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P reface

Delivering for Health (SEHD 2005) focuses on new ways of working and on an increasing emphasis on sustainable 
clinical teams. It also highlights an increasingly important role for Allied Health Professionals (AHPs), Nurses and 
other Healthcare professionals, in promoting clinical leadership and in becoming the first point of contact for pa-
tients, providing faster access and better outcomes.

Improving the information collected nationally about AHP activity was a key deliverable of Building on Success, 
Future Directions for Allied Health Professionals in Scotland (SEHD 2002). Since October 2003, AHPs have been 
working with the Scottish Executive Health Department and the Information Services Division of National 
Services Scotland through the Electronic Community Health Information Project (eChip). This has enabled the 
establishment of an AHP eHealth network. This group have been central to the development of health informatics 
for AHPs and to the completion of the census.

As a part of this development, this first census provides NHSScotland with a benchmark of current AHP clinical 
care, giving an understanding of where services are delivered and also of AHP recording needs within the Single 
Patient Record programme.

The response of AHPs in Scotland to this exercise has been overwhelmingly positive in articulating the valuable 
service they deliver to patients. The final report of the census will focus on the complexity, range and diversity of 
the 10 professions grouped together as Allied Health Professionals. 

This has been a first for NHSScotland in collecting clinical information directly into a database through web access, 
and I thank the AHP Census Project Team at ISD for their support.

Jacqui Lunday
Allied Health Professions Officer
Scottish Executive Health Department
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S ummary

A census of Allied Health Professionals1 in NHSScotland, commissioned by the Scottish Executive, was held on 
14th September 2005. Its aim was to ascertain the magnitude, variety and diversity of AHPs’ caseload. This 
report presents initial findings from the census. 

A website was set up to allow census returns to be entered via the internet. As a result almost three quarters 
of the returns were submitted electronically, either by the clinicians themselves, or by someone else on their 
behalf. This translates to a figure of 59% electronic submission for all AHPs who held a caseload.

This is the first ever occasion on which there has been a Scotland-wide census of AHPs and because of this it 
should be noted that there are several caveats, detailed later, which should be borne in mind when interpreting 
the findings.

5,955 clinicians completed the census. A second part of the census was completed by 217 individuals 
responsible for managing the various services, of whom most are themselves AHP clinicians. They recorded a 
total headcount of 7,444 AHPs in Scotland who at the census date managed a caseload, giving a response rate 
of 80%.

The combined reported caseload of AHPs, based on clinicians who responded to the census, was 844,000, that 
is, for every six people in Scotland there was one current AHP case. 

On census day a total of 56,997 patient contacts were recorded by clinicians who completed a return, that 
is, one patient contact on that day for every 89 people in Scotland. The median number of patients seen by a 
clinician on census day was eight. 

Clinicians were asked to describe up to 10 patient contacts, choosing them to represent the variety and diver-
sity of their caseload. Altogether 39,895 patient contacts were described; these will provide evidence for the 
use of the AHP Core Data Standards in clinical data recording systems and for the development of the Single 
Patient Record in Scotland.

The census provides data to confirm that the needs of patients and their health problems differ as they move 
through their journey of care, and that AHPs are involved at many stages – for instance in prevention, screen-
ing, diagnosis, education, maximising potential, supplying or repairing equipment, and education.  

Over half the patient contacts on census day were patients seen in hospital outpatient and day care clinics, 
health centres, schools, prisons, etc; one third were hospital inpatients and around one in ten were seen in 
their current place of residence.   

It is planned to publish more detailed analyses of findings from the census later in 2006.

1.

2.

3.

4.

5.

6.

7.

8.

9.

10.

1 That is arts therapists, chiropodists and podiatrists, dieticians, occupational therapists, orthoptists, orthotists, physiotherapists, prosthetists, 
radiographers, speech and language therapists.
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S ett ing the scene

Introduction

In September 2005 the Scottish Executive Health Department commissioned the first ever Scotland-wide census of 
the caseload of AHPs in NHSScotland. The census collected data on the numbers of AHPs active in NHSScotland, 
their caseload, and a measure of how long patients wait to be seen. At the same time all AHPs were invited to pro-
vide data relating to some clinical aspects of their work.

The census was undertaken in order to improve information available nationally on AHP caseload, and to 
contribute to the development of core data standards for the work of AHPs. It was held under the auspices of the 
Scottish Executive and senior AHPs in Scotland. ISD was tasked with designing and implementing data collection 
and reporting on the results.

The census day was the 14th September 2005 or, for those AHPs on leave or otherwise not engaged on clinical 
duties that day, the nearest day to the 14th.

Data col lected

Data were obtained from two sources;

1. Local AHP Heads of Service, who were asked to give information by profession on: 
·	 numbers	of	staff	holding	a	current	clinical	caseload
·	 total	size	of	their	clinical	caseload
·	 numbers	of	patients	waiting	for	a	first	contact,	together	with	the	number	of	weeks	a	patient	would		
 wait for a routine appointment, detailed by the locations where the AHPs are based.

