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[bookmark: _Toc107834046]Introduction

This document aims to contextualise the changes planned to the British Association of Prosthetists and Orthotists’ (BAPO) standards for best practice, for key stakeholder review. It stands to give notice of the changes, provide the rationale for the decisions made and guide stakeholders in how they might be implemented. 

These changes and this guidance document have been approved by the Professional Affairs Committee, Operations committee and Executive Committee. This review has been led by Katie Prosser, sitting member of the Professional Affairs Committee.

Feedback on these changes is welcomed at: ProfessionalAffairsCommittee@bapo.com


[bookmark: _Toc107834047]Background

[bookmark: _Toc107834048]Scheduled Review of standards
BAPO Standards for best practice are subject to routine reviews to ensure content is relevant and recommendations are contemporaneous. The last updates were published in May 2018 with the subsequent review scheduled for May 2020. With the pressures of the pandemic and volunteer workforce constraints, a review of these standards was overdue. During this review, several areas were highlighted for improvement, pertaining to treatment times in particular.

[bookmark: _Toc107834049]Precedent across Professional Associations
Many professional associations, representing a range of health professions across the UK, give guidance on how their professionals’ time should be allocated. The College of Occupational Therapists quotes specified appointment lengths as examples of good practice within an urgent care therapy service [1.] The Chartered Society of Physiotherapists outlines the importance of considering treatment times when establishing primary care physiotherapy services [2.] The Royal College of Surgeons outlines in minutes the minimum and maximum times per intervention [3.] BAPO feels it is beneficial for its members, and the services in which they work, to set minimum appointment times to preserve the quality of care and protect prosthetists and orthotists.


[bookmark: _Toc107834050]Plan for Prosthetists

The time allocations for prosthetic clinics are typically very different to orthotic clinics, with greater time demands per-patient and hence typically, fewer patients allocated per prosthetist per day. Because of this, BAPO at this time has prioritised modifying the recommendations for orthotic clinics only. However, it is recognised that much of the same demands which are increasingly placed on orthotists, affect prosthetists too. It is planned that a prosthetist-led review into prosthetic appointment times will be commenced in the future.

[bookmark: _Toc107834051]Rationale for changes

The role of BAPO is to act on behalf of prosthetists and orthotists and advocate for what is in their best interests professionally. BAPO’s standards for best practice should dictate the minimum appointment times required for providing the best care. Several contributing factors have led to the decision to make the changes, some of which are discussed below.

[bookmark: _Toc107834052]COVID-19
The COVID-19 pandemic has irrefutably changed the way orthotists, prosthetists, and neighbouring healthcare professionals work. Orthotists must now be more acutely engaged in infection prevention and control, and new measures have been implemented both nationally and locally to prevent disease transmission. These may include changes to personal protective equipment (PPE) along with donning, doffing and disposal procedures, room cleaning, and patient or visitor screening. Appointment times should reflect the increase in expectations of orthotists.

COVID-19 has infected millions of people in the UK and the effects of long-COVID are still to be fully understood. But increasingly, evidence is showing that the complexity of patient presentations in outpatient settings is increasing as a result of the pandemic [4.]

BAPO recognises that COVID-19 has caused increased pressure on services and in many cases has led to increased backlogs and waiting lists [5.] It is appreciated that making recommendations at this time to increase appointment lengths may too compound waiting lists if not introduced with mitigating measures. However, COVID-19 has also, for many services, provided an opportunity to reflect on current practices and make changes to how clinics operate. It should be during the ongoing recovery of these services that the opportunity for change is taken and changes such as those stated in this document are implemented.

[bookmark: _Toc107834053]Orthotist Attrition
Orthotist attrition is a documented concern affecting the NHS workforce [6.] Recent evidence gathered before the COVID-19 pandemic found that ‘respondents across private and NHS settings consistently reported that they did not have enough time with patients during appointments,’ [7.] The paper found that lack of time strongly correlated with job dissatisfaction and intent to leave one’s current role. This in turn is strongly correlated with the intent to leave the profession [7.]

