
liaison with the Welsh Risk Pool, and Patient Safety (Wales) on Medicines
Safety and Risk Issues

e The risks inherent in medicines management and the effectiveness of risk
control measures must be monitored and reviewed on a continual basis.

e Senior Management, both within Pharmacy and BCUHB, must be informed of
any significant risks and risk control measures.

e All healthcare staff involved with medicines should undertake continued
professional development (CPD) that is aligned with Clinical Governance and
the requirements of the health professional’s regulatory body, in order to keep
up to date with the changes in medicine’s management.

e Medication incidents should be regularly monitored, and issues of significance
reported to the BCUHB Quality and Safety Group via the Safer Medication
Practice Group.

12
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3.3 Anti fraud and theft culture

BCUHB has a zero tolerance anti fraud and theft culture and is committed to the
principle that the NHS resource of medicines is always put towards the patient in
need of that prescribed medicine. BCUHB will seek to reduce medicine losses from

fra

ud and theft to an absolute minimum by sanctions against those determined to

steal or defraud the NHS. Possible sanctions may include criminal, civil or
disciplinary proceedings, and BCUHB will seek to recover the cost of stolen or
defrauded medicines.

3.4 Suspected fraud or theft allegations response plan

13

3.4.1 Discrepancy or misappropriation of medicines

Each BCUHB employee must maintain their own record of any incident they have
been involved with and their subsequent action. The manager of the clinical area
will make initial enquiries to establish if any suspected theft or suspected fraud
may have occurred.

3.4.2 Suspected theft of medicines

Incidents involving members of staff and/or patients that are suspected to have
stolen BCUHB medicines or prescription forms or prescription pads, should be
reported through the Datix system which automatically informs the line manager
and a senior pharmacist, who should inform the local Security Manager, and
where deemed necessary the Counter Fraud Officer.

The line manager and/or senior pharmacist may conduct initial enquiries and then
should matters proceed to an investigation, the local Security Manager will then
take responsibility for any subsequent investigation of alleged theft. The Security
Manager will liaise with North Wales Police and the Human Resources Manager
as appropriate.

3.4.3 Suspected fraud in respect of medicines
Some examples of NHS medicine and prescription frauds are as follows:
e Falsified medicine stock records
e Falsified orders for medicines
e Prescription fraud e.g. forged signatures and/or false representation
by the patient for medicine not prescribed by an authorised NHS
prescriber
e Self prescribing
e Prescribing for family members or friends

Prescribing for those who are not entitled to be prescribed NHS medicines e.g.
foreign nationals who are not entitled to NHS treatment

This list is not exhaustive and those determined to commit fraud may develop new
and sophisticated methods to avoid detection.

If an alleged theft involves suspected fraud, the Senior Pharmacist of the local
hospital pharmacy and/or the Security Manager will refer the incident to the Local
Counter Fraud Specialist of BCUHB. Any subsequent investigation will be
conducted in line with the BCUHB Local Anti Fraud, bribery and Corruption Policy.
(FO3)
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3.4.4 Suspected Tampering of Medicines

Incidents have occurred across the NHS where it is suspected that medicines
have been tampered with. Examples of this may include the introduction of a
contaminant into a fluid or other infusion, injection or other medicine dose form.
The motive for such action may well be unclear but could include deliberate harm
to others. If such an incident is suspected the nurse manager and senior
pharmacist must be immediately informed and if suspision of tampering is evident
the Police must be immediately informed. Each suspected item must be retained
in a separate plastic bag and labelled so to preserve the chain of evidence.

3.5 Control of Medicines in Clinical Areas
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3.5.1 Security of medicines in BCUHB pharmacies

The safe custody of medicines within the pharmacy, pharmacy keys and
pharmacy entry swipe cards are the responsibility of the local Assistant Director
for Medicines Management.

3.5.2 Security of medicines in clinical areas

All cupboards containing medicines must be lockable, either with a key or an
electronic locking system. Electronic locking systems can be used for medicine
cupboards with the exception of control drugs cupboards, which use either radio
frequency identification (RFID), barcode, fob or finger print security. The use of
standard key pads, where the number is shared with a number of users are not
considered secure and hence are not recommended. Master key copies are
permitted on a clinical area but a risk assessment must be carried out by the
manager and pharmacy staff, to ensure the appropriate number of key copies are
available. See section 3.5.4 for custody of keys. See section 9.6.1 for storage
requirements for controlled drugs.

3.5.3 Custody of keys and electronic locking systems

The nursing manager or clinical lead of the area is responsible for the overall safe
custody of medicines within the clinical area ie by ensuring safe custody of keys or
by restriction of swipe card or finger print access only to authorised persons. The
manager can delegate responsibility for possession of the keys for medicines
cupboards, refrigerators, freezers and trolleys. Controlled drug cupboard keys
must be kept separate from the stock medicine cupboard keys. Students are not
authorised to access automated medicine cupboards and should never be given
the medication cupboard keys to hold. Unauthorised persons must not be
permitted access to medicines and keys within BCUHB premises.

All medicine storage keys must be passed to the next manager on duty at shift
handover, keys must not leave the clinical area except in exceptional
circumstances. It is the responsibility of staff using the keys to ensure they do not
take them home at the end of their shift. For areas not open seven days a week,
there must be a designated safe place to store keys. If there is a second set of
keys, they should be kept in a secure place accessible to a senior staff member or
manager.

A master key or electronic device must be held by each clinical area. Lost keys or
electronic devices must be reported to the manager of the clinical area and a
Datix incident form completed.
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3.5.4 Loss of keys from a clinical area

If medicine storage keys and controlled drug cupboard keys cannot be found,
urgent efforts should be made to retrieve the keys as soon as possible eg by
contacting staff who have just gone off duty. Loss of keys must be reported to the
manager of the clinical area following a thorough search. If spares are available
they may be accessed. A Datix incident form must be submitted, pharmacy
contacted and locks changed if considered a security risk (liaise with the site
security manager).

3.6 Samples of medicines left by pharmaceutical representatives

It is imperative that BCUHB must know what products are being used within its
boundaries. Samples of medicines must not be left in clinical areas or issued to
individual healthcare staff by pharmaceutical representatives for use within BCUHB.
Representatives wishing to discuss supply of samples for use for evaluation of a
medicinal product must be referred to the local hospital pharmacy. See Code of
Practice for BCUHB Staff with Pharmaceutical Companies.

15
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Chapter 4 Prescribing Medicines

4.1 Process for Prescribing Medicines

All prescribing must be on BCUHB approved prescription stationery before

supply or administration to a patient may occur. Electronic prescribing systems are in
place within BCUHB, for example in HMP Berwyn, emergency departments at acute
hospitals.

BCUHB approval has been given to the model of service for specialised

paediatric oncology as set in 4.2.6.

16

4.1.1 Persons authorised to prescribe medicines
Only those employed by BCUHB or working under a service level agreement (or
contractual arrangement e.g. a model of service for specialised oncology) and are
legally authorised to prescribe medicinal products for patients and service users of
BCUHB, ie;
e Doctor
e Dentist, within area of competence
e Registered non-medical prescribers, see MM 03 Non-medical
prescribing protocol for supplementary and independent prescribers
policy.
e Registered Nurses Practitioners (Community) see MM11 Guidance
for Nurse Independent Practitioner (INP) V100 /V150 prescribers.
INP who have an annotation as Community Practitioner Nurse
prescriber’ on the NMC register, confirms that they are qualified to
prescribe drugs, medicines and appliances from the Nurse
Prescribers’ Formulary (NPF) in the current edition of the British
National Formulary. The majority of nurses who have undertaken
this course are district nurses/ community nurses, health visitors and
school nurses.
Provisionally registered doctors (FY1s) may only prescribe in connection with their
contracted employment with BCUHB and cannot prescribe for out-patients.

Medical students cannot prescribe, but may write prescriptions to acquire and
demonstrate competency. This must be under direct supervision of an authorised
prescriber, with the prescription being countersigned immediately by the same
authorised prescriber.

Physicians associates (PA’s), anaesthesia associates (AA’s), medical assistants
and operating department practitioners (ODP’s) cannot prescribe, transcribe or
prepare prescriptions or in patient medication records for countersigning by
authorised prescribers. This also includes prescriptions for fluids, oxygen and total
parental nutrition. Signing off a discharge advice letter (DAL) through the Welsh
Clinical Portal is also not permitted as the prescription is embedded within this
document and therefore requires authorisation by a registered prescriber.
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Pharmacists and pharmacy technicians who have demonstrated competency, may
transcribe medication onto the in-patient chart/medication administration record
from various corroborative sources as part of the medicines reconciliation process
when a patient is admitted to hospital. This is transcribing, not prescribing as set
out in the All Wales Pharmacist Enabling Therapeutic Switch (PETS) Policy. The
nurse can administer these transcribed medicines without a medical prescriber’s
signature.

In exceptional circumstances a nurse working in a community hospital may
transcribe an in-patient prescription chart using the framework set out in the
MM16 Nurse Transcribing Policy.

4.1.2 Prescriber Responsibility

Prescribers have a responsibility to monitor and ensure that the medicines they
have prescribed have been reviewed. Prescribers should refer to the patient’s
existing prescriptions/supplementary charts and the patient’s available records (eg
IHR, secondary care records) before prescribing or amending a prescription.
Changes to prescribed medicines must be recorded and communicated within the
patient’s medical record along with the indication for treatment or reason for
stopping treatment (e.g. ineffective / side effects). The discharge letter must
include medication changes with reasons.

The prescriber should provide counselling for the patient about important side
effects and precautions, including any need for ongoing monitoring, which if
needed should be agreed between primary and secondary care clinicians.

NHS Indemnity covers negligent harm caused to patients when they receive an
established treatment, whether or not in accordance with an agreed external
guideline or protocol. This extends to a novel or unusual treatment which, in the
judgement of the health care professional, is appropriate for that particular patient.
It also covers patients who participate in authorised clinical research. Therefore
BCUHB will apply NHS Indemnity to prescribers in respect to negligence claims
related to prescribing. It is essential that prescribers can demonstrate adherence
to current legislation, best practice (such as MDT reviews) and the overarching
BCUHB Medicines Policy.

4.1.3 Prescribing competence

4.1.3.1 Medical Prescribers

All authorised prescribers must ensure they have appropriate knowledge and
experience to prescribe competently in their area of practice. Knowledge of the
“Guidance on Prescribing” sections in the current British National Formulary and
any local guidance is essential for all prescribers. Good Practice in Prescribing
and Managing Medicines and Devices (2013) guidance issued by the General
Medical Council (GMC) also gives comprehensive advice for doctors.

4.1.3.2 Non-medical Prescribers



https://www.gmc-uk.org/-/media/documents/prescribing-guidance_pdf-59055247.pdf

https://www.gmc-uk.org/-/media/documents/prescribing-guidance_pdf-59055247.pdf
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See MM 03 Non-medical prescribing protocol for supplementary and independent
prescribers policy for V300 and MM11 Guidance for Nurse Independent
Practitioner (INP) V100 /V150 prescribers.

4.1.4 Prescription Stationery

The type of prescription form used depends upon the prescriber and where the
prescription will be dispensed e.g. hospital or primary care sector.

4.1.4.1 Hand written prescriptions

Each prescription must be legal, legible, unambiguous and written in indelible ink
that can be photocopied. Upper or lower case may be consistently used.

A simple test for legibility is for another person who is unfamiliar with the
prescriber's handwriting to read it without difficulty. Unused space on a hand
written prescription should be cancelled by drawing a line or a large ‘Z’ through it
to prevent additions to the prescription by unauthorised persons.

4.1.4.2 Computer generated prescriptions

The planning, development and implementation of electronic prescribing systems
must be approved by the BCUHB Drugs and Therapeutics Group or delegated to
the BCUHB Medicines Policy, Procedures and PGD sub group.

Different electronic prescribing systems exist within BCUHB. Electronic prescribing
is limited to prescribers trained in use of that particular system. Access must be
password controlled with password issue only after training. Prescribers must
adhere to the BCUHB IT policies.

4.1.4.3 WP10 Prescriptions

Prescription forms and pads are Controlled Stationery and their storage and issue

is in accord to the BCUHB Standing Financial Instructions. See SOP for the

Secure Management of WP10 HP/HIPs for guidance.

e WP10 HP and WHP10 HIP prescriptions (Hospital use).

See MM 03 Non-medical Prescribing Protocol for Supplementary and
Independent Prescribers Policy.

e WP10 IP/SP for V300 nurses working in primary care see MM 03

e WP10 CN for V100/150 INP Registered Nurse Practitioners. See MM11.
Guidance for Nurse Independent Practitioner (INP) V100 /V150 prescribers

4.1.4.4 In-patient medication administration record (prescription chart)
The All Wales In-Patient Medication Administration Record is to be completed
including any relevant risk assessments. Additional All Wales and BCUHB
approved medication administration records are in use e.g.
e Long stay All Wales In-Patient Medication Administration Record
¢ Mental Health All Wales In-Patient Medication Administration
Record
Paediatric All Wales In-Patient Medication Administration Record
BCUHB Critical Care Administration Record
Supplementary infusion chart
Syringe driver chart
Anticoagulant chart



http://howis.wales.nhs.uk/sitesplus/documents/861/MM03%20-%20NON%20MEDICAL%20PRESCRIBING%20GUIDANCE%20FOR%20SUPLEMENTARY%20AND%20INDEPENDENT%20PRESCRIBERS%202018.pdf

http://howis.wales.nhs.uk/sitesplus/861/document/326862
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Medicine - specific charts e.g. chlordiazepoxide, vancomycin, unfractionated
heparin, iloprost, methotrexate.

Care must be taken to avoid duplication or omission of treatment particularly
where more than one prescribing document is in use for a particular patient. If an
additional specialist chart is in use, it must be clearly indicated on the main chart.

4.1.4.5 Care pathways and the use of pre printed prescriptions and/or pre
printed labels

Certain patient pathways include pre-printed prescription details and/or pre printed
labels that are used where there is a need for clarity when prescribing complex
regimens, or to provide a safe and complete package of care. Examples are
insulin regimens where there is dosage titration dependent upon blood glucose
results, also under the model of service for specialised paediatric oncology as set
out in 4.2.6 and in post operative pain relief for parenteral or epidural opioid
analgesia.

Before use in BCUHB, all pre-printed prescription details or labels must be
approved by the BCUHB Drug and Therapeutics Group.

The prescriber has the responsibility to check that the correct pre-printed
prescription or pre-printed label has been selected for the individual patient and
must sign and date the prescription order to authorise its use. No medication
should be administered until there is an authorised prescriber’s signature present.

4.1.5 Prescription writing standards
See British National Formulary prescription writing guidance
The following patient details must be entered:
e Name
Confirmed Address
Unit number and NHS number when practicable
Date of birth
Ward name (where applicable)
Name of consultant (where applicable)
Actual weight (as soon as practical)
Medicine sensitivity to include date of reaction and severity

A pre-printed addressograph label should be used whenever possible and
attached to the prescription chart or form before other details are added.

If more than one medicine chart is in use, “1 of 2, 2 of 2” etc. should be written on
each chart.

The recommended International Non-Proprietary Name (rINN) (i.e. the approved /
generic name) of the medicine should be used wherever possible.

Proprietary names (i.e. brand names) should be used for;
e Multi-ingredient preparations with no approved name
e Products whose proprietary name defines a specific formulation (e.g
combination inhalers and combination product topical preparations)
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Safety reasons to avoid miss selection of product (e.g. Shortec® and
Longtec®, insulin - see section 4.2.12)

Differences in bioavailability between brands of the same medicine,
particularly if the medicine has a narrow therapeutic index eg lithium,
ciclosporin.

Further information can be found in https://www.sps.nhs.uk/wp-
content/uploads/2017/12/UKMi QA Brand-

name prescribing Update Nov2017.pdf
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Each prescribed medicine must comply with the following:

Route of administration must be stated

Dose and frequency of administration

Where a medication is to be administered via a device, the device
must be specified eg spacer for inhalers

Medicine names should not be abbreviated e.g. MTX, MMS, ISMN,
FeSO4 are not acceptable. GTN is the only abbreviation that is
considered acceptable.

The date on which the treatment is to commence must be entered
on the prescription. Short courses of antibiotics must include the
stop date.

If rewritten, the original start date on the in-patient medication chart
must be used, not the date of the rewrite.

The current weight of the patient must be entered for all paediatric
patients and for patients where medicine dose adjustments by
weight will be made.

4.1.5.2 Dosing units

Doses must be expressed in the International System of Units (SI)
units for single drugs. For preparations with a known strength, the
total dose must be specified eg paracetamol 1g (not paracetamol 2
tablets). Where the preparation has no known strength, the dose
should be expressed in number of tablets eg multivitamin tablets 1
tablet.

Dose may be expressed as number of tablets for combination
products

e.g. co-codamol 30/500 “1-2 tablets 4-6 hourly p.r.n.”

Roman numerals “II” or expression “ii” should be avoided

Liquid preparations should be prescribed as volume e.g.10mL.
Liquid medicines available as different concentrations should be
expressed as quantity (weight, units, mmol) and not simply as
volume. For example “amoxicillin 500mg” or “amoxicillin 250mg in
5mL, 10mL” is acceptable, but amoxicillin10mL is not acceptable.
The terms ‘microgram’ and ‘nanogram’ must not be abbreviated but
must be written in full.

Quantities less than 1 gram must be written in milligrams.
Quantities less than 1 mg must be written as micrograms (and
where used, nanogram



https://www.sps.nhs.uk/wp-content/uploads/2017/12/UKMi_QA_Brand-name_prescribing_Update_Nov2017.pdf

https://www.sps.nhs.uk/wp-content/uploads/2017/12/UKMi_QA_Brand-name_prescribing_Update_Nov2017.pdf

https://www.sps.nhs.uk/wp-content/uploads/2017/12/UKMi_QA_Brand-name_prescribing_Update_Nov2017.pdf
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e Avoid decimal points. For example, 500 mg not 0-5 g. If a decimal
point is used, e.g. 2-5mg, legibility is essential to avoid misreading
as 25mg

e Avoid using trailing zeros i.e. use 1 mg and not 1-0mg, to avoid
misreading as 10mg

e “Units” must be written in full. See section 4.2.12.

4.1.5.3 Recording allergy status on in-patient medication chart

The clerking health professional must complete the medicine allergy section

on admission, including detail of the name of the medicine, nature of the reaction
and where possible, when the reaction occurred. An allergy record in medical
clerking notes is not sufficient. The medicine(s) in question must be specified and
the type of allergy noted or the ‘none known’ box signed and dated. If it has been
confirmed that the patient has no known allergies, this should be similarly
documented.

It is not acceptable to prescribe any medicine without checking the patient’s allergy
status. Should a patient be unconscious and this information is unable to be
determined on admission, the patient notes should record this and flag the need to
revisit the allergy status once the patient or relative can confirm.

A doctor, nurse, pharmacist or a pharmacy medicines management technician can
complete the allergy section at a later stage if an allergy is subsequently
discovered or the detail is initially incomplete. This applies also if a new adverse
drug reaction occurs during the hospital visit. The GP should be informed of the
reaction and the medicine involved.

4.1.5.4 Variable routes

Medicines for administration by variable routes can be prescribed on the
prescription chart indicating the routes e.g. PO/1V, only when the doses by each
route are the same e.g. metoclopramide. The person administering the medication
must record the route by which the prescribed medication was administered and
the time of administration to avoid duplicated doses being administered (see
section 7.8.4). When the doses by each route are different e.g. prochlorperazine,
each route required must be prescribed individually and endorsed with ‘either / or’
to avoid duplication.

4.1.5.5 Approved abbreviations for routes of administration:

IM for intramuscular

INH for inhalation

IV for intravenous

NEB for nebulisation using compression or oxygen
PO /O for oral

PR for rectal

PV for vaginal

SC for sub-cutaneous

S/L for sub-lingual

Top for topical

NG for nasogastric

PEG for percutaneous endoscopic gastrostomy
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Other routes of administration should be written in full.

4.1.5.6 Dose frequency

For regular medication the prescriber should preferentially use the pre-set
medicine round times to indicate administration time on the in-patient medication
chart. The 24-hour clock should be used when specific timings are needed e.g. for
antibiotics to space doses evenly through 24 hours, or for frequent dosage
regimen used in Parkinson’s Disease. Avoid prescribing doses at 12 midnight as
this can lead to confusion.

The following abbreviations are standard means of indicating a dose regime:
od Once a day

om Each morning

on Each night

bd Twice daily

tds Three times daily

qds Four times daily

mane Morning

nocte At bedtime

see chart As per dosing/additional chart

prn As required (with indication interval/maximum dose stated)
Stat Immediately

All other dose regimens and abbreviations such as 4° should not be used and
must be written in full, for example, 4 hourly.

4.1.5.7 ‘Once only’ doses (stat doses)

Stat doses are valid for a maximum of 24 hours. They are prescribed with the
intention that it is needed to be given immediately. It is imperative that the
prescriber communicate with a registered nurse to minimise delay in the patient
receiving the dose. If not given within that timeframe nursing staff should ensure
that stat doses should be discontinued by the prescriber and re-prescribed if
necessary.

4.1.5.8 As required (prn) prescriptions

For “as required” medicines, where a maximum frequency exists, it must be stated
as well as the maximum dose in 24hours. Where relevant the times for
administration must be written by the prescriber e.g. hypnotics should be
prescribed at night. It may not be easy to define a maximum 24 hour dose (e.g.
for salbutamol). In these situations the frequency of dosing must be prescribed
but the time may be determined locally, in accordance with an agreed protocol or
procedure.

4.1.5.9 Discontinued medicines on handwritten prescriptions

When a prescribed medicine is discontinued, the cancellation must be obvious and
amendment signed and dated. This can be done by one of the following options:

A diagonal line drawn through the prescription

A large ‘Z’ or ‘X’ drawn though the prescription

Use of a ‘Cancelled stamp’
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The original record must still readable although it must be clear that no further
doses must be administered from the date the order was cancelled.

It is good practice to record the reason for the discontinuation on the chart, unless
discontinuation was completion of a course of treatment.

4.1.5.10 Prescribing non-daily medication

There are a number of medicines which are not administered on a daily basis, for
example bisphosphonates, hormone replacement therapy patches, and opioid
analgesic patches. When these medicines are prescribed, it should be made clear
on which days the medicines should be administered. On the All-Wales in-patient
administration prescription chart, this should be indicated by drawing a box around
the appropriate administration day and time. On the days on which medicines
should not be administered, an “x” should be placed in the box to indicate a dose
should not be given. On dlscharge the last date of administration should be
specified eg fentanyl 25 microg patch apply every 3 days, last patch applied on
2.11.18.

The following illustration uses the example of fentanyl patch which should be
administered every three days.
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Another example is oral alendronic acid:
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See MM3L1 - Policy for the prescribing, supply and administration of methotrexate
for hospital inpatients for specific guidance on prescribing methotrexate.

4.1.5.11 Rewriting of All-Wales in-patient administration charts

The authority to administer a prescribed medicine on a medicines record chart is
valid until stopped by prescriber, or a defined stop date. When administration
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section is nearly full the prescriber should review and rewrite the medicine record
chart. A new medicines record must be written if patient is readmitted.
Rewriting charts is the routine responsibility of the prescribing team.

As set out in the All Wales Pharmacist Enabling Therapeutic Switch (PETS)
Policy, pharmacists may rewrite prescription charts. The nurse can administer
these transcribed medicines without a prescriber’s signature. The BCUHB SOP
Training Document for Transcription of Medication by Community Hospital and
Hospice Pharmacy Technicians, provides guidance to allow technicians who have
been competency assessed to rewrite in-patient prescription charts. The SOP is
located on the BCUHB Prescribing Matters intranet page.

In exceptional circumstances a nurse working in a community hospital may rewrite
an in-patient prescription chart. It must be countersigned by an authorised
prescriber as set out in the BCUHB MM16 Nurse Transcribing Policy.

Non-medical independent prescribers may rewrite medicines records in areas that
they are competent to prescribe. See MM 03 Non-medical prescribing protocol for
supplementary and independent prescribers policy.

Any rewrite should include a review of the medicines prescribed, with any
proposed changes discussed with the prescribing team.

4.1.5.12 Validity of prescriptions

Only in-patient charts originating within the BCUHB are valid within BCUHB except
when patients are transferred directly into a Community Hospital from an acute
service provider outside of BCUHB. In this case the external Trust/Health Board
medication record can be used until the next weekday, which will usually be within
72 hours. It could however be longer over public holidays or for clinical areas that
do not have daily visits from clinicians. In these circumstances, the chart can be
used until a local review can be undertaken by an approved prescriber of BCUHB.
Transfers from a BCUHB acute hospital to a BCUHB community hospital (and vice
versa) may continue using the original chart provided treatment was reviewed
before transfer. The date of transfer must be marked on the chart.

In paediatric acute services, in-patient charts are reviewed and rewritten when
patients are transferred between acute sites.

Out-patient prescriptions are valid for dispensing for a maximum of six months
from the date they were signed. Prescriptions for schedule 2 and 3 controlled
drugs are valid for 28 days from either the date of prescribing or a ‘valid from’ date
specified by the prescriber on the prescription. See section 4.5 for further guidance
on out-patient prescribing.

4.1.5.13 Prescribing for relatives and visitors of in-patients

Relatives and visitors of in-patients may occasionally stay overnight locally or
within the hospital. They are responsible for supplying their own medication.





25

Q\ G IG Bwrdd lechyd Prifysgol

QL > Betsi Cadwaladr
' N HS University Health Board

When they have not brought their own medication to the hospital and their health
may suffer as a consequence they should obtain an emergency supply from a
community pharmacy, or if not local to the area, a local GP practice may be willing
to prescribe as a temporary resident. The GP Out of Hours Service provider can
issue a prescription to a temporary resident and in certain circumstances
attendance for treatment at the Emergency Department is appropriate. If relatives
cannot leave the hospital, and the consultant team treating the patient agree to
take prescribing responsibility, the hospital pharmacy may agree to dispense a
prescription written by the hospital team treating the in-patient. The hospital
pharmacy may issue an emergency supply in exceptional circumstances.

4.1.5.14 Verbal prescriptions to nursing staff - prescribing by telephone

Telephoned prescriptions are permitted only in exceptional circumstances when, in
the nurse’s professional judgement, patient safety or care would otherwise be
compromised by not accepting verbal instructions. It is emphasised that verbal
orders are only appropriate in exceptional circumstances and are expected to be
minimal in numbers. Exceptional circumstances will mainly be for areas such as
community settings, where there are no doctors on site, e.g. Community Hospitals,
Minor Injuries Units, and when treatment is needed to urgently relieve symptoms.
Telephoned prescriptions can amend, delete or add a prescription item. Controlled
Drugs must not be prescribed via a verbal order. Any refusal by a nurse to accept
a verbal prescription must be documented by the nurse.

The prescriber must determine other medicines currently prescribed for that
patient and confirm the patient’s allergy status A verbal order must be received by
a nurse and confirmed ideally by a second nurse or suitably competent other
(except in circumstances detailed in paragraph below).

The prescriber must state the:

Identity of the patient

Prescriber’s identity

Name of the medicine to be administered (spelt to avoid confusion)
Dose to be administered

Route and time to be administered

This information must be given to the first nurse to transcribe onto the in-patient
medication record or emergency department card and then repeated back to the
prescriber by the second nurse. The nurse taking the verbal message should be
familiar with the medicinal product. See MM16 written control document for
guidance on the transcription of medicines.

The prescriber should confirm the verbal instruction by fax or electronic means,
which is then printed by the recipient of the verbal order and attached to the in-
patient medication record or emergency department card. Where a nurse or other
exempted person has had occasion to administer parenteral medication utilising
those medicines set out in Chapter 16, they should make a record of those
medicines administered as soon as is reasonably possible after administration.

When it is not possible for two registered nurses to be present to receive the
verbal order, a second healthcare professional, who can be qualified or non-
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qualified, should be present. Both members of staff involved must sign and date
the entry.

In exceptional circumstances;

e When a community health professional is working alone and is unable to
receive a fax or electronically transferred instruction, the health professional
may accept a verbal order from a prescriber to administer an urgent single
dose of a medicine until such time as a fax or electronically transferred
instruction can be made.

¢ Where medication has been previously prescribed and the prescriber is unable
to issue a new prescription, but where changes to the dose are considered
necessary, the use of information technology (such as fax, text message or
email) may be used but must confirm any change to the original prescription
(NMC 2010)

The prescriber must sign the form as soon as possible after giving the order.

In the acute hospital, where doctors are on site, all telephone / verbal orders must
be signed as soon as possible and in any event within the prescriber’s shift.

In areas where doctors are not on site, the telephone / verbal order for prescription
only medicine must be signed as soon as possible, ie the next working day. This
will usually be within 72 hours (though it could be longer over public holidays) or
when a local review can be undertaken by an approved prescriber of BCUHB.
Where a GP Out of Hours service is in operation, the prescriber giving verbal
instructions can arrange for a second prescriber to countersign the verbal order.
In areas where doctors are not on site doses may be administered for up to 72
hours without the doctor’s signature until the verbal instructions are signed by a
prescriber.

4.1.5.15 Verbal prescriptions to pharmacists — corrections by telephone

Verbal orders can be given by a prescriber to a pharmacist to amend delete or add
a prescription item. This need often results from a pharmacist initiated query.
The pharmacist must confirm the following details:

e The patient’s identify

e The medicine name, form, dose and frequency

e The name of the prescriber contacted
The pharmacist must also have access to sufficient information to assure
themselves of the appropriateness of the medicine and dose. The pharmacist
must read the alteration or addition back to the prescriber who must then affirm the
original instructions.
The pharmacist will then amend the in-patient medication record, out-patient
prescription or discharge prescription and record the name of the prescriber, who
has been contacted, then sign and date the amendment.
If the alteration is to formulation, frequency or timings of dose, then that part of the
prescription may be crossed out, altered and dated to ensure that the alteration is
clear.
If the alteration involves any other changes e.g. new medicine, change in dose,
then the whole prescription for that item must be written out by the pharmacist as a
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new entry on the in-patient medication record, outpatient prescription or discharge
prescription.

Pharmacists should refer to the Royal Pharmaceutical Society publication:
Medicines, Ethics and Practice for further guidance.

4.1.5.16 Prescribing for medical staff who are unwell at work

All routine medicines for doctors, their families and other hospital staff should be
obtained through the General Practitioner Services. Prescriptions are subject to
routine and random audit and exceptions to this protocol will be escalated to the
Medical Director.

Medical staff that are unwell must follow the BCUHB Sickness Absence Policy
which applies to all staff. The GMC Good Practice in prescribing and managing
medicines and devices discourages prescribers wherever possible to self
prescribe or to prescribe for anyone with whom the prescriber has a close
personal relationship.

In order to standardise practice for medical staff that are unwell at work and to
ensure compliance with the Welsh counter fraud initiative and the principles of
clinical governance, it is acceptable for doctors to prescribe limited quantities of
medicines for a medical colleague who is employed by BCUHB in exceptional
circumstances, using the following principles:
e The prescriber must be a fully registered practitioner and hold the
post of Consultant, Staff Grade Doctor, Specialist or Specialist
Registrar.
e The prescriber’s decision to prescribe is taken to support the
attendance of his/her medical colleague in the workplace.
¢ A maximum of one week’s treatment (or one original pack where
appropriate) will be supplied.
e If a prescription levy is currently in force the appropriate prescription
charge(s) must be paid.
e WP 10 (HP) forms must not be used for this purpose.

Prescribers should note that data from prescription forms WP 10(HP) dispensed
by community pharmacies, are returned to BCUHB for audit purpose and are
subject to regular scrutiny.

Prescriptions outside this guidance will be treated as a private transaction, and the
full cost of the medication will be charged to the patient in accordance with the
private prescription and signed order charge arrangements within the local
hospital. The local hospital pharmacy will not dispense any prescription for any
medicines that significantly affect performance, mood altering medicines or
Controlled Drugs under this protocol.

4.2 Prescribing
4.2.1 Formulary and non-formulary medicines
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All newly initiated medicines should be prescribed from the approved BCUHB
Formulary list. Formulary medicines are categorised using a colour code which
indicates the place of therapy known as the BCUHB BRAG list. Advice on
formulary dressings can be found in the BCUHB wound care and dressings
formulary BCUHB wound care and dressings formulary.

Patients prescribed non-formulary medicines initiated historically will be continued
on these medicines where appropriate. However in certain situations substitution
with an alternative formulary item may happen in accordance with a local
procedure approved by the BCUHB Drugs and Therapeutics Group.

4.2.2 Initiation and Continuation of Medication at the request of a Tertiary
Centre outside of BCUHB

New therapy for non-formulary/hospital only (Red Drugs) medicines recommended
by tertiary centres outside of BCUHB must be approved by the NHS
Wales/BCUHB Individual Patient Funding Request (IPFR) commissioning process
and then can be prescribed once approved by BCUHB.

4.2.3 Shared Care Arrangements

Certain formulary medicines are designated within the BCUHB Medicines
Formulary as Amber, meaning that a shared care arrangement process is in place.
Prescribers should be aware of the formulary status of the medicines they
prescribe. Shared care agreements are listed within the BCUHB Prescribing
Matters web pages BCUHB Share Care Arrangements

4.2.4 Unlicensed medicines
See BCU Unlicensed Medicines Policy

4.2.5 Off Label medicines

Prescribing a medicine outside of its marketing authorisation, either for indication
or dose is described as ‘off-label’ use. Such use presents a higher risk than using
a medicine in accordance with the marketing authorisation. It is therefore the
responsibility of the prescriber to ensure the rationale for its use is appropriate and
is clearly documented.
Prescribers must be satisfied that such use would better serve the patient’s needs
than an appropriately licensed alternative before prescribing a medicine off-label
and should:
e Dbe satisfied that there is a sufficient evidence base and/or experience of
using the medicine to show its safety and efficacy
e take responsibility for prescribing the medicine and for overseeing the
patient’s care, including monitoring and follow-up
e record the medicine prescribed and, where common practice is not being
followed, the reasons for prescribing this medicine. Prescribers may wish
to record that they have discussed the issue with the patient

Transfer of responsibility for ongoing off-label medicine use to the patient’s
General Practitioner (GP) will depend upon the BRAG status of the medicine.
BRAG status is assigned by the BCUHB Drugs and Therapeutics Group (DTG).
The GP must be informed of the off label use before the prescribing responsibility
is transferred, who must agree to accepting clinical and legal responsibility for the



https://bcuformulary.wales.nhs.uk/

https://bcuformulary.wales.nhs.uk/

http://howis.wales.nhs.uk/sites3/page.cfm?orgid=475&pid=45867

http://howis.wales.nhs.uk/sites3/Documents/475/2018%20Dressings%20short%20version.pdf

http://howis.wales.nhs.uk/sites3/Documents/475/2018%20Dressings%20short%20version.pdf
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off-label prescribing. The hospital prescriber is responsible for continuing
treatment if the GP will not accept responsibility for continuing care.

The same principles apply regarding patient information, patient consent and
prescriber liability, as for unlicensed medicine use. BCUHB DTG is responsible for
providing the governance and monitoring of both unlicensed and off-label
medicines. See BCU Unlicensed Policy for further details.

4.2.6 Anti cancer medicines

The prescribing of cancer medication is limited to authorised prescribers set out in
CSPM 01 Guidance for ensuring Safety and Quality of Chemotherapy Services.
Paediatric oncology medication is only prescribed by limited authorised prescribers
from the Merseyside and Cheshire Children and Young People’s Cancer Network
under a model of service and governance utilising Paediatric Oncology Shared
Care Units (POSCU) MDTs which include Level 1 Services including IV bolus
chemotherapy. Non-authorised prescribers must not prescribe cancer medication
within this specialised area.

See MMO5 Intrathecal chemotherapy policy for guidance on prescribing intrathecal
chemotherapy.

4.2.7 Controlled Drugs

See Medicines Policy Chapter 9.

For specific advice on prescribing for controlled drug dependent patients,
registered drug dependent patients admitted to hospital on methadone or
buprenorphine, and non registered drug dependent patients admitted to hospital
using illegal supplies see chapter 9.

4.2.8 Intravenous and parenteral medication
See Injectable Medicines Policy

4.2.9 Dietetic products and borderline substances

Whilst dietetic products are not medicines, dieticians can initiate formulary dietetic
products by writing them on the patient’s in-patient prescription chart or where
used, a BCUHB approved nutrition chart. Consideration must be given to
medicine-food interactions and feed breaks, contact pharmacy for advice if
necessary. Restrictions upon prescribing of borderline substances within the
community are set out within the BNF and the current edition of the Drug Tariff.
Certain borderline nutritional products may be supplied from a local hospital
pharmacy.

4.2.10 Complementary and herbal medicines

See MD 17 Interventions not normally undertaken (INNU) for guidance.

As part of the admission and pre operative assessment procedures any
complementary and herbal medication will be reviewed and stopped where a
known interaction is identified. A record of previous complementary and herbal
medicines should be made within the patient record. The patient’'s own supply can
be administered during the in-patient stay but the hospital pharmacy will not make
a new supply.

4.2.11 Oxygen
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See MM15 Guidance for Administration and use of Emergency and Non-
Emergency Oxygen in Adults for guidance.

4.2.12 Insulin

In addition to all the usual prescribing standards, the following must also be clearly
identified on the prescription:
e Brand
e Source of the insulin if not human eg. porcine.
e Strength of the insulin ie 100 units/mL, 300 units/mL
e Type of insulin device i.e.10ml vial, 3ml cartridge or 3ml disposable
pen
e Date and time / frequency that insulin should be administered
e Dose or dose-range, and route of administration
e Dose ranges must be expressed with the word “to”. e.g. “6 to 8
units” and not “6-8 units” as this has been misinterpreted as 68
units. The word ‘units’ must be written above the dose to avoid
misinterpretation of the ‘u’ as a zero. An example of an in-patient
prescription chart can be found below:

DALEES 2313 MEDICINE (Approved Name) SPECIAL INSTRUCTIONS | PRESCRIBER'S PHARMACIST
ROUTE —» & NC\"OQQ|)\O wOITH mEA\.S SIGNATURE =
SPECIFY TIME DOSE [SIGN IOCOumT TS Mo Medicines Reconciliation (circie) A Dockl SUPPLY
IF HFOUIHFD* ‘ % :FLEXPe'Q s e R Bleop Nov'Zs o
umITS
Morning =
Midday &
Evening s
Bedtime
DATE ——9 '):'I% MEDICINE {Approved Name) SPECIAL INSTRUCTIONS ;EE&A%R‘;:ER'S PHARMACIST
ROUTE —- e CARTUS A Deeter
SPECIFY TIME DOSE [SIGN \oouUM ITS ML Medicines Reconcil iation (circle) SUPPLY.
IF REQUIRED | * pose | socosT Al PeEN s R Granged | BlESPNO. 15 3
untTS
Morning | L)
Midday | IO | |
1 8 -}
[ PUSSSUS [ BUARUIACIRT

4.2.13 Oral anticoagulants

When prescribing warfarin or phenindione for in-patients, the additional
anticoagulant chart must be completed and crossed referenced to the All Wales
inpatient administration chart. The oral anticoagulant chart must be used to
prescribe the individual daily doses of anticoagulant and for recording the INR
results as appropriate. The drug name and dosing schedule must be added to the
All Wales inpatient administration chart but the dose must not be specified. The
words ‘see chart’ must be added, to direct medical and nursing staff to the
separate additional oral anticoagulant chart.

In addition to all the usual prescribing standards, all sections of the additional oral
anticoagulant chart (warfarin or phenindione) should be completed as directed.
These include:

e Date and time for administration of anticoagulant
e Record of the baseline INR
e The approved name of the drug and the indication for use
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e Target INR for the patient and an indication of whether the
anticoagulant is newly commenced or continuation therapy or
whether the anticoagulant should be given at its usual maintenance
dose

¢ INR on the specified date and the dose of anticoagulant to be
administered on that date

e Where doses of anticoagulants are to be omitted, this should be
indicated on the prescription chart and signed against.

When discharging patients on warfarin and phenindione, the Standard Operating
Procedure BCUHB Safe discharge of all patients taking warfarin must be
followed.

NOACs must be prescribed on the All Wales inpatient administration chart. The
Oral anticoagulation initiation form and dosing calculator also must be completed
when initiating a patient on a NOAC. It is the prescriber’s responsibility to complete
the form. Two copies must be printed, one copy to be filed in the patient’s notes
and the other copy sent to the GP along with the discharge summary. It is good
practice to attach the completed checklist to the prescription so that pharmacy
staff are aware it has been completed when issuing the medication. Prescribing
advice on initiating a NOAC (ie. edoxaban, apixaban, rivaroxaban, dabigatran) can
be found within Prescribing Matters on the intranet. The NOAC initiation form can
be used to risk assess ongoing treatment for patients admitted to hospital.