2. Qualified AHP clinicians, who were asked to state how many patients they saw on census day, to select up  
  to ten varied cases, providing information for each of these on the patient’s health problem / issue,  
  and to categorise the stage of the treatment process reached by the patient.

Heads of Service who also held a clinical case load were asked to provide data on both counts.

•
•
•
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Data Col lect ion Methodology

ISD set up a web-based system that could be accessed from any PC with internet access. AHPs were encouraged 
to use this method to submit their data; however some chose to submit data on paper. The paper data collection 
form was essentially replicated on the web version, as shown in the Appendix. 

To help ensure consistency in the understanding of the questions and in the returns, detailed information on how 
to complete the forms was disseminated via AHP eCHIP leads, and via presentations to clinicians in NHS Boards. 
During the period of the census a telephone helpline was set up to provide assistance, where required, with data 
submission.  After the completion of the census a validation exercise of the Heads of Service returns was carried out 
to enable the respective managers to verify the data they had submitted.

The data presented in this report is a summary of the data returned. This is the first census of AHPs in Scotland and 
it should be noted that there are several caveats that should be borne in mind when interpreting the findings, or 
when making comparisons between groups of clinicians, whether between professions, or between NHS boards:

 Not all clinicians were able to attend the presentations noted above and therefore it is acknowledged 
that some of them may have interpreted the questions differently from how they were intended. Where 
it is known that this is the case this has been stated. It also became clear during the census that it was not 
possible for all clinicians to collect the information in the same way, and additionally that the concept of 
‘caseload’ was not meaningful for radiographers.
·The	data	supplied	by	Heads	of	Service	was	subjected	to	a	validation	exercise.	However	it	was	not	possible	
for the data supplied by clinicians to be checked either by the clinician themselves, or by ISD. Therefore 
these data may be subject to errors of data entry.
·Some	therapeutic	radiographers	declined	to	take	part	in	the	census	as	they	had	recently	been	involved	in	a	
large UK Cancer Audit.
The clinical findings only relate to the particular sample of patient episodes that clinicians chose to describe, 
so that the percentages shown cannot be extrapolated to give percentages for all patient episodes.

F indings

The remainder of this report describes three main groups of findings:

It gives, by profession and by NHS Board, an analysis of data provided by the heads of service of the 
numbers of clinicians who reported to them together with their caseload. It also gives information on the 
numbers of patients seen by clinicians on census day. This is derived from the census form completed by 
individual clinicians.
It reviews in outline the clinical information provided by the clinicians. This information will help to inform 
and describe at a national level the work being done by the AHPs. It is planned to provide more detailed 
analyses in a later report.
It describes by profession and separately by NHS board, the percentage of returns which were submitted 
electronically.

•

•

•

•

•

•

•
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A nalys is  by profess ion

Number of c l inic ians who completed the census

Table 1 shows, by profession, the numbers of clinicians 
who completed the census1 , and chart 1 shows these 
numbers as a percentage of the numbers of clinicians 
on whom heads of service reported. By this measure 
the clinician response rate varied from 64% for chi-
ropodists and podiatrists to 94% for dietitians. 

All professions 5,955

Arts therapists 35
Chiropodists and podiatrists 486
Dietitians 526
Occupational therapists 1,205
Orthoptists 79

Orthotists 25
Physiotherapists 2,069
Prosthetists 19
Radiographers 697
Speech and language therapists 814

0 20 40 60 80 100

0 20 40 60 80 100

Speech and language therapists

Radiographers

Prosthetists

Physiotherapists

Orthotists

Orthoptists

Occupational therapists

Dietitians

Chiropodists and podiatrists

Arts therapists

All professions

Number of clinicians who completed the census
as a % of numbers reported by managers

Chart  1

1 A further 140 clinicians logged onto the website and entered their HPC number but failed to record the details required for a valid return.

Table  1
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Cl inic ian’s caseload

Table 2 shows by profession the total caseload at the date of the census. The intention was that ‘caseload’ should 
include those patients who had been seen by a clinician on or prior to census day and had not yet been discharged 
from their care. For some clinicians, in particular diagnostic radiographers, the concept of caseload was not felt to 
be useful; it was subsequently agreed that for them the best proxy for caseload was the number of patients seen 
on census day.
 
Each head of service provided on the ‘Heads of Service’ form the caseload of the clinicians on whom they were re-
porting, by the location where the AHPs were based. These figures have been aggregated to give the total caseload 
by profession. Another question in the census asked heads of service how many patients were waiting for a first 
contact appointment with these AHPs. This will be reported on in the future.

Note that figures for caseload were not all collected in the same way: some NHS boards and professions were able to ob-
tain data from local information systems whilst others provided estimates.

‘Total caseload’ may overestimate the numbers of patients involved, as some may be included more than once, either be-
cause they had more than one contact with an AHP on census day, or because their contact was with more than one AHP, 
i.e. the episode was classified as multidisciplinary (see chart 4). The information collected cannot be extrapolated to find 
the total number of multi-disciplinary cases, or which professions were involved. It is planned that this will be identified 
once the Single Patient Record Programme is in place. 