Increasing appointment lengths on a wide scale is expected to have a beneficial effect on orthotist retention both within services and nationally.

[bookmark: _Toc107834054]Outcoming and Data Collection
Ever more evidence is emerging about the importance of outcome measures, not just for patients and Allied Health Professionals (AHPs), but for services and their ability to provide evidence of treatment effect.  Thus, demonstrating the importance of undervalued departments[8.] Orthotists often take issue-specific outcome measures (e.g., pain scores) but research is pushing for including more holistic measurements too (e.g., Therapy Outcome Measure scores.) BAPO supports and recommends the routine use of outcome measures and time must be allocated for this in the clinic.

[bookmark: _Toc107834055]Public Health Championing
Increasing focus is being placed on AHPs helping to prevent as well as treat disease. AHPs are increasingly being encouraged to have conversations surrounding key areas of public health e.g., smoking cessation, healthy diet, exercise etc. in line with interventions such as ‘making every contact count’ [9] and ‘the active and independent living programme in Scotland’ [10.] These discussions and the onward referrals they generate; require a small allocation of time for each patient

[bookmark: _Toc107834056]Standards for Best Practice: Current Content
[bookmark: _Toc107834057]Treatment Times: Orthotics


4.4.1 Care episodes are recommended in 20-minute treatment blocks
They should be differentiated as:
(1) Initial assessment and analysis
(2) Measurement and device speciﬁcation
(3) Trial evaluation of the device
(4) Supply and ﬁnal evaluation of the device
(5) Review and ﬁne tuning of treatment
(6) Final review of treatment outcomes
Each block includes time for a record to be made at each stage without exception.	This recommended	time does not include the time required for the Orthotist to conduct essential user- related	tasks		which	support clinical activity
4.4.2 Responsibility for screening written referrals lies with the Orthotist who may delegate this locally to a designated individual working within a deﬁned protocol. This enables clinical prioritisation and allocation of appropriate treatment times. More complex cases may require the
allocation of more than one time block
4.4.3 
The initial history-taking is to be included in the assessment time which should be considered separately to the measurement and	speciﬁcation process
4.4.4 	The number of treatments per clinical session	may		be			allowed	to		vary dependent upon		such	factors		as the accuracy of clinical screening of referrals and	the		degree of ‘live’ clinic cover required. It is recommended that one or more treatment times per session are left		empty	to		accommodate		local conditions and achieve a balance in the workload of the clinician
4.4.5 The requirement and format for a review appointment should be specified and documented during all episodes of care once agreed with the service user.
4.4.6 	The recommended times are for fully- competent practitioners only.	For Orthotists with less than one years’ experience, or for more complex cases, it is advisable to increase these times to reﬂect the level of experience or complexity
4.4.7 If more time is required than an appointment allows, then this should be explained to the patient and a further appointment made






















[bookmark: _Toc107834058]Issues identified with current content
The following points were raised as issues with the standards in their current form.

[bookmark: _Toc107834059]Undefined tasks as part of the appointment
No clear guidance on what parts of patient-specific administration tasks should be included as part of appointment times, or when else these tasks should be completed. These include order placing, clinical note entries, onward referrals, inter-professional correspondence.

[bookmark: _Toc107834060]Care episode blocks
The current guidelines recommend a 20-minute block of time per ‘care episode’ included in each appointment. These are defined as:
i. Initial assessment and analysis
ii. Measurement and device speciﬁcation
iii. Trial evaluation of the device
iv. Supply and ﬁnal evaluation of the device
v. Review and ﬁne tuning of treatment
vi. Final review of treatment outcomes
With 40 minutes allocated to those with a ‘complex pathology’

By this method of time allocation, a stock insole appointment which includes initial assessment measurement, fitting, and supply of the device could in theory be allocated 80 minutes. An AFO casting appointment for a patient with a complex pathology including initial assessment and measurement would be allocated 1hr and 20 minutes (2 x 40mins.)
BAPO felt this was often excessive, poorly understood by the orthotic community and not adhered to.


[bookmark: _Toc107834061]Key Proposed Changes
The attached document outlines exactly the proposed changes to the standards for best practice pertaining to treatment times.