4.2.14 Prescribing for patients with naso-gastric or gastrostomy tubing
(Dosage form changing)

Some patients are unable to take medication in solid oral dosage forms. A
stepwise approach should be taken to choose a suitable alternative:

Where possible, use a licensed medicine in a suitable formulation to meet the
patient’s needs (e.g. a dispersible tablet or licensed liquid medicine).

If there is no suitable licensed formulation, consider using a licensed medicine in
an unlicensed manner (ie off label use), for example by crushing tablets or
opening capsules

In order to use a licensed medicine, consider switching to a different therapeutic
agent in the same class, or to a different route of administration. In most cases a
suitable licensed preparation will be available to meet the patient’s needs.

In the few situations where the patient’s needs cannot be met by licensed
medicines, the use of special-order products (‘specials’) may be considered.

Prescribers should be aware that many medicines are not available in a form that
can be administered via naso-gastric or gastrostomy tubing. The crushing of a
tablet or opening of a capsule changes its licensed status. If a tablet requires
crushing or a capsule requires opening to facilitate their administration, the
prescriber should indicate this on the patient’s medicine record after consulting the
pharmacist for advice. Specialist information can be obtained from the BCUHB
Medicines Information service and the ‘NEWT Guidelines’ , which can be
accessed via the intranet.




http://www.newtguidelines.com/
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Alterations that change the licensed status of a medicine must be brought to the
prescriber’s attention and recorded in writing. The patient should be informed of
the licence status of their prescribed medicine. See Unlicensed Medicines Policy

4.2.15 Critical Medicines

Critical medicines are medicines that must not be delayed or omitted without a
clinical reason that has been discussed with a prescriber. Examples of groups of
critical medicines are:

Anti-infectives

Anticoagulants

Anti-epileptics

Insulin

Parkinson’s medicines

The BCUHB Critical Medicines Guide is not exhaustive, but gives examples of
medicines that must not be delayed or omitted. Omitting critical medicines may
result in serious harm or death and therefore must be reported as a patient safety
incident via the Datix incident reporting system.

4.2.16 High Risk Medicines

High risk medicines are those medicines that have a high risk of causing
significant patient harm or death when used in error, eg methotrexate. Although
errors may or may not be more common than with other medicines, the
consequences of errors with these medicines can be more devastating. A high risk
medicine may also be a critical medicine i.e. administration is time critical.
Examples of classes of high risk medicines that are also critical medicines are:

e Anticoagulants (oral and parenteral)

e Insulins

e High dose opioids

e High risk injectable medicines e.g. chemotherapy, parenteral

nutrition (see MM02 BCU Injectable Medicines Policy)

4.2.17 Prescribing medicines which carry a black triangle symbol in the
BNF

The black triangle symbol ¥ identifies those preparations in the BNF that are
monitored intensively by the Medicines and Healthcare Products Regulatory
Agency (MHRA). Prescribers are urged caution when prescribing these
preparations and should report adverse drug reactions to the MHRA via the Yellow
Card Reporting System.

4.2.18 Prescribing medicines for which Patient Safety (Wales) has issued
safety concerns

Where Patient Safety (Wales) has identified certain medicines as having particular
risks associated when they are prescribed, the risk is highlighted through the
National Reporting and Learning System (NRLS) and Patient Safety (Wales) by
issue of patient safety alerts and notices.

4.2.19 Prescribing for patients detained under ‘The Mental Health Act 1983’

Circumstances arise where a patient is detained under The Mental Health Act and
will need medication prescribed either by consent or against the patient’s wishes.




http://www.patientsafety.wales.nhs.uk/safety-solutions
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The prescribing team must ensure that any prescribing will be in accordance with
the current legislation set out under the Mental Health Act (1983).

4.2.20 Patient Group Directions (PGDs)

See MM PGD 01 Patient Group Directions -Procedure and Guidance for Authors
and Users . A record of approved PGDs is displayed on the BCUHB intranet.
When the review date for a PGD arrives each Division will be responsible for
reviewing and updating the PGD.

4.3 Medicines Reconciliation and Prescribing on Admission

Medicines reconciliation is the process to ensure that medicines prescribed on
admission correspond to those the patient was taking prior to admission and to
ensure any changes, deletions or omissions are documented. This process must
be started by the healthcare professional clerking the patient. Every effort should
be made by the clerking healthcare professional to obtain an accurate medicine
history at the time of admission. If the information cannot be obtained at the time
of admission, further consolidation of the medicines reconciliation can be
undertaken by the admitting doctor, a nurse or member of pharmacy staff
(pharmacy technician or pharmacist). A pharmacist must always verify (clinically
check) the medicines reconciliation at the earliest opportunity.

See All Wales Multidisciplinary Medicines Reconciliation Policy for further
guidance.

4.4 Prescribing for Discharge - To Take Out (TTOs)
See NUO1 Discharge Protocol for advice on discharging adult patients.

4.4.1 Discharge prescribing in acute hospitals

Discharge prescriptions should be written as early as possible as part of the
discharge procedure. TTO prescriptions for adult patients should ideally be written
at least 24 hours prior to discharge to avoid delays in dispensing. It is not practical
to prescribe TTO prescriptions for paediatric patients in advance.

Access to a minimum of 7 days’ supply of medicines on discharge will be ensured.
Exceptions to this are medicines which are only available from hospital (see
BCUHB BRAG list).If a prescription is required for a longer duration, pharmacy
must be contacted before the prescription is issued. There are some exceptions
e.g. tapering courses of steroids and other drugs to ensure the full course is
completed.

TTO prescriptions should be written by an authorised prescriber from the
responsible consultant team, by other medical prescribers covering shifts or by a
non-medical prescriber. For the GP’s information, all current medication at
discharge should be included on the discharge prescription. The discharge letter
must also include details of any medicines that have been stopped or started and
the reasons why.

A pharmacist should clinically check all discharge prescriptions to ensure they are
safe and appropriate. It is acceptable for the issue of over labelled packs direct



http://howis.wales.nhs.uk/sites3/Documents/475/All%20Wales%20Multidisciplinary%20Medicines%20Reconciliation%20Policy%20%282%29.pdf
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from a clinical area to be second checked by a registered healthcare professional,
as set in chapter 14. Ward stock medicines must never be issued to patients on
discharge. Where practical a pharmacist should clinically check the TTO within the
clinical area. Where this is not possible, a TTO prescription sent to the hospital
pharmacy or satellite pharmacy for dispensing must be accompanied by the
medication administration record or if not practical a photocopy or scanned image
of the medicines administration record. Any patients’ own medicines and
medicines individually dispensed for the patient should also be sent to pharmacy if
available and practical. Faxed or scanned TTO prescriptions are not permitted
within acute hospitals, the original TTO prescription must be sent to the pharmacy
before the dispensed medication is released.

Discharge prescriptions for patients who have been admitted for less than 24
hours to a high turnover clinical area (e.g. acute medical and surgical admission
areas) are the exception. If the medicines for these patients have not been
changed, it is sufficient to note that no medicines have changed on the discharge
letter and they do not need to be prescribed. If any medicine, dosage or frequency
has changed, a complete new TTO must be generated.

4.4.2 Discharge prescribing in community hospitals and off site mental
health inpatient and rehabilitation units

Supply of discharge medication may be obtained from the local hospital pharmacy
or by use of the patients own drugs (PODSs) or from a local community pharmacy if
a BCUHB approved procedure is in place. Where a patients’ own drug (POD)
medicines management system is not in operation, discharge prescription supply
is usually obtained by sending or scanning the original discharge prescription to
the local hospital pharmacy for dispensing.

Each faxed/scanned TTO prescription must be accompanied by a copy of the in-
patient medication record. Controlled Drugs cannot be dispensed from
faxed/scanned TTO prescriptions, but may be dispensed and supplied only when
the original TTO prescription is received and checked against fax copy.

4.4.3 Pharmacist transcribing discharge prescriptions

Pharmacists that have had their competency assessed, may transcribe medication
written on the patient medication record onto a discharge prescription once the
discharge medication is confirmed with the medical team. The accuracy of
transcription must be checked by a second pharmacist, a pharmacy technician or
another healthcare professional.

Changes in medication from admission will be highlighted for the benefit of the GP
with reasons why.

4.4.4 Pharmacy technician transcribing for discharge (TTOSs)

Pharmacy technicians must be trained and assessed as competent in
transcription, in accordance with BCUHB approved guidance on pharmacy
technician transcribing. This would usually be a recognised medicines
management training programme. Competent Pharmacy technicians may
transcribe current medication from the medication administration record onto a
discharge prescription once the discharge medication is confirmed with the
prescriber. The pharmacy technician transcription must be checked by a
pharmacist who will authorise the TTO.
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4.45 Leave medication for patients on mental health wards

Short term leave medication should be planned in advanced and ordered from the
hospital pharmacy. The leave medication can be dispensed from the All Wales
inpatient mental health chart using the leave section, and a photocopy will be
retained in the pharmacy. Controlled drugs must be prescribed on an outpatient
prescription and sent to pharmacy with the drug chart where the original copy will
be retained in pharmacy. Medication dispensed and labelled by pharmacy for
leave can be supplied to cover the period of time until the patient returns to
hospital. Nurses must not dispense medication from ward stock to facilitate
supply of leave medication as this is a contravention of Regulations under the
Medicines Act. If medication is required out of hours the emergency duty
pharmacist must be contacted for advice.

4.4.6 Discharge prescribing for patients at risk of self harm

Patients deemed to be at risk of self-harm, will be supplied, for example, with a
maximum of two weeks medication, on discharge from a clinical area. A decision
around the exact quantity to supply should be made following an assessment of
the patient and their individual circumstances.

4.5 Prescribing for Out-Patients

When medicines are to be prescribed for administration in the out-patient clinic,
they should be written and recorded within the patient’s notes or written on a
prescription chart to allow nurse administration to be recorded.

Out-patient prescribing should be minimal, limited to hospital only products or
when an urgent clinical need exists. The internal hospital out-patient prescription
form HMR 112 (W) can only be dispensed from the hospital pharmacy.

Routine and non urgent amendments to medication can be made by the use of a
GP prescribing referral form. An ‘Outpatient Department GP Medication review’
pink form is available to facilitate this process — only medical teams and registered
prescribers / Non- Medical Prescribers may complete either of these forms. It must
be remembered that GP prescription turnaround time is usually a minimum of 3
days. The request to prescribe must be accompanied by clinical information to
inform the prescriber of why the prescription is necessary and whether there have
been any other medicine or dose changes.

The WP10 (HP) or Non-Medical Prescriber (NMP) equivalent prescription form WP
10 (HIP) may only be used in pre agreed circumstances. The local hospital
pharmacy should be contacted to obtain supplies. This form can be dispensed
from community pharmacies. There may be local agreements where WP 10(HP)
prescriptions are used for routine prescribing eg CAMHS services. It is normal
practice for a maximum of 28 days to be dispensed at a time, although there may
be specific services or situations where it is acceptable to prescribe for longer
durations at the discretion of the prescriber.

The WP10 (HP) or WP10 (HIP) must not be used to circumvent any hospital
prescribing procedure e.g. non formulary medicine. Prescribers need to be aware
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that data from WP10 (HP) WP10 (HIP) prescriptions are audited for compliance.
The prescriber must clearly print their name and contact number when using a
WP10 (HP) or WP10 (HIP), to enable contact should a query arise from the
dispensing community pharmacy. The doctor or NMP should ensure that the
prescription is appropriate, including carrying out any tests required to ensure
safety.

Communication of prescribing recommendations from out-patient clinics to
patients and their GPs is a complex area where patient safety can be
compromised. All communications should be in writing with the responsible doctor
or NMP identified. Where communications are sent via the patient, there should
be clear instructions to the patient regarding the time scale for completion of the
prescription, this should be in addition to and not instead of a formal
communication.

Handover of responsibility has to be a joint consensual decision between hospital
team and GP. If the GP hasn't accepted that role, the person requesting the
prescribing must retain responsibility. The GMC Good Practice in prescribing and
managing medicines and devices is clear that the legal responsibility for
prescribing lies with the prescriber who signs the prescription. Where a GP feels
that a prescription recommendation is inappropriate, the secondary care clinician
should be informed. Primary care prescribers are responsible for informing
secondary care doctors caring for a patient when a recommended treatment has
had to be stopped or changed. That responsibility can only be delegated to
someone else if they accept by prior agreement.

4.5.1 Repeat Prescribing for Hospital Out-Patients

e Arepeat prescription written on an internal hospital out-patient
prescription form HMR 112 (W), is valid for a period of 12 months
from the date of writing after which they will be filed.

e Arepeat prescription must state the exact number of repeats that a
prescription is valid for in terms of frequency and quantity. A repeat
prescription that states “Repeat as necessary” or “rolling
prescription” will not be valid and the prescriber will be contacted by
pharmacy to confirm the frequency and number of repeats that may
be required.

e The first dispensing must be made within 3 months from the
prescription being written. Patients presenting prescriptions after
this period will be referred back to clinic.

e Repeat prescriptions for schedule 2 and 3 Controlled Drugs (CDs)
are not allowed. Installment prescriptions are only allowed where a
specific service has an SOP in place that has been approved by
Drugs and Therapeutics group (DTG).

e The total / cumulative supply made to a patient against one
prescription will not exceed either the stated duration or a maximum
12 month’s supply of that particular product.



https://www.gmc-uk.org/ethical-guidance/ethical-guidance-for-doctors

https://www.gmc-uk.org/ethical-guidance/ethical-guidance-for-doctors
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¢ Inthe event of a breakage or loss of medication, a new prescription
is required. A record of this should be endorsed on the repeat
prescription.

4.6 Commissioned health care
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4.6.1 Commissioned private healthcare

Any such commissioned service will be to a standard of NHS Wales and those
commissioned healthcare professionals to a standard of their regulatory body and
set out in a service specification for the commissioned service. Medicines will be
handled in accordance with the regulations of the Care Act.

4.6.2 Cancer Services at Home

Systemic anti-cancer therapy (SACT) will be routinely commenced on the three
chemotherapy units within BCUHB. There are some scenarios whereby a patient’s
treatment will be continued at home:

e Patients prescribed continuous fluorouracil pumps will continue to
receive their chemotherapy at home for 2-5 days. Once finished, the
pump will be disconnected from the peripherally inserted central
catheter (PICC) by an appropriately trained nurse.

e A small cohort of patients are offered the option to receive their
cancer treatment at home via a homecare service.

e Oral targeted treatments are increasingly becoming mainstay
treatment for cancer patients. These treatments will be prescribed
by their cancer clinicians and will, in the main, be dispensed by the
local hospital. These tablets/capsules will be taken by the patient in
their own home. Patients will be made aware that further supplies
will be prescribed by their cancer clinician only.

4.6.3 Palliative Care in adults

The specialist Palliative Care team will be involved with some palliative patients in
conjunction with the primary care team. They may advise and support the
community teams. Some medication will be commenced by the General
Practitioner and others by Consultants in the Acute Hospitals, Community
Hospitals or Hospices.

A palliative care medical advice helpline for BCUHB is available 24hrs a day, 7
days a week via Nightingale House Hospice 01978 316800 and Clinical Nurse
Specialists are available 9am-5pm, 7days per week via switchboard in each area.

4.6.4 Registered Nursing and Residential Care Homes

Care Homes are registered and regulated by the Care Inspectorate Wales (CIW)
and medicines should be handled in those settings in accordance with the Care
Homes (Wales) Regulations (2002). Where a BCUHB employee (usually a
registered nurse) is called to administer a particular medicine within a care setting
then they must ensure that they have written authorisation from a prescriber to
administer that medicine, which may be in the form of a dispensed medicine in that
service user's name and a clear dose is specified. A record of administration will
be made on the appropriate District Nurse medication administration record. See
MM16 for guidance on the transcription of medicines by registered nurses in
exceptional circumstances.
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Chapter 5 Ordering and Receipt of Medicines

Categories of medicines include::
e Stock medicines ie an agreed list of medicines that are used regularly within
the clinical area
e Non —stock medicines ie medicines for use by individual patients
Options for ordering are set out below.

5.1 General principles for ordering medicines for clinical areas
The process of ordering and receiving medication from pharmacy must include the
following:

e a clear audit trail to maintain safety and security of medicine use
maintenance of safety for staff and patients
clearly defined staff responsibility for each stage of the process
regular monitoring of medicines liable to diversion or misuse
the use of “controlled stationery” to order medicines. and as such order books
must be stored safely when not in use. Access to ordering books must be
restricted to authorised staff. Electronic ordering systems must be limited to
staff with authorisation attached to their individual user name and password.
All paper and electronic orders must be kept for 2 years as a record of the
transaction for audit purposes, see chapter 12 for further guidance.

5.1.1 Ordering stock medicines in clinical areas

Ordering stock medicines will depend upon the storage system in use ie

electronic or paper. In areas where the automated storage cabinets exist, the
cabinets are programmed to send an electronic order to pharmacy when stock
reaches an agreed minimum level. All clinical areas will have an agreed restocking
cycle. Stock medicines can also be ordered on an ad-hoc basis if necessary but
will not be routinely supplied at weekends/out of hours except in clinical
emergencies.

5.1.2 Responsibility/control of stock medicines in clinical areas

The manager has responsibility for all medicines on that ward or unit. This overall
responsibility cannot be transferred to anyone else since it covers the strategic
elements of medication handling in the clinical area which ensures that day to day
practice is in line with current legislation, local and national policies/guidance.
The stock levels should be agreed between the pharmacy department and the
manager of the clinical area and this should be reviewed on a regular basis (at
least twice a year).

The pharmacy will agree and arrange which system of regular top-ups/stock
control is best suited for that clinical area and the frequency with which these will
take place. Clinical areas not receiving pharmacy stock control must arrange with
their supplying pharmacy for regular stock medicines checks.

Order assembly and the transfer back to the clinical area will be the responsibility
of the pharmacy department. The pharmacy will highlight medicines needing
special storage or temperature conditions, to ensure the security and stability of
the medicines until they are delivered to the clinical area.
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5.2 Ordering of non stock medicines in hospitals

Where a patient is prescribed a medicine that is not held as ward stock, a supply can
be obtained from pharmacy. Medicines brought into the hospital by the patient can be
used without need to order further supplies, as long as the medicine is suitable for re-
use. If a supply is needed the order may be generated by either the ward based
pharmacy technician or pharmacist for that ward as part of the regular pharmacy
service or alternatively, by a registered nurse.

A registered nurse can generate a non stock medicine order using the approved
order documentation and send to the hospital pharmacy. The order must be
accompanied by the original patient administration record or photocopy or scanned
image so that a clinical check can be made by the pharmacist in the pharmacy to
ensure patient safety. This applies to both acute wards/departments and community
hospitals.

5.3 Non-availability of medicines
In the event of lack of availability, the following should be considered:

e Category of medicine, ie whether the medicine is a stock or non-stock
medicine.

e For stock items place an ad hoc order.

e For non-stock medicines, either order from Pharmacy, check if the patient has
brought in their own supply or ask if the relatives/ carers could bring in a
supply from home.

e For patients transferred from another clinical area, contact the previous
clinical area to check if the medicine is still there.

e Check whether the Pharmacy delivery bag or box been emptied.

5.3.2 Non availability when pharmacy is closed

When a medicine is unavailable the registered nurse must consider the urgency
and necessity of the patient receiving the medication. If a decision is made that the
medication is required to be given before pharmacy reopens every effort must be
made to find an alternative way of obtaining it. See BCUHB Critical Medicines
Guide for guidance on medication that must never be omitted.

In the event of lack of availability out of hours, the followed should be considered:
Where available, remotely search from the BCUHB intranet home page for the
availability of medicines in clinical areas, or through the automated medicine
storage cabinet linked system.

Check the hospital’s emergency room/cupboard stock list on the BCUHB intranet
and follow the local procedure for access to this supply e.g. contact clinical site
manager (CSM). If a supply is located, only full packs are be taken, do not remove
doses from the original and make a record what has been taken.

If a supply still cannot be obtained, contact the local CSM for permission to contact
the emergency duty pharmacist in accordance with local procedures. The
emergency duty pharmacist may recommend an alternative, or make a supply,
whichever is clinically appropriate.

For Controlled Drugs Record see chapter 9.

5.3.3 Borrowing of Medicines

There should be no reason for clinical areas to borrow medicines from other
clinical areas when the local hospital pharmacy is open. When borrowing is
unavoidable, the identity of the nursing staff, midwife or ODP requesting the
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medicine must be checked and recorded before the transfer takes place. The
appropriateness of the request must be considered in terms of the medicine
requested and the risk of diversion.

5.4 Receipt of medicines in the clinical area
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5.4.1 Receipt of stock medicines

When medicines have been delivered to the clinical area the recipient should
check the medicines received against the delivery note issued with the medication.
If all the items are correct then the recipient shall sign and date the delivery note
and then put away the medicines in their designated locked cupboards in that
clinical area. The signed delivery note must be kept for 4 weeks for audit purpose.
The checking and putting away should take place as soon as possible after
delivery has taken place. The delivery must be checked for those items that need
special storage e.g. fridge items and these must be unpacked immediately and
refrigerated.

5.4.2 Receipt of individual patient medicines in hospitals

When individual patient medicines have been delivered to a clinical area the
recipient should identify which patient the medicines have been dispensed for and
transfer to the appropriate bedside locker. The locker should only contain
medicines for that patient, it should be emptied each time a patient is discharged
from the bed space.

The delivery must be checked for those items that need special storage e.g. fridge
items and these must be unpacked immediately and refrigerated. Should the
patient have been transferred to another ward then the recipient must take steps
to transfer the medicines to the new ward. See section 6.3.3 for further details.
Only registered healthcare professionals are permitted to place medicines in the
patient’s bedside locker as defined in MARRS All Wales Policy for Medicines
Administration, Recording, Review, Storage and Disposal (2015).



http://www.awmsg.org/docs/awmsg/medman/All%20Wales%20Policy%20for%20Medicines%20Administration,%20Recording,%20Review,%20Storage%20and%20Disposal.pdf
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Chapter 6 Storage of Medicines in Clinical Areas

Well designed and appropriate storage of medicines can reduce waste, incorrect
medicine selection and missed doses. The Patient Safety Notices PSN 030, The safe
storage of medicines: Cupboards 2016, PSN 15 ‘The storage of medicines:
Refrigerators 2015, and the All Wales Policy for Administration, Recording, Review,
Storage and Disposal, November 2015 set out the legal standards, best practice and
patient safety recommendations that apply to the safe and secure storage of medicines.
The Nursing and Midwifery Council Code () dictates that a registrant takes all steps to
ensure medicines are stored securely.

6.1 Responsibility

The nursing manager or clinical lead of the area is responsible for the safe custody,
storage and documentation of all medicines within a clinical area. They may delegate
some duties involved in the storage of medicines but cannot delegate responsibility.

6.2 Storage of Medicines in Clinical Areas

In all clinical areas, medicines must be stored in an area or room which:

e |s clean, well ordered and not be freely accessible to patients. In areas
without a 24 hour staff presence, the room must be lockable

Accessible only to authorised staff

Has running water and a sink

Has an adequate lighting level

Medicines must be locked within a medicines cupboards at all times unless for

the immediate administration to a patient. In this case they must be in the

possession of a person to administer and not left unattended at any time.

e Sufficient space should be provided to allow the safe preparation of medicines
within hospital in-patent areas. Work surfaces must be clean and not cluttered.
PSN 30 requires a minimum worktop area of 2m? for medicine preparation on a
24 bedded in patient ward area.

Where pneumatic air tubes are in use to transport medicines to and from pharmacy, the
receiving cupboard must be locked and checked regularly especially at the end of each
shift.

Medicines must not be stored near sources of direct heat such as radiators or direct
sunlight near a window.

Medicines must be kept in their original containers.

6.2.1 Stock medicines

Clinical areas must have distinct, storage facilities for medicines to reduce the risk of
medicine mis-selection. External medicines and medicated dressings can be stored
in trays and baskets. All other medicines and diagnostic testing reagents (including
urine testing) must be stored in separate lockable cupboards or in separate
compartments of an automated storage system. See chapter 9 for storage of
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http://www.patientsafety.wales.nhs.uk/sitesplus/documents/1104/PSN030%20Safe%20storage%20of%20medicines%20cupboards.pdf

http://www.patientsafety.wales.nhs.uk/sitesplus/documents/1104/PSN015%20The%20storage%20of%20medicines%20-%20refrigerators.pdf
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http://www.awmsg.org/docs/awmsg/medman/All%20Wales%20Policy%20for%20Medicines%20Administration,%20Recording,%20Review,%20Storage%20and%20Disposal.pdf

https://www.nmc.org.uk/standards/code/
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controlled drugs. Each clinical area must also have designated separate lockable
cupboards to store medicines ‘to take home’ and ‘returns to pharmacy’.

Where medicines have similar names and appearance measures to separate the
medicines to avoid mis-selection should be employed. Contact Pharmacy for further
advice.

6.2.2 Epidural Infusions (where permitted)

Epidural bags must be stored separately from intravenous infusion bags. Compound
epidural bags containing controlled drugs must be stored in a locked CD cupboard.
This cupboard must not be used to store other intravenous or any parenteral
medication.

6.2.3 Intrathecal infusions (where permitted)
See MMO5 Intrathecal Chemotherapy Policy for further details

6.2.4 Intravenous fluids

Intravenous fluid containers must not be transferred from their original box where
possible. If a small number of infusion bags cannot be stored in original boxes, the
bags must be segregated in a clearly labelled area so that they cannot be mis-
selected.

Intravenous fluids must be stored on shelves and not on the floor. They must not be
mixed with peritoneal solutions or large volume sterile irrigations.

6.2.5 Medical gases

For storage of medical gas cylinders see Guidance for Administration and use of
Emergency and Non-Emergency Oxygen in Adults in Acute and Community
Hospitals MM 15.

6.2.6 Flammable medicines including flammable topical products

Flammable medicines should be stored in lockable metal cupboards if quantities
greater than 5L are to be stored. Small volumes can be stored in medicine
cupboards. Contact Pharmacy to undertake a risk assessment to ascertain whether a
fire resisting metal cabinet is required, which will take in to account the quantity and
flammability of the medicines.

A list of paraffin based skin products that are at risk of fire can be found within the
medication safety alert.

6.2.7 Patients’ Own drugs (PODs)

‘Patient’s Own Drugs’ (PODs) refers to medicines that have been brought into the
clinical area by the patient having been previously dispensed for that patient. It also
includes over the counter (OTC) medication purchased by a patient. PODs medicines
are not BCUHB property but to ensure safe use and control for an individual patient
their medicines must be stored and handled as set out in 6.3.3.

On discharge, PODs can be returned to patients if deemed clinically appropriate and
suitable for use, providing there is no risk of overdose, misuse or diversion. Where
PODs are no longer required, they should be discarded and treated as clinical waste.
Patient consent must be obtained. If a patient wishes to retain the medicine despite it
no longer being prescribed, documentation of the perceived risk must be recorded in
the patient record. PODs must never be recycled into clinical area medicines stock.
Controlled drug PODs must be signed out of the CD register and returned to the



http://howis.wales.nhs.uk/sitesplus/documents/861/MM05%20%20Intrathecal%20Chemotherapy%20Policy%20Version3.pdf
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patient. CD PODs no longer required must be disposed of in accordance with the
processes set out in Chapter 9.

6.2.8 Emergency boxes, adrenaline for anaphylaxis and hypoboxes

All clinical areas and community based settings should have access to immediate
lifesaving treatment i.e. emergency box, adrenaline for treating anaphylaxis and hypo
box. These should be kept in a safe location in the clinical area so as to be readily
available when needed. This must be balanced against the need for medicine
security. A risk assessment should be undertaken by the manager of the clinical area
or community based setting to establish the requirements for staff to obtain and carry
medicines relevant to their practice.

Wherever possible immediate lifesaving medication should be stored out of direct
view of the public. Emergency boxes have a tamper evident seal and expiry date,
and once the seal is broken or the box expires it should be replaced via the
pharmacy department as soon as possible. Once adrenaline or contents of a hypo
box have been used, stock replacement stock should be ordered form pharmacy in
line with local standard operating procedures. Each clinical area or community based
setting must have a standard operating procedure in place for the checking and
replenishment of stocks of lifesaving treatment.

No medicines may be stored on resuscitation trolleys except the emergency sealed
box and a bag of 0.9% sodium chloride intravenous infusion 500mL.

All in-patient clinical areas stocking opioids must ensure they have access to
injectable naloxone. All in-patient clinical areas stocking injectable benzodiazepines
must ensure they have access to injectable flumazenil. In the clinical areas where
staff are not able to administer flumazenil (eg community based hospital setting) a
risk assessment must be undertaken by the manager of the clinical area and a
process agreed for managing patients requiring this treatment.

6.3 Medicine Cupboards
Medicine cupboards must comply with the current British Standard — BS2881 (1989).
Either metal lockable cupboards or automated medicine storage systems must be used.

In the hospital inpatient setting, it should be ensured that the medicines cannot be taken
from the back of the cupboard. Medicine cupboards within ground floor clinical areas
should be located so that they are not visible from an outside window .Visibility from
outside windows can be minimised by fixing opaque sheets to ground level windows.
Contact the Estates department for further advice.

If different arrangements are required, the Chief Pharmacist should be consulted and
approve storage arrangements for the following areas storing medicines:

6.3.1 Medicines Trolleys
Where in use, the contents of medicines trolleys should be restricted to the minimum
requirements to meet the needs of the medicine round. When the trolley is being

43



http://howis.wales.nhs.uk/sitesplus/861/opendoc/359997



44

Q G IG Bwrdd lechyd Prifysgol
ago Betsi Cadwaladr

N HS University Health Board

used, it must not be left unattended unless locked. Trolleys must not be placed next
to radiators or in direct sunlight. When the trolley is not in use, it must be locked and
secured to a main wall or floor by a chain, padlock or security system. Medicines,
including nutritional supplements and thickening agents must not be left on top or
beneath the trolley (see section 6.2.1). Controlled drugs must not be stored in a
medicines trolley.

6.3.2 Medicines Refrigerators and Freezers

Medicines requiring storage at temperatures between +2°C and +8 °C must be stored
in a locked medicines refrigerator. Refrigerators must only be used to store
medicines and nutritional supplements. Advice can be obtained from pharmacy
regarding what products can be stored in the medicines refrigerator.

For storage of vaccines, refer to IMMS 04 ‘Storage and handling of Vaccines Written
Control Document.

Refrigerators must be locked or under the control of an automated medicine storage
system when not in use and must not be over loaded. There should be sufficient
space for air to circulate around the internal space. Medicines must not be in contact
with the sides or back of the refrigerator. Medicines no longer needed should be
returned to pharmacy.

It has been agreed that emergency fridges in ITU and HDU will be unlocked to
provide timely access to emergency medicines; they will contain the minimum
amount of medicines necessary which must be agreed by Pharmacy. Other fridges
on both units must remain locked.

Freezers (where used) must also be locked and the temperature maintained at -18°C
to -23°C.
See section 6.5 for temperature monitoring guidance.

6.3.3 Bedside medicine cupboards in hospital

Storing medicines in bedside cupboards reduces the risk of selection error. Where in
use, individual lockable cupboards are used to store patients’ own medicines and
medicines which have been individually dispensed for that patient. Stock medicines
can also be stored in the patients’ medicine cupboard if the medicine is prescribed for
that patient.

Each medicine cupboard must have a unique suited key within that clinical area, with
a master key for the suite required for nursing staff and pharmacy. Electronic locking
systems e.g. swipe card or fob are permitted for locking medicines cupboards.

Patients should have access to either the key or electronic locking device to facilitate
self administration. See MM 21self administration guideline for further details. When
a patient is transferred or discharged, the cupboard must be emptied.

Medicines must be locked away in the medicines cupboard. Only a registered
healthcare professional can place medicines into the patient’s medicine cupboard, as
defined by MARRS All Wales Policy for Medicines Administration, Recording,
Review, Storage and Disposal (2015). It is however permissible to leave out specific
medicines required on an ‘as needed’ basis e.g. reliever inhalers, glyceryl tritrinate



http://howis.wales.nhs.uk/sitesplus/documents/861/imms_04_2015.pdf

http://www.awmsg.org/docs/awmsg/medman/All%20Wales%20Policy%20for%20Medicines%20Administration,%20Recording,%20Review,%20Storage%20and%20Disposal.pdf
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spray and topical preparations. This practice may be unsafe in certain clinical areas
and should be risk assessed by the manager of the clinical area. If a patient requires
access to any other medicines, they should be assessed for self administration.
Refer to MM 21as above.

6.3.4 Storage of medicines in operating theatres

Within theatre areas it is essential that there is rapid access to medicines in the event
of an emergency. Therefore the medicines cupboards within recovery and
anaesthetic rooms may remain unlocked while theatres are in use as long the area
has staff present. Where installed, controlled access to theatre areas must be
utilised. When the operating list is complete and staff are no longer present, the
cupboards must be locked and the unit locked.

Where possible local anaesthetics must be stored separately to other intravenous
medication.

It not acceptable practice to store prepared injectable medicines (i.e. medicines
drawn up in syringes) in any medicine cupboard. If syringes are not used they should
be discarded appropriately. When the patient is transferred from the anaesthetic
room to the theatre, any medication prepared in syringes should be labelled and
transferred with them, or disposed of appropriately if no longer required.

6.3.5 Storage and transport of medicines by community nurses

Where community staff need to carry medicines to a patient’'s home or elsewhere,
they must ensure that all medicines are securely stored i.e. in a suitable lockable
container or medical bag. These must be concealed in the boot of a vehicle but not in
view of the general public for the minimum time needed. If possible they should not
be left unattended until use or return to the originating storage cupboard at base.
This includes anaphylaxis kits and hypo boxes. Medicines must be returned to
secure storage at clinic/hospital base at the end of the nurse’s shift.

Storage must be in line with the medicines manufacturer’s recommended
temperature. If the medicine requires cold storage the medicine must be carried in
appropriate packaging to maintain the ‘cold chain’ (See section 6.3.2).

It is acknowledged that issues of personal safety and security for individual
employees in certain circumstances may require medicines to be carried in a fashion
that does not draw attention either to the individual or to the medicines being
transported. A risk assessment should be undertaken by the manager of the clinical
area or community based setting.

Enhanced care teams may be required to carry a limited stock of medication to
undertake an initial clinical assessment or/ and where the client requires an
immediate prescription, administration and supply of medication. This may be
necessary to avoid undue delay in commencing a course of essential and urgent
medication. The team must have the stock requirements agreed with, and closely
monitored by, the Pharmacy Department. Medication from this stock must only be
administered against a valid written prescription or under operation of a patient group
direction (PGD).

Designated community staff should possess an authenticated identification card
which must be carried at all times. Staff who are not registered nurses may deliver



http://howis.wales.nhs.uk/sitesplus/861/opendoc/359997
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medication for self-administration by the client. For removal of unwanted medication
from patients home, refer to MM33 Guidelines for Community Staff.

6.4 Transport of medicines
When medicines are being transported from the pharmacy to a clinical area, it shall be
in such a manner that ensures they reach their destination safely, undamaged and have

be
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en kept under the correct storage conditions.

6.4.1 Transport of medicines from hospitals to clinical areas

Each hospital pharmacy will put in place a system for recording despatch and
delivery of medicines from the originating pharmacy. If it is found that the storage
conditions are inappropriate, the manager of the clinical area or community setting
must be informed. In a situation of a continuing problem the pharmacist will notify in
writing the clinical manager responsible for the clinical area.

6.4.2 Transport of medical gases in community

Patients in the community needing oxygen will have a commissioned service
provided by a medical gas contractor or in certain circumstances, an oxygen
concentrator. Where BCUHB staff have a need to carry medical gases in their own
transport they must ensure that the manufacturers recommendations for storage and
use are followed and that their vehicle insurance includes provision for carriage of
medical gases.

6.4.3 Storage conditions in transport

Whenever medication is to be transported from one area to another, the
recommended storage conditions e.g. Controlled Drugs, temperature or humidity
must be considered and the method of transfer must take these storage conditions
into account. When sending out items with highly sensitive temperature conditions
e.g. vaccines, it is good practice to notify the receiving unit of the day/date of
transportation to maintain the cold chain as described in the National Reporting and
Learning system (NRLS) Rapid Response directive (RRR008 Cold Storage). Refer to
‘Storage and handling of Vaccines Written Control Document (IMMS 04) using the
link IMMS 04

6.4.4 Packaging for transportation

When transporting any medicine due regard must be taken of the fragility of the item
being despatched. Those items known to be fragile e.g. items already packed in a
glass container, or items which are known to have a COSHH hazard must be packed
carefully (these may require extra padding around the container) in order to remain
intact throughout the transport process. It is essential that when the item reaches its
destination it is still intact and can be used for a patient. Pharmacy must be notified
immediately of any damaged receipts.

6.4.5 Transport documentation

Medication should only be transferred from pharmacy to a clinical area on the same
site by hospital staff. In most cases this will be hospital porters. Other staff e.g.
pharmacy, nursing or health care workers can also transport medication, but only if
they can be identified by their employer identification badge. For any transfer that is
going off site to another health premises, then the person carrying out the delivery
must sign a pharmacy transport note on pickup within pharmacy. In addition they
must also ensure the receiving staff signs for receipt of the medication to ensure a
complete audit trail. The carriers in this case will be signing for the outer transport
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bag or box and not for the individual contents. The record of receipt will be returned
to the supplying pharmacy as soon as possible. If voluntary transport arrangements
are in use then a badge or similar identification system must be in place.

6.5 Temperature monitoring
A minimum and maximum calibrated thermometer must be used to monitor minimum

an

d maximum temperatures of all rooms storing medicines, refrigerators and freezers.

Thermometers need to be replaced every 12 months as calibration is only valid for this

pe

riod. Thermometers can be obtained via contacting the local Medicines Management

Nurse. Batteries must be replaced immediately if the readings become erratic or the
display clarity fades. The thermometers use 2 AAA batteries, which can be obtained
from stores. Some refrigerators have with in-built temperature monitoring and SD card
readers which automatically log temperatures and alarm visually and audibly if a fault is
detected. Such refrigerators must be calibrated on an annual basis.

a7

6.5.1 Refrigerator and freezer temperature monitoring

Both refrigerator and freezer temperatures must be recorded on a daily basis. It is
good practice to monitor temperatures for refrigerators storing vaccines on a twice
daily basis.

See Appendix 1 for guidance and Appendix 2 for monitoring forms.

6.5.2 Room temperature monitoring

The room temperature of areas holding medicines must be checked on a daily basis
to ensure appropriate storage temperatures are maintained. The temperature range
would be expected to be between 15°C to 25°C for most medicines although some
medicines can be stored at up to 30°C. If the room temperature rises above 25°C for
2 days or more, the Pharmacy team must be informed so that specific advice can be
provided where necessary. Staff working in the clinical area should take remedial
action to reduce the temperature in the clinical rooms as quickly as possible and
document, e.g. windows opened, portable air conditioning unit installed, drugs
relocated, etc.

See Appendix 2 for monitoring forms.
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Chapter 7 Administration of Medicines

7.1 Persons authorised to administer medicines

All healthcare employees set out below and evidenced as competent to administer
medicines can administer medicines on the authorisation of a medical practitioner,
dental officer, and non-medical prescriber. Any doubts in relation to the safety,
accuracy or clarity of a prescription must always be checked with the prescriber or a
pharmacist before administration.

7.1.1 Nurses/Midwives
The following groups of nursing staff can administer medicines:

e All BCUHB employed nurses and midwives with a current registration with the
NMC, including bank and agency nurses. All newly qualified nurses and non
UK Registered Nurses must await receiving their PIN and confirmation of
NMC registration prior to administering medication unsupervised. On
receiving their NMC PIN, all new registrants (UK and non-UK) must complete
the BCUHB Medicines Management Assessment Workbook and
Competencies before they can carry out single nurse administration.

e Agency workers who are registered with the NMC, provided BCUHB has
received written assurance from the agency that there are no performance
issues concerning medicines management. See SOP for BCUHB Nurse Bank
and Agency Nurses/Operating Department Practitioners (OPD) workers to be
able to administer medication including intravenous (IV) medication for
guidance.

e Registered nurses (Level 2) with a current registration with the NMC
undertaking a conversion course whilst allocated to their own speciality area,
except Paediatrics.

¢ Non UK Registered Nurses being directly supervised by a registered
practitioner prior to their own registration with the NMC. The responsibility of
the safe and secure management of medicines lies with the registered
practitioner at all times and this responsibility cannot be delegated.

e Student nurses and midwives, being directly supervised by a registered
practitioner. The responsibility of the safe and secure management of
medicines lies with the registered practitioner at all times and this
responsibility cannot be delegated.

Registered midwives may, in the course of their professional practice administer, on
their own initiative, any of the substances specified in medicines legislation under
midwives exemptions. When medicines are administered or supplied by a midwife in
these circumstances a record should be made in the patient notes or midwifery
record see midwives exemptions 2018.