Table 2 shows that overall, and given these caveats, on census day there was approximately one case for each six 
people in Scotland enrolled for treatment with an AHP. It also breaks this figure down by profession. 

Total caseload 
(number of 

patients)

One case for 
each x people in 

Scotland2

All professions 843 825 6

Arts therapists 669 7 600
Chiropodists and podiatrists 418 684 12
Dietitians 144 437 35
Occupational therapists 40 575 120
Orthoptists 21 232 240

Orthotists 46 509 110
Physiotherapists 94 030 54
Prosthetists 2 877 1 770
Radiographers 27 979 180
Speech and language therapists 46 833 110

2 shown to 2 significant figures.

Table  2
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Numbers of pat ients seen by each cl inic ian on census day

Chart 2 is a ‘Box and Whisker’ plot and shows by profession the median, the interquartile range, and the mini-
mum and maximum numbers of patients seen by clinicians on census day. Definitions of these statistics are shown 
below3. It should be borne in mind that clinicians were not asked to state how many hours they worked on census 
day, and so these figures should not be used as a measure of workload. Overall the median number of patients 
seen on census day was 8. This figure varied between professions from 4 for prosthetists to 16 for radiographers.

It should be noted that a small minority (145) of clinicians gave details of more patients than they reported having seen on 
census day. Suggested possible explanations are that clinicians chose to report more than once on patients with complex 
health problems / issues; or were involved in class work with a support worker and held the duty of care for all the patients 
in the class but did not have direct contact with them all, or that the clinician misunderstood the question.  
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Chart  2

Minimum
1st Quartile or 25 percentile
Median
3rd Quartile or 75 percentile
Maximum

3 The median is the midpoint number of patients seen by clinicians in the profession. For instance half the physiotherapists saw fewer than 9 
patients on census day and half saw more than 9. 
A quarter of clinicians saw fewer patients than the 1st quartile, whilst a quarter of clinicians saw more than the 3rd quartile; so for instance a 
quarter of physiotherapists saw fewer than 6 patients on census day and a quarter saw more than 12.
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A nalys is  by NHS Board

Number of c l inic ians who 
completed the census

Table 3 and chart 3 mirror table 1 and chart 1 and 
describe the data by NHS board. 

During the process of verifying the information 
returned by the heads of service, it was noted 
that in some cases more clinicians took part in 
the census than the heads of service had reported 
being responsible for. It was not possible for some 
of the NHS board areas to identify the specific 
individual within a profession to contact about these 
discrepancies.

Scotland 5,955

Argyll and Clyde 423
Ayrshire and Arran 434
Borders 133
Dumfries and Galloway 136
Fife 408

Forth Valley 307
Grampian 662
Greater Glasgow 1,031
Highland 201
Lanarkshire 508

Lothian 1,011
Orkney 23
Shetland 31
Tayside 474
Western Isles 38

Other4 135

Table  3

0 20 40 60 80 100 120

Western Isles
Tayside

Shetland
Orkney
Lothian

Lanarkshire
Highland

Greater Glasgow
Grampian

Forth Valley

Fife
Dumfries and Galloway

Borders

Ayrshire and Arran
Argyll and Clyde

Scotland

Number of clinicians who returned the census as a percentage of numbers reported by managers

0 20 40 60 80 100 120
Chart  3

4 ‘Other’ comprises: Golden Jubilee (25 clinicians), State Hospital (5), Domicilliary location, NHS board not specified (1), missing NHS board 
(104). Note that for 474 clinicians the NHS board could not be derived from the base location entered on the census; for 370 of these an esti-
mate was based on their place of registration at the Health Professions Council, as follows: Argyll and Clyde - 36 clinicians; Ayrshire & Arran -20; 
Borders - 14; Dumfries & Galloway - 9; Fife - 14; Forth Valley - 19; Grampian - 53; Greater Glasgow - 92; Highland - 9; Lanarkshire - 24; Lothian 
- 38; Tayside - 40; Shetland - 2.
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Cl inic ians’  caseload

NHS board Total caseload One case for each x 
people in NHS board

Scotland 843,825 6

Argyll and Clyde 83,250 5
Ayrshire and Arran 80,291 5
Borders 16,476 7
Dumfries and Galloway 22,547 7
Fife 51,615 7

Forth Valley 43,262 7
Grampian 57,213 9
Greater Glasgow 169,756 5
Highland 42,983 5
Lanarkshire 104,232 5

Lothian 102,183 8
Orkney 1,182 16
Shetland 2,118 10
Tayside 64,285 6
Western Isles 1,974 13

Other 458 Not applicable

Table  4

Numbers of pat ients seen by cl inic ians on census day

NHS board
Number of 

patients 
seen

One case seen on census 
day for each x people in 

NHS board

Scotland 56,997 89

Argyll and Clyde 4,131 101
Ayrshire and Arran 4,381 84
Borders 1,190 92
Dumfries and Galloway 1,162 127
Fife 3,513 101

Forth Valley 2,973 95
Grampian 6,153 85
Greater Glasgow 9,545 91
Highland 1,784 118
Lanarkshire 6,315 88
Lothian 9,188 86

Orkney 201 97
Shetland 299 73
Tayside 4,604 84
Western Isles 298 88

Other / missing NHS board 1,260 -

Table  5Table 5 shows by NHS board the numbers of patients 
seen on census day by clinicians who completed the 
census, and as a proportion of the NHS board popula-
tion. The figures should not be directly compared with 
those in table 4, which are aggregated from data pro-
vided on the Heads of Service form. 