[bookmark: _Toc107834062]Multiple blocks
The simplification of what requires multiple blocks should prevent interpretation of the standards to mean excessive time allocations

[bookmark: _Toc107834063]Clarification of task inclusion within appointment times
The proposed changes state exactly which tasks should be included in appointment times, preventing tasks left outside of clinic time which need to be ’squeezed in’ to orthotist working hours, or completed outside of the working day

[bookmark: _Toc107834064]Administration slot allocation
In addition to in-appointment tasks, admin tasks which are not single-patient specific (e.g., triaging, answering queries) are highlighted and recommendations are made to allocate time in the clinical diary for this.

[bookmark: _Toc107834065]Triaging responsibility
This proposal places responsibility for triaging directly with the orthotist – and advises delegation of triaging to non-clinical staff only with appropriate training.

[bookmark: _Toc107834066]Standards for Best Practice: Proposed Content
[bookmark: _Toc107834067]Treatment Times: Orthotics


4.4.1 Appointment lengths are recommended to be in blocks of 30 minutes, with multiple blocks allocated if one or more of the following applies:
a) A complex pathology
b) A cast, scan, or complex measurement
c) A multidisciplinary assessment
d) Difficulties in communication or behaviour
e) More than one type of orthosis is likely to be required

This is not an exhaustive list and there may be other factors which would require a lengthier appointment as dictated by the Orthotist in line with local protocols.

4.4.2 Appointments include not only
time spent with patient, but also time to complete other essential parts of that patient’s care. Appointment lengths should include time for the following without exception:
a) Clinical record-keeping
b) The raising of any orders
c) Completion of fitting instructions to technicians or manufacturers
d) Cleansing of the clinical environment and equipment
e) Completion of any onward referrals
f) Public health, or ‘making every contact count’ conversations

4.4.3 Appointments do not include the time required for the Orthotist to conduct essential user
- related tasks which support clinical activity, including but not limited to:
a) Triaging referrals
b) Corresponding with clinical colleagues
c) Responding to queries.

Where the orthotist is also expected to complete these tasks, one or more blocks of 30 minutes may be left free per clinic to accommodate this as required.
4.4.4 
Telephone appointments for triaging, screening, advice, and simple reviews may be appropriately scheduled less clinical time where an assessment is not conducted. Telephone appointments should be allocated a minimum of 10 minutes.

4.4.5 Virtual appointments including a video link should be allocated a minimum of 30 minutes. If, following a virtual assessment, it is decided that a face-to-face appointment is required; the in-person appointment time may be abridged to account for part of the assessment being completed previously by virtual means.

4.4.6 These recommended times are for competent practitioners only. For orthotists with less than one year’s experience or occupational health needs, times should be increased to reflect this.

4.4.7 If more time is required than is allocated at the appointment, this should be explained to the patient and a further appointment made with the required time. Appointments should not be rushed as this can lead to mistakes in care. It is the responsibility of the orthotist to ensure adequate time is allocated for their patients and to manage their caseload safely, whilst optimising time spent and productivity.

4.4.8 Responsibility for screening and triaging written referrals lies with the Orthotist who may delegate this locally to a designated individual working within a deﬁned protocol. This enables clinical
prioritisation and allocation of appropriate treatment times.

[bookmark: _Toc107834068]Standards for Best Practice: Current appendix

APPENDIX 2: ORTHOTIC SERVICE USER TREATMENT TIMES
All times have been rounded to the nearest twenty minutes. In most cases, the contact times have been rounded up, but in some instances, these have been rounded d o w n. These contact times include the requirement to make a clinical note of the episode of treatment.

These contact times are for guidance, and it is expected that in some instances longer time slots will be required. Custom spinal orthoses and knee ankle foot orthoses are examples of treatments typically associated with requirement for longer appointment time. The clinician must consider the service user holistically when scheduling appointments as comorbidities or social circumstances may warrant an extension of planned contact times.

The treatment times tabled below refer to the amount of time required to deal with a single disabling condition requiring one orthotic device. Multiple disabilities would require more time slots to be booked.