All staff involved in medicines administration must receive medicines management
education/training as part of their induction to the BCUHB and update their
knowledge of Medication Administration, Recording, Review & Storage (MARRS)
practices every three years by completing the All Wales MARRS e-learning via ESR
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or face to face ‘back to basics in Medicine Management’. A practitioner’'s medicines
practice must also form part of the individual's annual review process, giving both the
reviewer and practitioner opportunity to identify any learning needs and actions
required in the intervening years, between undertaking the required learning
programme every third year.

7.1.2 Non-nursing/midwifery employees
The following groups can administer medicines:

e Registered Medical Practitioners and Dentists

e Registered Operating Department Practitioners (ODPs) only with the
appropriate training and assessment of competence

e After appropriate training and competence assessment specific medicines
may be given by registered health professionals. e.g. Radiographers,
Podiatrists, Orthoptists, Clinical Physiologists, Physiotherapists, BCUHB
employed paramedics

e By delegation of a registered nurse, Pharmacists and Pharmacy Technicians
who have completed the accredited QCF Level 3 Unit 29 Administering
Medication to Individuals (QCFW, 2006) or equivalent training.

e By delegation of a registered nurse, BCUHB care staff who have undergone
specific training and assessment of competence in medicine administration
when delivering personal care or domiciliary care in the community (see
Chapter 8).

e Student ODPs or radiographers being directly supervised by a registered
practitioner. The responsibility of the safe and secure management of
medicines lies with the registered practitioner at all times and this
responsibility cannot be delegated.

7.2 Independent second check and witnessed administration
An independent second check describes the process by which two competent
persons separately check that the correct medicine has been selected and prepared.
The independent second check must not be led or influenced by any other person.
The independent second check must check that the:

e Patient has been positively identified and the correct prescription has been
selected
Medicine selected matches the prescription
Correct strength, dose and form has been selected
Calculations are correct
Medicine is fit for use and has not expired
Patient is not allergic to the particular medicine, medicine class or any
ingredient contained therein.

This is also applicable to selection and removal of medicines requiring a second
check from automated cabinets. A second checker must never log into the
automated cabinet to remove medicines without performing the checks listed above.

Accountability for the preparation of medication remains with both the administrator
and the competent person providing the independent second check.
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The second checking of medicines does not apply in areas of anaesthesia and
resuscitation where the doctor, dentist or ALS provider can administer medicines
alone.

The second checking of medicines does not apply in community practice e.g. at a
patient’'s home.

Witnessed administration describes the process in which two competent persons
witness the complete procedure ie from the patient identification and allergy check,
product selection against prescription and preparation through to the administration
of the medicine to the patient for whom it is prescribed.

The following can undertake an independent second check and witness
administration:

e Registered nurses, midwives and ODPs

e Bank/agency registered nurses/midwives, once they can evidence
competence (e.g. copy of competence document) See the ‘BCU SOP for
Bank And Agency Workers (Nurses/Midwives and operating Department
Practitioners (OPD) to be able to administer medication including intravenous
(IV) medication’ for further guidance.

e Student nurses, student midwives and student ODPs under direct
supervision from two separate registered nurse/midwife/ODP.

e Whilst in placement training, student nurses/midwives/ODPs must be given
practical training in the clinical area in the skills necessary for the
administration of medicines but they must have direct supervision from two
separate registered nurses/midwives/ODPs.

e Clinical research officers as part of a clinical trial once they can evidence
competence (e.g. copy of competence document). Can undertake this activity
as part of a research study, approved by the Principle Investigator (PI) and
Lead Pharmacist for the Clinical Trial, following study specific SOPs

e Healthcare Support Workers (HSCW), see Chapter 8 for full details

e Pharmacy technicians and pharmacists who have completed BCUHB second
checking competency assessments. This includes second checking of CD
medicines, if approval has been given by the Executive Director of Nursing.

7.2.1 Medication requiring an independent second check and witnessed
administration

An independent second check must be obtained and administration witnessed for
the following types of medicines :

¢ All medicines administered to a child under 16 years of age (under the age of
18 years of age in Paediatric care settings)

Controlled Drugs (see chapter 9)

The selection and mixing of medicines in syringes or infusion bags

The administration of all intravenous, epidural injections and infusions
Administration of insulin injections in the in-patient setting

Any medicine with which the primary administrator is unfamiliar or working
outside area of routine clinical practice, in particular those medicines that are
to be administered parenterally

e Any complex calculations
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e The reconstitution of sterile dry powders into a solution for injection/or for oral
administration e.g. antibiotic liquids

e Titrated doses require a second check at every dose change, although it will
not always be applicable for both professionals to sign, depending on regime
being administered. Risk assessments should be undertaken in these cases.

Injectable bolus doses have to be checked at the patient’s bedside, but the second
checker is not required to stay throughout the administration, administration does
have to be witnessed.

Medicines designated by divisions as needing two person administration must be
communicated to any new or external nurses/ midwives.

7.3 Selecting medication

The medicine selected must match the administration record for the correct dose,
strength, route and form and be in date. Care must be taken when selecting
medicines with similar names and packaging.

All medicines supplied from the hospital local pharmacies will be labelled by the
original manufacturer or by the pharmacy in a manner that will allow identification of
the medicine contents against the patient’s prescription.

If the pharmacy repackages an original manufacturer pack, the pharmacy label will
then identify the contents of the dispensed container. If the container is a box
containing a strip of tablets, it is good practice to confirm identity marked on the label
with the tablet/capsule name and strength printed on the strip. This is necessary to
ensure that a wrong strip has not been returned to another container box at a
previous administration time. If the name and strength of a medicine is not clearly
printed on a medicine strip, or a label seek advice from another health practitioner. If
there is any ambiguity it is advisable to check with the local pharmacy to confirm
identity of the tablet/capsule.

If a part dose (e.g. half a tablet) is required, the remaining half should be disposed
of.

Monitored dosage systems (also referred to as blister packs, compliance packs and
‘pouches on a roll’) are not to be used except where a missed dose will cause harm
to the patient and a supply cannot be obtained from the local hospital pharmacy. Out
of hours, every effort should be made to obtain a supply eg by using the emergency
cupboard or checking available stock from other clinical areas. If the following criteria
are met in addition to those set out in section 6.2.7, the pack can be used if:
e The medicine is a critical medicine (See BCUHB Critical Medicines Guide)
e The dispensing date on the pack is within the last four weeks
e The blister pack only contains one medicine, is labelled and the dispensing
date is within the last four weeks.
e The medicines can be identified by either description or by appearance, or the
patient can reliably identify them
e The blister pack has not been obviously modified ie remains a sealed pack as
supplied by the community pharmacy or dispensing doctor
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The nurse must be sure of the identity of the medication prior to administration.

Pill organiser boxes (also referred to as ‘Dosset® boxes) are boxes that are filled by
the patient, relative or carer and therefore are not filled or labelled by a pharmacy or
dispensing doctor. Medicines must never be administered from these boxes; a
supply from hospital pharmacy must be obtained.

7.4 Administration of medicines

When administering medicines the 5 rights must be followed;
e Right medicine

Right dose

Right route

Right time

Right patient

The administrator must be familiar with the therapeutic uses of the medicine to be
administered, the usual dosage, frequency, adverse effects, precautions and contra-
indications. If there are any uncertainties, the BNF, senior nurse, pharmacist or
doctor should be consulted.

When administering medicines the following must be followed:

e Check the prescription carefully, clarifying any ambiguities in relation to the
legibility or ability to understand with the prescriber or pharmacy

e Where electronic prescribing is used, ensure that the correct patient is
selected. Where handwritten prescription charts are being used, ensure the
correct prescription has been selected particularly where multiple charts are in
use.

e Ensure that the date and time is correct, the dose, frequency and route are
clearly documented and the prescription has been signed by the prescriber

e Confirm the patient’s identity with the patient by asking them their name/ date
of birth/ hospital, if the patient is able to. Check the patient’s wristband or
photo-identity card for the hospital number/NHS number and name in
conjunction with the medication record.

e Check that the prescribed dose has not already been given or taken by the
patient (check manual or computerised records)

e Check that the patient is not allergic to the medicine before administering
(check wristband, look for medical alerts, ask the patient). If the allergy
section is incomplete this section must be completed with information
provided by the patient and the medical records checked.

e Where a medicine is prescribed for administration by variable routes e.g.
oral/lV the record must show the actual route by which the medicine is
administered.

e Medication intentionally withheld or refused by the patient must be clearly
documented on the medication chart and in the patient’s care plan.

¢ In paediatrics, both nurses involved in the medicine administration process
make this record.

e Medicines to be administered via different routes must be prepared separately
and administered at different times to avoid serious administration errors.
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Medicines must be prepared and administered for one patient at a time.
Batching of medicines is not permitted.

e Maedicines to be administered with a variable dose should have the actual
dose administered recorded on the administration chart.

It is the responsibility of the administrator to contact a prescriber without delay
where:
e contraindications to the prescribed medicine are discovered
e the patient develops a reaction to the medicine
e assessment of the patient indicates that the medicine is no longer suitable
e a critical medicine has been omitted

Administration must be witnessed by the administrator, medication must never be left
unattended or left in medicine pots at the patient’s bedside. The administrator may
delegate observing the patient to a HCSW, to ensure they have taken the medicines.
The HCSW must remain present with that patient until the observation is complete.

7.4.1 Administration of medicines without prescription authorisation
In the following strictly defined situations, medicines can be administered without
prescription authorisation:
¢ Via a Patient Group Direction
Via the discretionary medicine list (see chapter 15)
A verbal order (see chapter 4)
Via midwives exemptions (see 7.1.1)
The use of specified parenteral medicines for the purpose of saving
life in an emergency (see chapter 16)

7.5 Administering cytotoxic medication

See CSPM 01 Guidance for ensuring Safety and Quality of Chemotherapy Services.
The administration of cancer medication in Paediatric oncology must only be within a
model of service and governance utilising Paediatric Oncology Shared Care Units
(POSCU).

See MMO5 Intrathecal chemotherapy policy for guidance on administering intrathecal
chemotherapy.

7.6 Depot Injections
Care is needed to ensure:
e The correct formulation is selected for example certain antipsychotic
medicines are available in both depot and acute onset formulations.
e The correct dose is administered to the patient

7.7 Implants

Injectable medicine implants must be prescribed by an authorised prescriber and
include product name, dose and route. The healthcare professional administering the
medicine implant must demonstrate competence in administration of that particular
medicine implant. The prescriber is responsible for ensuring arrangements are in
place to remove the implant should a problem arise. The expiry date of the product
must be sufficiently long to cover the implant treatment period.
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7.8 Administration via the parenteral route
Refer BCUHB Injectable Medicines Policy

7.9 Administration of unlicensed and ‘off-label’ medicines

A registered nurse can administer an unlicensed medicine with the patient’s consent
against a prescription but not against a patient group direction (PGD). Medicines
which are being used in an “off-label’ manner can also be administered against a
prescription. Off label medicines can also be administered under a PGD, if their use
is exceptional, justified by best practice and the status of the product is clearly
described.

When administering either unlicensed or ‘off-label’ medicines, the nurse must be
satisfied that:
e There is sufficient information available to administer the medicine safely
e There is acceptable published evidence for the use of the medicine for the
intended indication or a clear documented rationale

7.10 Recording of administration, independent second check and witnessed
administration

A clear, accurate and immediate record of all medicines administered must be made
by the healthcare professional administration. The healthcare professional must
witness the patient taking the medicine before recording their signature. If the
medicine or fluid is given as an intermittent or continuous infusion, the administration
chart should be signed immediately after the infusion has commenced.

If an independent second check or witnessed administration is required (see section
7.2), the checker must also sign the prescription chart once all the checks have
taken place.

7.11 Administration of liquid medicines

Medicines via enteral tubes (including PEG, JEJ and NG) must be administered
using an enteral syringe (ENFit®). Medicines must be drawn up into the syringe using
an appropriate adapter (e.g. bottle adapter, ENFit® medicines straw, ENFit® fill/filter
needle). Medicines must never be drawn up into an enteral (ENFit®) syringe without
the use of an adapter.

Oral syringes (clearly labelled ‘oral’ and/or ‘enteral’) with coloured syringes must be
used for the preparation and administration of all medication to be administered by
the oral/enteral route, where a 5mL spoon or graduated measuring cup cannot be
used.

All oral / enteral syringes containing liquid medicines must be labelled with the name
and strength of the medicine, the patient's name, and the date and time it was
prepared by the person who has prepared the syringe, unless preparation and
administration is one uninterrupted process and the unlabelled syringe does not
leave the hands of the person who has prepared it. Only one unlabelled syringe
should be handled at any one time.
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Parenteral syringes must never be used for administering liquid medications due to
the risk of inadvertent intravenous administration of liquid medications intended for
enteral or oral administration. Enfit® syringes must not be used to administer oral
meds other than by an enteral tube. This is due to the risk of inadvertent overdose
that can occur due to filling of the moat at the tip of the syringe.

7.12 Covert administration
Refer to the Covert Administration of Medicines Guideline

7.13 Self administration and administration by carers providing supported
administration

See Guidelines for supported or self —administration of medicines by hospital
patients in BCUHB MM 21.

7.14 Omission of prescribed medicines

Patients have a right to receive their medicines at the time they are intended. Delays
and omissions can lead to serious adverse effects for patients. Healthcare
professionals should only omit medicines when there are clear grounds.
Inappropriate omission of a medicine is a serious professional matter and may result
in disciplinary / capability actions.

Critical medicines are those where the omission or delay is likely to cause harm. See
BCUHB Critical Medicines Guide. If a critical medicine cannot be administered,
medical guidance should be sought and this should be documented in the patient’s
medical records, with the reason for omission.

If a dose of any medicine is omitted, the registered healthcare professional must
record this on the administration chart and record the reason for the omission. On
the All Wales inpatient administration chart, the code number for the omission must
be recorded and the entry signed. The reason for the omitted medicine must be
considered and appropriate action taken recorded. If a patient refuses a medicine or
the route is unavailable, medical or pharmacy advice must be sought and an
explanation documented in the patient’s medical record. Pharmacy is available for
advice.

7.15 Non-availability of medicines in hospitals

7.15.1 Non availability when pharmacy is closed
See chapter 5

7.15.2 Borrowing of Medicines
See chapter 5

7.16 Administration Incidents

See Procedure for the management of medication administration incidents and near
misses including management if nursing/midwifery staff, or other registered
healthcare professionals MM 12, for specific guidance on medicine administration
incidents.
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7.17 Administration of medicines under a Patient Group Direction

Patient group directions only authorise those named registered health professionals
within the PGD to administer that particular medicine. See MM PGD 01 Patient
Group Directions -Procedure and Guidance for Authors and Users . A record of
approved PGDs is displayed on the BCUHB intranet.

7.18 Delegation of administration of medicines to Health Care Support Workers
by Healthcare employees

See chapter 8.
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Chapter 8: Health Care Support Worker (HCSW)

57

For the purpose of this chapter a Health Care Support Worker includes the
terms used for; Health Care Assistant (HCA) , Unregistered Practitioners,
Nursing Auxiliaries and Band 4 HCAs (Assistant Practitioners).

Nursing teams have developed over the last few years; in addition, patients
have become more complex. The practice undertaken by HCSW must be in
accordance with locally agreed written protocols and procedures for designated
settings where the Health Board has a responsibility for providing care. Itis
therefore the responsibility of the Health Board to identify such areas. Though
delegation of the task will be from a registered nurse or midwife, in line with
NMC () and BCUHB Medicines Policy, the HCSW may be carrying out duties
without direct supervision of a registered nurse or midwife; i.e. the registrant
need not be in the same room/building as the HCSW when the delegated task
takes place. The Health Board will accept responsibility for all agreed tasks
undertaken by the HCSW as long as they are competent and compliant with
agreed local written protocols and procedures.

Delegation of medicines administration to HCSWs must only be undertaken
where it can be evidenced that it will benefit the individual receiving the support.
This may be in community settings or specific acute inpatients areas identified
by the Health Board.

The Scope does not affect the ability of community nurse prescribers to
delegate specific tasks, which may include application of items they have
prescribed, e.g. skin or wound care products, to specific patients. Where this is
practised, directions for administration will be documented in the patient’s care
plan, and the administration or application of such items will be recorded in the
home file. This practice is not transferable and any other medicines support
required by the patient must be practiced in accordance with this policy.

This chapter is specifically for use by registered nurses and midwives who
delegate duties to HCSWs employed by the Health Board, by HCSWs who
assist prompt, and administer medicines under direct or indirect supervision of
the registered nurse. This chapter will also be applicable to registered nurses
who delegate medicines management tasks to agency and bank HCSW
working within Health Board. Where registered nurses delegate on an individual
named patient basis, as part of a care package to Domiciliary care workers, a
risk assessment must be undertaken to ensure appropriate governance is in
place. This must include medicines management education and specific
competency assessment if specialised technique involved (i.e. District Nurses
delegating the administration of medicines via a gastrostomy) .Such patients
should be regularly reviewed by a Registered Nurse with responsibility for the
patient





Q G IG Bwrdd lechyd Prifysgol

abo Betsi Cadwaladr
' N H S University Health Board

It aims to:

e Recognise the opportunities and boundaries of HCSWs within BCUHB

e Standardise the involvement of the HCSW in the processes involved in
medicines management and to ensure that only appropriately trained HCSWs,
with the right knowledge and skills, can provide support with medication and
its related tasks.

e Promote the safety and well-being of the patients

e Address and simplify a wide range of issues likely to be encountered on a
day-to-day basis, providing clear, unambiguous procedures for staff to follow

e Define educational requirements

HCSWs across the Health Board perform a variety of roles, and it is not possible to
reflect all them all within this chapter.

It is important that any medicine related task delegated by a registrant:
e Has a written protocol / procedure
e |s discussed and agreed with the employer, detailing expectations and
e Is recognised by an employee; including the right not to perform any role for
which they are neither trained nor competent.

8.1 Levels of Medication Support / Roles and Responsibilities
Prior to providing any level of support the levels of medication support needed
by an individual must be assessed. It is the responsibility of the registrant to
assess the level of support needed
There are 3 levels of support, which are fully explored below. These levels A, B
and C should be considered as a continuum, accepting that patients may move
up and down the levels depending on their health status and/or functional
ability at the time. These make up the standard levels of support.
In addition, individuals with complex needs will be categorised as requiring
enhanced support. Timely review is essential to ensure that any support
provided is appropriate to the patient’s ability and needs. Furthermore, the
patient may need support with medicines administration procedures, which
might require registered nursing input.

e Level A (Self-medication) see BCU Self Administration Policy
Level A supports individuals who take full responsibility for their own
medicines and require no assistance with medication from the HCSW.

e LevelB
Only appropriately trained HCSW who have undertaken the accredited QCF
level 2, (Assist in the Administration of Medicines), may be permitted to
undertake Level B.
Level B supports individuals who are aware of, and understand their
medicines regime, retain responsibility for their medicines, but may have
difficulties with undertaking the task.
Assistance with self-administering may be given as follows:
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Reminder: The patient may require a simple reminder to initiate the task but is
then able to self-administer without physical assistance. This is not
appropriate for patients with significant cognitive/memory difficulties

Physical assistance-The patient manages their own medicines but has
difficulty with dexterity and/or mobility and may ask the HCSW to help carry
out certain tasks. It is the responsibility of the patient to direct which
package/bottle/topical medication they require assistance with (e.g.
opened/closed/placed in mouth/stored) and such tasks must be completed
within sight of the patient at all times.

N.B. In level B: The patient, NOT the HCSW, retains sole responsibility for
their medicines management and administration. In line with agreed written
protocols, the exact assistance given on each visit will be documented by the
HCSW.

Level C Only appropriately trained (Level 3 or above QCFW, 2006) HCSW'’s
may be permitted to undertake Level C. This must include the accredited QCF
Level 3, Administer Medication to Individuals and Monitor the Effects or above
(QCFW, 2006). Level C supports individuals who are unable to self-
administer, due to difficulties around distinguishing which/when medicines are
to be taken, often associated with impaired memory, cognition, or visual
impairment.

This level of support is not approved within the acute care setting

(except in Ophthalmology OPD for administration of eye drops where the
individual must have achieved QCF level 3 and the application of non-
medicated topical creams or ointments where the individual must have
achieved QCF level 2).In providing Level C support the HCSW is responsible
for the task of administering prescribed medication to the patient as delegated
by the registrant.

HCSWs will carry out the administration of medicines using Health Board
approved documentation for administration in accordance with agreed local
written protocols and procedures. This includes oral, topical, inhaled
medicines, buccal and transdermal patches, with special local consideration to
Controlled Drugs.

In line with agreed written policies and procedures, all medicines administered
at each visit will be documented.

Enhanced Support
Enhanced support is defined as a task for which specific training is necessary (e.g.
administering rectal medicines), in addition to being at level 3 or above QCFW,
(2006). Enhanced support tasks will be locally deemed as patient-specific
depending on the task, and are strictly limited to those approved by the Health
Board. The routes and forms of medicines that HCSWs generally can or cannot
administer are described later in this chapter.
Enhanced support for adults and children may only be given through delegation by a
registered nurse/midwife, supported by risk assessment and individualised care
plans that have been constructed in conjunction with the patient, or via the best
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interest process for adults that lack mental capacity, and children with complex
needs. This would include children, who are developmentally delayed, do not have
capacity or dexterity and who are represented by a consenting parent/carer with
parental responsibility. Where a need is identified for a medicines administration
task to be undertaken by HCSWs that is not currently included on the approved list,
a risk assessment must be undertaken and agreement sought from the Executive
Director of Nursing.

8.2 Education levels

To enable HCSW's to assist, prompt and administer medicines under direct or
indirect supervision of the registrant, the HCSW should complete (including
assessment of competence), the Health Board compulsory accredited QCF
level of education at level 2, Assist in the Administration of Medicines and level
3, Administer Medication to Individuals and Monitor the Effects depending on
the level of the support being undertaken.

The completion of these units will support the broad education and knowledge
needed to be safely involved in supporting patients to receive medicines.
However, in addition, Divisions will need to provide approved local speciality
specific competency frameworks where HCSW are involved in administrating
medication where specific training (enhanced support tasks) is required:

The HCSW providing enhanced support are to undertake annual task specific
medicines management updates provided by the team the HCSW works with, if
they are providing administration of medications for enhanced support.

All other HCSWs involved in medication support must attend three yearly “Back
to Basics” medicine management updates. The HCSW should also undertake a
two yearly update for second checking the administration of medicines if
appropriate to the role.

It will be appropriate to outline responsibilities of the HCSW concerning
appropriate documentation relating to the administration of medicines.
All Wales Guidance for Health Care Support Workers.

No HCSW will be involved in checking or administering medication if they
have not been assessed as competent and do not have the underpinning
knowledge to support the task.

8.3 Responsibilities

8.3.1 Registered Nurse Responsible for Delegating

8.3.1.1. It is the responsibility of the Registered Nurse to provide the HCSW with
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8.3.1.2. The Registered Nurse must ensure that appropriate training and an
assessment of competence has been completed prior to the HCSW
undertaking the tasks, and that the HCSW agrees that competence and
confidence has been achieved.

8.3.2 Line Manager

8.3.2.1 The Division should provide update to a centrally held HCSW register that
shows staff who undertake assisting, prompting and administration of
medication as delegated by the registered nurse.

8.3.2.2. An annual declaration must be submitted by the Division on an annual basis
to enable the HCSW register to be updated. This declaration will identify
specific areas of practice, evidence of updated competences, date of last
PADR, profiles of agreed medication and any risk assessments are reviewed.

8.3.2.3. For audit purposes, a record must also be maintained by the Line Manager
of the signatures/initials of all HCSWs.

8.3.2.4. The role must be described in the HCSW job description

8.3.3 HCSW
8.3.3.1. The HCSW must be assessed as competent by their Line manager in the
activities they undertake around medicines.

8.3.3.2 The HCSW will know which medicines each person requires and should keep
a complete account of all medicine support provided

8.3.3.3. Must ensure that medicines are stored safely and in accordance with
legislation, manufacturer’s instructions and this Medicines Policy (e.g.
refrigerated if needed). See Chapter 6

8.3.3.4. The HCSW will ensure that medicines are administered safely, correctly and
only via an authorised written direction
Must complete an annual declaration

8.4 Tasks associated with medicines management that may be delegated to
HCSWs in BCUHB.
Following relevant training and competency assessment, HCSW may
undertake the following tasks as delegated by a registrant (who may be the
manager of a department, unit or team) education framework

Setting
e Acute (A)
Task _ Procedure - Tralmng
e Community local/BCU requirements
Nursing (CN)
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e Community
Hospital (CH)

Ordering of ward stock
medication via approved
ordering system
(excluding CD’s)

CH

For SOP &

competence

document access
HCSW SOP
Ordering Stock

Medication.pdf

Education level 2
QCF Unit

Ordering of patient
specific medication at
request of registered
professional

Not to be done by HCSW. MUST be a Registered

professional.

Place patient specific
medication into patient’s
patients own drug (POD)
locker

Not to be done by HCSW. MUST be a Registered

professional.

In line with All Wales MARRS Standards

For SOP &
competence Education level 2
document ucation leve
st icaw | indeperdent
. gs SOP Second second checker
check V\."th a registered CN/CH Check of Oral competency and
professional. CDs in competence
Community assessment
Hospitals.pdf
For SOP &
. competence _
Storage of medication in document access | Education level 2
automated cupboard or above, in
: ) HCSW SOP )
(Mediwell/Omnicell)/stock CH /HMP Storage Meds in addition to SOP
cupboard Automated competency
Cupboard.pdf
For SOP &
Apolicati ¢ competence Education level 2
pplication of non- document Independent
creams/ointments to SOP

patients delegated by
registered professional

Administration of
Non Medicated

Topicals.pdf

competency and
competence
assessment

8.5 Routes of administration of medications by HCSW giving level C or

Enhanced Support

Where undertaking any other medication task (usually called ‘specialised

techniques’), a HCSW will need additional enhanced training.
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https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Ordering%20Stock%20Medication.pdf?csf=1&web=1&e=QrK4gq

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Ordering%20Stock%20Medication.pdf?csf=1&web=1&e=QrK4gq

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Ordering%20Stock%20Medication.pdf?csf=1&web=1&e=QrK4gq

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Second%20Check%20of%20Oral%20CDs%20in%20Community%20Hospitals.pdf?csf=1&web=1&e=ic0nDr

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Second%20Check%20of%20Oral%20CDs%20in%20Community%20Hospitals.pdf?csf=1&web=1&e=ic0nDr

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Second%20Check%20of%20Oral%20CDs%20in%20Community%20Hospitals.pdf?csf=1&web=1&e=ic0nDr

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Second%20Check%20of%20Oral%20CDs%20in%20Community%20Hospitals.pdf?csf=1&web=1&e=ic0nDr

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Second%20Check%20of%20Oral%20CDs%20in%20Community%20Hospitals.pdf?csf=1&web=1&e=ic0nDr

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Second%20Check%20of%20Oral%20CDs%20in%20Community%20Hospitals.pdf?csf=1&web=1&e=ic0nDr

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Storage%20Meds%20in%20Automated%20Cupboard.pdf?csf=1&web=1&e=m0vGBh

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Storage%20Meds%20in%20Automated%20Cupboard.pdf?csf=1&web=1&e=m0vGBh

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Storage%20Meds%20in%20Automated%20Cupboard.pdf?csf=1&web=1&e=m0vGBh

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Storage%20Meds%20in%20Automated%20Cupboard.pdf?csf=1&web=1&e=m0vGBh

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20of%20Non%20Medicated%20Topicals.pdf?csf=1&web=1&e=LMjnJn

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20of%20Non%20Medicated%20Topicals.pdf?csf=1&web=1&e=LMjnJn

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20of%20Non%20Medicated%20Topicals.pdf?csf=1&web=1&e=LMjnJn

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20of%20Non%20Medicated%20Topicals.pdf?csf=1&web=1&e=LMjnJn

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20of%20Non%20Medicated%20Topicals.pdf?csf=1&web=1&e=LMjnJn
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The specialised technique is carried out only by staff specifically trained and
assessed as competent in the identified technique for a specified patient

Any change in circumstances with the patient, e.g. a change in medication
would trigger a review, further education, training, and competency
assessment.

Where complex patients are cared for in their own homes, compulsory regular
review of patient medication and provision of an updated medication
administration record, should either be integrated with a community pharmacy
local enhanced service, or should be reviewed by a BCUHB practice
pharmacist. The registered nurse and HCSW should be part of the discussion
following the medication under review (MUR) on a yearly basis.

The administration of permitted Schedules 3, 4 and 5 Controlled Drug
medication (designated controlled drugs, see glossary, administration of
Schedule 2 controlled drugs is not permitted, Schedule 1 controlled
drugs are not used medicinally) is permitted if all governance
arrangements are satisfied as identified above with the approval of the
Executive Nurse Director, Executive Medical Director and Chief Pharmacist.
This should only be endorsed for stable complex/long term conditions, on a
named patient basis, as part of a nursing caseload within the community
setting (excluding community hospitals). The HCSW and the caseload
manager must also satisfy all of the governance arrangements outlined in this
Policy.

Parenteral administration of any CD should not be permitted

Non Medical Prescribers employed by the Health Board MUST not provide
verbal instructions to a HCSW for any changes to prescribed medication

Specialised Techniques/Patients receiving Enhanced Care

For all SOPs & competency documents access search betsi net — HCSW SOP

Setting
e Acute (A)
Task e Community Nursing (CN) | Education Required
e Community Hospital (CH)
Level 3 or above on
Administration of subcutaneous | CN/CH the QCFW (2006), in
low molecular weight Heparin HCSW SOP addition to the specific
to patients specified by Administration of skills. Completed
registered professional LMWH.pdf competence
assessment
Administration of enemas and CN HCSW SOP Level 3 or above on
suppositories for constipation to | Administration of the QCFW (2006), in
patients as delegated by Enemas and addition to the specific
registered professional Suppositories.pdf skills. Completed
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https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20of%20LMWH.pdf?csf=1&web=1&e=C2aeRO

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20of%20LMWH.pdf?csf=1&web=1&e=C2aeRO

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20of%20LMWH.pdf?csf=1&web=1&e=C2aeRO

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20of%20Enemas%20and%20Suppositories.pdf?csf=1&web=1&e=Q6ORlf

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20of%20Enemas%20and%20Suppositories.pdf?csf=1&web=1&e=Q6ORlf

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20of%20Enemas%20and%20Suppositories.pdf?csf=1&web=1&e=Q6ORlf

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20of%20Enemas%20and%20Suppositories.pdf?csf=1&web=1&e=Q6ORlf
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competence
assessment.
Level 3 or above on
Administration of insulin to the QCFW (2006), in
named patients (community CN (only) addition to the specific

domiciliary settings only)
See MM30

skills. Completed
competence
assessment

Instillation of eye/ear/nose
drops (or spray) to patients
specified by registered
professional

CN or Ophthalmology
departments
HCSW SOP
Administration of Eye

Drops.pdf

HCSW SOP
Administration of Ear

Drops.pdf

HCSW SOP
Administration of Nose
Drops.pdf

Level 3 or above on
the QCFW (2006), in
addition to the specific
skills. Completed
competence
assessment

Administration, removal and
disposal of transdermal patches
1(not CDs) to patients specified
by registered professional

CN (only)

HCSW SOP
Administration
Removal and Disposal
Transdermal
Patches.pdf

Level 3 or above on
the QCFW (2006), in
addition to the specific
skills. Completed
competence
assessment

Administration of medicines by
mouth, in liquid or solid dosage
form (tablets including sub-
lingual and capsules) only to
patients specified by registered
professional

CN (only)

HCSW SOP
Administration of Oral
Medicines.pdf

Level 3 or above on
the QCFW (2006), in
addition to the specific
skills. Completed
competence
assessment

Administration of medication via

Level 3 or above on

inhalers, spacers device or CN (only) the QCFW (2006), in

IS, Sp . HCSW SOP addition to the specific
nebulisers only to patients — - )

e : Administration of skills. Completed
specified by registered Nebules.odf competence
professional betee P

assessment
Administration of specified CN (only) 'I[_heevgglzc\)/rva(g%\(/)%)o ri]n
medicines via Enteral route HCSW SOP addition to the s écific
(NG, PEG) only to patients Gastrostomy P

specified by registered
professional.

Administration of
Medication.pdf

skills. Completed
competence
assessment

Discontinue infusions delivered
subcutaneously and remove
syringe driver or infusion device

CH/CN

HCSW SOP Removal
and Disposal of Subcut
Infusions.pdf

Level 3 or above on
the QCFW (2006), in
addition to SOP
competency
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https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20of%20Eye%20Drops.pdf?csf=1&web=1&e=bYbucu

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20of%20Eye%20Drops.pdf?csf=1&web=1&e=bYbucu

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20of%20Eye%20Drops.pdf?csf=1&web=1&e=bYbucu

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20of%20Ear%20Drops.pdf?csf=1&web=1&e=iMbMrm

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20of%20Ear%20Drops.pdf?csf=1&web=1&e=iMbMrm

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20of%20Ear%20Drops.pdf?csf=1&web=1&e=iMbMrm

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20of%20Nose%20Drops.pdf?csf=1&web=1&e=TCYUiU

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20of%20Nose%20Drops.pdf?csf=1&web=1&e=TCYUiU

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20of%20Nose%20Drops.pdf?csf=1&web=1&e=TCYUiU

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20Removal%20and%20Disposal%20Transdermal%20Patches.pdf?csf=1&web=1&e=JrUHaX

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20Removal%20and%20Disposal%20Transdermal%20Patches.pdf?csf=1&web=1&e=JrUHaX

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20Removal%20and%20Disposal%20Transdermal%20Patches.pdf?csf=1&web=1&e=JrUHaX

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20Removal%20and%20Disposal%20Transdermal%20Patches.pdf?csf=1&web=1&e=JrUHaX

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20Removal%20and%20Disposal%20Transdermal%20Patches.pdf?csf=1&web=1&e=JrUHaX

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20of%20Oral%20Medicines.pdf?csf=1&web=1&e=0oybXp

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20of%20Oral%20Medicines.pdf?csf=1&web=1&e=0oybXp

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20of%20Oral%20Medicines.pdf?csf=1&web=1&e=0oybXp

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20of%20Nebules.pdf?csf=1&web=1&e=RcfdUb

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20of%20Nebules.pdf?csf=1&web=1&e=RcfdUb

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20of%20Nebules.pdf?csf=1&web=1&e=RcfdUb

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Gastrostomy%20Administration%20of%20Medication.pdf?csf=1&web=1&e=EaUXwz

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Gastrostomy%20Administration%20of%20Medication.pdf?csf=1&web=1&e=EaUXwz

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Gastrostomy%20Administration%20of%20Medication.pdf?csf=1&web=1&e=EaUXwz

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Gastrostomy%20Administration%20of%20Medication.pdf?csf=1&web=1&e=EaUXwz

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Removal%20and%20Disposal%20of%20Subcut%20Infusions.pdf?csf=1&web=1&e=XGuR7v

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Removal%20and%20Disposal%20of%20Subcut%20Infusions.pdf?csf=1&web=1&e=XGuR7v

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Removal%20and%20Disposal%20of%20Subcut%20Infusions.pdf?csf=1&web=1&e=XGuR7v
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only to patients specified by
registered professional.
Administer oxygen to ensure CN Level 3 or above on
safe and effective delivery only | HCSW SOP :

. o — - the QCFW (2006), in
to patients specified by Administration of <

: i addition to

registered professional Oxygen.pdf

8.6. Independent second check and witnessed administration.
Accountability for the preparation and administration remains with both the
healthcare professional administering the medicine and the independent second

checker.

Witnessed administration by definition is by two persons who must witness the whole
procedure from the identification of the medicine until it is administered to the patient

for whom it is prescribed.

For all SOPs & competencies, refer to betsinet — search HCSW SOP

Task

Setting
o Acute (A)

e Community Nursing (CN)

e Community Hospital (CH)

Education level /
required

2"d Checker for administration
of Controlled Drug (oral) to a
patient by a registered
professional

CH

(Individually
designated areas
where no second
registered nurse is
available, following risk
assessment Executive
Director of Nursing
must approve)

HCSW SOP Second
Check of Oral CDs in

Community
Hospitals.pdf

Level 3 or equivalent
or above on the CQFW
(2006). In addition,
completion of
independent second
check competency
Completed
competence
assessment

2"d Checker for administration
of insulin to a patient by a
registered professional

CH

HCSW SOP Second
Check of Insulin
Administration.pdf

Level 3 or equivalent
or above on the CQFW
(2006).1n addition,
completion of
independent second
check competency
Completed
competence
assessment

2nd checker for administration of
subcutaneous fluids (no

CH/CN

Level 3 or equivalent
or above on the CQFW
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https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20of%20Oxygen.pdf?csf=1&web=1&e=ABUmVD

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20of%20Oxygen.pdf?csf=1&web=1&e=ABUmVD

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Administration%20of%20Oxygen.pdf?csf=1&web=1&e=ABUmVD

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Second%20Check%20of%20Oral%20CDs%20in%20Community%20Hospitals.pdf?csf=1&web=1&e=cqSBAM

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Second%20Check%20of%20Oral%20CDs%20in%20Community%20Hospitals.pdf?csf=1&web=1&e=cqSBAM

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Second%20Check%20of%20Oral%20CDs%20in%20Community%20Hospitals.pdf?csf=1&web=1&e=cqSBAM

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Second%20Check%20of%20Oral%20CDs%20in%20Community%20Hospitals.pdf?csf=1&web=1&e=cqSBAM

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Second%20Check%20of%20Insulin%20Administration.pdf?csf=1&web=1&e=vJhhbg

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Second%20Check%20of%20Insulin%20Administration.pdf?csf=1&web=1&e=vJhhbg

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Second%20Check%20of%20Insulin%20Administration.pdf?csf=1&web=1&e=vJhhbg
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additives) to a patient by a
registered professional

HCSW SOP Second

Checker SC Fluids (No

Additives).pdf

(2006).In addition
completion of
independent second
check competency
Completed
competence
assessment

2"d checker for Controlled
Drugs stock check with a
registered professional

CN/CH
HCSW SOP Second
Checker of CD Stock

Levels.pdf

Completion of
independent second
check competency
Completed
competence
assessment
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https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Second%20Checker%20SC%20Fluids%20(No%20Additives).pdf?csf=1&web=1&e=pDU7k8

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Second%20Checker%20SC%20Fluids%20(No%20Additives).pdf?csf=1&web=1&e=pDU7k8

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Second%20Checker%20SC%20Fluids%20(No%20Additives).pdf?csf=1&web=1&e=pDU7k8

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Second%20Checker%20of%20CD%20Stock%20Levels.pdf?csf=1&web=1&e=UpJbyN

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Second%20Checker%20of%20CD%20Stock%20Levels.pdf?csf=1&web=1&e=UpJbyN

https://nhswales365.sharepoint.com/:b:/r/sites/BCU_Intranet_POLCS/QMS/HCSW%20SOP%20Second%20Checker%20of%20CD%20Stock%20Levels.pdf?csf=1&web=1&e=UpJbyN
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Boards/Trusts in Respect of Medicines and Health Care Support Workers
(November 2015)

e RPS/RCN professional Guidance on the Administration of medicines in
Healthcare settings (RPS 2019)

e NLIAH All Wales Guidelines for Delegation (September 2010)

e RPS Professional guidance on the safe and secure handling of medicines
(December 2018)

e All Wales Medicines Strategy Group: All Wales Policy for Medicines
Administration, Recording, Review, Storage and Disposal.(November 2015)

Classification of Controlled Drugs

Schedule 1

Most schedule 1 drugs have no therapeutic use and a licence is generally required
for their production, possession or supply. Examples include hallucinogenic drugs
(e.g. ‘LSD’), ecstasy-type substances, raw opium and cannabis. Sativex is a
cannabinoid extract schedule 1 drug that dose have a therapeutic use and has been
exempted by the Home Office from licensing requirements.

Schedule 2

Pharmacists and other classes of person named in the 2001 Regulations have a
general authority to possess, supply and procure Schedule 2 Controlled Drugs when
acting in that capacity. Schedule 2 includes opiates (e.g., diamorphine, morphine,
methadone), major stimulants (e.g., amphetamines) and quinalbarbitone.

Schedule 3

Schedule 3 Controlled Drugs include minor stimulants and other drugs (such as
buprenorphine, temazepam, midazolam and Phenobarbital) that are less likely to be
misused (and less harmful if misused) than those in schedule 2.