Note that some patients may have seen more than one 
clinician on census day so that these are not necessarily 
all different people. 
 
As noted previously, a minority (145) of clinicians gave 
details of more patients than they reported having seen 
on census day. Suggested possible explanations are that 
clinicians chose to report more than once on patients 
with complex health problems / issues; or that were 
involved in class work with a support worker and held 
the duty of care for all the patients in the class but did 
not have direct contact with them all.  

Overall one patient was seen on census day for every 
89 people in Scotland. 

Table 4 mirrors table 2 but for NHS board. The same 
caveats apply here. As a guide the number of patients 
is related to the number of residents of the NHS board 
area.

In tables 4 and 5, the ‘caseload’ and ‘number of patients seen’ relate to the NHS board where the AHP was based, 
but are being compared with the numbers of people who live in the board area. It should be noted that a minority 
of patients may live in one NHS board but see an AHP in another NHS board.
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Discuss ion

An important point to be noted from the above data is the remarkable response from AHPs in all professions who 
gave up time to collect the data and to complete the questions. Given that this was the first national census, that 
such a large percentage of staff responded is a considerable achievement in itself. That there are relatively minor 
aberrations in the data is understandable and will be useful in designing more statistically sensitive questions in any 
future exercises.

The results suggest differences in the caseloads and numbers of patients seen between professions and, possibly, 
within professions. These differences can be investigated by studying data from the clinicians’ forms. 

Clinicians were asked to describe, for up to ten varied cases that they saw on census day, the patient’s health 
problem / issue, to map this at a high level to the ICF group (see below), and to code each patient episode using 
clinical terms defined by AHP Core Data Standards. These clinical terms are in common use and describe why and 
how the professional is involved with the patient. This information will be invaluable in supporting the redesign of 
services as described in Delivering for Health (SEHD 2005).

Altogether clinicians described almost 40,000 cases, that is, 70% of their reported contacts on census day.  Some 
preliminary findings from these clinical data are shown below.
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How many cl inic ians saw the pat ient?

Clinicians were asked to say for each patient contact, whether it was ‘multidisciplinary’, that is whether a clinician 
from another discipline, which might be another allied health professional, or a nurse or a doctor, was involved in 
the patient contact5.

Note that it is possible that multidisciplinary patient episodes, where more than one AHP was involved, may appear more 
than once in the census, and in more than one AHP’s caseload.  Note also that these data, because they only cover a 
sample of patient episodes, and because they do not record which other clinicians were involved, cannot be extrapolated 
to exclude double counts and give the total ‘real’ caseload. It is expected however that it will be possible to derive this in-
formation once the Single Patient Record Programme is in place. Further analysis of the ‘health issues and problems’ (Chart 
6) and ‘multidisciplinary contacts’ will provide information about the clinical conditions most commonly managed within 
the multi-disciplinary team.

Chart 4 shows, by profession, the percentage of patient contacts described as multidisciplinary. This percentage 
ranged from 11% for chiropodists and podiatrists, to almost 50% for radiographers. For these two professions 
chart 7 shows that the majority of patients were seen in clinic settings, where it would be expected that 
chiropodists and podiatrists would have a lower percentage of multidisciplinary patient contacts than 
radiographers, who frequently work in conjunction with other medical staff. 

0 10 20 30 40 50

Speech and language therapists
Radiographers

Prosthetists

Physiotherapists

Orthotists

Orthoptists

Occupational therapists

Dietitians

Chiropodists and podiatrists

Arts therapists

Percentage of contacts which were multidisciplinary

0 10 20 30 40 50

Chart  4

5 ‘Multidisciplinary’ was intended to relate to the specific patient contact. However, some clinicians said that if a patient was referred to them by 
another health professional e.g. a G.P. they considered that to be a multidisciplinary contact. It is recognised that this question may have been 
subject to differing interpretations.

S ome prel iminary c l inical  f indings

Note that throughout this section the findings only relate to the particular sample of patient episodes that each 
individual clinician chose to describe. This means that the percentages in the different clinical categories cannot be 
extrapolated to give percentages in these categories for all patient episodes.
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Percentage of total
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What was the f inal  ‘goal ’  for the pat ient?
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Chart  5

Radiographers Speech and language therapists
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Please see overleaf for commentary.
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What was ‘wrong’with the patient?

The International Classification of Functioning, Disability and Health (ICF) categorises health and health-related 
states which may or may not be disease- or diagnosis-based (World Health Organisation, 2003). It provides a 
unified and standard language and framework to describe body functions and structures, activities and participa-
tion. The states are classified from body, individual and societal perspectives. Since an individual’s functioning and 
disability occurs in a context, ICF also includes a list of environmental factors. It is used to understand and measure 
health outcomes. 