These treatment times are expected to be sufﬁcient for experienced clinicians. Those who are beginning a post-graduation preceptorship pathway or who expanding their clinical skills into wider ﬁelds must ensure that treatment times are increased until routine experience and skills are developed. The extent of additional time required will likely vary on a local level depending on many factors such as supervision, complexity of caseload, familiarity of administration duties, need to document reﬂections, etc. 

Scheduling of sessions must avoid excessive physical demands on the clinician, which are associated with some casting methods and other clinical procedures. It has been reported that the prosthetic and orthotic professions are subject to risk factors for work-related musculoskeletal disorders (Anderson et al, 2015). Where appropriate risk assessment should be undertaken to generate a plan to safely perform tasks that may pose an increased risk.

Table 1: Recommended Treatment Times

	
	Simple pathology
	Complex pathology

	Initial assessment
	20
	40

	Measurement Speciﬁcation
	20
	40

	Trial Evaluation
	20
	40

	Final Evaluation & Supply
	20
	40

	Review
	20
	40


BAPO note that in some circumstances an Orthotist may undertake more than one stage of the treatment cycle within a single clinical contact. In such a scenario BAPO advise treatment times should be lengthened to ensure that all stages can be completed fully within the given contact time. An example of this is when a clinician undertakes an initial assessment, measurement, ‘off the shelf’ orthosis trial, evaluation, and supply within a single session. The Orthotist must extend contact time appropriately to suit the speciﬁc tasks, in accordance with their level of practice. BAPO recommend that all stages of the treatment cycle are undertaken for each episode of patient care. Aspects of this may be undertaken by support staff who are supervised by the clinician as outlined in the Section 2 of these standards (Role of the Prosthetic/Orthotic Assistant Practitioner).


The new recommendation is that this appendix is removed completely for clarity.

[bookmark: _Toc107834069]Guidance for Implementation

It is recognised that for many services, implementing a minimum time slot of 30 minutes for all face-to-face and virtual appointments represents an increase in time allocation, and this is likely to impact on utilisation of clinical time and number of patients seen per day. This in turn, without mitigating changes to service design, could lead to increases in waiting times.

The following measures should be considered to minimise the impact of treatment time increases:

[bookmark: _Toc107834070]Use of Orthotic Assistants / Orthotic Support Workers
Orthotic assistants and orthotic support workers are staff working under the supervision of qualified Orthotists to support the delivery of orthotic care.
Well-trained orthotic support workers often undertake the following roles:
· manufacturing, maintaining and repairing orthotic devices
· supporting and developing manufacturing processes to meet quality standards
· making sure work areas and equipment are maintained and kept clean
· ordering materials and equipment [11.]
Orthotic assistants often undertake similar roles including:
· Fitting simple orthoses
· Writing clinical notes
· Adjusting, repairing, and assembling orthoses
· Assisting Orthotists with complex cast work and completing simple casts as required [12.]

Alleviating these duties from orthotists with the utilisation of assistants should be considered where beneficial to caseload management and optimising the correct skill mix within the team.

[bookmark: _Toc107834071]Use of telehealth: virtual and telephone-based appointments
Telehealth, defined as ‘the use of communication technologies to deliver healthcare services such as disease prevention, diagnosis and treatment, and other related activities as research and staff training’ [12] is being increasingly used within the NHS and in orthotic services [13, 14.] Its use in many settings has been found to give ‘comparable or higher outcomes than face-to-face consultations, good patients’ satisfaction, greater accessibility, convenience, and reduced travel’ [13.] It has the potential to reduce health inequalities and the burden of treatment [15]. Governing bodies are encouraging increased use of telehealth within outpatient services [17, 18] and the NHS Long-term plan aims to reduce face-to-face outpatient appointments by a third over five years by using virtual and telephone-based appointments [19.] Telehealth has also been found to be an appropriate way to make use of clinicians, who may be isolating or needs to work from home [13.] BAPO recommends implementing virtual and/or telephone appointments for appropriate areas of orthotic practice. BAPO plans to create more comprehensive guidance outlining the ways in which telehealth can benefit P&O services in due course.