Schedule 4
Schedule 4 is split into two parts:
e Part| (CD Benz POM) — contains most of the benzodiazepines and ketamine
e Partll (CD Anab POM) — Contains most of the anabolic and androgenic
steroids, together with clenbuterol (an adrenoceptor stimulant) and growth
hormones.
Schedule 5
Schedule contains preparations of certain controlled drugs (such as codeine,
pholcodine and morphine) that are exempt from full control when present in
medicinal products of specifically low strengths.
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Chapter 9 Controlled Drugs

9.1 Accountability

The BCUHB Accountable Officer (AO) is responsible for all aspects of the safe and
secure management of Controlled Drugs (CDs). This is to ensure that safe systems
are in place for the management and use of CDs, monitoring and auditing of
management systems and investigation of concerns and incidents related to CDs. It
is the responsibility of each Clinical Division to ensure that staff are trained to carry
out the tasks required of them in the management of CDs, and that staff follow
Policies and Standard Operating Procedures (SOPs) of BCUHB and the Clinical
Division and comply with their professional standards for medicines management.

Each acute hospital pharmacy shall maintain a record of those persons and their
signatures, of those who are authorised to order CDs e.g. doctors, dentists, nurses
and paramedics.

9.2 Classification of Controlled drugs

Under the Misuse of Drugs Regulations, CDs are divided into five schedules each of
which have specific requirements with respect to supply, prescribing, storage and
record keeping. (For full details refer to the ‘Controlled drugs and drug dependence’
section in the British National Formulary). Compliance with these specifications is
mandatory but the AO or a person delegated by the AO may require additional
precautionary controls to be followed for certain drugs where there is concern about
the risk to patients or potential for abuse linked to that drug.

All senior staff have a responsibility to ensure that they and their teams are aware of
the issues and restrictions related to all schedules of CDs and that the special
requirements on handling them are adhered to.

9.3 Prescribing Schedule 2 Controlled Drugs

9.3.1 Prescribing for administration during admission

Schedule 2 CDs can only be prescribed by authorised prescribers employed by
BCUHB. Doctors who have not achieved full registration with the GMC are
permitted to prescribe CDs (and other prescription only medicines) for inpatient
use (and hence discharge prescriptions). They are not permitted to prescribe for
outpatients without being fully registered. Non-medical prescribers may only
prescribe CDs in accordance with the Non-medical prescribing protocol for
supplementary and independent prescribers policy MM 03 .

Prescribed items must be on the appropriate in-patient medication administration
record (electronic or paper) or other approved prescribing stationery. The
prescription must be indelible, clearly written, signed by the prescriber and dated.
The dosage and frequency of administration must be stated. See chapter 4 for
general prescribing principles.

9.3.2 Prescribing for supply of a CD to an outpatient, or on discharge, or in
Primary care
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Prescriptions for the supply of CDs to leave the BCUHB premises are subject to
specific legal prescription requirements to enable lawful supply. The prescription
must:

e Be written in indelible ink and signature of the prescriber in their
own handwriting. Prescriptions for CDs may legally be computer
generated but a handwritten signature is still required. It is good
practice for the prescriber’s pager or contact number to be specified
and the prescriber’'s name printed for recording in the CD register

¢ Include the date

e Specify the name and address of the patient

e State the name, form (e.g. tablet, capsule, liquid) and strength of the
CD, even if only one form exists

e Specify the total quantity of the medicine to be supplied in words
and figures. For liquids, state the total volume in millilitres (in both
words and figures) of the preparation to be supplied. For dosage
units (tablets, capsules, ampoules), state the total number (in both
words and figures) of dosage units to be supplied e.g.10, ten tablets
(of 10 mg) rather than 100 mg total quantity.

e State the prescribed dose and frequency of administration. It is not
acceptable to use ‘as directed’ or ‘when required’ unless a dose is
specified. E.g. 5mg when required is not acceptable, where as 5mg
up to four hourly when required is acceptable.

e The dosing instructions must be clear and unambiguous on the
prescription. The corresponding medicine label must also include
clear dosing instructions, including the individual unit dose and
maximum total daily dose (NICE NG 46 controlled drugs - safe use
and management )

9.3.3 Prescribing for controlled drug dependent patient during admission
If a newly admitted patient reports to be prescribed medication for their addiction,
the following information must be obtained from a third party (i.e. not the patient)
and documented in the patient’s medical notes:

¢ Name of drug service provider or supplying community pharmacy,

and the person with whom the dose was confirmed.

e Dose, formulation and frequency of drug to which patient is
dependent upon.
Other medicines prescribed by the drug service
Collection days
Date last collected and quantity

e Other relevant information (e.g. supervised administration)
The third party must be a member of the staff from the Substance Misuse Service
(SMS), the patient’'s GP or community pharmacist.
See BCUHB Guideline for the in-patient management of adult patients addicted to
opioids for further guidance.

Only prescribers who hold a special licence issued by the Home Secretary may
prescribe, administer or supply diamorphine, dipipanone or cocaine in the
treatment of drug addiction. Other practitioners must refer any service user who



https://www.nice.org.uk/guidance/ng46
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requires these drugs to the substance misuse service. See current British National
Formulary (BNF) . Whilst an inpatient an alternative substitution will be given
under the advice of the treating SMS. This does not restrict practitioners
prescribing these particular CDs for treating organic disease or injury.

The prescriber treating the person’s drug addiction SMS and community
pharmacy that supplies their medication must also be informed of their admission
to hospital by the ward healthcare professional, so that they are aware not to
dispense any more medication until informed by the hospital of the patient’s
impending discharge.

Initiation of methadone, buprenorphine or Suboxone® (Buprenorphine /naloxone
combination) as a substitute for heroin must only be prescribed with involvement
of the local SMS. This is to ensure supply can be continued upon discharge.
When a patient under the care of the substance misuse service is admitted to a
hospital their pain symptoms should be managed according to the SMS Guidance
for the management of pain BCUHB Guideline for the in-patient management of
adult patients addicted to opioids .

No take home medications should be issued without prior agreement from SMS
as most often substitute medication is provided on a daily supervised basis in the
community and as such the risks may be deemed too high to provide any take
home medication. Provision for ongoing prescription in the community post
discharge can be arranged with the relevant SMS. Adequate notice is required to
ensure ongoing prescription (contact numbers below).

Locality SMS contact details are listed below (for in hours only). The local hospital
bronze on-call can be contacted out of hours:

Anglesey 03000 853355
Caernarfon 03000 853333
Colwyn Bay 01492 523681
Rhyl 03000 856828
Deeside 01244 831798
The ElIms Wrexham 03000 859444

The SMS has set out procedures for prescribing and supplying medicines to
patients of that service. Patients in the community who are receiving treatment
from SMS will obtain their medicines from an agreed regular pharmacy. Any
variations in usual arrangements must involve the SMS team.

9.4 Ordering Controlled Drugs
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9.4.1 Ordering Controlled Drugs for clinical areas

Controlled drugs order books are regarded as controlled stationery. The CD order
book must be stored securely in a clinical area. CDs for stock in a clinical area
must be ordered on an approved CD requisition by registered nurse/midwife/ ODP.





Q G IG Bwrdd lechyd Prifysgol

abo Betsi Cadwaladr
' N H S University Health Board

A pharmacist or pharmacy technician can also order CDs for a clinical area but

the order must be countersigned by a registered nurse.

The requisition must include:

e The clinical area being supplied

e The name and strength of the CD preparation including the dose form (e.g.
injection, tablet, capsule etc.)

e The total quantity to be supplied (e.g. manufacturer’s outer pack size)

e Signature of the registered nurse/midwife/designated healthcare professional
followed by the name in print

For those areas where CD stock lists are use, they are ordered as stock. If an
additional CD is needed, an order can be placed using the CD requisition book.
Where practicable, Controlled Drugs are only to be ordered for clinical areas in
unit numbers of the outer packaging of the manufacturer’s product.

9.4.2 Ordering Controlled Drugs in community hospitals and including
mental health premises/facilities without a pharmacy

The nurse in charge must order CDs for stock from the pharmacy in the ward CD
order book. Since there may be delay in the order arriving at the pharmacy and
the timing of the next scheduled delivery, nursing staff must reorder stock items in
a timely manner to maintain continuity of supply.

9.4.3 Ordering Controlled Drugs for operating theatres

If theatres have more than one CD cupboard, there should be a separate CD
order book and register for each CD cupboard. Only authorised registered nurses
or Operating Department Practitioners (ODPs) can order CDs for theatre stock.
Registered ODPs may deal with the ordering and receipt of CDs in theatre
provided that authority is delegated by the registered nurse/ODP in charge.

9.4.4 Ordering Controlled Drugs by ambulance paramedics

The Welsh Ambulance Services NHS Trust (WAST) will provide each BCUHB
pharmacy with a list of Ambulance Clinical Team Leaders, authorised to order
morphine 10mg Injection for storage within the clinical area based electronic
medicine storage cabinet. Clinical Team Leaders requisitioning morphine must be
in BCUHB uniform, have a valid Trust identity badge and have a copy of their
signature available for inspection at the hospital pharmacy. Clinical Team Leaders
are responsible for maintaining morphine stocks in the cabinets. All WAST
clinicians have access to medicines via biometric (fingerprint) security. Morphine
withdrawals can only be completed by WAST paramedics registered on the
system and require a second witness fingerprint to complete the transaction. The
electronic medicine cabinet records the paramedic making the request, the vehicle
it is being requested for and the witness ID. The paramedic is then responsible for
signing the morphine into the vehicle CD register, in line with existing WAST CD
procedures.

9.5 Collection of Controlled Drugs

9.5.1 Collection from the pharmacy by clinical areas
CDs may be collected from the pharmacy by a person nominated for the task by
the nurse/midwife in charge of the ward or department. Health board identification
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must be shown before CDs can be collected. Further details can be found within
the Pharmacy CD SOPs at each hospital.

9.5.2 Collection of an out-patient CD by a patient or proxy for the patient

It is a legal requirement for pharmacy staff to request identity of the person
collecting the CD. This can be provided by means of a driving licence or other
forms of identification. A record of the person supplied with the CD must be made
within a designated register for collection of CDs.

9.5.3 Collection of discharge CDs (TTO CDs)

It is a legal requirement for pharmacy staff to request identity of the person
collecting the TTO CDs. This can be provided by a BCUHB staff identify badge or
equivalent by the staff member collecting the CDs. A record of the person
supplied with the CD must be made within the CD register.

9.5.4 Collection of CDs by paramedics or other non BCUHB health
professionals

It is a legal requirement for pharmacy staff to request identity of the person
collecting the CD. This can be provided by a name badge or equivalent. A record
of the person supplied with the CD must be made within the CD register.

9.6 Delivery of Controlled Drugs
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9.6.1 Delivery within acute hospitals

At the acute hospitals with a pharmacy department, arrangements are in place for
CDs to be delivered by a pharmacy courier or hospital porter. The porter will make
the necessary checks before signing for receipt of CDs. Since the delivery
arrangement is for multiple destinations the porter must use a designated CD
trolley or equivalent approved arrangement for delivery of all CDs. A despatch
sheet (transit record) will set out the CD delivery schedule for the porter. The
porter must return a copy of the signed transit record to the originating pharmacy.
See section 9.7 _for guidance on receipt of CDs in the clinical area.

9.6.2 Delivery of Controlled Drugs to community hospitals, mental health
units or other sites without a pharmacy

Delivery of CDs to community hospitals or other site premises is permitted by
employees of WAST, porters and transport drivers, who each will take upon the
responsibility set out in 9.5.4. They must make the necessary checks when
signing for receipt of CDs, by checking the despatch details of the sealed
numbered package for transit. During transit the CD must be stored securely at all
times. The person making the delivery must obtain a signature from the
nurse/midwife accepting the CD delivery. The pharmacy must retain the top copy
of the signed receipt to enable completion of the pharmacy CD register and the
despatch details will be retained in the pharmacy for audit purpose. The person
delivering the CD must return a copy of the signed transit record to the originating
pharmacy.

9.6.3Transfer of patient’s own CDs between clinical areas

Patient’'s own CDs brought into hospital should be transferred with the patient if
they move to a different clinical area. Registered nurses, pharmacists or
pharmacy technicians can sign the CDs out of the ward CD register with a witness
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and then transport the CDs to the new ward where they are responsible for
recording the CDs in the CD record book with another witness.

9.7 Receipt of Controlled Drugs in clinical areas
Upon receipt of CDs from the messenger, the nurse, midwife or ODP must
immediately check the CDs:
e Sign the receipt section of the CD order in the CD order book
e Enter the details of the CDs received on the appropriate page of the ward or
department CD register
e Record the date that the CD is received
e Enter the requisition number in the appropriate column, and update the
running balance to include the new and previous stock
e Check that the ward stock balance tallies with the quantity physically present
e The receipt of a CD should be witnessed by another member of staff and the
CD record book signed by both staff members
e Lock the newly received CDs in the appropriate section of the CD cupboard.

9.7.1 Receipt of Controlled Drugs at community hospitals, mental health
units
The registered nurse who receives the sealed package must:

e Examine the package/s to verify that the transit seal/s is/are intact.

¢ Sign for receipt of an intact package on the messengers “sealed
package sheet” (transit record.)

e |If the seal is broken the nurse must not sign the sheet. The
pharmacy must be informed immediately so that an investigation
can be undertaken.

e After signing for the sealed package the registered nurse must
check the contents and sign the CD order book for receipt of the
CDs

e Arecord of receipt must be entered and witnessed in the ward CD
Register (record book).

9.8 Retaining of Controlled Drug records
Ward and department CD order books and ward CD record books must be kept in
the clinical area for two years after the last entry and may then be destroyed.

9.9 Storage of Controlled Drugs

Storage requirements will depend on the schedule of the CD and any special
Accountable Officer approved increased security/vigilance requirements which may
be in place.

9.9.1 Storage of Schedule 2 Controlled Drugs in clinical areas

In clinical areas all CDs under control of the Misuse of Drugs Act (1971) and
labelled as CD by pharmacy must be stored in a dedicated CD cupboard that
conforms to the current legislation for storage of CDs in hospitals and NHS
premises. CDs that have been designated as ‘high strength’ by BCUHB must be
stored apart from standard strength preparations in a designated high strength
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storage area within the CD cupboard. This may be a separate shelf, a separate
part of the cupboard, or a separation box within the CD cupboard.
High strength CDs are:

e Diamorphine, morphine or oxycodone injections at strengths of
30mg or more
Alfentanil 5mg/mL injection
Morphine 20mg/mL oral solution
Oxycodone 10mg/mL oral solution
Methadone oral solution, concentrations above 10mg/mL
Morphine MR 100mg oral capsules/ tablets

Oral liquid CD medicines should be clearly segregated from injectable medicines
using physical barriers where feasible in existing CD cupboards. When purchasing
new CD cabinets they must be of adequate size to ensure this physical
segregation.

Clinical areas that hold CDs must have access to reversal agents e.g. haloxone
and flumazenil.

If a discharge prescription includes a CD, it should be stored within the ward CD
cupboard until such time as the patient is discharged. Any CDs labelled for
discharge should be segregated from ward stock.

Refrigerated CDs require storage in a separate locked refrigerator dedicated for
CDs only and the key must be kept with the main CD cupboard key.

CD cupboards must be kept locked when not in use and all CDs must be locked in
the cupboard when not in use. Only CDs are to be stored in the CD cupboard
unless, following a risk assessment and approval by the Accountable Officer, it is
decided other items need to be stored in the cupboard for security reasons.

Storage of CDs in automated medicines cabinets is permitted in certain
circumstances, once a risk assessment has been undertaken by the Controlled
Drug and Chemical Liaison Officer and a senior pharmacist. Additional security
measures are put into place to ensure the CDs are stored securely within the
automated cabinet e.g double finger prints are required to access the unit. The CD
register and controlled drug order book must be stored a locked cupboard or
drawer.

9.9.2 Patient’s own Controlled Drugs brought into the hospital

After medicine reconciliation if it is necessary to retain patient’'s own CDs on the
ward, the nurse in charge should make a record of the receipt in the designated
Patient’'s Own CD register and be witnessed by a registered nurse.

A nurse may administer Patient's Own CDs whilst that patient is an in-patient. A
record of administration of Patient’s Own CDs must be kept as if the medication
were ward stock. If the CD is still clinically indicated at discharge, these medicines
may be returned to the patient with a witnessed record of the return being made in
the relevant CD Record Book.

9.9.3 Self administration of Controlled Drugs
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Situations may arise when an in-patient may wish to self administer their own
CDs. In exceptional circumstances and where an individual patient risk
assessment is made, the patient may self administer in accordance with BCUHB
guidance for supported or self —administration of medicines by hospital patients
MM21 . If the patient assessed as suitable for self administration, the patient’s
own CDs can be stored either in the patient’s POD cabinet or in the CD cupboard.
If stored in the POD cabinet then it is still necessary to record a running balance in
the CD Register (Ward or Patient’s Own).

9.9.4 Temazepam, midazolam, tramadol, pregabalin and gabapentin
Temazepam, midazolam, tramadol, pregabalin and gabapentin are ordered in the
same way as schedule 2 CDs. Temazepam and Tramadol must be stored and
recorded in the same way as for schedule 2 CDs. A record of receipt and
administration must be made for temazepam and tramadol within the Controlled
Drug Register.

Midazolam, pregabalin and gabapentin do not need to be stored in a CD
cupboard, but must be stored with other Prescription Only Medicines. There is no
requirement to maintain a record of receipt or administration within the Controlled
Drug Register. See Table 1 below.

Buccal midazolam preparations are prescribed to provide immediate treatment for
status epilepticus or febrile convulsions. In hospital it would usually be stored with
other prescription only medicines, but can be stored in a more accessible place
when set out in a BCUHB Cardiopulmonary Resuscitation (CPR) Policy RES 03 .
In the community buccal midazolam need not be kept in a locked place excepting
those premises registered under the Care Homes (Wales) Regulations (2002)
where it should be stored in accordance with those regulations.

Within the prisons setting, tramadol is handled under the national guidance for
secure health and justice settings.

Table 1: storage requirements for temazepam, midazolam and tramadol

CD CD Storage CD Administration
Order Records

Temazepam YES YES YES Two nurses

Tramadol YES YES (this may | YES Two nurses

be a specially
designated
Schedule 3
cupboard)

Midazolam YES NO NO * Single nurse for
buccal route and when
nurse is familiar with
the medication
(Two nurses for IV
route)
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Pregabalin and YES NO NO Single nurse
gabapentin

9.10 Control of Controlled Drugs in clinical areas

The nurse/midwife with continuing responsibility of a clinical area must ensure that
all regulations concerning the control and recording of CDs are complied with. In the
absence of the nurse/midwife with continuing responsibility, a designated deputy
who must be a registered nurse or Operating Department Practitioner (ODP) will
take responsibility for controlling access to CDs.

The nurse with continuing responsibility will agree a list and quantity of CDs held as
stock on the clinical area. If there is need for CDs outside of this list to be used on
the ward they can be ordered for administration to a patient. The keys for the clinical
area’s CD cupboard must be kept on the person of the nurse/midwife in charge and
separate from other clinical area keys.

9.10.1 Recording of administration of Schedule 2 Controlled Drugs in
clinical areas

The controlled drugs register, which is regarded as controlled stationary must be
stored securely. It is to be used for all schedule 2 CDs and ‘designated’ drugs
from other schedules, such as Tramadol, as described in 9.9.4.

The CD Register contains legal and patient information and therefore must be
kept in safe custody within data protection and information governance rules.

The nurse/midwife or ODP with continuing responsibility for a clinical area will
ensure that a CD Register is maintained for all CDs received and administered in
the clinical area. The Register should have an index page indicating the
corresponding page number for that CD. The page number does not need to
correspond with the serial requisition number of the CD order book. There should
be one preparation per page. A record of CD administration must be made each
time a CD is administered. The record is made on the page for that CD and must
include the name and dose of the CD, the name of the patient, the date and the
time. The stock balance must then be updated. The record must be signed by the
nurse/midwife/theatre practitioner administering the CD and signed by a second
registered practitioner who witnessed the administration. In Community hospitals
a trained competent Health Care Support worker can act as a second checker.
See chapter 8 for specific guidance on second checking of medication by HCSWs.

If a part dose is given from an ampoule or vial, then the registrant must record the
amount given and the amount wasted e.q. if the patient is prescribed diamorphine
2-5mg and this dose is given from a 5mg ampoule, the record must show 2-5mg
given and 2-5mg wasted.

If a part tablet (e.g. half a tablet) is required then the registrant must record the
amount given and the amount wasted e.g. half tablet given, half tablet wasted.
The remaining part dose must be disposed of in accordance to section 9.9.1
Tablel.
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Once the page is filled, the stock should be transferred to the next available page
and the new page number documented in the index and at the bottom of the
completed page. If a mistake is made in the CD Register, brackets should be
made around the error in such a way that the original entry is clearly legible. A
correction should be made immediately the error is found and witnessed by a
second person preferably a registrant. The use of correction fluid is forbidden.

9.10.2 Checking of Controlled Drug stock balances

All clinical areas holding stock of CDs must perform a regular stock check balance
for each CD held in stock. Wards should perform this check daily, but each ward
or department may determine that this check is made more or less frequently in
consultation with the local pharmacy safety lead. Clinical areas that are not
providing continuous patient care should perform the checks on the days of
opening and upon opening and closing the clinical area.

This check is to be made by two registered practitioners (nurse, midwife, ODP,
pharmacist or pharmacy technician). Student nurses, student midwives and
student ODPs may be the second checker. Whilst in placement training, student
nurses/midwives/ODPs must be given practical training in the clinical area in the
skills necessary for the administration of medicines but they must have direct
supervision Administering registered nurse, student second checker, and a nurse
observing student.See section 7.2 independent second check.

In Community hospitals a trained competent Health Care Support worker can act
as a second checker. See chapter 8 for specific guidance on second checking of
medication by HCSWs.

Checking of CDs involves checking of entries in the CD record book against the
contents of the CD cupboard, not the reverse, to ensure all entries are checked. It
is not necessary to open packs with intact tamper-evident seals when checking
stock.

Stock balances of liquid medicines may be checked by visual inspection and must
not be poured into a measure and returned to the original container. Any
discrepancy discovered whilst the bottle is in use or completed should be reported
to the nurse/midwife/theatre practitioner in charge. Should the discrepancy remain
unresolved the pharmacy department must be informed as above. A record
indicating that the CD check has been carried out and stocks have been
confirmed as correct must be kept in a separate record book, known as the
BCUHB Controlled Drug Daily Check Register.

The pharmacist or pharmacy technician for the clinical area are responsible for
ensuring that a reconciliation of Controlled Drugs stocks and register is
undertaken at least every 6 months and this check is recorded in the CD register.
For theatres this task may be delegated to the nurse manager in collaboration with
the pharmacist responsible for the theatre.

9.10.3 Control of Controlled Drugs in operating theatres
The nurse or theatre practitioner in charge of theatres is responsible for the
control and storage of CDs in the designated areas. A designated deputy (who
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must be a nurse or theatre practitioner) may take responsibility for controlling
access to CDs, whilst the responsibility for all medicines remains with the
nurse/theatre practitioner in charge. In theatres, the nurse/theatre practitioner with
continuing responsibility may delegate the task of carrying out daily CD checks to
other theatre practitioners. A record of the mandatory checks must be kept as set
out above for wards and departments. Good practice would recommend that
these are done before and after each list but must be carried out as a minimum on
a daily basis.

During normal working hours, the nurse in charge/theatre practitioner or
designated deputy will hold the keys for the CD cupboard within the designated
area (under their personal control within the theatre area). Out of hours, the nurse
in charge/theatre practitioner of recovery or deputy will hold the CD cupboard keys
(take responsibility for the entire theatre CD keys). If all theatres are closed the
nurse in charge/theatre practitioner will take personal control of all theatre CD
keys to ensure that CD stocks remain intact.

Where an operating theatre runs a system of signing out CDs to a particular
anaesthetist, all movements of CDs must be recorded in the theatre CD register.

The nurse in charge/theatre practitioner is responsible for ensuring that an
auditable system is put into place for:

Recording the amount issued to the anaesthetist and recalculating the stock
balance.

Returning unused ampoules to stock and amending the balance.

The anaesthetist is responsible for:

e Signing the register for the amount of ampoules received

e Recording the amount of CD administration on the anaesthetic and
operation record of the patient.

e Returning any unopened ampoules to the nurse and signing the CD
register.

e Personally disposing of, as shown in Table 2 (section 9.12.1) any
unused CD in an open ampoule or in a syringe in accordance with
theatre procedures.

9.11 Closure of Clinical Areas
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9.11.1 Permanent Closures
All controlled drugs must be returned to pharmacy.

9.11.2 Temporary Closures

Arrangements for the removal and storage of controlled drugs and stationery
should be made in advance of the closure and agreed with the pharmacy. All
running balances must be checked and signed, and the contents of the CD
cupboard placed in a sealed and numbered bag which is retained in pharmacy
until the clinical area reopens.

9.11.3 Temporary Theatre Closures
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The same arrangements as those for temporary clinical area closures apply. If
however agreement has been reached for the controlled drugs to remain in situ
within the closed theatre, daily stock checks must continue.

9.11.4 Clinical Area Moves

The manager in charge of the clinical area must ensure the controlled drugs and
stationary are moved to the new area and that a suitable controlled drug cupboard
is in situ. The controlled drugs must be checked by two registered staff with
independent second checking competencies and placed in a sealed and
numbered bag. Once the move has taken place the contents of the bag must be
checked into the new CD cupboard. The daily stock check paperwork must be
signed in accorandance with section 9.7.

The CD order book and CD register should be renamed (if appropriate) but the
name of the previous ward must be referenced. e.g. Ward B (formerly ward A) to
avoid confusion.

9.12 Administration of Controlled Drugs during a period of care

CDs must be administered by two persons who must witness the whole procedure
from the identification of the medicine and its preparation until it is administered to
the patient. Of the two persons who administer, check and witness the procedure,
one shall be a registered nurse, midwife or ODP and the other shall be a doctor,
registered nurse, midwife, ODP, or a competent pharmacist, pharmacy technician
who must act as a witness following planned formal preparation for the task. See
chapter 8 Health Care Support Workers (HCSW) for specific guidance administration
and second checking of medication by HCSWs.

Whilst in placement training, student nurse/student ODP must be given practical
training on the ward in the skills necessary for ordering, receipt, checking and
administration of CDs. Once trained in these tasks student nurses/student ODPs
may act as lead or second checker in the above processes but they must be
continually supervised and witnessed by a registered nurse, midwife or ODP.

Midwives can possess, supply and administer specified CDs provided that it is in the
course of their professional midwifery practice and in line with local guidance.

9.12.1 Exceptional circumstances for administration of a CD to a patient on
another clinical area

A nurse in charge of a clinical area is only permitted to hold a stock of CDs for
administration to patients under his/her care. This means that a
nurse/midwife/ODP is not empowered by law to make a supply to another
practitioner, whether this request comes from another ward or is a request from a
doctor.

In exceptional circumstances, a single dose of a CD can be administered to
another patient on another ward/theatre when the pharmacy is closed. The
nurse/midwife/ODP from where the CD is stock must supervise and be part of the
whole administration process. A record of administration is to be made in the
originating ward/theatre CD record book and the record must be made or
witnessed by the registered Nurse/ODP in the original ward/theatre who must
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accompany the CD to its place of administration. Further supply of CDs must be
obtained from the local hospital pharmacy when next open or in an emergency
contact the emergency duty pharmacist for advice or supply.

9.13 Return, disposal and destruction of Controlled Drugs

80

For GP managed practices see SOP for destruction of CDs for authorised
witnesses.

In the interests of security, safety and containment of environmental pollution,
CDs which include unwanted or expired stock, unwanted patient’s own medication
and unused discharge medication should not be destroyed on the ward/clinical
area. As far as is practicable it should be returned to the pharmacy for safe
denaturing and disposal.

The nurse/midwife in charge or registered nurse with delegated responsibility
must inform the ward pharmacist or ward technician of any unwanted or excess
CDs in a timely fashion.

Destruction of any CD whether patient’s own or expired stock in NHS Community
hospitals/clinics/THMP Berwyn should be destroyed on site. If this is not possible
and for stock CDs no longer required, items may be returned to the local hospital
Pharmacy, on obtaining permission to do so and with adherence with hospital
pharmacy standard operating procedures. For removal of unwanted medication
from patients home, refer to MM33 Guidelines for Community Staff.

9.13.1 Disposal and Destruction of Controlled Drugs
See Table 2 for guidance on destruction and disposal of CDs.

All liquid oral and parenteral formulations must be poured onto an absorbent
paper towel and put in a sharps container if a denaturing kit is not available.

For powder-containing ampoules, water must be added to dissolve the powder
inside, poured on an absorbent towel and disposed of in a sharps bin if a
denaturing kit is not available.

Solid dose formulations must be ground or crushed to ensure the whole tablet or
capsule is not retrievable and then added to water. The resulting mixture is then
be poured onto an absorbent paper towel and added to a sharps container if a
denaturing kit is not available.

The backing of an unused patch should be removed, the patch folded over on
itself and disposed on in a sharps container.
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Table 2. Guidance on destruction and disposal of CDs for clinical areas where
there is a pharmacy on site

Type of CD Location of Person to Person to Register Notes
destruction destroy CD witness entry
and method | destruction
PATIENTS'S OWN CDs
Sent from clinical | Pharmacy or | Registered Registered Pharmacy The patient
area or on ward on ward pharmacist or | pharmacist or | CD must consent
registered registered Destruction | to the
pharmacy pharmacy Register or destruction
technician or | technician clinical area
registered CD register
nurse or
midwife
Denaturing
Kit
Handed in directly | Pharmacy Pharmacist Registered Pharmacy The patient
to Pharmacy e.g. or registered | pharmacist or | CD must consent
outpatients pharmacy registered Destruction | to the
technician pharmacy Register destruction
Denaturing | technician
Kit
Patient deceased | Pharmacy Pharmacist Registered Pharmacy Can be
or registered | pharmacist or | CD destroyed
pharmacy registered Destruction | without the
technician pharmacy Register consent of
Denaturing | technician patient’s estate
Kit (or relatives)
WARD STOCK CDs
Excess/unwanted | Pharmacy Pharmacist Authorised Clinical area:
or expired or registered | person* CD Register
pharmacy Pharmacy:
technician CD
Denaturing destruction
Kit Register
WASTAGE
Part doses drawn | Clinical area | Registered Registered Clinical area | Record details
up on ward for nurse or nurse, CD register | of dose
individual patient midwife midwife, wastage e.g.
e.g. when 5mg Empty into doctor or 5mg given/
dose from 10mg sharps bin pharmacist 5mg wasted
ampoule and name of
patient in CD
register
Part doses drawn | Theatre Registered: Registered Theatre CD | Record details
up in theatre for nurse, nurse, register of dose
individual patient midwife or midwife, wastage e.g.
eg. 5mg dose ODP doctor or 5mg given/
from 10mg Empty into pharmacist 5mg wasted
ampoule sharps bin and name of
patient in
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Type of CD Location of Person to Person to Register Notes
destruction destroy CD witness entry
and method destruction
WASTAGE
Dose drawn up In the clinical | Registered Registered Clinical Record name of
in a clinical area | area nurse or nurse, area CD patient and
for individual midwife midwife, register reason for non-
patient but not Empty into doctor or administration in
given sharps bin pharmacist CD register
Dose drawn up In theatre Registered Registered Theatre Record name of
in theatre for nurse, midwife, | nurse, CD patient and
individual patient ODP or midwife, ODP, | register reason for non-
but not given anaesthetist doctor or administration in
Empty into pharmacist theatre CD
sharps bin register
Wastage from In the clinical | Registered Registered Clinical Details of
discontinued area nurse or nurse, area CD amount
parenteral dose midwife midwife, register discarded
in infusion bag or Empty into doctor or should show
syringe sharps bin pharmacist name of patient
and reason for
non-
administration
PHARMACY
Pharmacy stock | Pharmacy Pharmacist or | Authorised Pharmacy
unfit for use Registered person* CD
(schedule 1 or 2) pharmacy Denaturing Kit | register
technician
Part doses Pharmacy Pharmacist or Registered Pharmacy | Record details of
drawn up in staff member pharmacist or | extemp amount issued,
pharmacy e.g. dispensing the | registered prep BN of extemp
during preparation pharmacy worksheet | prep & name of
extemporaneous Denaturing Kit | technician and patient in CD
dispensing Pharmacy | register
CD
register

*Further details can be found within the Pharmacy CD SOPs at each hospital.

If a CD is prepared for administration (i.e. removed from its original container in a
way that it cannot be replaced) but is not administered, it must be disposed of in
accordance with guidance in Table 2. If not administered the dose must not be
returned to stock, with the exception of whole ampoules or vials. Oral tablets or
capsules removed from blister packaging must be destroyed and placed in a
sharps bin and an entry made in the CD register.

9.13.2 Disposal or Return of CDs from clinical areas without a pharmacy on

site

Any excess or expired CD stock or patient’s own CDs that are no longer needed
must be disposed of onsite unless there is an agreement authorised by the
Accountable Officer (AO), or a person to whom the AO has delegated the decision
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that the CDs can be returned to the pharmacy. Patient’s own CDs should be
returned to the patient on discharge provided that the patient is still prescribed the
medicine and at the same dose and frequency.

If authorisation has been given for the CDs to be returned to the pharmacy, this
must be carried out in accordance with the BCUHB SOP for the Return of
Controlled Drugs (CD’s) from Community Hospitals to the Acute Site Pharmacy
Department with Transport. In this circumstance, follow the guidance in Table 2 for
the method of destruction.

9.13.3 Expired Controlled Drugs held by paramedics

Expired CDs held as stock by WAST must be returned, as set out in the WAST
procedures, to the local hospital pharmacy for destruction. The ambulance
paramedic will make arrangement for a convenient time to come to the hospital
pharmacy.

The pharmacy will accept and dispose of expired CDs in accordance with the
pharmacy department procedure for disposal of CDs.

9.13.4 Expired Controlled Drugs temporarily held by primary care
practitioners/GP Out of Hours Service

There are occasions where Primary Care Practitioners (PCPs) and GP Out of
Hours Service Practitioners may have previously dispensed CDs returned to them,
from the family of a patient who has recently deceased. The family should be
advised to return the no longer needed CD to the dispensing pharmacy. If the
family wishes for the CD to be taken away immediately by the PCP, it should be
accepted on the understanding that the PCP takes full responsibility for the safe
destruction of the CD in accordance with the practice guidance for destruction of
CDs. In certain circumstances it may be practical to surrender the CD to the local
hospital pharmacy. In each of the above situations the PCP must document and
record the CD, strength, dose form and quantity so that a full auditable trail for the
CD from patient to destruction is made. For further guidance see MM33
Guidelines for Community Staff on the removal of unwanted medication from a
patient’s home

9.14 Discrepancies and irregularities relating to Controlled Drugs

Any discrepancy or irregularity relating to a CD is a serious matter and upon
discovering such an event it is the duty of the registrant to inform a senior line
manager. During normal pharmacy working hours, the discrepancy must be
reported to the senior nurse/midwife/theatre practitioner or clinical manager on
duty and to the clinical area pharmacist. A Datix incident report must be completed
as soon as possible after the discrepancy has been discovered. Sometimes the
discrepancy is resolved through double checking of all records of receipt and
administration and by reconciliation of all clinical area’s CDs with the actual stock
and the CD record balance in the register. Additionally medicines administration
record charts can be checked against administration records held in the ward CD
book.
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If the discrepancy remains unresolved, the Clinical Division Senior Nurse must be
informed by the nurse/midwife/theatre practitioner in charge and a written report
submitted. The Clinical Division Senior Nurse will then inform the Assistant Director
of Nursing and the Local Assistant Director of Pharmacy. If initial enquiries lead to
suspicion of fraud or theft, follow the procedure set out in chapter 3.4.2 and 3.4.3.
Outside of normal pharmacy working hours, the nurse/midwife/theatre practitioner
in charge will inform the senior nurse/midwife/theatre practitioner on duty and
Bleep 100 holder/Site Facilitator/Clinical Site Manager. A Datix incident report must
be completed as soon as possible after the discrepancy has been discovered.
Pharmacy should be informed as soon as practical during the next opening hours.

9.15 Lost or missing Controlled Drug cupboard keys

If keys to Controlled Drug cupboards cannot be found then urgent efforts should be
made to retrieve the keys as soon as possible e.g. the keys may have been
inadvertently taken home by a member of staff going off duty. If the keys are missing,
the Clinical Division Senior Nurse, the Local Assistant Director of Pharmacy and
Security must be informed. The Accountable Officer (Chief Pharmacist for BCUHB)
will also be informed. If a potential risk to the security of CDs exists the ward/theatre
CD cupboards must have replacement locks, as a minimum action, or the cupboards
entirely replaced. Advice can be sought from the pharmacy team. A Datix incident
report must be completed.

9.16 Administration of Controlled Drugs in patients’ homes

There must be written instructions by a medical practitioner for the individual patient.
These written instructions are normally printed on the dispensed medicine label by
the dispensing pharmacy. A designated nurse will be responsible for the
administration of the CD.

It is advisable that the nurse is accompanied by a second person for the purpose of
stock control of the CD (witnessing the administration of the CD as described in 7.3).
In the absence of a second person the medication (CD) may be administered by one
person provided that it is a first level registered nurse/midwife.

9.17 Suspicious substances

Occasions will arise when a patient must surrender certain medicines or materials
that are considered to be ‘Suspicious Substances’. ltems that may be considered
under this category include brown resinous material, white crystalline powder and
suspicious tablet pressings, but the variety of illicit presentations may include more
sophisticated formulations.

Unless a person holds formal authorisation from the Home Office, it is an offence to
possess Schedule 1 Controlled Drugs. A health professional may take possession of
a suspicious substance for purpose of preventing harm to patient under their care or
other persons and be able to justify their action on these grounds. If a health
professional has to take possession of a suspicious substance in these
circumstances they must immediately notify the local hospital pharmacy in hours or
securely store in the CD cupboard and inform pharmacy the following day. The
pharmacist will arrange collection of the suspicious substance, recording their receipt
of the material in the clinical area’s CD register. The pharmacist will then ensure safe
custody of the suspicious substance within the pharmacy CD storage area and record
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receipt of the material within the pharmacy CD register. At locally agreed periodic
intervals, the Controlled Drug and Chemical Liaison Officer (CDLO) will arrange for
safe disposal of the materials. If there is suspicion of a crime being or attempted to be
committed (for example possession with intent to supply, trafficking) the product must
either be retained for destruction by the CDLO or it can be handed over to the Police
on their request when making an arrest. Full details of the crime number and
arresting officer should be made and the CDLO should be informed.
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Chapter 10 Return, Disposal and Destruction of Medicines

10.1 Return of excess or unwanted medicines

10.1.1 Returns from clinical areas

All unwanted CDs are to be returned in accordance with the Chapter 9 of the
Medicines Policy. All other excess or unwanted medicines (ward stock, individually
dispensed or patient’s own medicines ) must be held within a clinical area until
arrangements have been made for their return to pharmacy for disposal. Patient’s
own medicines can be removed if consent has been obtained or when it is in the
patient’s best interests.

Arrangements should be made for the return of these excess or unwanted
medicines to pharmacy during normal pharmacy opening hours.

Wards receiving stock control by pharmacy staff must not make returns without
prior agreement with the pharmacy. Pharmacy staff will return stock to pharmacy at
the time of stock control. Wards who order their own stock should notify pharmacy
of any excess or unwanted medicines.

10.1.2 Returns by Community Staff
See MM33 Guidelines for Community Staff on the removal of unwanted
medication from a patient’s home.

10.2 Disposal of cytotoxic medicines
See CPSMO01 Guidance for Ensuring Safety and Quality of Chemotherapy Services.

10.3 Disposal of Controlled Drugs
Excess or unwanted CDs must be returned and disposed of in accordance with the
Chapter 9.

10.4 Disposal of part used syringes and injections

Syringes that are not fully discharged and partly used infusion bags containing
prescription only medicines (POMs) should be disposed using a ‘sharps’ container.
They must not be returned to pharmacy. See ES 03 Waste Management Policy for
further guidance.

10.5 Disposal of medicines by the BCUHB managed pharmacy

All disposal and destruction of medicines within the BCUHB managed pharmacy must
be in accordance with departmental procedures and in line with ES 03 Waste
Management Policy and guidelines from the Professional Regulatory body for
pharmacy.
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Chapter 11 Defects, Hazards, Adverse Reactions and Incidents
Involving Medicines

11.1 Losses and discrepancies

11.1.1 Apparent loss of medicines in a clinical area

The manager in charge of the clinical area must assess the significance of the loss
of the medicine and complete a Datix incident report. All losses involving CDs must
be referred as soon as possible to the senior clinical manager who will contact the
local hospital Pharmacy Operations Manager as necessary. The procedure set out
in the chapter 9 must be followed.

If theft or fraud is suspected follow the guidance set out in sections see section 3.3
and 3.4 .