In the census clinicians were asked to describe, in a maximum of 50 characters of free text, the ‘health problem 
/ issue’ (HPI), necessitating specific AHP intervention, including where appropriate diagnosis, aetiology, interven-
tions, problems, signs and symptoms. They were also asked to map this HPI to ICF high-level classification (‘chap-
ters’ within the groups below) according to whether it originated in a limitation or impairment of:

(b) Body function: physiological function of the body system.
(s) Body structure: anatomical part of the body e.g. organs, limbs and their
components.
(d) Activities and participation: activity is the execution of a task or action by an individual. Participation is involve-
ment in a life situation.
(e) Environmental factors. These make up the physical, social and attitudinal environment in which people live and 
conduct their lives.
(x) Unable to match to an ICF code. Clinicians were asked to choose this category if there was no appropriate ICF 
code.

The majority (98%) of clinicians were able to map their cases to ICF groups. The 2% of cases which clinicians were 
unable to match will be analysed in order to see whether it should have been possible to match them. However it 
has been identified that there are inconsistencies and inaccuracies which are still to be fully investigated between 
the coding of ICF and the textual description of health problem / issue. A learning and development programme 
may require to be implemented to ensure consistency of coding across the professions.  

The charts overleaf show by profession the percentage of patient episodes described in the census that were in 
each of these groups.

The principal objective of care is defined as the desired ultimate achievement of an AHP programme of care, ad-
dressing problems and issues identified by the patient and the AHP. The charts show, by profession, the percentage 
of patients described in the census who were in each category. It should be noted that AHPs were able to classify 
all except 1.1% of cases (classified as ‘other’) to one or other of the categories in the AHP core dataset. The cases 
classified as ‘other’ will be analysed to identify how the classification might be developed. The charts demonstrate 
considerably different patterns in the care objective delivered by the individual AHP disciplines.

As	expected,	the	objective	of	the	majority	of	prosthetists’	work	is	to	maximize	the	potential	of	patients	in	utilising	
their prosthetic limbs. The category ‘prevention’ as described here in a patient record is secondary or tertiary 
prevention, undertaken by the majority of AHPs. Primary or population prevention is also carried out by some AHPs 
but this is not recorded in individual patient casenotes and does not form part of the traditional clinical caseload of 
AHPs.

What was the f inal  ‘goal ’  for the pat ient? (contd.)
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Where was the pat ient seen?

The patient contact location describes the location at which the patient was based when seen by the clinician. 
Clinicians were asked to classify patient location into the following categories:

Hospital inpatient: A patient who occupies an available staffed bed in a hospital and either remains overnight, or at 
admission is expected to remain overnight (shortened definition).
Domiciliary: The patient is seen in their current place of residence, e.g. own home, residential home, care home, 
temporary home.
All other locations: For example hospital outpatient and day care clinics, clinics in health centres, schools, prisons etc.

The majority (58%) of patients seen on census day were seen in clinics. The census did not identify whether the 
clinicians responding always saw their patients in clinics or moved between wards, clinics and domiciliary locations. 
As Delivering for Health is implemented we may expect to see changes in the sites where patients are seen.

Chart 7 shows how the proportions seen in the different locations vary between professions.
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What stage in the treatment plan had the pat ient reached?

The Patient journey stage is defined as the point that the patient’s major health problem / issue has reached whilst 
being dealt with by the specific AHP. The categories illustrate the different skills required by allied health professionals. 
Chart 8 shows, by profession, the percentage of patients described in the census who were at each stage and shows 
different patterns for the different professions. The results highlight that as part of the workload analysis, work needs 
to be undertaken to identify the resource requirements for each of these stages for each profession.

It became apparent that within the AHP Core Data Standards the item patient journey stage was open to misinterpre-
tation; some clinicians thought it was related to their specific intervention rather than to the stage of the major health 
problem. As a result it has now been removed as a separate item and incorporated into the caseload status data item. 

Chart  8
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What change was there to the pat ient’s  status at the end of the 
consultat ion?

Please see overleaf for commentary.

Chart  9
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Discuss ion

These tables and charts give a measure of the different patterns of delivery between professions.

This census has tested out some of the data standards that have been developed specifically for AHPs to support 
case mix analysis and has demonstrated a high degree of fit between real clinical activity and these standards. In 
addition, the textual information supplied on health problem / issue will be used by AHP clinicians and the Na-
tional Clinical Dataset Development Programme to contribute to the development of Disease Specific Core Data 
Standards and the AHP recording requirements for the Single Patient Record Programme.  

As a next step it is intended to analyse this clinical information in more depth. This will both provide more detailed 
information on the work performed by AHPs, will identify different methods of health care delivery used by 
different professions and in different settings (for instance there may be a difference in method of delivery between 
urban and rural areas), and will contribute to the development of the AHP data standards. This work will be 
reported on later in 2006.

It is also intended to report in more depth on the methodology of the census in a future report, and to report on 
the information supplied by heads of service on waiting times for a first contact appointment.