[bookmark: _Toc107834072]Removal of ‘administration’ slots
The new treatment time guidelines clearly outline what should be completed as part of the appointment slot. Where orthotists are not expected to complete additional duties, including but not limited to; triaging referrals, corresponding with clinical colleagues regarding service or patient-related matters, and responding to queries, administration slots may be removed from the clinical day and instead used for patient appointments.

[bookmark: _Toc107834073]Patient initiated follow-ups / Patient initiated review
 Patient initiated follow-up (PIFU) is a method of patient management following the completion of an episode of care. Historically for many services across the NHS, patients with ongoing health needs have been provided with recurring routine reviews. PIFU is the method whereby patients are not formally discharged from the service for a period of time but are only given a follow-up appointment at their request.

NHS England is now promoting the use of PIFU and promotes its benefits for patients: ‘(PIFU…) makes it easier and more convenient for patients to receive care and support when they need it, whilst avoiding unnecessary trips to hospitals and clinics, saving them time, money, and stress,’ [20.] NHS Scotland also recommends the implementation of a patient-initiated review for the management of outpatient clinics [21.]

Using this method of caseload management reduces unnecessary appointments and ensures that those patients who feel they need care most are able to access it.

More information on PIFU is available at: https://www.england.nhs.uk/outpatient-transformation- programme/patient-initiated-follow-up-giving-patients-greater-control-over-their-hospital-follow-up-care/


[bookmark: _Toc107834074]Review of referral acceptance criteria
Regular review of referral acceptance criteria is recommended as services within trusts change. Where neighbouring services such as podiatry, vascular nursing and occupational therapy have the relevant skills and capacity, referrals for simple insoles, compression hosiery and basic upper-limb splinting may be diverted to these services where appropriate. Many orthotic services across the UK have criteria in place for referral acceptance and it is recommended that this is routinely reviewed to ensure appointments are only offered to those patients where the skill of the orthotist is required. This should remain in line with local policy for referring rejected referrals onwards to more appropriate services.


[bookmark: _Toc107834075]Regular capacity and demand modelling
Services should regularly review the capacity they are offering, and the demand being placed upon them. Precise predictive models and statistical consultation should be sought where needed to ensure accuracy in capacity and demand planning. Where these recommendations represent an increase in standard appointment times, these services should consider an immediate capacity and demand remodel and review. These changes may inform job planning and alter clinical hours to contact (CHtC) deployment metrics. Further information and exemplification of this process are available at: https://www.england.nhs.uk/wp-content/uploads/2021/05/increasingp-clinical-capacity- of-ahps-using-job-planning-at-ipswich-hospital.pdf

[bookmark: _Toc107834076]References

1. College of Occupational Therapists, 2016, Reducing the Pressure on Hospitals, (online) available at: https://www.rcot.co.uk/file/3209/download?token=Q6kpX7Jp

2. Chartered Society of Physiotherapists, 2018, First Contact Physiotherapy posts in General Practice - A guide for implementation in England (online) available at: https://www.csp.org.uk/system/files/001404_fcp_guidance_england_2018.pdf

3. Royal College of Surgeons, 2017, Outpatient clinics - A GUIDE TO GOOD PRACTICE (pdf) available at: ttps://www.rcseng.ac.uk/-/media/files/rcs/library-and-publications/non-journal- publications/rcs_outpatients_web_combinedp3.pdf

4. Wade, D.T., 2020. Rehabilitation after COVID-19: an evidence-based approach. Clinical Medicine, 20(4), p.359

5. Eddison N. Healy A. Chockalingam N. How has the COVID-19 pandemic affected orthotic services in the United Kingdom? Prosthet Orthot Int. 2021;Oct 1;45((5)):373-377.