11.1.2 Apparent loss within the pharmacy

Any apparent loss of medicines within the pharmacy must be reported immediately
to the senior pharmacist on duty and a Datix incident report completed. The senior
pharmacist and the person reporting the loss should examine the records against
the physical stock to confirm the apparent loss. If no satisfactory explanation is
forthcoming the Operations Pharmacist will inform the local Assistant Director for
Medicines Management, after having checked the stock records against physical
stock. Should the apparent loss remain unexplained, the Assistant Director for
Medicines Management will inform the Security Manager and depending of the
severity of the loss Chief Pharmacist Medicines Management and security officer
in consultation with him/her may report the incident to the Police and ask for an
independent investigation.

11.2 Management of medication errors

In order to prevent medication errors, it is in the individual responsibility of all
Practitioners to adhere to their professions Code of Practice and to the BCUHB
Medicines Policy at all times.

A medication error can be defined as a preventable error that may cause or lead to
inappropriate medication use or patient harm while medication is in control of the
health care professional or patient. Such events may be related to professional
practice, health care products, procedures and systems including prescribing; order
communication, product labelling, packaging and nomenclature; compounding;
dispensing; administration; counselling and monitoring. Health practitioners should
learn from any medication error, near miss or adverse outcome in order to prevent
repetition. A balanced approach is required to protect patients and staff alike. Staff
must be given adequate support by their line manager as applicable to the
circumstances specific to the medication error. The over-riding concern is to protect
patient care and the immediate clinical action that may be required to reverse or
negate any adverse clinical consequences.

Through analysis of incidents, NHS Wales have developed Patient Safety Solutions
which are nationally issued and hence implemented across BCUHB.

11.2.1 Immediate action to be taken in event of medication error
Following any medication error:

88



http://www.patientsafety.wales.nhs.uk/safety-solutions



Q\ G IG Bwrdd lechyd Prifysgol

QL = 4 Betsi Cadwaladr
' N H S University Health Board

9.11 Patient safety must be maintained and a member of the medical team

informed.

9.12 The patient must be reviewed medically and a medical action plan put in place

89

which is specific to the nature of the medication error. The manager of the
clinical area must be informed. In the event of a dispensing error that has led to
inappropriate medication administration, a senior member of the pharmacy staff
must be informed.

For administration incidents see ‘Procedure for the Management of Medication
Administration Incidents and Near Misses including Management of
Nursing/Midwifery Staff, or other Registered healthcare Professionals’ MM 12, for
specific guidance on medicine administration incidents.

11.2.2 Reporting a medication error

All incidents involving medicines that have led to a medication error or
inappropriate medication administration must be reported using the Datix incident
reporting system and the BCUHB procedure set out in MM 12 followed.

11.2.3 Dispensing errors discovered in a clinical area

When an apparent dispensing error is discovered in a clinical area, the manager in
charge must contact the BCUHB managed pharmacy as soon as it practical in
order to confirm the status of the medication and ensure that where necessary a
new supply is made available to the patient. The staff member identifying the error
should complete a Datix incident report detailing the error or provide information to
the local hospital pharmacy or community pharmacy for completion. Dispensing
errors are considered ‘must report incidents’ within the BCUHB policy for clinical
incident reporting.

If a patient has wrongly received any medicine, the most senior doctor in charge or
GP of that patient will be informed of the incident so that any clinical action needed
can be taken and that the patient and/or relatives can be informed. See MM 12 for
further details as above.

11.2.3 Serious medication errors

A serious medication error occurs when a patient is harmed or harm is anticipated.
In the event of a serious error the consultant must be informed as soon as
possible. If this is outside normal working hours, the hospital co-ordinator must be
contacted via switchboard. In turn, the on call manager / consultant as must be
contacted, as appropriate.

The Executive Medical Director, the Director of Nursing, Chief Pharmacist
Medicines Management and the Risk Management Department must be informed
of the error and the relevant circumstances at the earliest opportunity. Serious
incidents may be deemed notifiable to the North Wales Regional Officer (WAG)
and this is required within 24 hours of the incident or the next working day. In the
event of a serious medication error, the Risk and Clinical Governance Co-ordinator
will co-ordinate the preliminary investigation with the Clinical Governance
Facilitators under the guidance of the Executive Medical Director and Director of
Governance and Communication.
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All serious medication errors along with patient related incidents will be reported to
the Patient Safety Wales via the Risk and Clinical Governance Co-ordinator. Error
analysis and recommendations will be conducted in accordance with local
procedures.

A never event is defined as a serious, largely preventable patient safety incident
that should not occur if the available preventative measures have been
implemented. The Never Event List is updated annually by Patient Safety Wales.

11.3 Near misses

Any event that would have led to an error but did not actually happen due to last
minute intervention should be reported as a ‘near miss’. In clinical risk management
terms, reporting a near miss is just as important as reporting an actual error.
Medication errors are rarely the ‘fault’ of individual practitioners and are commonly
the result of poor processes/systems. The collation of information on near misses can
provide valuable data that may indicate poor system design.

11.4 Pharmacists’ interventions

By the very nature of their work, pharmacy staff provide a significant safety net
system in the prevention of medication errors by identifying prescribing errors.
Pharmacists record their interventions as part of the patient’s medical record and
utilise a separate database for such purposes. Due to the limited availability of staff,
many interventions are retrospective and the prescribing error may have already led
to a medication error. In these circumstances, a Datix incident report must be
completed as above.

11.5 Reporting, recording adverse drug reactions and defective medicinal
products

11.5.1 Adverse drug reactions

All suspected and confirmed adverse reactions to medicines including contrast
media should be reported to the Commission on Human Medicines (CHM) using
the "yellow card system”. These can be found in the back of each copy of the
British National Formulary, BNF-online
(https://www.medicinescomplete.com/mc/bnf/current/) or MHRA Yellow Card
Scheme online (https://yellowcard.mhra.gov.uk/)

The nature of the adverse reactions and the medicine involved should be
accurately recorded in the patients’ case notes. A clearly visible statement to the
effect that the patient has suffered an actual or suspected adverse reaction to a
given medicine should be permanently imprinted inside the front of the case notes
and/or the electronic patient record and also on the in-patient chart, out-patient or
discharge prescriptions, either in large lettering or using specially prepared label. If
this has led to the hospital admission, documentation must be clear in the notes for
the Clinical Coding dept to clinically code this for NHS Wales data collection
purposes.

11.5.2 Defective medicinal products
The Medicines and Healthcare products Regulatory Agency (MHRA) investigates
all reports of defective medicines. Where the results of investigations have

90



http://www.patientsafety.wales.nhs.uk/sitesplus/documents/1104/WHC%202018%2012%20Never%20Events%20List%202018%2029-3-18.pdf

https://www.medicinescomplete.com/mc/bnf/current/

https://yellowcard.mhra.gov.uk/



'Q~ G IG Bwr('id lechyd Prifysgol
axo NS Betsi Cadwaladr

University Health Board

implications for other patients or users, the MHRA will issue a Hazard or Medicines
Alert, which advises of hazardous products or unsafe practices.

Healthcare staff must report their concerns to a pharmacist or emergency duty
pharmacist via the clinical site manager (if out of normal working hours) if a
defective or potentially defective medicine is suspected. Examples of defective
medicines include defective products themselves, wrong products contained in
outer packaging, poor or incorrect product labelling, poor or incorrect instructions
for use. The BCUHB managed pharmacy department is responsible for informing
the MHRA of defective or potentially defective products and will follow the
pharmacy standard operating procedure for MHRA and manufacturer drug alerts.
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Chapter 12 Storage of Records Relating to Medicines

12.1 Delivery notes accompanying clinical area stock deliveries

Once items delivered have been checked against the delivery note, and there are no
apparent discrepancies by way of delivery error or costing error, the delivery note is
to be kept on the receiving ward for 3 months and then may be destroyed.

12.2 Controlled Drug order books
These are to be kept on the ward/department for 2 years after the date of the last
order entry in the book. The CD order book can then be destroyed.

12.3 Controlled Drug record books

These are to be kept on the ward/department for 2 years after the date of the last
entry of receipt or administration, whichever is the later. The CD record book can then
be destroyed.

If the CD Controlled Drug Record Book contains a record of destruction it must be
retained for 7 years.

12.4 Medicines transit records

Upon completion of signature of the receipt, the delivery driver/ porter must return the
record of receipt to the despatching pharmacy as soon as possible. The delivery
record will be kept for 3 months and then may be destroyed.

12.5 Pharmacy records
The pharmacy will retain records of orders, receipt and supply as set out in WHC
(2000)/71 which details document retention as follows:

3 months: Picking records/ delivery notes to wards & departments

1 year: Stock-take reports plus current year
Worksheets for resuscitation boxes (one year after expiry of longest
dated item)

2 years: Orders/requisitions for medicinal products supplied by the pharmacy

including all dispensing
Pharmacy copy of Discharge Prescription (TTO)
Controlled Drug Registers and Requisitions (2 years after last date of
entry)
Hazard Warnings
5 years: Unlicensed medication requests and issues
Worksheets for chemotherapy, aseptic and total parenteral nutrition
Repackaging
Certificates of analysis
Recall Documentation
Clinical trials records (5 years after end of trial)
6 years: Orders
Financial records including invoices
Disposal of waste records
7 years: Records of Controlled Drug destruction (Hospital stock or patient’s own)
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8 years: Medicines Information questions and answers
(25 years in case of child or obstetrics & gynaecology)

13 years: Production records including extemporaneous Controlled Drug products
and radio pharmacy

For further information refer to
https://www.sps.nhs.uk/articles/retention-of-pharmacy-records/

In order to comply with GDPR requirements, BCUHB must demonstrate that it is
processing (recording and retaining) information for a lawful purpose. For further
information on GDPR see https://ico.org.uk/for-organisations/quide-to-the-general-
data-protection-regulation-gdpr/lawful-basis-for-processing/#ib3 .
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Chapter 13 Medicines in Clinical Trials

13.1 Research Ethics Committee approval

All clinical study protocols must be approved by a Research Ethics Committee before
commencement. Any study involving a medicine as an intervention must obtain
approval from a Research Ethics Committee flagged to approve such a study. Local
Site Specific Assessment approval will be needed from the Local Research
Governance Committee/Internal Review Panel in such cases. All clinical trials
involving medicines need pharmacy assessment prior to approval by local Clinical
Research Governance Committee.

13.2 Clinical trial storage, prescribing and supply

All clinical trial medicines must be stored and supplied through the pharmacy unless
the particular protocol of the study is such that the medicine needs administering in
an acute situation and the pharmacy assessment concludes that a safe alternative
method of storage and supply can be made without direct involvement of the
pharmacy.

The arrangement of the supply through the pharmacy must be in accordance with the
clinical trial protocol and the Pharmacy Department’s Clinical Trial Standard
Operating Procedures PCTO1.

A prescription for a clinical trial medicine must be written and signed by an approved
prescriber and member of the investigation team on a standard hospital prescription
form unless the trial protocol or the pharmacy assessment has led to an agreed
alternative prescription form. The clinical trial prescription will be retained in the
pharmacy.

13.3 Randomisation codes

A copy of the clinical trial protocol and randomisation codes (when applicable) must
be lodged in the Pharmacy before the clinical trial is commenced. Records must be
retained for five years after the trial has been completed.

13.4 Disposal or return of clinical trial medicines

Any unwanted clinical trial study medication must be returned to the hospital
pharmacy. Returned clinical trial study medication must be recorded by the pharmacy
and stored as set out in the clinical trial protocol. Returned clinical trial medicines or
any un-issued clinical trial medication must be returned to the sponsor or disposed of
in accordance with the clinical trial protocol.

13.5 Patients admitted to hospital on clinical trial medication
When patients taking an investigational medical product (IMP) as part of a clinical trial
are admitted as an inpatient within the Health Board, the principal investigator (PI)
and will be notified as soon as practical by the clinical team looking after the patient.
Consideration will need to be given to whether:

e The IMP should be continued or discontinued

e The patient has been admitted with an adverse effect from the IMP

¢ A code break needs to happen to benefit the patient’s treatment. This should

only occur with the consent of either the patient’s consultant or the PI
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Where is appropriate to continue the IMP:

e The clinical trial medication should be prescribed on the prescription chart
under the name of the clinical trial and endorsed as a clinical trial. Further
information such as investigational product name and strength can be added
to the special instructions as appropriate.

e Arrangements for continued supply should be noted on the prescription chart
and in the patient’s medical notes.
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Chapter 14 The Direct Supply of Medicines from a Clinical Area
14.1 The issue of over labelled medicines

Issuing medicines that do not have patient specific dosage directions and a pharmacy
label on the original pack, are contrary to the Medicines Policy and would also be a
Regulatory breach under the Medicines Act. A supply can only be made in
accordance with a Patient Group Direction (PGD) or a prescription.

The local hospital pharmacies supply a number of clinical areas with pre-labelled
medicines in accordance with agreed treatment pathways. Examples that are
commonly used are analgesics and antibiotics. All medicines given to patients must
be supplied by pharmacy and as a minimum, be labelled so that the patient's name
and date of supply can be added at the point of issue. Ward stock must never be
issued to patient.

Examples of approved labels are:

= Keep out of the reach of children MS 35931 - Keep out of the reach of children MS 35931
CLARITHROMYCIN 250mg AMOXYCILLIN SYRUP 250mg,/ Sml

- ONE to be taken TWICE a day. = Take _____ x 5ml spoonful(s)

H = THREE times a day for ___ days.

Take at regular intervals. Complete the

Take at intervals of approximately 12 = ‘ =
prescribed course unless otherwise

hours. Complete the course unless

3 [VN]
dE otherwise directed. o"-E directed.
= zg SHAKE THE BOTTLE. STORE INA ..
T i |3 T 2| REFRIGERATOR. Discard any remaining i g
S EI|® =g | solution once course is complete. £ |E
< 5¢ = |= =L >< = |=
oW Phamnacy, Wrexham Maelor Hospital Tel: 01378 725959 /1 oW Phamnacy, Wrexham Maelor Hospital Tel: 01572 725359 /1

KEEP OUT OF THE REACH AND SKIHT OF CHILDREN
TAKE / LISE AS DIRECTED
AL

[ DATE I550ED

FFERYLLFA, [ P By
FEBYTE WREX AR MAELDR: HOSPITAL
TEL: B9 M55y

Over labelled medicines with labels containing no specific directions are only
available for over the counter medicines e.g. paracetamol or ibuprofen. The original
manufacturer’s pack contains directions of how to use the medicine. The patient’s
name and the date must be written in the spaces provided on the label.
The procedure below must be followed when issuing over labelled medicines from a
clinical area:
e Overlabelled packs must only be given to patients in accordance to a
prescription or PGD. A prescription must be written for each item to be
supplied. The same prescription form may be used for more than one item if
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required. (See chapter 4 for prescribing standards). If supply is made against a
PGD, the correct PGD must be selected.

The over-labelled pre-pack may be retrieved from its storage area by any of the
following staff groups:

e Nurse or midwife

e Doctor

e Pharmacist or pharmacy technician

e Physiotherapist
The patient’s name and the date must be written in the spaces provided on the label.
The directions printed on the discharge pre-packs must not be altered or manually
amended under any circumstances apart from where there are pre-defined spaces for
insertion of dose and frequency instructions.
For liquid medicines a 5mL spoon and/or oral syringe with instruction leaflet must be
issued with the medicine. For doses which are not multiples of 5ml, an oral syringe
must be supplied and the patient/carer advised on its use.
If the strength and dosing instructions (where pre-printed) are identical then the
medicine can be supplied. If not the prescription must be dispensed by the pharmacy.
The prescription or PGD must be second checked against the pre-labelled medicine
by second qualified member of staff or doctor.
The prescription should be signed by the two registered members of staff making the
supply. If the pack is being used for supply against a PGD this should be recorded
appropriately.
If no items are required from Pharmacy, the prescription must be filed in the patient’s
notes for archiving. The duplicate copy should be sent to the GP. If additional items
to the pre-packs / over-labelled items are required from Pharmacy, then the
prescription should be filed in Pharmacy following the dispensing of the additional
items.
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Chapter 15 Discretionary Medicines for Adult and Children In-
patients

Normally a nurse shall not administer a medicine to an in-patient except on the
written instructions of an authorised prescriber or under a Patient Group Direction
(PGD.) The discretionary medicines listed below may be administered by a registered
nurse within the constraints of this Policy.

One may be administered within the schedule stated below (unless otherwise
stated). If ongoing medication is required a prescription must be written before
further doses are administered.

Where discretionary medicines are administered, the doctor responsible for the
day to day care of the patient must be notified as soon as is reasonably
practicable and within 24 hours of the administration of the medicine.

If administration of the discretionary medicine does not achieve the desired or
expected effect in the anticipated time scale then the doctor should be called
to assess the patient.

All discretionary medicines administered to in-patients must be recorded on
the prescription chart in the ‘once only’ section. In the case of administration of
discretionary medicines to out-patients, this must be recorded in the patient’s
medical or care record.

The provisions of this policy are intended to authorise administration of simple
remedies for minor conditions. Where patients require medical assessment
this must always be sought.

The patient’s allergy status must be checked before administration of
medicines under this policy. Medicines to which the patient is known to be
allergic must not be administered.

Laxatives should not be given if the patient has abdominal pain of unknown
cause .

Indication Drug Dose
Adults
Paracetamol suppositories. o
Fever 500mg 1-2 suppositories
1-2 tablets ( if patient
Fever Paracetamol tablets 500mg | under 50Kg in weight only
give 1 tablet)
Constipation Glycerine suppository 49
Constipation Senna 1-2 tablets
Constipation Sodium citrate micro 1
enema
Dyspepsia and reflux Sodium alginate with 10-20mL
calcium carbonate and
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sodium bicarbonate
suspension

Cough

Simple linctus

5mL

Procedures

For urinary catheter
insertion

Flexible cytoscopy
insertion (urology)

Coil insertion (DSH)

Instillagel®

(contains chlorhexidine
check allergy status)

Once only prior to
procedure

Local anaesthetic for
topical application where
there is no PGD in place

Ametop® / EMLA®

Once only prior to
procedure

Analgesia

If the patient has liver disease seek medical advice.

Do not administer with other paracetamol containing products

Adult:

Paracetamol tablets 500mg

One or Two tablets (if
patient under 50Kg in
weight or other hepatic
risk factors (see below)
only give 1 tablet)”

Adult:

Paracetamol liquid
250mg/5mL

FOUR 5mL spoonfuls
(20mL)

(if patient under 50Kg in
weight or other hepatic
risk factors (see below)
only give TWO 5mL
spoonsful (10mL)"

Child 1- 2 months

Paracetamol liquid

30mg (1.25mL)

120mg/5mL

Child 3 - 5 months Paracetamol liquid 60mg (2.5mL)
120mg/5mL

Child 6 months — 1 year | Paracetamol liquid 120mg (5mL)
120mg/5mL

Child 2 — 3 years Paracetamol liquid 180mg (7.5mL)
120mg/5mL

Child 4 — 5 years Paracetamol liquid 240mg (10mL)
120mg/5mL

Child 6 — 7 years Paracetamol liquid 250mg (5mL)
250mg/5mL
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Child 8 — 9 years Paracetamol liquid 375mg (7.5mL)
250mg/5mL

Child 10 — 11 years Paracetamol liquid 500mg (10mL)
250mg/5mL

Child 12 — 15 years Paracetamol tablets or 500mg (ONE tablet)
soluble tablets 500mg

Child 16 — 18 years Paracetamol tablets or 500mg or 1g (ONE or
soluble tablets 500mg TWO tablets)

A registered nurse, within their own competence of practice, may initiate and delegate
the administration of:
e Selected barrier creams as set out in the BCUHB Wound care & Dressings
Formulary 2018
e Selected non-proprietary emollient preparations and aqueous cream for simple
dry skin and lips, as set out in the BCUHB formulary
The nurse has a duty of care to check the allergy status of patients to the ingredients
of each barrier cream and must document the application. Referral to the Tissue
Viability Specialist Nurse may be sought for complex cases.

*Paracetamol dosing. Follow the British Hepatology Pharmacy Group Position
Statement Dosing guide for patients with risk factors for hepatotoxicity with
paracetamol.
https://www.basl.org.uk/uploads/BHPG/Paracetamol%20Position%20Statement Mar

%202022.pdf

Risk Factors for hepatotoxicity with paracetamol
e Dry body weight under 50kg

Elderly/frail

Renal insufficiency

Decompensated liver disease

Chronic malnutrition

Chronic dehydration

Cachexia

Chronic alcohol consumption or regular consumption of alcohol in excess

of

recommended amounts

e Long-term treatment with liver enzyme-inducing drugs e.g. carbamazepine,
phenytoin, primidone, rifampicin, phenobarbital, St John’s Wort or other
drugs that induce liver enzymes
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Chapter 16 Administration of parenteral medicines for the purpose
of saving a life in an emergency

The following list of medicines can be administered by parenteral injection without
prescription or written directions or patient specific direction when administered for
the purpose of saving life in an emergency.

Adrenaline 1 in 1000 intramuscular only

Atropine sulphate injection

Atropine sulphate and obidoxime chloride injection
Atropine sulphate and pralidoxime chloride injection
Atropine sulphate, pralidoxime mesilate and avizafone injection
Chlorphenamine injection

Dicobalt edetate injection

Glucagon injection

Glucose injection 10% , 20% and 50%
Hydrocortisone injection

Naloxone injection

Pralidoxime chloride injection

Pralidoxime mesilate injection

Promethazine hydrochloride injection

Snake venom antiserum

Sodium nitrite injection

Sodium thiosulphate injection

Sterile pralidoxime

Taken from the Human Medicines Regulations 2012
http://www.legislation.gov.uk/uksi/2012/1916/contents/made

Glucose 10% and 20% has been added to the Human Medicines Regulation list in
line with the JBDS —IP Joint British Diabetes Societies for Inpatient care ‘The Hospital
Management of Hypoglycaemia in Adults with Diabetes Mellitus’ 3rd edition April
2018

https://abcd.care/sites/abcd.care/files/resources/20180508 JBDS HypoGuideline Re

vised v2.pdf
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Chapter 17 Audit

Incidents and/or risks reported via Datix are monitored by the Medication Safety
Officer and Pharmacy Management Team. This information will be used to inform the
medicines management annual audit plan. As part of ongoing management, where a
risk becomes apparent or data indicates escalation is required, it will be raised with
pharmacy operational teams to the relevant hospital/area management teams and
appropriate governance/quality and safety meetings.

All Pharmacy & Medicines Management Written Control Documents (to include
policies, procedures, guidelines etc.) should be developed and/or reviewed using
evidence based knowledge and best practice. This includes learning from incidents
and/or subsequent audits as well as national guidance (NICE, BNF, etc.)

When developing written control documents, authors must ensure there is a
mechanism to identify and respond to new guidance to ensure that the document
remains focused on best practice and evidence base, with the facility to update
between formal review dates.

The Services that utilise the document must also ensure there is a mechanism in
place to use audit or other monitoring and quality improvement approaches, to
ensure that any unwanted variation of required practice is identified and responded
to.

Escalations should be managed through the service / divisional / corporate
governance processes, with expert advice in relation to medicines

management, audit and improvement secured from the respective specialist teams
(Medicines Management, Clinical Effectiveness and Quality Improvement team).

References

¢ All Wales Medicines Strategy Group (AWMSG) medicines management
resources http://www.awmsg.org/

BNF online - https://www.medicinescomplete.com/mc/bnf/current/
General Medical Council (GMC) http://www.gmc-uk.org/

General Pharmaceutical Council (GPhC) https://www.pharmacyregulation.org/
Medicines Act 1968

Medicines, Ethics and Practice: A guide for Pharmacists. Royal
Pharmaceutical Society of Great Britain 2018.

Misuse of Drugs Act 1971

Misuse of Drugs (amendment 2) regulations 2006

Midwives Exemptions 2018

NICE NG46 Controlled Drugs: Safe use and management, April 2016
https://www.nice.org.uk/quidance/ng46

e Nursing and Midwifery Council (NMC) http://www.nmc.org.uk/
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Patient Safety Wales http://www.patientsafety.wales.nhs.uk/home

Royal Pharmaceutical Society of Great Britain. The safe and secure handling
of medicines: a team approach. A revision of the Duthie Report (1988)

led by the Hospital Pharmacists’ Group of the Royal Pharmaceutical Society,
March 2005.

Shipman Inquiry 2005/6

Summary of Product Characteristics (SmPC) for each medicine is produced by
the manufacturer. http://www.medicines.org.uk/emc/

Specialist information on medicines obtained from the local Medicines
Information Centres based at Ysbyty Gwynedd, Ysbyty Glan Clwyd and Ysbyty
Wrexham Maelor

Ysbyty Glan Clwyd 01745 448788

Ysbyty Gwynedd 01248 384141

Ysbyty Wrexham Maelor 01978 726346

Specialist Pharmacy Service https://www.sps.nhs.uk/

RPS/RCN Guidance on the Administration of Medicines In Healthcare Settings
https://www.rpharms.com/Portals/0/RPS%20document%20library/Open%20ac
cess/Professional%20standards/SSHM%20and%20Admin/Admin%200f%20M
eds%20prof%20guidance.pdf?ver=2019-01-23-145026-567

RPS Professional guidance on the Safe Storage and Handling of Medicines
https://www.rpharms.com/recognition/setting-professional-standards/safe-and-
secure-handling-of-medicines/professional-guidance-on-the-safe-and-secure-
handling-of-medicines
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Glossary

Administration: Administer is ‘to give a medicine either by introduction into the body,
whether by direct contact with the body or not (e.g. orally or by injection) or by
external application (e.g. application of an impregnated dressing).

Controlled Drug: A medicine included in the Schedules of The Misuse of Drugs
Regulations (1971).

Schedule 1 (CD licence)

Schedule 1 drugs include hallucinogenic drugs such as coca leaf, lysergide and
mescaline. Production, possession and supply of drugs in this schedule are limited, in
the public interest, to research or other special purposes. Most schedule 1 drugs
have no therapeutic use and a licence is generally required for their production,
possession or supply. Examples include hallucinogenic drugs (e.g. ‘LSD’), ecstasy-
type substances, raw opium and cannabis. Sativex® is a cannabinoid extract
schedule 1 drug that dose have a therapeutic use and has been exempted by the
Home Office from licensing requirements.

Schedule 2 (CD POM)

Schedule 2 includes more than 100 drugs such as the opioids, the major stimulants,
secobarbital and amphetamine.

Safe custody — schedule 2 CDs (except secobarbital) are subject to safe custody
requirements (under the Misuse of Drugs Safe Custody Regulations 1973 — see
below). They must be stored in a locked receptacle, such as an appropriate CD
cabinet or approved safe, which can only be opened by the person in lawful
possession of the CD or a person authorised by them.

Schedule 3 (CD no register)

Schedule 3 includes a small number of minor stimulant drugs and other drugs, which
are less likely to be misused than drugs in schedule 2, or are less harmful if misused.
Safe custody — schedule 3 CDs are exempt from safe custody requirements.
Exceptions are flunitrazepam, temazepam, buprenorphine and diethylpropion, which
must be stored in a locked CD receptacle within a secure environment.

Schedule 4 (CD benzodiazepines and CD anabolic steroids)

Schedule 4 is split into two parts.

e Part 1 (CD benzodiazepines) contains most of the benzodiazepines, plus eight
other substances including zolpidem, fencamfamin and mesocarb.

e Part 2 (CD anabolic steroids) contains most of the anabolic and androgenic
steroids such as testosterone, together with clenbuterol (adrenoreceptor
stimulant) and growth hormones (5 polypeptide hormones).

There is no restriction on the possession of a schedule 4 part 2 (CD anabolic
steroids) drug when it is part of a medicinal product. However, possession of a drug
from schedule 4 part 1 (CD benzodiazepines) is an offence without the authority of a
prescription in the required form. Possession by practitioners and pharmacists acting
in their professional capacities is authorised.

Schedule 5 (CD invoice)
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Schedule 5 contains preparations of certain CDs (for example, codeine, pholcodine,
morphine), which are exempt from full control when present in medicinal products of
low strengths, as their risk of misuse is reduced.

For more information refer to the current Misuse of Drugs Regulations.

Controlled Stationery: All stationery which could be used to obtain medicines
fraudulently.

Critical Medicine: Medicines that have the potential to cause harm if administration
is omitted or delayed.

Dentist: A dentist holding registration with the General Dental Council.

Dietician: A dietician holding registration for practice as a dietician with the Health
and Care Professions Council.

Doctor: A doctor holding both registration and licence to practice with the General
Medical Council.

Healthcare Support Worker (HCSW), Healthcare Assistant (HCA), Assistant
Practitioner (AP): A person working alongside, and assisting the work of a nurse or
health professional under the guidance of a registered healthcare professional The
role can be varied depending upon the healthcare setting.

High Risk Medicine: Medicines that have a high risk of causing significant patient
harm or death when used in error.

Independent second checker: A competent staff member authorised to administer
medication.

Medicine: Medicinal products as defined in Section 130 of the Medicines Act, i.e. a
substance administered by mouth, applied to the body or introduced into the body for
a medicinal purpose.
A medicinal purpose may mean any one or more of the following:

e Treating or preventing disease

e Diagnosing disease or ascertaining the existence, degree or extent of a
physiological condition
Contraception
Inducing anaesthesia
Administration of products such as anti-D, albumin and immunoglobulins
Otherwise preventing or interfering with the normal operation of a physiological
function
Exclusions:

e Items classified as medical devices e.g. Posiflush® (sodium chloride 0.9% pre-

prepared flush)
e Reagents
e Sterile non-injectable water
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¢ Non-medicated dressings, ligatures and sutures

e Blood components, including red cells, platelets, fresh frozen plasma (FFP)
and cryoprecipitate

e Antiseptics used as cleansing agents for the skin and wounds and Barium
Contrast media are exempted from the requirements of Sections 7 and 10 of
this policy (i.e. prescribing and administration)

Medicines Reconciliation: Process of collecting information on medication history
prior to admission using the most up to date recent and accurate sources, checking
this against the current prescribed medicines, ensuring any discrepancies are
accounted for or actioned and communicating any changes, deletions or omissions to
the patient’s medication should be clearly documented.

Midwife: A midwife whose name is held on the Nursing and Midwifery Council
register as a person who can meet specific standards to provide maternity care to
patients,

Non-Medical Prescriber: A registered prescriber who is not registered as a doctor
or dentist.

Nurse: A nurse whose name is held on the Nursing and Midwifery Council register
as a person who can meet specific standards to provide care to patients.

Operating Department Practitioner: A person who is registered with the Health
and Care Professions Council as an operating department practitioner.

Parenteral Administration: Administration of a medicine by means other than the
alimentary canal e.g. IV, IM or S/C

Patient Group Direction: A written instruction for the supply and or administration of
a licensed medicine in an identified clinical situation, signed by a doctor or dentist and
a pharmacist. It applies to groups of patients who may not be individually identified
before presenting for treatment.

Patients Own Medicine/Patients Own Drugs: Medicines brought into hospital
having been dispensed for that patient outside of the hospital or purchased by the
patient. It also includes over the counter (OTC) medicines, alternative remedies and
other medicinal items purchased elsewhere eg internet.

Pharmacist: A pharmacist holding registration for practice with The General
Pharmaceutical Council (GPhC).

Pharmacy Technician: A Pharmacy Technician holding registration for practice with
the GPhC.

Prescription: Written instructions from a registered prescriber permitting a person so

authorised to supply a prescription only medicine (POM) to the holder of the
prescription.

106





Q ) G IG Bwrdd lechyd Prifysgol

abo = Betsi Cadwaladr
N ' g N H S University Health Board

Transcription: Copying of something written e.g. prescription, from one record to
another.

Unlicensed Medicine: A medicine that does not have a product licence.
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APPENDIX 1 Monitoring and maintaining refrigerators and freezers

In order to maintain the medicine supply cold chain it is essential to keep a written
record of the daily maximum and minimum temperatures of medication refrigerators.
The BCUHB template for recording temperatures is included in Appendix 2 and is
the only version of the monitoring form that should be in use. This will demonstrate
that temperature sensitive medicines have been stored under correct conditions, and
will therefore protect the interests of the patient and the nurse administering the
medicine. Accurate temperature monitoring may contribute to waste reduction by
identifying any deviance from ideal conditions quickly, thereby allowing medicines to
be moved to another temperature controlled area before they deteriorate.

Readings must be taken daily using a maximum — minimum thermometer in
accordance with the manufacturer’s instructions. The reading must be recorded on
the attached chart and the max/min thermometer must be reset after each time is
has been read. A record should also be made of the date when the refrigerator is
defrosted, which should be at monthly intervals unless it is clearly not required. A
nurse, HCSW or housekeeper may undertake this task, providing they are suitably
trained and they refer unusual results to a more senior member of staff if they are
unable to take appropriate actions themselves. The manager of the clinical area
should review the temperature record chart as part of their daily checks. Daily
checks are not required for refrigerators with in-built temperature monitoring and SD
card readers which automatically log temperatures and alarm visually and audibly if
a fault is detected. Such refrigerators must be calibrated on an annual basis.

A freezer temperature must be kept between the range of -18°C to -23°C. The
temperature of the refrigerator must be kept between the range of +2°C and +8°C.
Appropriate action should be taken to ensure that this range is maintained.
A refrigerator containing medicines should not be used to store food (other than
hospital issued nutritional supplements) and must be kept locked. There are two
reasons for this:
e To minimise the risk of contamination
e Overfilling refrigerators increases the risk of changes in temperature.
Medicines refrigerators must not be filled above 75% of their capacity and
medicines no longer required must be removed. These may be destroyed or,
if appropriate, immediately returned to pharmacy for recycling.

Good practice points:

¢ Do not allow stock to come into contact with the refrigerator cooling plate or
ice within the refrigerator

e Rotate stock to use short expiry stock first & where there is an opened vial
(e.g. insulin) in use it should be marked with the date opened and placed at
the front so it is used up first.

e Make sure it is clear which member of staff is responsible for monitoring
temperatures of the refrigerator each day and that they know how to use and
read the thermometer.

e Check the refrigerator has been monitored as part of the daily safety brief.

e The reset button must be pressed after every temperature recording in order
to obtain a new baseline for the minimum and maximum temperatures.
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To avoid the refrigerator being switched off inadvertently, label the plug or
electric socket accordingly.

Trouble Shooting

A minus reading indicates the refrigerator is or has been below freezing point.
Check the readings again. Either the temperature has been read incorrectly
or immediate action must be taken to remedy the adverse conditions within
the refrigerator. Look at each medicine to see if it is frozen solid and check
glass vials for evidence of any cracks. If stock has been allowed to freeze,
many medicines will no longer be effective and advice from Pharmacy must
be sought regarding the integrity of the product,

The minimum temperature recorded is higher than the maximum temperature
indicates that the thermometer has been read incorrectly.

The temperatures recorded are the same every day. This is unlikely as
variations in temperature occur when the refrigerator door is opened and
closed and with changes in ambient room temperature. Often this is an
indication that the thermometer has not been reset after each reading. Check
that the individual responsible for the task understands how to use the
thermometer and the importance of making accurate readings.

Regular readings below +2°C and above +8°C. Review the training and
competence of the member of staff reading the temperatures. Ensure the
probe is in a suitable position. Defrost the refrigerator if this has not been
done recently. Is your refrigerator working correctly and (where appropriate)
is the temperature setting adjusted correctly? Follow flow chart attached:
Calibration: Any concerns about calibration of the temperature recording
devices in use should be referred to the Estates Department.

Defrosting and Cleaning the Refrigerator
Refrigerators may have an auto defrost cycle function and may not require a
scheduled defrost. For those that don’t have this functionality:
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Move all stock from the refrigerator to another monitored medicine
refrigerator.

Defrost the refrigerator according to manufacturer’s instructions then clean the
interior and exterior.

When the refrigerator thermometer indicates that the temperature is between
+20C and +8°C the medicines may be returned to the clean refrigerator
Record the defrost and clean information on the refrigerator temperature
record sheet.
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Actions to be taken if refrigerators fall outside temperature range

Recorded storage temperature of the refrigerator if outside the normal operating
range of 2°C to 8°C

%

If single reading falls outside 2°C and 8°C, monitor closely. Some refrigerators may
have an internal alarm system to alert when anomalies occur eg door left open

If repeated and maximum and minimum readings are exactly the same — check the
thermometer is being read and reset correctly

If reading is below 1 degree, some medicines are likely to be damaged — contact
Pharmacy for advice

If repeated readings outside 2 and 8 degrees the following actions must be taken

v

Advice on stability of the individual medicines should be sought from the Medicines
Information Department. You will need to know: The name, strength and
manufacturer of all the products involved, the maximum and minimum temperature
reading and how long the refrigerator may have been switched off/malfunctioning.
If an answer is needed urgently make it clear when the drugs next need to be

given.
V

While waiting for advice, quarantine and label all affected medicines — label not to
be used and put the date, time and signature on the outside wrapping. Then store
in correct storage conditions immediately (e.g. an alternative monitored
refrigerator).

Any medicines that are not stable at the temperatures recorded must be
destroyed. New supplies will need to be obtained from Pharmacy.

Any medicines with a reduced expiry should be clearly labelled. All affected stock
should be used as soon as possible and prior to any new stock.

Any stock that has a reduced expiry and is subsequently found to have been out of

range again should be destroyed.
v

If the refrigerator is not operating correctly it should be labelled “NOT TO BE
USED UNTIL FURTHER NOTICE”. Date, time and signature. The medicine
refrigerator must be taken out of action, checked and/or repaired as necessary and
not put back into use until fully functioning. Contact Estates to report the problem.

v

Incident should be reported to the Manager of the clinical area and a Datix incident
report form completed

Medicine Information Helplines:

Ysbyty Glan Clwyd 01745 448788
Ysbyty Gwynedd 01248 384141
Ysbyty Wrexham Maelor 01978 726346

In an emergency, the emergency duty pharmacist can be contacted.
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APPENDIX 2 Temperature Monitoring Record

Current temperature

Minimum temperature since last

Maximum temperature since last

Min/Max Alarm Thermometer |

Mm_’m, g Max‘v-l—_m - = To reset - press the Max

\
Lo# Hi 4 ‘

o

a3lvuanvo piemusp

(

Bwrdd lechyd Prifysgol

University Health Board

Replace batteries immediately when the reading becomes
erratic or the display clarity fades.
The device uses 2 * AAA Batteries, available from Stores

Temperature Monitoring

Monitoring of medication storage areas (fridge and medicines room)
must take place dalily.

Monitor and document: current displayed temperature, maximum
and minimum temperature, then reset the thermometer by pressing
the Max-Reset button

Action if temperature is outside of acceptable range

Reset the thermometer (as above) and re-check temperature in 30
mins (room/fridge)

If continues to be out of range — quarantine contents and contact
medicines information on YGC 01745 448788, YG 01248 384141
WMH 01978 726346

Contact Estates to rectify technical problem.

Responsibilities
Housekeeper/HCSW:
Staff Nurse/Sister

in charge of Shift:
room) has been done.

Daily temperature check (fridge & room)

Ensure daily temperature check (fridge &

Clinical area
manager:

Weekly temperature check

Area Matron:
room)

Three monthly temperature check (fridge &
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Medicines Room Ambient Temperature Monitoring Form
Wards/Departments/Community
Ward/Department Month Year
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MR

H

VALES

Z20)

i
S

=

1. Read and record the temperature every 24 hours
2. Where the temperature monitoring device has a reset clear function, ALWAYS reset the minimum and maximum
temperature, by pressing the Max-Reset button, after recording the information

Max Alarm
Reset on

Date | Time Min | Max | button | 4/ Initials

Tick Current Temperature

cEEEE

1St

2nd

3rd

4th

5th

6th

7th

8th

gth

10th

11th

12th

13"

14"

15th

16th

17th

18th

19th

20th

21$t

22nd

23rd

24T

25th

26th

27th

28th

29th

30th

31$t

Out of Range Readings - If any reading (ACTUAL, MINIMUM or MAXIMUM) is outside the limits of 20°C to
25°C you must:
v' Press Max-Reset button immediately
v" Return in ONE HOUR, read and record the ACTUAL, MINIMUM and MAXIMUM temperatures in an ADDITIONAL
READINGS and ACTION TAKEN box overleaf
v' If still reading above the limits of above 25°C inform the Ward Manager/Nurse in Charge.
v"In normal hours - Contact Estates to report the problem.
v"In normal hours - Contact the Pharmacy Department for advice on the medicines
v' Out of hours - contact Estates and Pharmacy the next working day
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Additional Readings and Action Taken

Time & Date. ...
Action taken by by...... ..o
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Additional Readings and Action Taken

Time & Date.....ccoiiiiiii e,
Actiontaken by by..........ooii

Additional Readings and Action Taken

Time &Date.......coooiiiiiiii
Actiontaken by by.......cooooii

Additional Readings and Action Taken

Time & Date......oeieiiiii
Action taken By by.......cooiiii

Additional Readings and Action Taken

Time & Date........ooviiiiii
Action taken by DY...... ..o

Additional Readings and Action Taken

Time & Date.......coooiiiiiii
Action taken by Dy..... ..o

Additional Readings and Action Taken

Time & Date......covuiiiiiii
Action taken by by..... ..o

Additional Readings and Action Taken

Time & Date.......coooiiiiiiii
Action taken by Dy...... ..o

Additional Readings and Action Taken

Time & Date.....cooiiii
Action taken by by..... ..o

Additional Readings and Action Taken

Time & Date. ..o
Action taken by by........cooiiii
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Medicines Refrigerator Temperature Monitoring Form @

NHS

VML
is

Ward/Department

Ward/Department Month Year

3. Read and record the temperature every 24 hours

4. Where the temperature monitoring device has a reset clear function, ALWAYS reset the minimum and maximum

temperature, by pressing the Max-Reset button, after recording the information
Tick Current Temperature Max Alarm Initials
. . Reset
Date | Time Min | Max | pugton+ | ON Y
0J1 2|3 |4|5|6|7|8]9 |10+ Ensure

1st
2nd products
3rd
4th are
5th
6" not
7th
gth in
gth
10" contact
11"
12th with
13"
14th the
15th
16" sides
17th
18t or
19th
20t the
21$t
22nd back
23rd
24 of
25th
26t the
27th
28t fridge.
29th
30th
Slst

Out of Range Readings - If any reading (ACTUAL, MINIMUM or MAXIMUM) is outside the limits of 2°C to 8°C you must:

v' Press Memory Clear button immediately

v" Return in ONE HOUR, read and record the ACTUAL, MINIMUM and MAXIMUM temperatures and document readings and actions overleaf

LA

Immediately inform the Ward Manager/Nurse in Charge
In normal hours - Contact Estates to report the problem.