ISD now holds, on behalf of NHSScotland, a database of clinical information about AHP activity. Through having 
undertaken this census a first significant step in data development in this area has been made. The raw data may 
be made available, subject to appropriate established NHSScotland data sharing protocols, to NHS organisations 
and professional bodies for detailed analysis.

The caseload status is defined as the management stage within the AHP’s duty of care, firstly at the beginning, and 
secondly at the end, of the appointment. Overall, clinicians were able to classify all except 0.5% of cases at the 
beginning of the episode and 2.2% at the end of the episode. These cases, classified as ‘other’, will be analysed in 
order to see whether the classification requires development in order to incorporate them.

The charts compare for each profession the percentage of patient contacts in each category at the beginning and 
at the end of the patient contact. They show that each profession has different patterns of management which 
may reflect the stage on the patient journey at which they are delivering an intervention. It is noteworthy that on 
census day the percentage of people (potential new patients) being assessed/diagnosed (38% averaged across the 
professions) is significantly greater than the number of patients discharged (9.5%). Findings such as this will be 
analysed in more detail for the report which is to follow.

It is important for AHPs, in order to manage their caseload, to know, and to share with other members of the clini-
cal team, as well as with social care and education staff, the stage that a patient has reached in the intervention 
process.

What change was there to the pat ient’s  status at the end of the 
consultat ion? (contd.)
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M ethod of complet ion of the census

This was the first census of AHP activity undertaken by ISD and it gave an opportunity to develop an electronic 
solution to data collection by creating a secure website to allow AHPs to submit their returns using the internet.  
Participants were encouraged to use this rather than to complete paper forms, and most found that the website 
functioned adequately. However, some users did have difficulties, which often appeared to be because of local IT 
problems over which ISD had no control. 

Building on Success – Future directions for the AHPs in Scotland identified that AHPs require access to IT at work for 
Clinical Effectiveness and Continuing Professional Development. The use of a website for the census confirms that 
the majority of staff have access to IT but do not have immediately accessible support in resolving any technical 
problems they encounter in using it; in this respect, as well as in obtaining help with answering the questions in 
the census, many AHPs found that the helpline was a great support. As the move is made to the Single Electronic 
Patient Record the needs of this group of staff for modern IT and clinical systems will become a higher priority. 

Tables 6 & 7 show, by profession and health board, the percentages of respondents for whom data were submit-
ted electronically. Despite the problems described above, the tables show that the overall figure was 74%, which 
translates to a figure of 59% for all AHPs who held a caseload. The percentage of respondents who submitted data 
electronically varied between 47% and 88% by profession, and between 47% and 91% by health board.

By profession %

All professions 73.9

Arts therapists 72.2
Dietitians 80.2
Occupational therapists 85.9

Orthoptists 70.5
Orthotists and Prosthetists 88.6
Physiotherapists 74.9

Chiropodists and podiatrists 47.1
Radiographers 61.2
Speech & Language 76.1

Table  6 Table  7
By NHS board %

Scotland 73.9

Ayrshire & Arran 78.7
Argyll & Clyde 84.8
Borders 90.8
Dumfries & Galloway 83.5
Fife 75.3

Forth Valley 70.1
Grampian 66.8
Glasgow 54.2
Highland 46.9
Lanarkshire 73.3

Lothian 75.1
Orkney 82.6
Shetland 85.2
Tayside 86.4
Western Isle 84.2
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A ppendix

Copies of the census forms are attached: firstly the Clinicians’ form (4 pages) and secondly the Heads of Service form 
(2 pages).



                                     Clinicians’ form - Page 1 

 
 

 
 

 
 

“In order to ascertain the magnitude, variety and diversity of AHPs’ 
caseloads, the Scottish Executive has commissioned a 

Census on 14 September 2005 
of the NHS caseload of nine Allied Health Professions in Scotland” 

What you are asked to do: 

 Select 10 varied cases that you saw on your nearest working day to 14 
September 2005 for entry onto the census form. If you saw fewer than 10 
cases then select all the cases you saw. If the cases you saw were identical 
then select only one case. You will also need to know the total number of 
patients that you saw on that day. 

 Please ask each patient whose case notes you intend to use for the census 
for permission to use an anonymised description of their health problem. (This 
follows the principles of Information Governance). 

Electronic return – preferred option 
 Have available your HPC Registration Number. 
 Go to www.show.scot.nhs.uk/ahpcensus and follow the instructions for 

entering your data online.  

Census Form – paper return 
 We ask you not to submit your return on paper unless you do not have 

access to the Internet. However you may find the paper form useful for 
collecting the information before transferring it onto a computer.  

 Fill in the census form overleaf using the definitions and ICF coding on the 
perforated sheet attached. You will also need to know the location code of the 
location where you are based. 

 Return the completed form by 3 October 2005 to:  
AHP Census Return, Data Intelligence Group, Information Services, NHS – 
National Services Scotland, 1 South Gyle Crescent, Edinburgh. EH12 9EB 

 
Available throughout the month of September 2005 

 



Profession: Your Base Location HPC Registration No:

Please see attached sheets for codes and definitions.*

A c u t e f l a r e u p R h e u m a t o  i d
A r t h r  i t  i s r  i g h t b  i g t o e

Please enter the total number of patients you have seen today:

*For those of you completing the form electronically a reminder of the definitions, codes and values can be seen by holding your mouse over the relevant heading on the screen.