6. Health Education England, 2017, The Future of the Orthotic and Prosthetic Workforce in England, (online) available at: https://www.hee.nhs.uk/sites/default/files/documents/Orthotic%20Report%20%20Final%20Version_0.pdf

7. Prosser, K., Achour, N. (in press, accepted Sept 2021) A cross-sectional comparative study: Job satisfaction for orthotists employed by NHS and the private sector British Journal of Healthcare Management Vol:TBC

8. NHS England, 2015 Improving the Quality of Orthotics Services in England (online) Available at: https://www.england.nhs.uk/commissioning/wp-content/uploads/sites/12/2015/11/orthcs-final-rep.pdf

9. Public Health England, 2016, Making Every Contact Count (MECC): Consensus statement (online) available at: https://www.england.nhs.uk/wp-content/uploads/2016/04/making-every-contact-count.pdf The British Association of Prosthetists and Orthotists, 2018, Standards for Best Practice (online) available at: https://www.bapo.com/wp-content/uploads/2019/06/BAPO-Standards-Best-Practice-2018-update.pdf

10. Scottish Government, 2017. Allied health professions co-creating wellbeing with the people of Scotland. The active and independent living programme in Scotland. (online) available at: https://www.gov.scot/publications/allied-health-professions-co-creating-wellbeing-people-scotland-active- independent/documents/

11. NHS Scotland, 2021, Careers: Orthotic Support Workers (online) available at: https://www.careers.nhs.scot/careers/explore-our-careers/clinical-healthcare-support-workers/orthotic- support-worker/

12. Dorset County Hospital NHS Foundation Trust, 2010, Job Description: Orthotic Assistant Practitioner, internal document

13. World Health Organization. Telemedicine: opportunities and developments in member states: report on the second global survey on eHealth. 93. World Health Organization, 2010. available at: https://www.who.int/goe/publications/goe_telemedicine_2010.pdf

14. Eddison N. Healy A. Calvert S. Chockalingam N. The emergence of telehealth in orthotic services across the United Kingdom. Online ahead of Print. J Assist Technol. 2021;Nov(23):1-6. doi:10.1080/10400435.2021.1995531. Epub ahead of print.

15. Leone, E., Eddison, N., Healy, A., Royse, C. and Chockalingam, N., 2021. Exploration of implementation, financial and technical considerations within allied health professional (AHP) telehealth consultation guidance: a scoping review including UK AHP professional bodies’ guidance. BMJ open, 11(12), p.e055823.

16. Eddison N. Healy A. Leone E. Royse C and Chockalingam N. The potential impact of allied health professional telehealth consultations on health inequities and the burden of treatment. Int J Equity Health. 2022;21(91):1-12. doi:10.1186/s12939-022-01689-2

17. Scottish Government, 2012, A National Telehealth and Telecare Delivery Plan for Scotland to 2015, (online) Available at: https://www.gov.scot/binaries/content/documents/govscot/publications/advice-and- guidance/2012/12/national-telehealth-telecare-delivery-plan-scotland-2016-driving-improvement-integration- innovation/documents/00411586-pdf/00411586-pdf/govscot%3Adocument/00411586.pdf

18. Welsh Government, 2019, Informed Health and Care. A Digital Health and Social Care Strategy for Wales (online) available at: https://gov.wales/sites/default/files/publications/2019-03/informed-health-and-care- a-digital-health-and-social-care-strategy-for-wales.pdf

19. NHS England, 2021, NHS Long Term Plan (online) available at: https://www.longtermplan.nhs.uk/online-
version/chapter-1-a-new-service-model-for-the-21st-century/4-digitally-enabled-primary-and-outpatient- care-will-go-mainstream-across-the-nhs/

20. NHS England, 2019, Patient Initiated Follow Up: Giving patients greater control over their hospital follow-up care (online) Available at: https://www.england.nhs.uk/outpatient-transformation-programme/patient-initiated-follow-up-giving-patients-greater-control-over-their-hospital-follow-up-care/

21. Scottish Government, 2017, The Modern Outpatient: A Collaborative Approach (online) available at: https://www.gov.scot/binaries/content/documents/govscot/publications/corporate - report/2017/09/modern-outpatient-collabortaive-approach-2017-2020/documents/00524548- pdf/00524548-pdf/govscot%3Adocument/00524548.pdf

image1.jpeg