In normal hours - Contact the Pharmacy Department for advice on the medicines

Additional Actions if still reading outside the limits 2°C to 8°C, you must:

Out of hours - remove the medicines and quarantine in nearby medicines fridge (add notice on fridge where medicines are)

Out of hours - contact Estates and Pharmacy the next working day

DO NOT use medicines until Pharmacy advise otherwise
Record all readings and actions overleaf

Print in colour & retain this monitoring form for 3 months
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Additional Readings and Action Taken

Time &Date.....ccoiiiiiii e,
Actiontaken by by........coooii

Additional Readings and Action Taken

Time&Date. ... ..o
Actiontaken by by..... ..o

Additional Readings and Action Taken

Time & Date.......cooviiiiii
Actiontaken by by.......coooiii

Additional Readings and Action Taken

Time & Date......oeieiiiii
Action taken By bBy.......ooiiii

Additional Readings and Action Taken

Time & Date........ooviiiiii
Action taken by Dy..... ..o

Additional Readings and Action Taken

Time&Date.....cooooii
Action taken by Dy...... ..o

Additional Readings and Action Taken

Time&Date......coooiiii
Action taken by by........oo

Additional Readings and Action Taken

Time&Date......coooviiii
Action taken by by...... ..o

Additional Readings and Action Taken

Time &Date... ..o
Action taken by by..... ..o

Additional Readings and Action Taken

Time & Date......c.oooiiiiiii
Action taken by by........cooiiii
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Medicines Freezer Temperature Monitoring Form
Wards/Departments

Ward/Department Month Year

5. Read and record the temperature every 24 hours
6. Where the temperature monitoring device has a reset clear function, ALWAYS reset the minimum and maximum
temperature, by pressing the MEMORY CLEAR button, after recording the information

GIG | bwrdterye iyl
7

@ WALES

Date

Tim

Tick Current Temperature

Min

Max

1. Memory

Clear button

2.Alarm on v

1

2

Initials

1St

2nd

3rd

4th

5th

6th

7th

8th

gth

10th

1 1th

1 zth

13th

1. 4th

1 5th

161h

17th

1 8th

19th

20th

215[

22nd

23rd

24m

2 51h

261h

27th

2 8th

291h

301h

315'[
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Out of range readings- if any reading (Actual, Minimum or Maximum) is outside the limits of -15°C to -25°C you MUST:

v" Press memory clear button immediately

v" Return in ONE HOUR, read and record the ACTUAL, MINIMUM & MAXIMUM temperatures and document readings & actions

overleaf

Additional actions if still reading outside the limits —15°C to —25°C, you must:

Immediately inform the Ward Manager/Nurse in Charge
In normal hours — contact Estates to report the problem

DO NOT USE MEDICINES until pharmacy advise otherwise
Record all readings and actions overleaf

ANASENENENENEN

In normal hours — contact the Pharmacy department for advice on the medicines
Out of hours- remove the medicines and quarantine in a nearby freezer
Out of hours — contact pharmacy and estates department the next working day

Additional Readings and Action Taken

Time & Date. ...
Action taken by Dy.......ooviii

Additional Readings and Action Taken

Time &Date. .. ..o
Action taken by by.......c.oiiii

Additional Readings and Action Taken

Time & Date. ..o
Action taken by By.......oooiiii

Additional Readings and Action Taken

Time &Date.......cocviiiiii
Actiontaken by by..........

Additional Readings and Action Taken

Time & Date.... ..o
Action taken by by..... ..o

Additional Readings and Action Taken

Time & Date. ..o
Action taken by Dy........o

Additional Readings and Action Taken

Time & Date.....ccoviiii
Action taken by by........oo

Additional Readings and Action Taken

Time & Date......coviiiiiiii
Actiontaken by by........ooiiiii
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Responsibility Matrix
		Responsibility Matrix for Physician Associates



		Responsibility

		Clinical Supervisor

		Operational Line Manager

		Physician Associate



		Assess PA competencies.

		

		

		



		Collaborate with division to develop & agree job plan.

		

		

		



		Ensure the rest of the MDT is aware of the PA role and that any queries are addressed.

		

		

		



		Asses and appraise performance. 

		

		

		



		Agree and provide the appropriate level of supervision.

		

		

		



		Ensure the PA is completing ongoing work place based assessments.

		

		

		



		Raise fitness to practice issues with FPA.

		

		

		



		Facilitate developmental opportunities.

		

		

		



		Ensure commencement of employment meeting takes place.

		

		

		



		Annual PADR and regular reviews

		

		

		



		Approve annual leave on ESR and confirm with supervising consultant that the leave has been agreed.

		

		

		



		Ensure recertification every 6 years.

		

		

		



		Update ESR with PADR.

		

		

		



		Check the PA register prior to appointment and on an annual basis.

		

		

		



		Remain on the PA register for the duration of employment.

		

		

		



		Maintain a personal development portfolio that demonstrates CPD.

		

		

		



		Highlight any areas of practice that they are concerned about.

		

		

		



		Ensure PA attends corporate induction and departmental induction.
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Mini Clinical Evaluation Exercise 



Name of physician associate:			   Date:



		Date of Assessment:

		







		PA Name:

		







		PA MVR number:

		







		Assessor’s Name:

		







		Assessor’s Email Address:

		







		Assessor’s Registration Number (e.g. GMC, NMC, GDC, MVR):

		









State the setting for the learning event (e.g. acute admission, ward round, night shift):

		













Provide a summary of the case observed:

		













Please comment on what was done well and the areas for improvement within each category. Please note, constructive feedback is required for this assessment/learning event to be valid, and aims to identify areas for learning and reflection.

Consultation and communication skills:	

		













Physical examination: 	

		















Clinical judgement:	

		















Organisation/Efficiency:

		















Please comment on the overall performance of the PA:	

		















What are the suggested areas for development and the agreed action plan:	
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[image: Betsi Cadwaladar University Health Board]				

CBD Assessment Form

 (
Physician Associate:
Date of Assessment:
Assessors Name:
Assessor GMC Number:
Setting (please circle):
In-patient
Out-patient
Emergency
Other:
Case complexity (please circle):
Low
Moderate
High
Patient problem/Diagnosis:
)













		

		Unsatisfactory

		Satisfactory

		Above expectation



		Record keeping

		

		

		



		History taking

		

		

		



		Clinical Assessment including findings and interpretation

		

		

		



		Management plan

		

		

		



		Follow-up and future plan

		

		

		



		Overall clinical judgment

		

		

		





 (
Suggestions for development:
Strengths:
) (
Assessor’s signature:
PA signature:
)
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Direct Observation of Procedural Skill 


   Name of physician associate:




Date:

		Assessor’s Name:

		





		Assessor’s Registration Number (e.g. GMC, NMC, GDC, MVR):

		





		Clinical setting (e.g. A&E, ICU, In-Patient):

		





		Procedure:

		





		Under direct supervision/assistance

		With limited supervision/assistance

		Competent unsupervised and deal with complications

		Not applicable



		Demonstrates understanding of indications, relevant anatomy, technique of procedure:






		☐



		☐

		☐

		☐



		Obtains informed consent:






		☐



		☐

		☐

		☐



		Demonstrates appropriate preparation pre-procedure:






		☐



		☐

		☐

		☐



		Appropriate analgesia or safe sedation:






		☐



		☐

		☐

		☐



		Technical ability:






		☐



		☐

		☐

		☐



		Aseptic technique:






		☐



		☐

		☐

		☐



		Seeks help where appropriate:






		☐



		☐

		☐

		☐



		Post procedure management:






		☐



		☐

		☐

		☐



		Communication skills:






		☐



		☐

		☐

		☐



		Consideration of patient/professionalism:






		☐

		☐

		☐

		☐





Based on this observation please now rate the level of independent practice the PA has shown for this procedure:

Unable to perform procedure







☐

Able to perform the procedure under direct supervision/assistance


☐

Trained and competent in skills lab (this does not equate to clinical competence)
☐

Able to perform the procedure with limited supervision/assistance


☐

Competent to perform the procedure unsupervised and deal with complications
☐

Which aspects of the encounter were done well?

		





Suggested areas for improvement: 



		





Agreed action:
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Timetable for Reviews and Appraisals



		Internship Period / New to Speciality / Novice PA



		Timing

		Number of CBD/Mini CEX

		Date

		Signed as Complete



		Commencement Meeting

		N/A

		

		



		0-3 months

		3x CBD, 3x miniCEX

		

		



		4-6 months

		A further

3x CBD, 3x miniCEX

		

		



		7-12 months year

		An overall total of

8x CBD,8x miniCEX

		

		



		Regular Reviews and Appraisals 6 monthly for years 2 &3, yearly thereafter



		Year 2



		Timing

		Number of CBD/Mini CEX

		Date

		Signed as Complete



		0- 6 monthly review

		3x CBD, 3x miniCEX

		

		



		Yearly Appraisal

		6x CBD, 6x miniCEX

		

		



		Year 3



		0-6 monthly review

		1x CBD, 1x miniCEX

		

		



		Yearly Appraisal

		2x CBD, 2x miniCEX

		

		



		Year 4 Onwards



		Yearly Appraisal

		2x CBD,2x miniCEX
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Review Meeting


Date
  

 
 
 



 Supervisor   

 
 
 
 
 



Physician Associate
 
 
 
 
 


		PAMVR Number


		

		



		Length of employment



		

		





		

		Number Required

		Number Achieved

		Comments



		DOPS

		

		

		



		CBDs

		

		

		



		miniCEXs

		

		

		



		Type1 CPD

Hours

		

		

		



		Type 2 CPD

hours

		

		

		





		Goals Set at Previous

Meeting!

		Progress

		Date Goal Achieved



		

		

		



		

		

		



		

		

		





Review Meeting cont....
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		Goals Set for Next Meeting

		How will this be Achieved



		

		



		

		



		

		



		

		





Agreed Date for next meeting:

Signed

Supervisor


 
 
 
 



		Physician Associate
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JOB DESCRIPTION

		Job Title

		Physician Associate



		Pay Band

		Agenda for Change Band 7     



		Hours of Work

		



		Nature of Contract

		



		Division/Directorate

		



		Department

		



		Base

		





ORGANISATIONAL ARRANGEMENTS:


		Managerially Accountable to:

		



		Reports to: 

		



		Professionally Responsible to:

		





		JOB SUMMARY / JOB PURPOSE



		The post holder will provide high quality, safe and effective clinical care in conjunction with the Primary Care team. 


The post holder will work as part of the multi-disciplinary Primary Care team, and will undertake physical assessment and history taking of patients and provide immediate care and initiate treatment as per clinical pathways/protocols, patient group directives (where applicable) and within the boundaries of the competency framework for Physician Associates.

The post holder will be required to work flexibly which may involve working in a shift pattern and as part of a wider clinical team including Doctors, Nurses, Advanced Clinical Practitioners, Pharmacists and other Allied Health Professionals.  


The post holder will work autonomously but will be supervised by a named Primary Care Consultant Practitioner or GP.

The post holder may supervise less experienced staff. 





		DUTIES/RESPONSIBILITIES



		The post holder will:


1. Work autonomously and practice under the (indirect) supervision of a named Primary Care Consultant Practitioner or GP

2. Take a history from patients and perform appropriate physical examination, order and interpret appropriate diagnostic tests and make an appropriate assessment and diagnosis

3. Use skills of history taking and physical examination to assess patients’ status and determine treatment required using care pathways, protocols


4. Utilise own professional judgment to decide when patients require medical intervention or referral to another specialty


5. Make judgments involving complex facts which require analysis, interpretation and comparison of a range of options

6. Plan and organise straightforward tasks and own workload


7. Perform diagnostic/therapeutic procedures, subject to demonstrating competency and experience documenting training and training. Including, but not exclusively:  


· Venepuncture

· Injections

· ECG


8. Initiate review and revise treatment and therapy plans, record and present findings in a manner consistent with local policies and procedures


9. Request appropriate investigations and interpret their findings


10. Assist medical and nursing staff in all clinical emergencies

11. Inform and counsel patients and relatives/carers regarding explanation of procedures, diagnosis, treatment and management of conditions. This will include long term management consistent with life circumstances


12. Fully document all aspects of patient care and complete required paperwork for legal and administrative purposes

13. Communicate effectively, where applicable, with the referring doctor or health care professional and the patient’s General Practitioner or Consultant by promptly issuing a clinical letter (paper or electronically) indicating patient findings and management plan (including any prescription advice) with conditions for review either by the Physician Associate, Nurse Practitioner, Consultant or General Practitioner or other health care professional. 


14. Liaise with, and refer to, (where appropriate) other clinical specialties

15. Follow up their patients whilst under the care of other specialties within the system


16. Work with, refer to and take referrals from other healthcare professionals such as nursing staff and AHPs


17. Allocate work and provide supervision to support staff as required.

18. Contribute to MDT meetings

19. In conjunction with the medicals team / primary care teams identify clinical priorities per shift

20. Be responsible for the use of expensive equipment in course in daily work routine


21. Follows BCUHB / local agreed policies, protocols and procedures


22. In conjunction with the medical team/primary care team:

· Agree scope of practice with the Supervising Consultant/GP. 


· Review development & progress at regular intervals during the year with Supervising Primary Care Consultant Practitioner /GP

· Follow locally agreed policies, protocols and procedures

SERVICE / QUALITY IMPROVEMENT

The post holder will:


23. Identify areas for service improvement in conjunction with the clinical team, and contribute to their development


24. Undertake own professional development review with Supervising Primary Care Consultant Practitioner /GP via PDP process

25. Undertake service / quality improvement work with indirect supervision using clinical skills to deliver improvements in service delivery and  patient care

26. Take an active role in the practice Service Improvement: agenda including clinical audit and governance activity.  


27. Assist with regular audit/surveys to support and inform service development.  


28. Develop policies / procedures relevant to the Physician Associate role and will provide expert advice in their specialist area


COMMUNICATION


The post holder will:


29. Communicate complex, sensitive or contentious information to patients, carers and relatives.  


30. Communicate with members of the primary care team, community team, hospital wards and departments, Supervising Primary Care Consultant Practitioner /GP, Practice Development Nurse, Junior Doctors, Advanced Nurse Practitioners & NP in training, Consultants for each specialty, Charge Nurses, Allied Health Professionals and Support Services, General Practitioners, Higher Education Institutes and Regional and National PA networks.  


31. Be responsible for effective communication of sometimes a highly complex nature to patients and relatives. 


32. Ensure timely and relevant handover of care to other members of the clinical team  


PERSONAL / PROFESSIONAL DEVELOPMENT


The post holder:


33. May lead in a specialist clinical area providing specialist advice to staff and patients. 


34. Will agree their scope of practice with the Supervising Primary Care Consultant Practitioner /GP. 


35. Will participate in personal annual development reviews (PADR) and will meet at regular intervals during the year with their Supervising Primary Care Consultant Practitioner /GP to monitor progress.  


36. Will recertify every six years.  


37. Will undertake and maintain regular clinical skills relevant to their role or profession (where relevant)  


38. Will complete a minimum of 50 hours CPD per year, registering activity via the CPD Diary.  


39. Will establish a formal educational needs plan with their supervisor which will be reviewed on a regular basis.  


40. On commencing employment PAs and their supervisors should draw up agreements on allocation of CPD dedicated work hours, including agreement on frequency of tutorials, teaching and training opportunities (as appropriate). These agreements would need to be reviewed on a regular basis.  


41. May supervise and train less experienced PA’s 





		PERSON SPECIFICATION



		ATTRIBUTES

		ESSENTIAL

		DESIRABLE

		METHOD OF ASSESSMENT



		Qualifications / Knowledge

		Degree in a life science and/or a significant background in healthcare.  


Master’s degree in Physician Associate Studies from a recognised UK training programme and evidence of successful completion of the UK National PA exam.  


Registration with the UK Managed Voluntary Registry for Physician Associates / Faculty of PA’s  


Membership of the Faculty of Physician Associates at the Royal College of Physicians.  


Undertakes continuing medical examinations to maintain on-going certification with the PA managed voluntary register or equivalent.  

		

		Application form and pre employment checks



		Experience

		Experience required to fulfil the post.


Experience of working in a variety of clinical/health/medical settings

		

		Application form and interview



		Aptitude and Abilities

		Excellent interpersonal skills with patients and other healthcare professionals  


Ability to communicate complex information both verbally and in writing  


Ability to work using own initiative to manage own workload.  


Ability to demonstrate skills and knowledge in areas of risk assessment  


Commitment to lifelong learning and personal development

		Ability to speak Welsh

		Interview



		Changing Service Needs

		IT skills – e-mail, basic word processing, ability to search inter and intranet  


Demonstrate knowledge of clinical and patient management systems


Demonstrate knowledge of Primary Care systems


Ability to work using own initiative to manage own workload.  


Ability to work as part of a multidisciplinary team.  

		

		



		Values

		Ability to demonstrate a commitment to working consistently in line with the Organisational Values, 


Ability to demonstrate commitment to enabling others within the workforce to working consistently in line with the organisational values

		

		Application Form


Interview


References






		Other

		Ability to travel within geographical area.


Able to work hours flexibly.


Anything else not covered above.

		

		





		GENERAL REQUIREMENTS


Include those relevant to the post requirements


· Values:  All employees of the Health Board are required to demonstrate and embed the Values and Behaviour Statements in order for them to become an integral part of the post holder’s working life and to embed the principles into the culture of the organisation.


· Registered Health Professional:  All employees who are required to register with a professional body, to enable them to practice within their profession, are required to comply with their code

of conduct and requirements of their professional registration. 


· Healthcare Support Workers:  Healthcare Support Workers make a valuable and important contribution to the delivery of high quality healthcare.  The national Code of Conduct for NHS Wales describes the standards of conduct, behaviour and attitude required of all Healthcare Support Workers employed within NHS Wales.  Health Care Support Workers are responsible, and have a duty of care, to ensure their conduct does not fall below the standards detailed in the Code and that no act or omission on their part harms the safety and wellbeing of service users and the public, whilst in their care.

· Competence:  At no time should the post holder work outside their defined level of competence.  If there are concerns regarding this, the post holder should immediately discuss them with their Manager/Supervisor.  Employees have a responsibility to inform their Manager/Supervisor if they doubt their own competence to perform a duty.


· Learning and Development: All staff must undertake induction/orientation programmes at Corporate and Departmental level and must ensure that any statutory/mandatory training requirements are current and up to date.  Where considered appropriate, staff are required to demonstrate evidence of continuing professional development. 

· Performance Appraisal: We are committed to developing our staff and you are responsible for participating in an Annual Performance Development Review of the post.  


· Health & Safety:  All employees of the organisation have a statutory duty of care for their own personal safety and that of others who may be affected by their acts or omissions.  The post holder is required to co-operate with management to enable the organisation to meet its own legal duties and to report any hazardous situations or defective equipment.  The post holder must adhere to the organisation’s Risk Management, Health and Safety and associate policies.


· Risk Management:  It is a standard element of the role and responsibility of all staff of the organisation that they fulfil a proactive role towards the management of risk in all of their actions.  This entails the risk assessment of all situations, the taking of appropriate actions and reporting of all incidents, near misses and hazards.


· Welsh Language:  All employees must perform their duties in strict compliance with the requirements of their organisation’s Welsh Language Scheme and take every opportunity to promote the Welsh language in their dealings with the public.


· Information Governance:  The post holder must at all times be aware of the importance of maintaining confidentiality and security of information gained during the course of their duties.  This will in many cases include access to personal information relating to service users.  

· Data Protection Act 1998:  The post holder must treat all information, whether corporate, staff or patient information, in a discreet and confidential manner in accordance with the provisions of the


Data Protection Act 1998 and Organisational Policy.  Any breach of such confidentiality is considered a serious disciplinary offence, which is liable to dismissal and / or prosecution under current statutory legislation (Data Protection Act) and the HB Disciplinary Policy.


· Records Management:  As an employee of this organisation, the post holder is legally responsible for all records that they gather, create or use as part of their work within the organisation (including


patient health, staff health or injury, financial, personal and administrative), whether paper based or on computer.  All such records are considered public records and the post holder has a legal duty of confidence to service users (even after an employee has left the organisation).  The post holder should consult their manager if they have any doubt as to the correct management of records with which they work.

· Equality and Human Rights:  The Public Sector Equality Duty in Wales places a positive duty on the HB to promote equality for people with protected characteristics, both as an employer and as a provider of public services.  There are nine protected characteristics: age; disability; gender reassignment; marriage and civil partnership; pregnancy and maternity; race; religion or belief; sex and sexual orientation.  The HB is committed to ensuring that no job applicant or employee receives less favour-able treatment of any of the above grounds.  To this end, the organisation has an Equality Policy and it  is for each employee to contribute to its success.


· Dignity at Work:  The organisation condemns all forms of bullying and harassment and is actively seeking to promote a workplace where employees are treated fairly and with dignity and respect.  All staff are requested to report and form of bullying and harassment to their Line Manager or to any Director of the organisation.  Any inappropriate behaviour inside the workplace will not be tolerated and will be treated as a serious matter under the HB/Trust Disciplinary Policy.

· DBS Disclosure Check: In this role you will have * direct contact with* patients/service users/ children/vulnerable adults in the course of your normal duties.  You will therefore be required to apply for a Criminal Record Bureau Enhance Disclosure Check as part of the Health Boards pre-employment check procedure.  


· Safeguarding Children and Vulnerable Adults: The organisation is committed to safeguarding children and vulnerable adults.  All staff must therefore attend Safeguarding Children training and be aware of their responsibility under the Adult Protection Policy.


· Infection Control: The organisation is committed to meet its obligations to minimise infections.


All staff are responsible for protecting and safeguarding patients, service users, visitors and employees against the risk of acquiring healthcare associated infections.  This responsibility includes being aware of the content of and consistently observing Health Board Infection Prevention & Control Policies and Procedures.


· No Smoking: To give all patients, visitors and staff the best chance to be healthy, all Health Board sites, including buildings and grounds, are smoke free.


Flexibility Statement:  The duties of the post are outlined in this Job Description and Person Specification and may be changed by mutual agreement from time to time.
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		Job Title: Physician Associate



		Organisational Chart


The Organisational Chart must highlight the post to which this job description applies showing relationship to positions on the same level and, if appropriate, two levels above and below.


Complete, add or delete as appropriate the text boxes below showing the organisational relationships.








		APPENDIX 2





Job Title: Physician Associate

Supplementary Job Description Information


		Physical Skills e.g. Clinical skills (e.g. intubation, venepuncture) or non clinical skills (e.g. high speed accurate typing)



		Performing diagnostic/therapeutic procedures, subject to training/experience. Including, but  not exclusively: 


· Venepuncture

· Cannulation

· Arterial blood gases

· Arterial line insertion

· Injections

· ECG

· Urethral catheterisation


· Nasogastric tube insertion


· Lumbar puncture

· Thoracentesis



		Examples of Typical effort(s)

		How often per day / week / month

		For how long?

		Additional Comments



		The post holder must have a reasonable level of fitness, as they will be required to walk  throughout the hospital in the course of a shift. 

The post holder must also be able to run to clinical emergencies and provide care / resuscitation as required once on site.

The post holder must be able to tolerate unpredictable workload patterns and irregular break times.

Skills to safely handle and move patients on a daily basis, including the urgent transfer of acutely unwell patients.

		

		

		



		Mental Effort



		Examples of Typical effort(s)

		How often per day / week / month?

		For how long?

		Additional Comments



		Ability to deal with and manage rapidly changing clinical situations  


Concentration, organisational and decision making skills to deal with competing demands with  frequent interruptions  

Effectively managing limited resources and prioritising workload

		

		

		



		Emotional Effort



		Examples of Typical effort(s)

		How often per week / month?

		For how long?

		Additional Comments



		Dealing with acutely unwell patients and distressed relatives / carers  

Using negotiation skills to manage conflict and de-escalate potentially violent or aggressive situations 


Dealing with complaints about aspects of care / service delivery 

Communicating life changing events 

Dealing with people with challenging behaviour 


Processing (e.g. typing/transmitting) news of highly distressing events.


Giving unwelcome news to patients/ clients/carers/staff 

Caring for the terminally ill

Dealing with difficult situations/ circumstances

		

		

		



		Working Conditions



		This factor measures the nature, frequency and duration of demands on staff arising from inevitably adverse environmental conditions (such as inclement weather, extreme heat/cold, smells, noise and fumes) and hazards, which are unavoidable (even with the strictest health and safety controls), such as road traffic accidents, spills of harmful chemicals, aggressive behaviour of patients, clients, relatives, carers.


Please identify unpleasant working conditions or hazards which are encountered in the post holder's working environment and establish how often and for how long they are exposed to them during a working day / week / month.  


Examples are – use of VDU more or less continuously; unpleasant substances/non-household waste; infectious material/foul linen; body fluids, faeces, vomit; dust/dirt; fleas/lice; humidity; contaminated equipment or work areas; driving/being driven in normal or emergency situations - *Driving to and from work is not included



		Examples of Typical Conditions

		How often per week / month?

		For how long?

		Additional Comments



		Due to the nature of the post and workload, the post holder is at risk of exposure to needle  stick injuries and bodily waste e.g. sputum, urine, faeces, vomitus, blood and exudates and  must be able to deal with such situations as per guidelines

		

		

		





Submission of documents for job evaluation


Please sign and retain an original copy for manager and employee.


Send an electronic version of the documents to BCU.JobEvaluation@wales.nhs.uk 

APPENDIX 1
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DISGRIFIAD SWYDD

		Teitl y Swydd

		Cydymaith Meddygol



		Band Cyflog

		Agenda ar gyfer Newid Band 7     



		Oriau Gwaith

		



		Natur y Contract

		



		Is-adran/Cyfarwyddiaeth

		



		Adran

		



		Lleoliad

		





TREFNIADAU SEFYDLIADOL:

		Yn atebol ar lefel reoli i:

		



		Yn adrodd i: 

		



		Yn gyfrifol yn broffesiynol i: 

		





		CRYNODEB O'R SWYDD/DIBEN Y SWYDD



		Bydd deiliad y swydd yn rhoi gofal clinigol diogel ac effeithiol o ansawdd uchel ar y cyd â'r tîm Gofal Sylfaenol. 

Bydd deiliad y swydd yn gweithio fel rhan o'r tîm Gofal Sylfaenol amlddisgyblaethol, a bydd yn ymgymryd ag asesiadau corfforol ac yn cymryd hanes cleifion ac yn darparu gofal ar unwaith a chychwyn triniaeth yn unol â llwybrau/protocolau clinigol, cyfarwyddebau grwpiau cleifion (lle y bo'n berthnasol) ac o fewn ffiniau'r fframwaith cymwyseddau ar gyfer Cymdeithion Meddygol.

Bydd yn ofynnol i ddeiliad y swydd weithio'n hyblyg, a all olygu gweithio patrwm sifftiau ac fel rhan o dîm clinigol ehangach sy'n cynnwys Meddygon, Nyrsys, Uwch-ymarferwyr Clinigol, Fferyllwyr a Gweithwyr Proffesiynol Perthynol i Iechyd eraill.  

Bydd deiliad y swydd yn gweithio'n annibynnol ond bydd yn cael ei oruchwylio gan Ymarferydd Ymgynghorol Gofal Sylfaenol neu feddyg teulu dynodedig.

Gall deiliad y swydd oruchwylio staff llai profiadol. 





		DYLETSWYDDAU/CYFRIFOLDEBAU



		Bydd deiliad y swydd yn gwneud y canlynol:

1. Gweithio'n annibynnol ac yn ymarfer dan oruchwyliaeth (anuniongyrchol) Ymarferydd Ymgynghorol Gofal Sylfaenol neu feddyg teulu dynodedig 

2. Cymryd hanes cleifion ac yn cyflawni archwiliad corfforol priodol, yn trefnu ac yn dehongli profion diagnostig priodol ac yn gwneud asesiad a diagnosis priodol 

3. Defnyddio sgiliau cymryd hanes a chynnal archwiliadau corfforol i asesu statws cleifion a phenderfynu pa driniaeth sydd ei hangen gan ddefnyddio llwybrau gofal, protocolau 

4. Defnyddio ei farn broffesiynol ei hun i benderfynu pryd y bydd angen ymyriad meddygol neu atgyfeiriad i arbenigedd arall ar gleifion

5. Llunio barnau mewn perthynas â ffeithiau cymhleth sy'n gofyn am ddadansoddi, dehongli a chymharu sawl opsiwn

6. Cynllunio a threfnu tasgau syml a'i lwyth gwaith ei hun

7. Cyflawni triniaethau diagnostic/therapiwtig, yn amodol ar ddangos cymhwysedd a phrofiad yn dogfennu hyfforddiant. Mae hyn yn cynnwys y canlynol, ond nid yw'n gyfyngedig iddo: 

· Gwythïen-bigo

· Pigiadau

· ECG

8. Cychwyn adolygiadau a diwygio cynlluniau trin a therapi, cofnodi a chyflwyno canfyddiadau mewn ffordd sy'n gyson â pholisïau a gweithdrefnau lleol

9. Gofyn am ymchwiliadau priodol a dehongli eu canfyddiadau

10. Cynorthwyo staff meddygol a staff nyrsio ym mhob argyfwng clinigol

11. Hysbysu a chynghori cleifion a pherthnasau/gofalwyr mewn perthynas ag esbonio triniaethau, gwneud diagnosis, trin a rheoli cyflyrau. Bydd hyn yn cynnwys rheolaeth hirdymor sy'n gyson ag amgylchiadau bywyd

12. Dogfennu pob agwedd ar ofal i gleifion yn llawn a chwblhau'r gwaith papur sy'n ofynnol at ddibenion cyfreithiol a gweinyddol

13. Cyfathrebu'n effeithiol, lle y bo'n berthnasol, â'r meddyg neu'r gweithiwr gofal iechyd proffesiynol sy'n atgyfeirio'r achos a Meddyg Teulu neu Feddyg Ymgynghorol y claf drwy gyhoeddi llythyr clinigol (ar bapur neu'n electronig) prydlon sy'n nodi canfyddiadau'r claf a chynllun rheoli (gan gynnwys unrhyw gyngor ar bresgripsiynau) gydag amodau i'r Cydymaith Meddygol, yr Ymarferydd Nyrsio, y Meddyg Ymgynghorol neu'r Meddyg Teulu neu weithiwr gofal iechyd proffesiynol arall eu hadolygu. 

14. Cysylltu ag arbenigeddau clinigol eraill a chyfeirio atynt (lle y bo'n briodol)

15. Dilyn trywydd eu cleifion tra byddant dan ofal arbenigeddau eraill yn y system

16. Gweithio gyda gweithwyr gofal iechyd proffesiynol eraill, fel staff nyrsio a gweithwyr iechyd perthynol i iechyd, atgyfeirio achosion atynt a chymryd atgyfeiriadau ganddynt 

17. Dyrannu gwaith a darparu goruchwyliaeth i staff cymorth fel y bo'n ofynnol

18. Cyfrannu at gyfarfodydd y tîm amlddisgyblaethol

19. Ar y cyd â'r tîm meddygol / timau gofal sylfaenol, nodi blaenoriaethau clinigol fesul sifft

20. Bod yn gyfrifol am ddefnyddio cyfarpar drud fel rhan o'i arferion gweithio dyddiol

21. Dilyn polisïau, protocolau a gweithdrefnau BIPBC / y cytunwyd arnynt yn lleol 

22. Ar y cyd â'r tîm meddygol / tîm gofal sylfaenol:

· Cytuno ar gwmpas ymarfer â'r Meddyg Ymgynghorol/Meddyg Teulu sy'n Goruchwylio. 

· Adolygu datblygiad a chynnydd yn rheolaidd yn ystod y flwyddyn gyda'r Ymarferydd Ymgynghorol Gofal Sylfaenol / Meddyg Teulu sy'n Goruchwylio

· Dilyn polisïau, protocolau a gweithdrefnau y cytunwyd arnynt yn lleol 

GWELLA GWASANAETHAU / ANSAWDD

Bydd deiliad y swydd yn gwneud y canlynol:

23. Nodi meysydd lle y gellid gwella gwasanaethau ar y cyd â'r tîm clinigol, a chyfrannu at eu datblygiad

24. Cynnal adolygiad o'i ddatblygiad proffesiynol ei hun gyda'r Ymarferydd Ymgynghorol Gofal Sylfaenol / Meddyg Teulu sy'n goruchwylio drwy broses CDP

25. Ymgymryd â gwaith gwella gwasanaethau / ansawdd gyda goruchwyliaeth anuniongyrchol gan ddefnyddio sgiliau clinigol i wella'r broses o ddarparu gwasanaethau a gofal i gleifion

26. Chwarae rhan weithgar yn yr agenda Gwella Gwasanaethau, gan gynnwys gweithgarwch archwilio a llywodraethu clinigol.  

27. Cynorthwyo ag archwiliadau/arolygon rheolaidd i gefnogi a llywio datblygiad gwasanaethau.  

28. Datblygu polisïau / gweithdrefnau sy'n berthnasol i rôl y Cydymaith Meddygol a bydd yn darparu cyngor arbenigol yn ei faes arbenigol.

CYFATHREBU

Bydd deiliad y swydd yn gwneud y canlynol:

29. Cyfleu gwybodaeth gymhleth, sensitif neu ddadleuol i gleifion, gofalwyr a pherthnasau.  

30. Cyfathrebu ag aelodau o'r tîm gofal sylfaenol, y tîm cymunedol, wardiau ac adrannau ysbytai, yr Ymarferydd Ymgynghorol Gofal Sylfaenol/Meddyg Teulu sy'n Goruchwylio, y Nyrs Datblygu Ymarfer, Meddygon Iau, Uwch-ymarferwyr Nyrsio ac Ymarferwyr Nyrsio dan hyfforddiant, Meddygon Ymgynghorol ar gyfer pob arbenigedd, Nyrsys Cyfrifol, Gweithwyr Proffesiynol Perthynol i Iechyd a Gwasanaethau Cymorth, Meddygon Teulu, Athrofeydd Addysg Uwch a rhwydweithiau Cymdeithion Meddygol Rhanbarthol a Chenedlaethol.  

31. Bod yn gyfrifol am gyfleu gwybodaeth sydd weithiau o natur hynod gymhleth mewn ffordd effeithiol i gleifion a pherthnasau. 

32. Sicrhau bod gofal yn cael ei drosglwyddo mewn ffordd amserol a pherthnasol i aelodau eraill o'r tîm clinigol  

DATBLYGIAD PERSONOL / PROFFESIYNOL

Bydd deiliad y swydd yn gwneud y canlynol:

33. Arwain maes clinigol arbenigol o bosibl gan roi cyngor arbenigol i staff a chleifion. 

34. Cytuno ar gwmpas ei ymarfer â'r Ymarferydd Ymgynghorol Gofal Sylfaenol/Meddyg Teulu sy'n Goruchwylio. 

35. Cymryd rhan mewn adolygiadau datblygiad personol blynyddol (PADR) a chyfarfod yn rheolaidd yn ystod y flwyddyn â'r Ymarferydd Ymgynghorol Gofal Sylfaenol / Meddyg Teulu sy'n Goruchwylio i fonitro cynnydd.  

36. Cwblhau ardystiad newydd bob chwe blynedd.  

37. Ymgymryd â sgiliau clinigol rheolaidd sy'n berthnasol i'w rôl neu broffesiwn a'u cynnal (lle y bo'n berthnasol)  

38. Cwblhau 50 awr o leiaf o ddatblygiad proffesiynol parhaus bob blwyddyn, gan gofrestru gweithgarwch drwy'r Dyddiadur DPP.  

39. Sefydlu cynllun anghenion addysgol ffurfiol gyda'i oruchwyliwr a fydd yn cael ei adolygu'n rheolaidd.  

40. Adeg dechrau cyflogaeth, dylai cymdeithion meddygol a'u goruchwylwyr lunio cytundebau ar ddyrannu oriau gwaith DPP penodedig, gan gynnwys cytundeb ar amlder tiwtorialau, cyfleoedd addysgu a hyfforddi (fel y bo'n briodol). Byddai angen i'r cytundebau hyn gael eu hadolygu'n rheolaidd.  

41. Goruchwylio a hyfforddi cymdeithion llai profiadol o bosibl 





		MANYLEB PERSON



		NODWEDDION

		HANFODOL 

		DYMUNOL

		DULL ASESU



		Cymwysterau / Gwybodaeth

		Gradd mewn gwyddor bywyd a/neu gefndir sylweddol mewn gofal iechyd.  

Graidd meistr mewn Astudiaethau Cydymaith Meddygol gan raglen hyfforddi gydnabyddedig yn y DU a thystiolaeth o gwblhau arholiad Cydymaith Meddygol Cenedlaethol y DU (UK National PA) yn llwyddiannus.  

Cofrestriad â Chofrestr Wirfoddol a Reolir y DU ar gyfer Cymdeithion Meddygol / Cyfadran y Cymdeithion Meddygol  

Aelodaeth o'r Gyfadran Cymdeithion Meddygol yng Ngholeg Brenhinol y Meddygon.  

Ymgymryd ag archwiliadau meddygol parhaus i gynnal ardystiad parhaus â'r gofrestr wirfoddol a reolir ar gyfer cymdeithion meddygol neu gofrestr gyfatebol.  

		

		Ffurflen gais a gwiriadau cyn cyflogi



		Profiad

		Mae angen profiad er mwyn cyflawni'r swydd. 

Profiad o weithio mewn amrywiaeth o leoliadau clinigol/iechyd/meddygol

		

		Ffurflen gais a chyfweliad



		Sgiliau a Galluoedd 

		Sgiliau rhyngbersonol gwych â chleifion a gweithwyr gofal iechyd proffesiynol eraill  

Y gallu i gyfathrebu gwybodaeth gymhleth ar lafar ac yn ysgrifenedig  

Y gallu i weithio ar eich liwt eich hun i reoli eich llwyth gwaith eich hun.  

Y gallu i ddangos sgiliau a gwybodaeth mewn meysydd asesu risgiau  

Ymrwymiad i ddysgu gydol oes a datblygiad personol 

		Y gallu i siarad Cymraeg.

		Cyfweliad



		Anghenion Newidiol Gwasanaethau 

		Sgiliau TG – e-bost, prosesu geiriau sylfaenol, y gallu i chwilio'r rhyngrwyd a'r fewnrwyd  

Dangos gwybodaeth am systemau clinigol a systemau rheoli cleifion

Dangos gwybodaeth am systemau Gofal Sylfaenol

Y gallu i weithio ar eich liwt eich hun i reoli eich llwyth gwaith eich hun.  

Y gallu i weithio fel rhan o dîm amlddisgyblaethol.  

		

		



		Gwerthoedd

		Y gallu i ddangos ymrwymiad i weithio'n gyson yn unol â Gwerthoedd y Sefydliad, 

Y gallu i ddangos ymrwymiad i alluogi pobl eraill yn y gweithlu i weithio'n gyson yn unol â gwerthoedd y sefydliad

		

		Ffurflen Gais

Cyfweliad

Geirdaon





		Arall

		Y gallu i deithio o fewn yr ardal ddaearyddol.

Yn gallu gweithio oriau hyblyg.

Unrhyw beth arall nas cwmpesir uchod.

		

		





		GOFYNION CYFFREDINOL

Cynnwys y rhai sy'n berthnasol i ofynion y swydd

· Gwerthoedd: Mae'n ofynnol i holl gyflogeion y Bwrdd Iechyd arddangos a mabwysiadu'r Datganiadau Gwerthoedd ac Ymddygiad er mwyn iddynt ddod yn rhan annatod o fywyd gwaith deiliad y swydd ac i sefydlu'r egwyddorion yn niwylliant y sefydliad.