7 0 4

ICF Code Patient 
Journey 
Stage

Principle 
Objective of 

Care

Caseload Status 
at the beginning of 
the appointment

0 5 0 1

Caseload Status 
at the end of the 

appointment

Tick if this 
contact was 

multi 
disciplinary

Health Problem/Issue
(Sign, symptom, diagnosis or issue).  Wherever possible, please use 
keywords only and do not use abbreviations.

Patient 
contact 
location

0 2 E √0 2

1

e.g. S

5

9

6

7

8

2

3

4

10



CLINICIAN’S FORM: DEFINITIONS AND CATEGORIES 
Health Problem/Issue: this is the clinical term which defines the nature of the patient’s health problem/issue necessitating specific AHP intervention. For the purpose of 
the census this must be recorded using a maximum of 50 characters of free text. 

 
ICF Code: please use the attached sheet to identify the ICF code. 

 
Patient Journey Stage: this is the point that the patient’s major health problem / issue has reached whilst being dealt with by the specific AHP. 
0011  Prevention All health improvement work prior to disease / health problem being established. Secondary prevention will be as part of the ‘Living with’ code. 
0022  Diagnosis Diagnostic tests carried out to establish the health problem / issue / diagnosis. 
0033  Intervention All treatments / interventions / care programmes working at minimising the impact of the disease process / impairment. 
0044  Living with All treatments / interventions / care programmes working with long-term disease and reducing impact on activity and participation. 

 
Principle Objective of Care: this is the desired ultimate achievement of an AHP programme of care, addressing problems and issues identified by the patient and AHP.  
0011  Counsel To engage in supportive listening with the patient. E.g. empathise, reassure or support. 
0022  Diagnose This objective will only be used where no intervention is required and no other objective has been enacted, for example where your professional opinion is 

required as part of a multi-disciplinary team or as a second opinion, e.g. assessment, evaluation or needs analysis.  
0033  Educate To teach the patient specific skills in the management of their condition, e.g. communication, liaison, reinforcement or retraining. 
0044  Enablement / Facilitation In relation to a problem presented, the AHP will assist in making the problem easier for the patient but may not necessarily cure the patient, e.g. facilitating 

change, self-caring and self-management; motivation, empowerment, maintaining/sustaining, management, or crisis intervention.  
0055  Maximise potential To help the patient achieve their maximum potential, where a cure is not possible. E.g. rehabilitation. 
0066  Resolve To help the patient reach a level which is within normal limits for their chronological age / pre-morbid state. E.g. curing, or increasing, improving, reducing, 

relieving symptoms; promoting or treating. 
0077  Screen / triage Use if a screening questionnaire (written / verbal) has been completed by the patient.  The AHP’s analysis is that the patient does not need to be seen; can be 

given advice and discharged. E.g. self-referral or telephone triage. This should not be used where patients continue on to a programme of care. 
0088  Prevent To reduce risk of worsening, or exacerbation of secondary complications arising from an existing problem. 
0099  Supply / repair equipment  
9988  Other  

 
Caseload Status is the management stage within the AHP’s Duty of Care, firstly at the beginning, and secondly at the end of the appointment. 
0011  Being assessed/diagnosed Review  

Current active intervention A: Monthly 
A:  More than once a day B: Quarterly 
B: Once daily C: Annually 
C: More than once a week 

0033 

D: Other 

An appointment to allow the health professional to evaluate progress of, and/or intervene with, a patient undertaking an 
autonomous programme of management; awaiting the effect of an intervention or needing to have a series of interventions to 
achieve the aims of the programme of care, e.g. formal assessment with intervention if required. 

D:  Once a week 
E: Once a fortnight 
F: Once every 3 weeks 
G: Once a month 

04 Monitor as 
Required 

The process of determining the status of a patient in respect of the condition for which they are under a programme of care. 
Monitoring can be face to face or remote but does not necessarily imply intervention. This also includes the open booking 
system. E.g. observation, regulation, recording or control. 

H: Once every 6 weeks 
I:  Once every 2 months 
J: Once a quarter 

0055 On ‘discharge 
pending’ list. 

This is a time-limited period where no active interventions are scheduled during which the patient has the right to initiate a return 
to active intervention. At the end of this period the patient will automatically be discharged. 

K: Once every 6 months 06 Discharged  

0022  

L: Other 98 Other  
 

Patient Contact Location.  
0011  
0022  
0033 

Hospital inpatient: A patient who occupies an available staffed bed in a hospital and either remains overnight, or at admission is expected to remain overnight (shortened definition). 
Domiciliary: The patient is seen in their current place of residence, e.g. own home, residential home, care home, temporary home. 
All other locations: For example hospital outpatient and day care clinics, clinics in health centres, schools, prisons etc. 