· Gweithiwr Iechyd Proffesiynol Cofrestredig: Mae'n rhaid i'r holl gyflogeion y mae'n ofynnol iddynt gofrestru â chorff proffesiynol, i'w galluogi i weithio o fewn eu proffesiwn, gydymffurfio â'u cod

ymddygiad a gofynion eu cofrestriad proffesiynol. 

· Gweithwyr Cymorth Gofal Iechyd: Mae Gweithwyr Cymorth Gofal Iechyd yn gwneud cyfraniad gwerthfawr a phwysig i'r broses o ddarparu gofal iechyd o ansawdd uchel.  Mae Cod Ymddygiad cenedlaethol GIG Cymru yn disgrifio'r safonau o ran ymddygiadau ac agweddau sydd eu hangen ar holl Weithwyr Cymorth Gofal Iechyd cyflogedig GIG Cymru.  Mae gan Weithwyr Cymorth Gofal Iechyd ddyletswydd gofal ac maent yn gyfrifol am sicrhau nad yw eu hymddygiad yn gostwng islaw'r safonau a nodir yn y Cod ac nad yw unrhyw weithred neu hepgoriad ar eu rhan yn amharu ar ddiogelwch a llesiant defnyddwyr gwasanaethau a'r cyhoedd pan fyddant dan eu gofal.

· Cymhwysedd:  Ni ddylai deiliad y swydd byth weithio y tu allan i'w lefel ddiffiniedig o gymhwysedd.  Os bydd unrhyw bryderon am hyn, dylai deiliad y swydd eu trafod ar unwaith â'i Reolwr/Goruchwyliwr.  Mae gan gyflogeion gyfrifoldeb i hysbysu eu Rheolwr/Goruchwyliwr os byddant yn amau eu cymhwysedd i gyflawni dyletswydd.

· Dysgu a Datblygu: Rhaid i bob aelod o staff ymgymryd â rhaglenni sefydlu/ymgyfarwyddo ar lefel Gorfforaethol ac Adrannol a rhaid sicrhau bod unrhyw ofynion hyfforddi statudol/gorfodol yn gyfredol ac wedi'u diweddaru.  Lle yr ystyrir bod hynny'n briodol, mae'n ofynnol i staff ddangos tystiolaeth o ddatblygiad proffesiynol parhaus. 

· Arfarniad Perfformiad: Rydym yn ymrwymedig i ddatblygu ein staff a disgwylir i chi gymryd rhan mewn Adolygiad Datblygu Perfformiad Blynyddol o'r swydd.  

· Iechyd a Diogelwch: Mae dyletswydd gofal statudol ar holl gyflogeion y sefydliad i ofalu am eu diogelwch personol eu hunain a diogelwch personol eraill y gall eu gweithredoedd neu hepgoriadau effeithio arnynt.  Mae'n ofynnol i ddeiliad y swydd gydweithredu â rheolwyr er mwyn galluogi'r sefydliad i gyflawni ei ddyletswyddau cyfreithiol ei hun ac i adrodd ar unrhyw sefyllfaoedd peryglus neu offer diffygiol.  Rhaid i ddeiliad y swydd ddilyn polisïau Rheoli Risg ac Iechyd a Diogelwch y sefydliad ac unrhyw bolisïau cysylltiedig.

· Rheoli Risg: Mae cyflawni rôl ragweithiol o ran rheoli risg ym mhob agwedd ar eu gweithredoedd yn elfen safonol o rôl a chyfrifoldeb holl staff y sefydliad.  Mae hyn yn golygu asesu risg pob sefyllfa, cymryd y camau gweithredu priodol ac adrodd ar bob digwyddiad, damwain fu bron â digwydd a pherygl.

· Y Gymraeg:   Rhaid i'r holl gyflogeion gyflawni eu dyletswyddau gan gydymffurfio'n llym â gofynion Cynllun Iaith Gymraeg eu sefydliad ac achub ar bob cyfle i hyrwyddo'r Gymraeg wrth ddelio â'r cyhoedd.

· Llywodraethu Gwybodaeth:  Rhaid i ddeiliad y swydd gadw unrhyw wybodaeth sy'n dod i law wrth iddo gyflawni ei ddyletswyddau yn ddiogel ac yn gyfrinachol. Bydd hyn yn cynnwys gwybodaeth bersonol yn ymwneud â defnyddwyr gwasanaeth mewn sawl achos.  

· Deddf Diogelu Data 1998:  Rhaid i ddeiliad y swydd drin pob gwybodaeth, p'un a yw'n wybodaeth gorfforaethol, neu'n wybodaeth am staff neu gleifion, mewn ffordd bwyllog a chyfrinachol yn unol â darpariaethau

Deddf Diogelu Data 1998 a Pholisi'r Sefydliad.  Ystyrir bod unrhyw achos o dorri cyfrinachedd o'r fath yn drosedd disgyblu ddifrifol, sy'n agored i ddiswyddo a / neu erlyniad o dan ddeddfwriaeth statudol gyfredol (y Ddeddf Diogelu Data) a Pholisi Disgyblu'r Bwrdd Iechyd.

· Rheoli Cofnodion: Fel un o gyflogeion y sefydliad hwn, mae deiliad y swydd yn gyfreithiol gyfrifol am yr holl gofnodion y mae'n eu casglu, yn eu creu neu'n eu defnyddio fel rhan o'i waith o fewn y sefydliad (yn cynnwys iechyd cleifion, iechyd neu anafiadau staff, ariannol, personol a gweinyddol), boed hynny ar bapur neu ar gyfrifiadur.  Mae cofnodion o'r fath yn cael eu hystyried yn gofnodion cyhoeddus ac mae gan ddeiliad y swydd ddyletswydd gyfreithiol o hyder i ddefnyddwyr gwasanaeth (hyd yn oed ar ôl i gyflogai adael y sefydliad).  Dylai deiliad y swydd ymgynghori â'i reolwr os oes ganddo unrhyw amheuon am reoli cofnodion y mae'n eu trin yn gywir.

· Cydraddoldeb a Hawliau Dynol: Mae Dyletswydd Cydraddoldeb y Sector Cyhoeddus yng Nghymru yn rhoi dyletswydd gadarnhaol ar y Bwrdd Iechyd i hyrwyddo cydraddoldeb i bobl sydd â nodweddion gwarchodedig, fel cyflogwr ac fel darparwr gwasanaethau cyhoeddus.  Mae naw nodwedd warchodedig: oedran; anabledd ailbennu rhywedd; priodas neu bartneriaeth sifil; beichiogrwydd a mamolaeth; hil; crefydd neu gred; rhyw a chyfeiriadedd rhywiol. Mae'r Bwrdd Iechyd yn ymrwymedig i sicrhau na fydd unrhyw ymgeisydd am swydd na chyflogai yn cael ei drin yn llai ffafriol ar sail unrhyw un o'r nodweddion uchod.  I'r perwyl hwn, mae gan y sefydliad Bolisi Cydraddoldeb a disgwylir i bob cyflogai gyfrannu at ei lwyddiant.

· Urddas yn y Gwaith: Mae'r sefydliad yn condemnio pob math o fwlio ac aflonyddu ac yn ceisio hyrwyddo gweithle lle caiff cyflogeion eu trin yn deg a gydag urddas a pharch.  Gofynnir i bob aelod o'r staff roi gwybod am unrhyw fath o fwlio ac aflonyddu i'w Rheolwr Llinell neu i unrhyw Gyfarwyddwr yn y sefydliad.  Ni chaiff unrhyw ymddygiad amhriodol yn y gweithle ei oddef a chaiff ei drin fel mater difrifol o dan Bolisi Disgyblu'r Bwrdd Iechyd/yr Ymddiriedolaeth.

· Gwiriad y Gwasanaeth Datgelu a Gwahardd: Yn y rôl hon bydd gennych * gyswllt uniongyrchol â * chleifion / defnyddwyr gwasanaeth / plant / oedolion sy'n agored i niwed yn ystod eich dyletswyddau cyffredin.  Bydd angen i chi felly wneud cais am Wiriad Manwl gan y Swyddfa Cofnodion Troseddol fel rhan o broses wirio'r Byrddau Iechyd cyn cyflogi.  

· Diogelu Plant ac Oedolion Sy'n Agored i Niwed: Mae'r sefydliad yn ymrwymedig i ddiogelu plant ac oedolion agored i niwed.  Felly, mae'n rhaid i bob aelod o staff fynychu hyfforddiant Diogelu Plant a bod yn ymwybodol o'u cyfrifoldeb o dan y Polisi Amddiffyn Oedolion.

· Rheoli Heintiau: Mae'r sefydliad yn ymrwymedig i gyflawni ei rwymedigaethau i leihau heintiau i'r eithaf.  

Mae pob aelod o staff yn gyfrifol am ddiogelu ac amddiffyn cleifion, defnyddwyr gwasanaeth, ymwelwyr a chyflogeion rhag y risg o gael heintiau sy'n gysylltiedig â gofal iechyd.  Mae'r cyfrifoldeb hwn yn cynnwys bod yn ymwybodol o gynnwys Polisïau a Gweithdrefnau Atal a Rheoli Heintiau'r Bwrdd Iechyd a'u harsylwi bob amser.

· Dim Smygu: I roi'r cyfle gorau i bob claf, ymwelydd ac aelod o staff fod yn iach, mae holl safleoedd y Bwrdd Iechyd, yn cynnwys adeiladau a thiroedd, yn ddi-fwg.

Datganiad Hyblygrwydd: Caiff dyletswyddau'r swydd eu hamlinellu yn y Disgrifiad Swydd a'r Fanyleb Person, a gallant gael eu newid o bryd i'w gilydd os yw pawb yn cytuno. 
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		Teitl y Swydd: Cydymaith Meddygol



		Siart Sefydliadol

Rhaid i'r Siart Sefydliadol dynnu sylw at y swydd y mae'r disgrifiad swydd hwn yn gymwys iddo gan ddangos y cysylltiad â swyddi ar yr un lefel ac, os yw'n briodol, dwy lefel uwchlaw ac islaw.

Ewch ati i gwblhau, ychwanegu neu ddileu'r blychau testun isod fel sy'n briodol gan ddangos y cysylltiadau sefydliadol.







		ATODIAD 2





Teitl y Swydd: Cydymaith Meddygol

Gwybodaeth Disgrifiad Swydd Atodol

		Sgiliau Corfforol e.e. Sgiliau clinigol (e.e. gosod tiwb yn y bibell wynt, gwythïen-bigo) neu sgiliau anghlinigol (e.e. teipio cywir a chyflym)



		Cyflawni triniaethau diagnostig/therapiwtig, yn amodol ar hyfforddiant/profiad. Mae hyn yn cynnwys y canlynol, ond nid yw'n gyfyngedig iddo:  

· Gwythïen-bigo

· Gosod canwlâu

· Nwyon gwaed rhydwelïol

· Gosod llinell rydwelïol 

· Pigiadau

· ECG

· Gosod cathetr wrethrol

· Gosod tiwb nasogastrig 

· Prawf pigiad y lwynau

· Thoracentesis



		Enghreifftiau o ymdrech(ion) nodweddiadol

		Pa mor aml bob diwrnod / wythnos / mis

		Am ba hyd?

		Sylwadau Ychwanegol



		Rhaid i ddeiliad y swydd feddu ar lefel ffitrwydd resymol gan y bydd angen iddo gerdded ar hyd a lled yr ysbyty yn ystod sifft. 

Rhaid i ddeiliad y swydd hefyd allu rhedeg at argyfyngau clinigol a rhoi gofal / dadebru yn ôl yr angen pan fydd ar y safle.

Rhaid i ddeiliad y swydd allu goddef patrymau gwaith na ellir eu rhagweld ac amserau egwyl afreolaidd.

Sgiliau i ymdrin â chleifion a'u symud yn ddiogel bob dydd, gan gynnwys trosglwyddo cleifion sâl iawn ar frys.

		

		

		



		Ymdrech Feddyliol



		Enghreifftiau o ymdrech(ion) nodweddiadol

		Pa mor aml bob diwrnod / wythnos / mis

		Am ba hyd?

		Sylwadau Ychwanegol



		Y gallu i ddelio â sefyllfaoedd clinigol sy'n newid yn gyflym a'u rheoli  

Sgiliau canolbwyntio, trefnu a gwneud penderfyniadau i ddelio â gofynion cystadleuol pan fydd pethau yn torri ar eich traws yn rheolaidd     

Rheoli adnoddau cyfyngedig a blaenoriaethu llwyth gwaith yn effeithiol

		

		

		



		Ymdrech Emosiynol



		Enghreifftiau o ymdrech(ion) nodweddiadol

		Pa mor aml bob wythnos / mis?

		Am ba hyd?

		Sylwadau Ychwanegol



		Delio â chleifion sâl iawn a pherthnasau / gofalwyr pryderus  

Defnyddio sgiliau negodi i reoli achosion o wrthdaro a thawelu sefyllfaoedd a allai ddatblygu'n sefyllfaoedd treisgar neu ymosodol   

Delio â chwynion am agweddau ar ofal / darparu gwasanaethau 

Cyfathrebu digwyddiadau sy'n newid bywydau 

Delio â phobl ag ymddygiad heriol 

Prosesu (e.e. teipio/trosglwyddo) newyddion am ddigwyddiadau gofidus iawn.

Rhoi newyddion digroeso i gleifion/cleientiaid/gofalwyr/staff 

Gofalu am bobl sy'n dioddef salwch angheuol

Delio â sefyllfaoedd/amgylchiadau anodd

		

		

		



		Amodau Gweithio



		Mae'r ffactor hwn yn mesur natur, amlder a hyd gofynion ar staff sy'n codi o amodau amgylcheddol andwyol anochel (fel tywydd gwael, gwres/oerni, arogleuon, sŵn a mygdarthau) a pheryglon, na ellir eu hosgoi (hyd yn oed â'r rheolaethau iechyd a diogelwch mwyaf llym), fel damweiniau traffig ffordd, arllwysiadau cemegau niweidiol, ymddygiad ymosodol gan gleifion, cleientiaid, perthnasau, gofalwyr.

Nodwch amodau gwaith annymunol neu beryglon a wynebir yn amgylchedd gwaith deiliad y swydd a phenderfynwch pa mor aml ac am ba mor hir y maent yn agored iddynt yn ystod diwrnod / wythnos / mis gwaith.  

Enghreifftiau megis - defnyddio uned arddangos weledol fwy neu lai yn barhaus; sylweddau annymunol/gwastraff nad yw'n ddomestig; deunydd heintus/dillad gwely budr; hylifau'r corff, ysgarthion, chwyd; llwch/baw; chwain / llau; lleithder; offer neu fannau gwaith wedi'u halogi; gyrru/cael eu gyrru mewn sefyllfaoedd arferol neu mewn argyfwng – * Ni chaiff gyrru i'r gwaith ac yn ôl ei gynnwys



		Enghreifftiau o'r Amodau Arferol

		Pa mor aml fesul wythnos / mis?

		Am ba hyd?

		Sylwadau Ychwanegol



		Oherwydd natur y swydd a'r llwyth gwaith, mae risg y bydd deiliad y swydd yn wynebu anafiadau sy'n gysylltiedig â nodwyddau ac y bydd yn dod i gysylltiad â gwastraff corfforol e.e. sbwtwm, wrin, ysgarthion, chwyd, gwaed ac archwys a rhaid iddo allu delio â'r sefyllfaoedd hynny'n unol â'r canllawiau

		

		

		





Cyflwyno dogfennau ar gyfer gwerthuso swydd

Llofnodwch a chofiwch gadw copi gwreiddiol i'r rheolwr a'r cyflogai.

Anfonwch fersiwn electronig o'r ddogfen i BCU.JobEvaluation@wales.nhs.uk 

ATODIAD 1
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		JOB DESCRIPTION



		Job Title

		Physician Associate



		Pay Band

		Agenda for Change Band 7 



		Hours of Work and Nature of Contract

		



		Division/Directorate

		



		Department

		



		Base

		



		ORGANISATIONAL ARRANGEMENTS



		Managerially Accountable to:

		



		Reports to: 

		



		Professionally Responsible to:

		





		Job Summary/Job Purpose



		The function of the Physician Associate is to provide high quality patient care in conjunction with clinical teams. 


The post holder will be required to work flexibly which may involve working in a shift pattern and as part of a wider clinical team including and, depending where the post holder is working, this might include members of the Primary Care team, Community team, Advanced Nurse Practitioners, Junior Doctors, Pharmacists and other Allied Health Professionals.  


The post holder will work as part of the multi-disciplinary team, you will undertake physical assessment and history taking of patients and provide immediate care and initiate treatment as per clinical pathways/protocols and Patient Group Directions.  


The post holder will work autonomously and be supervised by a named Consultant 

The post holder will provide high quality, safe and effective clinical care in conjunction with the clinical teams and may be the lead generalist or specialist providing advice to staff and patients. 


The post holder will be supported to develop clinical knowledge and will have access to continuing professional development opportunities.  


The post holder may supervise less experienced staff. 





		DUTIES AND RESPONSIBILITIES



		The post holder will:


1. Work clinically, autonomously and practice under the (indirect) supervision of a named Consultant

2. Take a history from patients and perform appropriate physical examination, order and interpret appropriate diagnostic tests and make an appropriate assessment and diagnosis.

3. Uses skills of history taking and physical examination to assess patients’ status and determine treatment required using care pathways, protocols.  


4. Utilise own professional judgment to decide when patients require medical intervention or referral to another specialty.  


5. Make judgments involving complex facts which require analysis, interpretation and comparison of a range of options.  


6. Plan and organize straightforward tasks and own workload.  


7. Perform diagnostic/therapeutic procedures, subject to training/experience. Including, but not exclusively:  


· Venepuncture  

· Cannulation  

· Arterial blood gases 

· Arterial line insertion  


· Injections  

· ECG  

· Urethral catheterisation  

· Nasogastric tube insertion 

· Lumbar puncture 

· Thoracentesis  

· Ascitic Drains  


8. Utilise the early warning score system (NEWS) to triage patient reviews.  


9. Initiate review and revise treatment and therapy plans, record and present findings in a manner consistent with local policies and procedures.  


10. Request appropriate investigations and interpret their findings.  


11. Assist medical and nursing staff in all clinical emergencies.  


12. Inform and counsel patients and relatives/carers regarding explanation of procedures, diagnosis, treatment and management of conditions. This will include long term management consistent with life circumstances.  


13. Fully document all aspects of patient care and complete required paperwork for legal and administrative purposes.  


14. Communicate effectively, where applicable, with the referring doctor or health care professional and the patient’s General Practitioner or Consultant by promptly issuing a clinical letter (paper or electronically) indicating patient findings and management plan (including any prescription advice) with conditions for review either by the Physician Associate, Nurse Practitioner, Consultant or General Practitioner or other health care professional. 


15. Liaise with, and refer to, (where appropriate) other clinical specialties. There will also be a requirement to follow up their patients whilst under the care of other specialties within the system.  

16. May lead in a specialist clinical area providing specialist advice to staff and patients. 


17. Work with, refer to and take referrals from other healthcare professionals such as nursing staff and AHPs.  


18. Allocate work and provide supervision to support staff as required.

19. Contribute to MDT meetings  


20. In conjunction with the medical teams identify clinical priorities per shift

21. Be responsible for the use of expensive equipment in course in daily work routine. 


22. Follow locally agreed policies, protocols and procedures.  


23. Identifies areas for service improvement in conjunction with the clinical team, and contributes to their development.

SERVICE / QUALITY IMPROVEMENT

The post holder will:


24. Take an active role in the departmental or practice clinical audit and governance activity.  


25. Assist with regular audit/surveys to support and inform service development.  


26. Develop policies / procedures relevant to the Physician Associate role and will provide expert advice in their specialist area


COMMUNICATION


The post holder will:


27. Communicate complex, sensitive or contentious information to patients, carers and relatives.  


28. Communicate with members of the primary care team, community team, hospital wards and departments, Supervising Consultant/GP, Practice Development Nurse, Junior Doctors, Advanced Nurse Practitioners & NP in training, Consultants for each specialty, Charge Nurses, Allied Health Professionals and Support Services, General Practitioners, Higher Education Institutes and Regional and National PA networks.  


29. Be responsible for effective communication of sometimes a highly complex nature to patients and relatives. 


30. Ensure timely and relevant handover of care to other members of the clinical team  


PERSONAL / PROFESSIONAL DEVELOPMENT

The post holder will:


31. Register on the Physician Associate Managed Voluntary Register


32. On commencing employment, in partnership with their supervisor should draw up agreements on allocation of CPD dedicated work hours, including agreement on frequency of tutorials, teaching and training opportunities (as appropriate). These agreements would need to be reviewed on a regular basis.  


33. Agree scope of practice with the Supervising Consultant

34. Reviews development & progress at regular intervals during the year with Supervising Consultant/GP.  


35. Undertake own professional development review with Supervising Consultant via PADR process.  

36. Undertake regular clinical skills (where relevant) for specialty procedures e.g. chest drain, lumbar puncture, central lines, ascetic drains.  


37. Establish a formal educational needs plan with their supervisor which will be reviewed on a regular basis.  

38. Complete a minimum of 50 hours CPD per year, registering activity via the CPD Diary


39. Recertification every six years

40. .May supervise and train less experienced Physician Associates





		PERSON SPECIFICATION



		ATTRIBUTES

		ESSENTIAL

		DESIRABLE

		METHOD OF


ASSESSMENT



		Qualifications and/or Knowledge 

		Degree in a life science and/or a significant background in healthcare.

Master’s degree in Physician Associate Studies from a recognised UK training programme and evidence of successful completion of the UK National PA exam.

Registration with the UK Managed Voluntary Registry for Physician Associates / Faculty of PAs

Membership of the Faculty of Physician Associates at the Royal College of Physicians.

Undertakes continuing medical examinations to maintain on-going certification with the PA managed voluntary register or equivalent.  

		

		Application form and pre employment checks



		Experience

		Experience required to fulfil the post.


Experience of working within a medicine environment  

		

		Application form and interview



		Aptitude and Abilities




		Excellent interpersonal skills with patients and other healthcare professionals  


Ability to communicate complex information both verbally and in writing  


Ability to work using own initiative to manage own workload.  


Ability to demonstrate skills and knowledge in areas of risk assessment  


Commitment to lifelong learning and personal development  

		Ability to speak Welsh




		Interview


Application Form



		Changing


Service Needs

		IT skills – e-mail, basic word processing, ability to search inter and intranet  


Ability to work using own initiative to manage own workload.

Ability to work as part of a multidisciplinary team.  


Ability to travel between sites in a timely manner if required

		

		



		Values

		Ability to demonstrate a commitment to working consistently in line with the Organisational Values, 


Ability to demonstrate commitment to enabling others within the workforce to working consistently in line with the organisational values

		

		Application Form


Interview


References






		Other

		Special requirements to perform in the role e.g. Ability to travel within geographical area.


Able to work hours flexibly.


Anything else not covered above.

		

		Application form and interview





		GENERAL REQUIREMENTS



		Include those relevant to the post requirements


· Values:  All employees of the Health Board are required to demonstrate and embed the Values and Behaviour Statements in order for them to become an integral part of the post holder’s working life and to embed the principles into the culture of the organisation.


· Registered Health Professional:  All employees who are required to register with a professional body, to enable them to practice within their profession, are required to comply with their code

of conduct and requirements of their professional registration. 


· Healthcare Support Workers:  Healthcare Support Workers make a valuable and important contribution to the delivery of high quality healthcare.  The national Code of Conduct for NHS Wales describes the standards of conduct, behaviour and attitude required of all Healthcare Support Workers employed within NHS Wales.  Health Care Support Workers are responsible, and have a duty of care, to ensure their conduct does not fall below the standards detailed in the Code and that no act or omission on their part harms the safety and wellbeing of service users and the public, whilst in their care.

· Competence:  At no time should the post holder work outside their defined level of competence.  If there are concerns regarding this, the post holder should immediately discuss them with their Manager/Supervisor.  Employees have a responsibility to inform their Manager/Supervisor if they doubt their own competence to perform a duty.


· Learning and Development: All staff must undertake induction/orientation programmes at Corporate and Departmental level and must ensure that any statutory/mandatory training requirements are current and up to date.  Where considered appropriate, staff are required to demonstrate evidence of continuing professional development. 

· Performance Appraisal: We are committed to developing our staff and you are responsible for participating in an Annual Performance Development Review of the post.  


· Health & Safety:  All employees of the organisation have a statutory duty of care for their own personal safety and that of others who may be affected by their acts or omissions.  The post holder is required to co-operate with management to enable the organisation to meet its own legal duties and to report any hazardous situations or defective equipment.  The post holder must adhere to the organisation’s Risk Management, Health and Safety and associate policies.


· Risk Management:  It is a standard element of the role and responsibility of all staff of the organisation that they fulfil a proactive role towards the management of risk in all of their actions.  This entails the risk assessment of all situations, the taking of appropriate actions and reporting of all incidents, near misses and hazards.


· Welsh Language:  All employees must perform their duties in strict compliance with the requirements of their organisation’s Welsh Language Scheme and take every opportunity to promote the Welsh language in their dealings with the public.


· Information Governance:  The post holder must at all times be aware of the importance of maintaining confidentiality and security of information gained during the course of their duties.  This will in many cases include access to personal information relating to service users.  

· Data Protection Act 1998:  The post holder must treat all information, whether corporate, staff or patient information, in a discreet and confidential manner in accordance with the provisions of the


Data Protection Act 1998 and Organisational Policy.  Any breach of such confidentiality is considered a serious disciplinary offence, which is liable to dismissal and / or prosecution under current statutory legislation (Data Protection Act) and the HB Disciplinary Policy.


· Records Management:  As an employee of this organisation, the post holder is legally responsible for

all records that they gather, create or use as part of their work within the organisation (including


patient health, staff health or injury, financial, personal and administrative), whether paper based or


on computer.  All such records are considered public records and the post holder has a legal duty of confidence to service users (even after an employee has left the organisation).  The post holder should consult their manager if they have any doubt as to the correct management of records with which they work.

· Equality and Human Rights:  The Public Sector Equality Duty in Wales places a positive duty on the HB


to promote equality for people with protected characteristics, both as an employer and as a provider


of public services.  There are nine protected characteristics: age; disability; gender reassignment; marriage and civil partnership; pregnancy and maternity; race; religion or belief; sex and sexual orientation.  The HB is committed to ensuring that no job applicant or employee receives less favour-able treatment of any of the above grounds.  To this end, the organisation has an Equality Policy and it  is for each employee to contribute to its success.


· Dignity at Work:  The organisation condemns all forms of bullying and harassment and is actively seeking to promote a workplace where employees are treated fairly and with dignity and respect.  All staff are requested to report and form of bullying and harassment to their Line Manager or to any Director of the organisation.  Any inappropriate behaviour inside the workplace will not be tolerated and will be treated as a serious matter under the HB/Trust Disciplinary Policy.

· DBS Disclosure Check: In this role you will have * direct / indirect contact with* patients/service users/ children/vulnerable adults in the course of your normal duties.  You will therefore be required to apply for a Criminal Record Bureau *Standard / Enhance Disclosure Check as part of the Trust’s pre-employment check procedure.  *Delete as appropriate.


The post holder does not require a DBS Disclosure Check.  *Delete as appropriate. 


· Safeguarding Children and Vulnerable Adults: The organisation is committed to safeguarding children and vulnerable adults.  All staff must therefore attend Safeguarding Children training and be aware of their responsibility under the Adult Protection Policy.


· Infection Control: The organisation is committed to meet its obligations to minimise infections.


All staff are responsible for protecting and safeguarding patients, service users, visitors and employees against the risk of acquiring healthcare associated infections.  This responsibility includes being aware


of the content of and consistently observing Health Board Infection Prevention & Control Policies and Procedures.


· No Smoking: To give all patients, visitors and staff the best chance to be healthy, all Health Board sites, including buildings and grounds, are smoke free

· Flexibility Statement:  The duties of the post are outlined in this Job Description and Person Specification and may be changed by mutual agreement from time to time





		Organisational Chart



		The Organisational Chart must highlight the post to which this job description applies showing relationship to positions on the same level and, if appropriate, two levels above and below.


Complete, add or delete as appropriate the text boxes below showing the organisational relationships.








		APPENDIX 2





Job Title: Physician Associate

		Supplementary Job Description Information



		Physical Skills e.g. Clinical skills (e.g. intubation, venepuncture) or non clinical skills (e.g. high speed accurate typing)



		Performing diagnostic/therapeutic procedures, subject to training/experience. Including, but  not exclusively: 


· Venepuncture

· Cannulation

· Arterial blood gases

· Arterial line insertion

· Injections

· ECG

· Urethral catheterisation


· Nasogastric tube insertion


· Lumbar puncture

· Thoracentesis



		Examples of Typical effort(s)

		How often per day / week / month

		For how long?

		Additional Comments



		The post holder must have a reasonable level of fitness, as they will be required to walk  throughout the hospital in the course of a shift. 

The post holder must also be able to run to clinical emergencies and provide care / resuscitation as required once on site.

The post holder must be able to tolerate unpredictable workload patterns and irregular break times.

Skills to safely handle and move patients on a daily basis, including the urgent transfer of acutely unwell patients.

		

		

		



		Mental Effort



		Examples of Typical effort(s)

		How often per day / week / month?

		For how long?

		Additional Comments



		Ability to deal with and manage rapidly changing clinical situations  


Concentration, organisational and decision making skills to deal with competing demands with  frequent interruptions  

Effectively managing limited resources and prioritising workload

		

		

		



		Emotional Effort



		Examples of Typical effort(s)

		How often per week / month?

		For how long?

		Additional Comments



		Dealing with acutely unwell patients and distressed relatives / carers  

Using negotiation skills to manage conflict and de-escalate potentially violent or aggressive situations 


Dealing with complaints about aspects of care / service delivery 

Communicating life changing events 

Dealing with people with challenging behaviour 


Processing (e.g. typing/transmitting) news of highly distressing events.


Giving unwelcome news to patients/ clients/carers/staff 

Caring for the terminally ill

Dealing with difficult situations/ circumstances

		

		

		



		Working Conditions



		This factor measures the nature, frequency and duration of demands on staff arising from inevitably adverse environmental conditions (such as inclement weather, extreme heat/cold, smells, noise and fumes) and hazards, which are unavoidable (even with the strictest health and safety controls), such as road traffic accidents, spills of harmful chemicals, aggressive behaviour of patients, clients, relatives, carers.


Please identify unpleasant working conditions or hazards which are encountered in the post holder's working environment and establish how often and for how long they are exposed to them during a working day / week / month.  


Examples are – use of VDU more or less continuously; unpleasant substances/non-household waste; infectious material/foul linen; body fluids, faeces, vomit; dust/dirt; fleas/lice; humidity; contaminated equipment or work areas; driving/being driven in normal or emergency situations - *Driving to and from work is not included



		Examples of Typical Conditions

		How often per week / month?

		For how long?

		Additional Comments



		Due to the nature of the post and workload, the post holder is at risk of exposure to needle  stick injuries and bodily waste e.g. sputum, urine, faeces, vomitus, blood and exudates and  must be able to deal with such situations as per guidelines

		

		

		





Submission of documents for job evaluation


Please sign and retain an original copy for manager and employee.


Send an electronic version of the documents to BCU.JobEvaluation@wales.nhs.uk
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		DISGRIFIAD SWYDD



		Teitl y Swydd

		Cydymaith Meddygol



		Band Cyflog

		Agenda ar gyfer Newid Band 7 



		Oriau Gwaith a Natur y Contract

		



		Is-adran/Cyfarwyddiaeth

		



		Adran

		



		Lleoliad

		



		TREFNIADAU SEFYDLIADOL



		Yn atebol ar lefel reoli i:

		



		Yn adrodd i: 

		



		Yn gyfrifol yn broffesiynol i: 

		





		Crynodeb o'r Swydd/Diben y Swydd



		Swyddogaeth y Cydymaith Meddygol yw darparu gofal o ansawdd uchel i gleifion, ar y cyd â thimau clinigol. 

Bydd yn ofynnol i ddeiliad y swydd weithio'n hyblyg, a all olygu gweithio patrwm sifftiau, ac fel rhan o dîm clinigol ehangach a all gynnwys, gan ddibynnu ar ble mae deiliad y swydd yn gweithio, aelodau o'r tîm Gofal Sylfaenol, y tîm Cymunedol, Uwch-ymarferwyr Nyrsio, Meddygon Iau, Fferyllwyr a Gweithwyr Proffesiynol Perthynol i Iechyd eraill.  

Bydd deiliad y swydd yn gweithio fel rhan o'r tîm amlddisgyblaethol, byddwch yn ymgymryd ag asesiadau corfforol ac yn cymryd hanes cleifion ac yn darparu gofal ar unwaith ac yn cychwyn triniaeth yn unol â llwybrau/protocolau clinigol a Chyfarwyddiadau Grwpiau Cleifion.  

Bydd deiliad y swydd yn gweithio'n annibynnol ac yn cael ei oruchwylio gan Feddyg Ymgynghorol dynodedig. 

Bydd deiliad y swydd yn darparu gofal clinigol diogel ac effeithiol o ansawdd uchel ar y cyd â'r timau clinigol ac mae'n bosibl y bydd yn gweithredu fel yr arweinydd cyffredinol neu arbenigol sy'n rhoi cyngor i staff a chleifion. 

Bydd deiliad y swydd yn cael ei gefnogi i ddatblygu gwybodaeth glinigol a bydd cyfleoedd datblygiad proffesiynol parhaus ar gael iddo.  

Gall deiliad y swydd oruchwylio staff llai profiadol. 





		DYLETSWYDDAU A CHYFRIFOLDEBAU 



		Bydd deiliad y swydd yn gwneud y canlynol:

1. Gweithio mewn modd clinigol, yn annibynnol ac yn ymarfer dan oruchwyliaeth (anuniongyrchol) Meddyg Ymgynghorol dynodedig.

2. Cymryd hanes cleifion ac yn cyflawni archwiliad corfforol priodol, yn trefnu ac yn dehongli profion diagnostig priodol ac yn gwneud asesiad a diagnosis priodol.

3. Defnyddio sgiliau cymryd hanes a chynnal archwiliadau corfforol i asesu statws cleifion a phenderfynu pa driniaeth sydd ei hangen gan ddefnyddio llwybrau gofal, protocolau.  

4. Defnyddio ei farn broffesiynol ei hun i benderfynu pryd y bydd angen ymyriad meddygol neu atgyfeiriad i arbenigedd arall ar gleifion.  

5. Llunio barnau mewn perthynas â ffeithiau cymhleth sy'n gofyn am ddadansoddi, dehongli a chymharu sawl opsiwn.  

6. Cynllunio a threfnu tasgau syml a'i lwyth gwaith ei hun.  

7. Cyflawni triniaethau diagnostig/therapiwtig, yn amodol ar hyfforddiant/profiad. Mae hyn yn cynnwys y canlynol, ond nid yw'n gyfyngedig iddo:  

· Gwythïen-bigo  

· Gosod canwlâu  

· Nwyon gwaed rhydwelïol 

· Gosod llinell rydwelïol  

· Pigiadau  

· ECG  

· Gosod cathetr wrethrol  

· Gosod tiwb nasogastrig 

· Prawf pigiad y lwynau 

· Thoracentesis  

· Draeniau Asgitig  

8. Defnyddio'r system sgoriau rhybudd cynnar (NEWS) i frysbennu adolygiadau o gleifion.  

9. Cychwyn adolygiadau a diwygio cynlluniau trin a therapi, cofnodi a chyflwyno canfyddiadau mewn ffordd sy'n gyson â pholisïau a gweithdrefnau lleol.  

10. Gofyn am ymchwiliadau priodol a dehongli eu canfyddiadau.  

11. Cynorthwyo staff meddygol a staff nyrsio ym mhob argyfwng clinigol.  

12. Hysbysu a chynghori cleifion a pherthnasau/gofalwyr mewn perthynas ag esbonio triniaethau, gwneud diagnosis, trin a rheoli cyflyrau. Bydd hyn yn cynnwys rheolaeth hirdymor sy'n gyson ag amgylchiadau bywyd.  

13. Dogfennu pob agwedd ar ofal i gleifion yn llawn a chwblhau'r gwaith papur sy'n ofynnol at ddibenion cyfreithiol a gweinyddol.  

14. Cyfathrebu'n effeithiol, lle y bo'n berthnasol, â'r meddyg neu'r gweithiwr gofal iechyd proffesiynol sy'n atgyfeirio'r achos a Meddyg Teulu neu Feddyg Ymgynghorol y claf drwy gyhoeddi llythyr clinigol (ar bapur neu'n electronig) prydlon sy'n nodi canfyddiadau'r claf a chynllun rheoli (gan gynnwys unrhyw gyngor ar bresgripsiynau) gydag amodau i'r Cydymaith Meddygol, yr Ymarferydd Nyrsio, y Meddyg Ymgynghorol neu'r Meddyg Teulu neu weithiwr gofal iechyd proffesiynol arall eu hadolygu. 

15. Cysylltu ag arbenigeddau clinigol eraill a chyfeirio atynt (lle y bo'n briodol). Bydd yn ofynnol iddo hefyd ddilyn trywydd ei gleifion tra byddant dan ofal arbenigeddau eraill yn y system.  

16. Arwain maes clinigol arbenigol o bosibl gan roi cyngor arbenigol i staff a chleifion. 

17. Gweithio gyda gweithwyr gofal iechyd proffesiynol eraill, fel staff nyrsio a gweithwyr proffesiynol perthynol i iechyd, atgyfeirio achosion atynt a chymryd atgyfeiriadau ganddynt.  

18. Dyrannu gwaith a darparu goruchwyliaeth i staff cymorth fel y bo'n ofynnol

19. Cyfrannu at gyfarfodydd y tîm amlddisgyblaethol  

20. Ar y cyd â'r timau meddygol, nodi blaenoriaethau clinigol fesul sifft

21. Bod yn gyfrifol am ddefnyddio cyfarpar drud fel rhan o'i arferion gweithio dyddiol. 

22. Dilyn polisïau, protocolau a gweithdrefnau y cytunwyd arnynt yn lleol.  

23. Nodi meysydd lle y gellid gwella gwasanaethau ar y cyd â'r tîm clinigol, a chyfrannu at eu datblygiad.

GWELLA GWASANAETHAU / ANSAWDD

Bydd deiliad y swydd yn gwneud y canlynol:

24. Chwarae rhan weithgar yng ngweithgarwch archwilio a llywodraethu clinigol yr adran neu'r ymarfer.  

25. Cynorthwyo ag archwiliadau/arolygon rheolaidd i gefnogi a llywio datblygiad gwasanaethau.  

26. Datblygu polisïau / gweithdrefnau sy'n berthnasol i rôl y Cydymaith Meddygol a bydd yn darparu cyngor arbenigol yn ei faes arbenigol.

CYFATHREBU

Bydd deiliad y swydd yn gwneud y canlynol:

27. Cyfleu gwybodaeth gymhleth, sensitif neu ddadleuol i gleifion, gofalwyr a pherthnasau.  

28. Cyfathrebu ag aelodau o'r tîm gofal sylfaenol, y tîm cymunedol, wardiau ac adrannau ysbytai, y Meddyg Ymgynghorol/Meddyg Teulu sy'n Goruchwylio, y Nyrs Datblygu Ymarfer, Meddygon Iau, Uwch-ymarferwyr Nyrsio ac Ymarferwyr Nyrsio dan hyfforddiant, Meddygon Ymgynghorol ar gyfer pob arbenigedd, Nyrsys Cyfrifol, Gweithwyr Proffesiynol Perthynol i Iechyd a Gwasanaethau Cymorth, Meddygon Teulu, Athrofeydd Addysg Uwch a rhwydweithiau Cymdeithion Meddygol Rhanbarthol a Chenedlaethol.  

29. Bod yn gyfrifol am gyfleu gwybodaeth sydd weithiau o natur hynod gymhleth mewn ffordd effeithiol i gleifion a pherthnasau. 

30. Sicrhau bod gofal yn cael ei drosglwyddo mewn ffordd amserol a pherthnasol i aelodau eraill o'r tîm clinigol  

DATBLYGIAD PERSONOL / PROFFESIYNOL

Bydd deiliad y swydd yn gwneud y canlynol:

31. Cofrestru â'r Gofrestr Wirfoddol a Reolir ar gyfer Cymdeithion Meddygol

32. Adeg dechrau cyflogaeth, ar y cyd â'i oruchwyliwr, dylai lunio cytundebau ar ddyrannu oriau gwaith DPP penodedig, gan gynnwys cytundeb ar amlder tiwtorialau, cyfleoedd addysgu a hyfforddi (fel y bo'n briodol). Byddai angen i'r cytundebau hyn gael eu hadolygu'n rheolaidd.  

33. Cytuno ar gwmpas ymarfer â'r Meddyg Ymgynghorol sy'n Goruchwylio

34. Adolygu datblygiad a chynnydd yn rheolaidd yn ystod y flwyddyn gyda'r Meddyg Ymgynghorol / Meddyg Teulu sy'n Goruchwylio.  

35. Cynnal adolygiad o'i ddatblygiad proffesiynol ei hun gyda'r Meddyg Ymgynghorol sy'n Goruchwylio drwy broses adolygiadau datblygiad personol blynyddol (PADR).  

36. Cyflawni sgiliau clinigol rheolaidd (lle y bo'n berthnasol) ar gyfer triniaethau arbenigol e.e. draenio'r frest, prawf pigiad y lwynau, llinellau canolog, draeniau asgetig. 

37. Sefydlu cynllun anghenion addysgol ffurfiol gyda'i oruchwyliwr a fydd yn cael ei adolygu'n rheolaidd.  

38. Cwblhau 50 awr o leiaf o ddatblygiad proffesiynol parhaus bob blwyddyn, gan gofrestru gweithgarwch drwy'r Dyddiadur DPP

39. Cwblhau ardystiad newydd bob chwe blynedd

40. Goruchwylio a hyfforddi Cymdeithion Meddygol llai profiadol o bosibl





		MANYLEB PERSON



		NODWEDDION

		HANFODOL 

		DYMUNOL 

		DULL

ASESU



		Cymwysterau a/neu Wybodaeth 

		Gradd mewn gwyddor bywyd a/neu gefndir sylweddol mewn gofal iechyd.

Graidd meistr mewn Astudiaethau Cydymaith Meddygol gan raglen hyfforddi gydnabyddedig yn y DU a thystiolaeth o gwblhau arholiad Cydymaith Meddygol Cenedlaethol y DU (UK National PA) yn llwyddiannus.

Cofrestriad â Chofrestr Wirfoddol a Reolir y DU ar gyfer Cymdeithion Meddygol / Cyfadran y Cymdeithion Meddygol

Aelodaeth o'r Gyfadran Cymdeithion Meddygol yng Ngholeg Brenhinol y Meddygon.

Ymgymryd ag archwiliadau meddygol parhaus i gynnal ardystiad parhaus â'r gofrestr wirfoddol a reolir ar gyfer cymdeithion meddygol neu gofrestr gyfatebol.  

		

		Ffurflen gais a gwiriadau cyn cyflogi



		Profiad

		Mae angen profiad er mwyn cyflawni'r swydd.

Profiad o weithio mewn amgylchedd meddyginiaeth  

		

		Ffurflen gais a chyfweliad



		Sgiliau a Galluoedd 



		Sgiliau rhyngbersonol gwych â chleifion a gweithwyr gofal iechyd proffesiynol eraill  

Y gallu i gyfathrebu gwybodaeth gymhleth ar lafar ac yn ysgrifenedig  

Y gallu i weithio ar eich liwt eich hun i reoli eich llwyth gwaith eich hun.  

Y gallu i ddangos sgiliau a gwybodaeth mewn meysydd asesu risgiau  

Ymrwymiad i ddysgu gydol oes a datblygiad personol 

		Y gallu i siarad Cymraeg.



		Cyfweliad

Ffurflen Gais



		Anghenion Newidiol Gwasanaethau 

		Sgiliau TG – e-bost, prosesu geiriau sylfaenol, y gallu i chwilio'r rhyngrwyd a'r fewnrwyd  

Y gallu i weithio ar eich liwt eich hun i reoli eich llwyth gwaith eich hun.

Y gallu i weithio fel rhan o dîm amlddisgyblaethol.  

Y gallu i deithio rhwng safleoedd mewn ffordd amserol os oes angen

		

		



		Gwerthoedd

		Y gallu i ddangos ymrwymiad i weithio'n gyson yn unol â Gwerthoedd y Sefydliad, 

Y gallu i ddangos ymrwymiad i alluogi pobl eraill yn y gweithlu i weithio'n gyson yn unol â gwerthoedd y sefydliad

		

		Ffurflen Gais

Cyfweliad

Geirdaon





		Arall

		Gofynion arbennig y mae angen eu bodloni yn y rôl e.e. Y gallu i deithio o fewn yr ardal ddaearyddol.

Yn gallu gweithio oriau hyblyg.

Unrhyw beth arall nas cwmpesir uchod.

		

		Ffurflen gais a chyfweliad





		GOFYNION CYFFREDINOL



		Cynnwys y rhai sy'n berthnasol i ofynion y swydd

· Gwerthoedd: Mae'n ofynnol i holl gyflogeion y Bwrdd Iechyd arddangos a mabwysiadu'r Datganiadau Gwerthoedd ac Ymddygiad er mwyn iddynt ddod yn rhan annatod o fywyd gwaith deiliad y swydd ac i sefydlu'r egwyddorion yn niwylliant y sefydliad.

· Gweithiwr Iechyd Proffesiynol Cofrestredig: Mae'n rhaid i'r holl gyflogeion y mae'n ofynnol iddynt gofrestru â chorff proffesiynol, i'w galluogi i weithio o fewn eu proffesiwn, gydymffurfio â'u cod

 ymddygiad a gofynion eu cofrestriad proffesiynol. 

· Gweithwyr Cymorth Gofal Iechyd: Mae Gweithwyr Cymorth Gofal Iechyd yn gwneud cyfraniad gwerthfawr a phwysig i'r broses o ddarparu gofal iechyd o ansawdd uchel.  Mae Cod Ymddygiad cenedlaethol GIG Cymru yn disgrifio'r safonau o ran ymddygiadau ac agweddau sydd eu hangen ar holl Weithwyr Cymorth Gofal Iechyd cyflogedig GIG Cymru.  Mae gan Weithwyr Cymorth Gofal Iechyd ddyletswydd gofal ac maent yn gyfrifol am sicrhau nad yw eu hymddygiad yn gostwng islaw'r safonau a nodir yn y Cod ac nad yw unrhyw weithred neu hepgoriad ar eu rhan yn amharu ar ddiogelwch a llesiant defnyddwyr gwasanaethau a'r cyhoedd pan fyddant dan eu gofal.

· Cymhwysedd:  Ni ddylai deiliad y swydd byth weithio y tu allan i'w lefel ddiffiniedig o gymhwysedd.  Os bydd unrhyw bryderon am hyn, dylai deiliad y swydd eu trafod ar unwaith â'i Reolwr/Goruchwyliwr.  Mae gan gyflogeion gyfrifoldeb i hysbysu eu Rheolwr/Goruchwyliwr os byddant yn amau eu cymhwysedd i gyflawni dyletswydd.

· Dysgu a Datblygu: Rhaid i bob aelod o staff ymgymryd â rhaglenni sefydlu/ymgyfarwyddo ar lefel Gorfforaethol ac Adrannol a rhaid sicrhau bod unrhyw ofynion hyfforddi statudol/gorfodol yn gyfredol ac wedi'u diweddaru.  Lle yr ystyrir bod hynny'n briodol, mae'n ofynnol i staff ddangos tystiolaeth o ddatblygiad proffesiynol parhaus. 

· Arfarniad Perfformiad: Rydym yn ymrwymedig i ddatblygu ein staff a disgwylir i chi gymryd rhan mewn Adolygiad Datblygu Perfformiad Blynyddol o'r swydd.  

· Iechyd a Diogelwch: Mae dyletswydd gofal statudol ar holl gyflogeion y sefydliad i ofalu am eu diogelwch personol eu hunain a diogelwch personol eraill y gall eu gweithredoedd neu hepgoriadau effeithio arnynt.  Mae'n ofynnol i ddeiliad y swydd gydweithredu â rheolwyr er mwyn galluogi'r sefydliad i gyflawni ei ddyletswyddau cyfreithiol ei hun ac i adrodd ar unrhyw sefyllfaoedd peryglus neu offer diffygiol.  Rhaid i ddeiliad y swydd ddilyn polisïau Rheoli Risg ac Iechyd a Diogelwch y sefydliad ac unrhyw bolisïau cysylltiedig.

· Rheoli Risg: Mae cyflawni rôl ragweithiol o ran rheoli risg ym mhob agwedd ar eu gweithredoedd yn elfen safonol o rôl a chyfrifoldeb holl staff y sefydliad.  Mae hyn yn golygu asesu risg pob sefyllfa, cymryd y camau gweithredu priodol ac adrodd ar bob digwyddiad, damwain fu bron â digwydd a pherygl.

· Y Gymraeg:   Rhaid i'r holl gyflogeion gyflawni eu dyletswyddau gan gydymffurfio'n llym â gofynion Cynllun Iaith Gymraeg eu sefydliad ac achub ar bob cyfle i hyrwyddo'r Gymraeg wrth ddelio â'r cyhoedd.

· Llywodraethu Gwybodaeth:  Rhaid i ddeiliad y swydd gadw unrhyw wybodaeth sy'n dod i law wrth iddo gyflawni ei ddyletswyddau yn ddiogel ac yn gyfrinachol. Bydd hyn yn cynnwys gwybodaeth bersonol yn ymwneud â defnyddwyr gwasanaeth mewn sawl achos.  

· Deddf Diogelu Data 1998:  Rhaid i ddeiliad y swydd drin pob gwybodaeth, p'un a yw'n wybodaeth gorfforaethol, neu'n wybodaeth am staff neu gleifion, mewn ffordd bwyllog a chyfrinachol yn unol â darpariaethau Deddf Diogelu Data 1998 a Pholisi'r Sefydliad.  Ystyrir bod unrhyw achos o dorri cyfrinachedd o'r fath yn drosedd disgyblu ddifrifol, sy'n agored i ddiswyddo a / neu erlyniad o dan ddeddfwriaeth statudol gyfredol (y Ddeddf Diogelu Data) a Pholisi Disgyblu'r Bwrdd Iechyd.

· Rheoli Cofnodion: Fel un o gyflogeion y sefydliad hwn, mae deiliad y swydd yn gyfreithiol gyfrifol am yr holl gofnodion y mae'n eu dwyn ynghyd, yn eu creu neu'n eu defnyddio fel rhan o'i waith o fewn y sefydliad (gan gynnwys iechyd cleifion, iechyd neu anaf staff, neu faterion ariannol, personol a gweinyddol), boed hynny ar bapur neu ar gyfrifiadur.  Mae cofnodion o'r fath yn cael eu hystyried yn gofnodion cyhoeddus ac mae gan ddeiliad y swydd ddyletswydd gyfreithiol o hyder i ddefnyddwyr gwasanaeth (hyd yn oed ar ôl i gyflogai adael y sefydliad).  Dylai deiliad y swydd ymgynghori â'i reolwr os oes ganddo unrhyw amheuon am reoli cofnodion y mae'n eu trin yn gywir. 

· Cydraddoldeb a Hawliau Dynol: Mae Dyletswydd Cydraddoldeb y Sector Cyhoeddus yng Nghymru yn rhoi dyletswydd gadarnhaol ar y Bwrdd Iechyd i hyrwyddo cydraddoldeb i bobl sydd â nodweddion gwarchodedig, fel cyflogwr ac fel darparwr gwasanaethau cyhoeddus.  Mae naw nodwedd warchodedig: oedran; anabledd ailbennu rhywedd; priodas neu bartneriaeth sifil; beichiogrwydd a mamolaeth; hil; crefydd neu gred; rhyw a chyfeiriadedd rhywiol. Mae'r Bwrdd Iechyd yn ymrwymedig i sicrhau na fydd unrhyw ymgeisydd am swydd na chyflogai yn cael ei drin yn llai ffafriol ar sail unrhyw un o'r nodweddion uchod.  I'r perwyl hwn, mae gan y sefydliad Bolisi Cydraddoldeb a disgwylir i bob cyflogai gyfrannu at ei lwyddiant.

· Urddas yn y Gwaith: Mae'r sefydliad yn condemnio pob math o fwlio ac aflonyddu ac yn ceisio hyrwyddo gweithle lle caiff cyflogeion eu trin yn deg a gydag urddas a pharch.  Gofynnir i bob aelod o'r staff roi gwybod am unrhyw fath o fwlio ac aflonyddu i'w Rheolwr Llinell neu i unrhyw Gyfarwyddwr yn y sefydliad.  Ni chaiff unrhyw ymddygiad amhriodol yn y gweithle ei oddef a chaiff ei drin fel mater difrifol o dan Bolisi Disgyblu'r Bwrdd Iechyd/yr Ymddiriedolaeth.

· Gwiriad y Gwasanaeth Datgelu a Gwahardd: Yn y rôl hon bydd gennych *gyswllt uniongyrchol / anuniongyrchol â* chleifion / defnyddwyr gwasanaeth / plant / oedolion sy'n agored i niwed yn ystod eich dyletswyddau cyffredin.  Bydd angen i chi felly wneud cais am Ddatgeliad *Safonol / Manwl gan y Swyddfa Cofnodion Troseddol fel rhan o broses wirio cyn cyflogi'r Ymddiriedolaeth.  *Dilëwch fel y bo'n briodol.

Nid oes angen Datgeliad y Gwasanaeth Datgelu a Gwahardd ar ddeiliad y swydd. *Dilëwch fel y bo'n briodol. 

· Diogelu Plant ac Oedolion Sy'n Agored i Niwed: Mae'r sefydliad yn ymrwymedig i ddiogelu plant ac oedolion agored i niwed.  Felly, mae'n rhaid i bob aelod o staff fynychu hyfforddiant Diogelu Plant a bod yn ymwybodol o'u cyfrifoldeb o dan y Polisi Amddiffyn Oedolion.

· Rheoli Heintiau: Mae'r sefydliad yn ymrwymedig i gyflawni ei rwymedigaethau i leihau heintiau i'r eithaf.  

Mae pob aelod o staff yn gyfrifol am ddiogelu ac amddiffyn cleifion, defnyddwyr gwasanaeth, ymwelwyr a chyflogeion rhag y risg o gael heintiau sy'n gysylltiedig â gofal iechyd. Mae'r cyfrifoldeb hwn yn cynnwys bod yn ymwybodol o gynnwys Polisïau a Gweithdrefnau Atal a Rheoli Heintiau y Bwrdd Iechyd a chadw atynt yn gyson.

· Dim Smygu: I roi'r cyfle gorau i bob claf, ymwelydd ac aelod o staff fod yn iach, mae holl safleoedd y Bwrdd Iechyd, yn cynnwys adeiladau a thiroedd, yn ddi-fwg

· Datganiad Hyblygrwydd: Caiff dyletswyddau'r swydd eu hamlinellu yn y Disgrifiad Swydd a'r Fanyleb Person, a gallant gael eu newid o bryd i'w gilydd os yw pawb yn cytuno





		Siart Sefydliadol



		Rhaid i'r Siart Sefydliadol dynnu sylw at y swydd y mae'r disgrifiad swydd hwn yn gymwys iddo gan ddangos y cysylltiad â swyddi ar yr un lefel ac, os yw'n briodol, dwy lefel uwchlaw ac islaw.

Ewch ati i gwblhau, ychwanegu neu ddileu'r blychau testun isod fel sy'n briodol gan ddangos y cysylltiadau sefydliadol.







		ATODIAD 2





Teitl y Swydd: Cydymaith Meddygol

		Gwybodaeth Disgrifiad Swydd Atodol



		Sgiliau Corfforol e.e. Sgiliau clinigol (e.e. gosod tiwb yn y bibell wynt, gwythïen-bigo) neu sgiliau anghlinigol (e.e. teipio cywir a chyflym)



		Cyflawni triniaethau diagnostig/therapiwtig, yn amodol ar hyfforddiant/profiad. Mae hyn yn cynnwys y canlynol, ond nid yw'n gyfyngedig iddo:  

· Gwythïen-bigo

· Gosod canwlâu

· Nwyon gwaed rhydwelïol

· Gosod llinell rydwelïol

· Pigiadau

· ECG

· Gosod cathetr wrethrol

· Gosod tiwb nasogastrig 

· Prawf pigiad y lwynau

· Thoracentesis



		Enghreifftiau o ymdrech(ion) nodweddiadol

		Pa mor aml bob diwrnod / wythnos / mis

		Am ba hyd?

		Sylwadau Ychwanegol



		Rhaid i ddeiliad y swydd feddu ar lefel ffitrwydd resymol gan y bydd angen iddo gerdded ar hyd a lled yr ysbyty yn ystod sifft. 

Rhaid i ddeiliad y swydd hefyd allu rhedeg at argyfyngau clinigol a rhoi gofal / dadebru yn ôl yr angen pan fydd ar y safle.

Rhaid i ddeiliad y swydd allu goddef patrymau gwaith na ellir eu rhagweld ac amserau egwyl afreolaidd.

Sgiliau i ymdrin â chleifion a'u symud yn ddiogel bob dydd, gan gynnwys trosglwyddo cleifion  sâl iawn ar frys.

		

		

		



		Ymdrech Feddyliol



		Enghreifftiau o ymdrech(ion) nodweddiadol

		Pa mor aml bob diwrnod / wythnos / mis

		Am ba hyd?

		Sylwadau Ychwanegol



		Y gallu i ddelio â sefyllfaoedd clinigol sy'n newid yn gyflym a'u rheoli  

Sgiliau canolbwyntio, trefnu a gwneud penderfyniadau i ddelio â gofynion cystadleuol pan fydd pethau yn torri ar eich traws yn rheolaidd     

Rheoli adnoddau cyfyngedig a blaenoriaethu llwyth gwaith yn effeithiol

		

		

		



		Ymdrech Emosiynol



		Enghreifftiau o ymdrech(ion) nodweddiadol

		Pa mor aml bob wythnos / mis?

		Am ba hyd?

		Sylwadau Ychwanegol



		Delio â chleifion sâl iawn a pherthnasau / gofalwyr pryderus  

Defnyddio sgiliau negodi i reoli achosion o wrthdaro a thawelu sefyllfaoedd a allai ddatblygu'n sefyllfaoedd treisgar neu ymosodol   

Delio â chwynion am agweddau ar ofal / darparu gwasanaethau 

Cyfathrebu digwyddiadau sy'n newid bywydau 

Delio â phobl ag ymddygiad heriol 

Prosesu (e.e. teipio/trosglwyddo) newyddion am ddigwyddiadau gofidus iawn.

Rhoi newyddion digroeso i gleifion/cleientiaid/gofalwyr/staff 

Gofalu am bobl sy'n dioddef salwch angheuol

Delio â sefyllfaoedd/amgylchiadau anodd

		

		

		



		Amodau Gweithio



		Mae'r ffactor hwn yn mesur natur, amlder a hyd gofynion ar staff sy'n codi o amodau amgylcheddol andwyol anochel (fel tywydd gwael, gwres/oerni, arogleuon, sŵn a mygdarthau) a pheryglon, na ellir eu hosgoi (hyd yn oed â'r rheolaethau iechyd a diogelwch mwyaf llym), fel damweiniau traffig ffordd, arllwysiadau cemegau niweidiol, ymddygiad ymosodol gan gleifion, cleientiaid, perthnasau, gofalwyr.

Nodwch amodau gwaith annymunol neu beryglon a wynebir yn amgylchedd gwaith deiliad y swydd a phenderfynwch pa mor aml ac am ba mor hir y maent yn agored iddynt yn ystod diwrnod / wythnos / mis gwaith.  

Enghreifftiau megis - defnyddio uned arddangos weledol fwy neu lai yn barhaus; sylweddau annymunol/gwastraff nad yw'n ddomestig; deunydd heintus/dillad gwely budr; hylifau'r corff, ysgarthion, chwyd; llwch/baw; chwain / llau; lleithder; offer neu fannau gwaith wedi'u halogi; gyrru/cael eu gyrru mewn sefyllfaoedd arferol neu mewn argyfwng – * Ni chaiff gyrru i'r gwaith ac yn ôl ei gynnwys



		Enghreifftiau o'r Amodau Arferol

		Pa mor aml fesul wythnos / mis?

		Am ba hyd?

		Sylwadau Ychwanegol



		Oherwydd natur y swydd a'r llwyth gwaith, mae risg y bydd deiliad y swydd yn wynebu anafiadau sy'n gysylltiedig â nodwyddau   ac y bydd yn dod i gysylltiad â gwastraff corfforol e.e. sbwtwm, wrin, ysgarthion, chwyd, gwaed ac archwys a   rhaid iddo allu delio â'r sefyllfaoedd hynny'n unol â'r canllawiau

		

		

		





Cyflwyno dogfennau ar gyfer gwerthuso swydd

Llofnodwch a chofiwch gadw copi gwreiddiol i'r rheolwr a'r cyflogai.

Anfonwch fersiwn electronig o'r ddogfen i BCU.JobEvaluation@wales.nhs.uk

2
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PROFILE LABEL: PHYSICIAN ASSOCIATE ENTRY LEVEL

JOB STATEMENT:

1. Obtains accurate medical history and performs appropriate physical examination

2. Requests, undertakes and interprets diagnostic tests where necessary, and acts upon
and develops a differential diagnosis

3. Develops treatment and management plan; where appropriate and/or referral to
other professionals and consultants

4. Gives advice to patients, relatives and carers, on the treatment management plan

1..Communication | Provide and receive complex, sensitive or contentious 4 32
and Relationship information; barriers to understanding
Skills Communicates to patients, carers, clinicians, nature of
illness, possible complications and rationale for treatment
using empathetic and reassurance skill.
2 Knowledge, Specialist theoretical across the range of work procedures 6 156
Training and and practices, underpinned by theoretical knowledge or
Experience relevant practical experience
Graduate level from health or science degree plus
Professional knowledge of anatomy, pathophysiology,
diagnostics etc. achieved through recognised Post-graduate
program for Physician Associate studies plus Certification
via National Physician Associate examination.
3 Analytical and Complex facts or situations, requiring analysis, 4 42
Judgmental Skills interpretation and comparison of a range of options.
Assess the risk in relation to case complexity. Clinical
reasoning, Analysis of condition and differential diagnosis of
symptoms.
4 Planning and Plan and organise activities, some ongoing 2 15
Organisational Planning and organising activities for staff , patients or
Skills clients.
5 Physical Skills Highly developed skills, where a high degree of precision 4 42
and coordination are required
Dexterity and accuracy required for e.g. ABG's,
venepuncture, suturing.
6 Responsibility Develop Programmes of care, care packages; provide 5 30
for Patient/Client | specialised advice concerning care (a)(c)
Care Assesses and develops patient and management plans for
patients; Provides detailed advice on clinical and health
promotion to patients relatives and carers.
7 Responsibility Follow policies, may comment on policies, procedures or 1 5

for Policy/Service
Development

possible developments
Follows policies and procedures for own area of work: may
be asked to comment on proposed changes.






8 Responsibility Careful use of equipment and resources 1 5
for Financial and Responsible for safe use of diagnostic equipment.
Physical Resources
9 Responsibility May demonstrate own duties to less experienced staff 1 5
for Human May demonstrate aspects of own work to others in work
Resources area e.g. new staff to area.
10 Responsibility | Record personally generated information 1 4
for Information Maintains patient/client records, records test results.
Resources
11 Responsibility | Occasionally undertake R&D, clinical trials, equipment 1 5
for Research and testing
Development May be involved in R&D, clinical trials, equipment testing
being undertaken in own work area; participate in clinical
audits.
12 Freedom to Act | Is guided by clear occupational guidelines; work is 3 21
managed rather than supervised
Works within national and local protocols and guidelines.
Clinical practice is directed by a named consultant or GP.
13 Physical Effort | Occasional/frequent moderate physical effort for several 2(d)- | 7-12
short periods 3(c)
Moves, manoeuvres patients.
14 Mental Effort Frequent requirement for concentration, work pattern 2(a)- 7
predictable/Frequent requirement for concentration, work | 3ab
pattern unpredictable; occasional requirement for
prolonged concentration
Concentration for history taking, physical examination,
diagnosis; assessing complex diagnosis; prolonged
concentration for patient assessment clinic.
15 Emotional Frequent distressing or emotional circumstances; 3(a) 18
Effort occasional highly distressing or emotional circumstances (b)
Works with terminally ill patients/ imparts unwelcome news
to staff, patients, carers.
16 Working Occasional/frequent exposure to highly unpleasant 3(b)- | 12-18
Conditions conditions 4(b)
Body fluids, faeces, vomit, smells and foul linen
JE Score/Band Band | 406-
6 422






PROFILE LABEL: PHYSICIAN ASSOCIATE

JOB STATEMENT:

1 Obtains accurate medical history and performs appropriate physical examination for

patients with complex conditions e.g. multi morbidity frailty or higher acuity

2 Requests undertakes interprets and where necessary acts upon tests, develops a
differential diagnosis.
3 Develops, implements treatment and management plan of care, where appropriate
and/or referral to other professionals and consultants

4 Gives advice to patients, relatives and carers, on the treatment and management plan

1. Communication | Providing and receiving highly complex, sensitive or 5a 45
and Relationship contentious information; barriers to understanding
Skills . - -

Communicates very sensitive, complex condition related

information to patients, relatives, empathy and reassurance

is required e.g. End of life discussions with patients and

carers.
2. Knowledge, Highly developed specialist knowledge, underpinned by 6 156
Training and theory and experience
Experience Graduate level from health or science degree plus

Professional knowledge of anatomy, pathophysiology,

diagnostics etc. through recognised Post-graduate program

for Physician Associate studies and Certification plus

Physician Associate National examination plus further

demonstration of additional competence, e.g. portfolio,

examinations, additional courses.
3. Analytical and Complex facts or situations, requiring analysis, 4 42
Judgemental Skills | interpretation, comparison of a range of options.

Skills for assessing and interpreting complex needs for

patients and clients and taking appropriate action.
4. Planning and Plan and organise activities, some ongoing/planning and 2/3 15-27
Organisational organisation of a number of complex activities or
skills programmes, which require the formulation and

adjustment of plans

Plans patient care programmes/Organising and

Coordinating of case conferences and multidisciplinary

teams or activities.
5. Physical Skills Highly developed physical skills, where a high degree of 4 42

precision are essential






Dexterity and accuracy required for surgical interventions
e.g. ABG’s, venepuncture, suturing.

6. Responsibility Develop specialised programmes of care; provide highly | 6(a) 39
for Patient/Client | specialised advice in relation to care (c)
Care . s

Develops and implements specialist programmes of care;

gives highly specialised advice in their specific clinical area

e.g. Respiratory medicine, Urology.
7. Responsibility Implements policies for own work area and proposes 3 21
for Policy/Service | policy or service changes which impact beyond own area
Development of activity

Develops protocols for specialist area, impact on other

disciplines.
8. Responsibility Careful use of equipment 1 5
for Financial and Responsible for safe use of equipment.
Physical Resources
9. Responsibility Responsible for day to day management of a group of staff; | 3ab 21
for Human responsible for the allocation or placement and subsequent
Resources supervision of qualified staff or students

Responsible for the management of newly qualified PA’s;

responsible for allocation of student PA’s placements and

contributes to development of Physicians Assistant role and

education.
10. Responsibility | Record personally generated information 1 4
for Information o . .

Maintains patient/client records, records test results.
Resources
11. Responsibility | Occasionally undertake R&D, clinical trials, equipment 1-2 5-12
for Research and testing/ regularly undertake R&D, lead clinical audits
Development . . . . . .

May be involved in R&D, clinical trials, equipment testing

being undertaken in own work area; participate in clinical

audits/ regularly participates in research, lead clinical audit

in own area.
12. Freedom to Act | Guided by principles and Broad occupational policies or 4 32

regulations.

Accountable for own professional actions in a specialist team
or area’






13. Physical Effort | Occasional/frequent moderate physical effort for several 2(d)- | 7-12
short periods 3(c)
Moves, manoeuvres patients.
14. Mental Effort Frequent requirement for concentration , work pattern 3 (ab) 12
unpredictable; occasional requirement for prolonged
concentration
Concentration for history taking, physical examination,
diagnosis; assessing complex diagnosis; prolonged
concentration for patient assessment clinic.
15. Emotional Frequent distressing or emotional circumstances; 3(a) 18
Effort occasional highly distressing or emotional circumstances (b)
Works with terminally ill patients/ imparts unwelcome
news to staff, patients.
16. Working Occasional/frequent exposure to highly unpleasant 3(b)- | 12-18
Conditions conditions 4(b)
Body fluids, faeces, vomit, smells and foul linen.
JE Score/Band Band | 476-
7 506
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1.
INTRODUCTION

BCUHB, like the rest of the UK, is faced with providing healthcare in the context of increasing workload and recruitment issues.  These issues are not only threatening the quality & safety of healthcare but are also affecting the HB’s ability to provide the standard of education and training it is commissioned to provide due to workload pressures.  

A Physician Associate Master’s programme was created at Bangor University with the intention that the HB would employ graduates and provide one solution to the above issues, as recruitment is not from an existing shallow pool of nursing and medicine.  Elsewhere in the UK they are successfully employed, sharing the workload in a supervised role in both primary and secondary care enhancing Q&S and enabling trainee doctors to undertake their curriculum requirements. 

As a result of previous and current issues relating to the education and employment of PAs in BCUHB a core operational group reporting directly to the Executive Medical Director has been created.   


2.
PURPOSE & OBECTIVES

The Physician Associates Steering Group aims to facilitate the employment of PAs in

BCUHB, achievement of high standards of education for PA students and the

Continuing Professional Development & support for PAs employed in the HB.


The Group will ensure the continued implementation of the organisational governance 

arrangements based on the All Wales Physician Associate Governance Framework 

and to review and amend appropriately.

The objectives of the Physician Associate Steering Group will be to:

PA Students

· Support and assist the provision of education including its governance.

· Support and assist the provision of clinical training placements.

· Act as a hub of information for prospective and current Physician Associate students, those educating Physician Associates and those interested in offering placements.


· Provide support for Physician Associate students and promote sharing of good practice

· Work in partnership with Bangor University to develop the strategy for the PA student programme as regards BCUHB’s needs as a healthcare provider.

Postgraduate Education of PAs 

· Education and training including governance


· Formal teaching programme

· Career structure and progression


· Professional regulation support including Appraisal/PADR

Employment:

· Scope where the role can best support the Health Board


· Ensure the Physician Associate requirements are built into the divisional workforce plans with agreed resource training requirements.


· Publicise the role of the physician associates throughout the Health Board departments and services


· Act as advocates for the physician associate role


· Promoting and enabling employment of the physician associates in departments


· Professional regulation support including Appraisal/PADR’s

· Act as a hub of information for qualified Physician Associates and those working with or interested in employing Physician Associates


Evaluation to evidence the value of the Physician Associate role to BCUHB  


3.
MEMBERSHIP AND APPOINTMENT OF MEMBERS

The rationale for the current invited members stresses the importance of close working between Medical Education & Medical Workforce representatives and Secondary & Primary Care as being most likely to bring about the necessary progress. 


		Director of Medical & Dental Education

		Miss Emma Woolley Chair



		Clinical Director of Primary Care Central

		Dr Ffion Williams



		Clinical Director of Medical Education West

		Dr Damian McKeon Vice Chair



		Clinical Director of Medical Education Central

		Dr Daniel Menzies



		Clinical Director of Medical Education East

		Dr Harsha Reddy



		Primary Care Academy Manager 

		Mrs Gemma Nosworthy



		Workforce & Organisational Development

		Mr Steve Gregg Rowbury



		Associate Director of Workforce, Central

		Dr Maddie Phipps



		Associate Director of Workforce, West

		Dr Ian Johnston



		Associate Director of Workforce, East

		Dr Sam Sandow



		Physician Associate Representatives

		Mr Craig Hodges – Primary Care

Miss Lliwen Owen – Secondary Care



		Bangor University Representative

		Dr Merf Williams



		

		





4.
MEETINGS

4.1
The Physician Associates Steering Group will meet at least quarterly with meetings being serviced by the PA to Director of Medical Education.  Agenda and papers for the meetings shall be sent to members, in order to be available to them 10 working days before the meeting.   

4.2
A quorum will be Chair or Vice Chair and four (4) other members one to be the Physician Associate Representative or Workforce and Development member.

4.3
Minutes of the meetings will be kept in line with the Records Management procedures


5.
REPORTING & ASSURANCE ARRANGEMENTS

5.1
The Physician Associate Steering Group will report on its activities to the Executive Medical Director.  Issues of significance may also be escalated through the All Wales PA T&F Group & Implementation Group 

6. COMMUNICATION


6.1 The PA Steering Group will ensure that its work is communicated to relevant groups/departments within the Health Board.


7. 
REVIEW


7.1
These terms of reference and operating arrangements shall be reviewed annually

8. CHAIR’S ACTION


8.1
There may, occasionally, be circumstances where decisions which would normally be made by the Physician Associate Steering Group, but need to be taken between scheduled meetings. In these circumstances, the Chair, supported by the Secretariat as appropriate, may deal with the matter on behalf of the this steering group – after first consulting with two other Members. The Secretariat must ensure that any such action is formally recorded and reported to the next meeting for consideration and ratification.


8.2
Chair’s action may not be taken where the Chair has a personal or business interest in the urgent matter requiring decision.

9. STAKEHOLDERS

9.1 Report to our stakeholders:


Bangor University

Health Education Improvement Wales

Betsi Cadwaladr University Health Board all departments

Workforce & Organisational Development

Primary Care 

PAGE  
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[bookmark: _Toc27559797]Personal details

		Name of PA

		     



		Date of PA qualification

		     



		PAMVR number

		     



		Date of next recertification

		     



		Appraisal year

		     



		Appraisal date

		     



		Appraiser(s)

		     



		Ongoing review date(s)

		     












[bookmark: _Toc27559798]Personal development plan for the last year and review of progression

This section should clearly list each component of last year’s personal development plan (PDP) (as defined in last year’s appraisal if applicable) and the current status of progression towards meeting the goals within the PDP.

		Date of last appraisal

		[bookmark: Text15]     



		Name(s) of last appraiser(s)

		[bookmark: Text16]     







		Learning/development need

		Was this need met? 

		Comments

(If yes, please describe how and when this need was met; if no or in progress, please explain why not or how the need is progressing)



		[bookmark: Text18]     

		[bookmark: Check12]Yes  

		|_|

		     



		

		No  

		|_|

		     



		

		In progress

		|_|

		     



		     

		Yes  

		|_|

		     



		

		No  

		|_|

		     



		

		In progress

		|_|

		     



		     

		Yes  

		|_|

		     



		

		No  

		|_|

		     



		

		In progress

		|_|

		     



		     

		Yes  

		|_|

		     



		

		No  

		|_|

		     



		

		In progress

		|_|

		     



		     

		Yes  

		|_|

		     



		

		No  

		|_|

		     



		

		In progress

		|_|

		     







		General comments concerning last year’s progress



		[bookmark: Text19]     












[bookmark: _Toc27559799]Scope of work (job plan)

Scope of work information should be completed and any alterations on yearly review clearly noted.

		[bookmark: _Hlk12976631]Clinical commitments including current job plan, job description / job specification (if available)



		     







		Work setting (please provide a brief description)



		     







		Regular clinical roles



		     







		Ad-hoc clinical roles (undertaken less than once per month)



		     







		[bookmark: _Hlk12976450]Out-of-hours commitment (please state hours and frequency)



		     







		Educational roles



		     









		[bookmark: _Hlk12976398]Any other roles (eg managerial, leadership, research and development)



		     







		Please describe any changes you have made to your scope of work since your last appraisal



		     







		Please describe any changes to your scope of work that you envisage taking place in the next year?



		     












[bookmark: _Toc27559800]Mandatory training

Please provide an up-to-date list of the mandatory training that you are required to undertake by your trust or employer, both generic (eg fire and safety, conflict resolution) and specific to your role as a PA (eg basic life support, safeguarding).

Please also indicate with which elements of the mandatory training you are currently up to date.

		Training

		Compliant

		Date completed

		Comments



		[bookmark: Text20]     

		     

		     

		     



		     

		     

		     

		     



		     

		     

		     

		     



		     

		     

		     

		     



		     

		     

		     

		     



		     

		     

		     

		     



		     

		     

		     

		     



		     

		     

		     

		     



		     

		     

		     

		     












[bookmark: _Toc27559801]Named supervisor meetings record		

Please provide details of your meetings with your named supervisor:

		Name of clinical supervisor

		[bookmark: Text21]     



		Job title

		     



		Date of meeting(s)

		     



		Outcome of discussion



		     












[bookmark: _Toc27559802]Health and probity

[bookmark: Check1]|_|  I accept the professional obligation placed upon me about my personal health and probity relating to my name listed on the managed voluntary register held by the Faculty of Physician Associates and its associated code of conduct underpinned by the principles contained in the GMC guide Good medical practice.



		If you feel you are unable to accept this statement for whatever reason, please explain why:



		     












[bookmark: _Toc27559803]Significant events

Significant events are an additional source of supporting information that can be used to demonstrate that a PA is continuing to meet the principles and values set out in the GMC guidance on ‘good medical practice’. Please see the explanatory notes in the main Personal and professional development toolkit for further details. 

If your employer uses a system to record significant events (eg Datix), please use any output from this that is relevant to you.



		In addition to a concise description of the event, the PA should reflect on each episode and give details of the lessons learnt from it and any action subsequently taken.



		     












[bookmark: _Toc27559804]Complaints

Please state any complaints received and provide any details.

 

		Date

		Complainant category

		Details of the complaint

		Outcome



		     

		[bookmark: Dropdown1]

		     

		     



		     

		

		     

		     



		     

		

		     

		     



		     

		

		     

		     



		     

		

		     

		     










[bookmark: _Toc27559805]Quality improvement activity

You must demonstrate that you regularly participate in activities that contribute to quality improvements. Please complete a separate form for each quality improvement activity.



		Brief description of the quality improvement activity; please include its function, dates and times if applicable



		     







		What was your involvement in this activity?



		     







		What action have you taken in response to the results/outputs of the activity? (eg action plans, changes to practice)



		     







		Demonstrate evaluation and reflection on the results of the activity (eg reflective notes, discussion of the results with peer supervision, contributions to your personal development)



		     







		Is any further action to be taken, such as re-audits? If so, please provide details:



		     










[bookmark: _Toc27559806]Review of portfolio

It is recommended for all PAs to maintain a contemporaneous portfolio in addition to the information laid out in the preceding appraisal sections. This should contain the following documentary evidence. This portfolio must be available for inspection at the time of the appraisal.



		General comments on portfolio review:



		     







[bookmark: _Toc27559807]
Review of workplace-based assessments

The appraiser should review evidence of workplace-based assessments relevant to the practice of the PA. For PAs in the first year following graduation, it is recommended to use the First-year post-qualification guidance for physician associates and physician associate employers guidance.

		General comments on review of workplace-based assessments:



		     










[bookmark: _Toc27559808]Personal development plan for the next year

This includes any development that:

· supports role enrichment

· is in line with professional requirements (such as meeting requirements for the PAMVR)

· supports future career development or succession planning.



		Professional/career development required or requested

		Is this job role or career development? 

		Timescale

		Action required to complete



		[bookmark: Text22]     

		     

		     

		     



		     

		     

		     

		     



		     

		     

		     

		     



		     

		     

		     

		     



		     

		     

		     

		     



		     

		     

		     

		     



		     

		     

		     

		     



		     

		     

		     

		     



		     

		     

		     

		     



		     

		     

		     

		     






















[bookmark: _Toc27559809]Annual summative self-assessment



		What have you achieved during the past 12 months that you are particularly proud of?



		     







		In relation to job satisfaction, what has given you the greatest satisfaction and what has given you the least?



		     







		How do you feel you have performed this year? Has there been anything that has proved challenging?



		     







		What areas do you feel need further development?

(Please identify at least two areas where you could develop further. What do you need from your manager and/or the organisation to help you achieve these development goals?)



		     







		PA’s summary comments on their own performance and development over the past year



		     







		Appraiser’s summary comments on PA’s performance and development over the past year



		     










[bookmark: _Toc27559810]Appraisal output, checklist and certification

		1. 

		An appraisal has taken place that reflects the whole of the PA’s scope of work and addresses the principles and values set out in the GMC guidance ‘Good medical practice’

		[bookmark: Check2]Yes |_|

		[bookmark: Check3]No |_|



		2. 

		Appropriate supporting information has been presented for appraisal and this reflects the nature and scope of the PA’s work

		Yes |_|

		No |_|



		3. 

		A review that demonstrates progress against last year’s personal development plan has taken place

		Yes |_|

		No |_|



		4. 

		An agreement has been reached with the PA about a new personal development plan and any associated actions for the coming year

		Yes |_|

		No |_|



		5. 

		No information has been presented or discussed that raises a concern about the PA’s fitness to practice

		Yes |_|

		No |_|



		Additional comments for the appraiser(s):



		     







		I certify that this is an accurate record of the appraisal.



		Appraisal year

		     

		Appraisal date

		     



		Physician associate name

		     

		Signature

		     



		Appraiser’s name

		     

		Appraiser’s signature
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