 
MMuullttiiddiisscciipplliinnaarryy  DDuurriinngg  tthhiiss  ppaarrttiiccuullaarr  ccoonnttaacctt,,  wwaass  aannootthheerr  CClliinniicciiaann  iinnvvoollvveedd  iinn  tthhee  ccaarree..  ee..gg..  nnuurrssee,,  ccoonnssuullttaanntt,,  rraaddiiooggrraapphheerr,,  OOTT,,  pprroosstthheettiisstt  ee..tt..cc??  

 



CCLLIINNIICCIIAANN’’SS  FFOORRMM::  IICCFF  CCOODDEESS  AANNDD  DDEESSCCRRIIPPTTIIOONNSS 
 

How to code the health problem/ issue 
ICF 
code  ICF Descriptions 
(b)   Body function 
b1   Mental functions 
b2   Sensory functions and pain 
b3   Voice and speech functions 
b4    Functions of the cardiovascular, haematological, immunological & respiratory systems 
b5   Functions of the digestive, metabolic and endocrine systems 
b6   Genitourinary and reproductive functions 
b7   Neuromusculoskeletal and movement-related functions 
b8   Functions of the skin and related structures 

(s)   Body structure 
s1   Structures of the nervous system 
s2   The eye, ear and related structures 
s3   Structures involved in voice and speech 
s4   Structures of the cardiovascular, immunological and respiratory systems 
s5   Structures related to the digestive, metabolic and endocrine systems 
s6   Structures related to the genitourinary and reproductive systems 
s7   Structures related to movement 
s8   Skin and related structures 

(d)   Activities and participation 
d1   Learning and applying knowledge 
d2   General tasks and demands 
d3   Communication 
d4   Mobility 
d5   Self-care 
d6   Domestic life 
d7   Interpersonal interactions and relationships 
d8   Major life areas 
d9   Community, social and civic life 

(e)   Environmental factors   

e1 Products and technology  
e2   Natural environment and human-made changes to environment 
e3   Support and relationships 
e4   Attitudes 
e5   Services, systems and policies 

The International Classification of Function, Disability and Health 
Code (ICF code)1, published by the World Health Organisation, is a 
new coding system which we are asking you to use to classify the 
patient’s health problem / issue. 

 
STEP 1: choose one of the categories b, s, d, e, x below: 

Does the patient’s overriding health problem issue originate in an     
impairment or limitation of: 

(b) Body function   
Physiological function of the body system. 

(s) Body structure  
Anatomical part of the body e.g. organs, limbs and their 
components.                                    

(d) Activities and participation  
Activity is the execution of a task or action by an individual. 
Participation is involvement in a life situation. 

 (e) Environmental factors  
These make up the physical, social and attitudinal environment 
in which people live and conduct their lives. 

(x) Unable to match to an ICF code 
Choose this category if there is no appropriate ICF code.  

STEP 2:  Choose the most appropriate code within the category 
above and write down this code in the ICF code column on the census 
form. 

Note that only one code may be selected. If the health problem/issue 
fits into more than one category, please decide which is the main or 
first priority problem /issue. 

 For example to code back pain; the back is a body structure but 
the main concern to the patient is the level of pain. This means that 
the pain takes priority and the code will be ‘b2’, made up of Body 
function code ‘ b’ plus Sensory functions and pain sub code ‘2’. 

 

1.World Health Organisation (2001). International Classification of Functioning, Disability and Health. 
Geneva: World Health Organisation. (x) Unable to match to an ICF code 

 

richab01
Cross-Out



Heads of Service Form 
   Caseload Census  

 
To be completed by AHP heads of services within each health board. This paper form is intended as 
an aid to information gathering only. Once collated, Heads of Service should submit data for all 
departments via the website www. show.scot.nhs.uk /ahpcensus. 
More detailed guidance for completing the form is attached and is also available on the web-site and 
you are encouraged to read this before you complete the form.  
About yourself 
Name  
Profession  
Health Board  
Phone number  
Email  

 

1 
On behalf of how many AHPs are you completing the information below?  
Include Social Work AHPs, staff members on leave and privately contracted AHPs. 
Exclude assistants and students. 

Staff 
headcount 

 
What is the total caseload of the above AHPs? 
Include patients delegated to an assistant or student. 

Patients 

2 
Subdivide this total into the following locations where care was most recently given 

3 Hospital inpatients1  

4 Domiciliary patients2   

5 All other locations3  
Please collect and collate the information below from department heads 

 
If you need to list further departments please continue overleaf or on a second sheet. Complete the ‘About yourself’ 
section and mark the sheet ‘Continuation sheet’. 
 
Notes 
1. An inpatient is a patient who occupies an available staffed bed in a hospital and either remains overnight, or at admission is 

expected to remain overnight (shortened definition). 
2. Include patients seen in their current place of residence, e.g. own home, residential home, care home, temporary home. 
3. For example hospital outpatient and day care, clinics in health centres, schools, prisons etc. 
4. Please include all patients waiting for first contact appointment, both those who have a booked appointment, and those yet to 

be given a date (but known to be waiting to be 'seen').   
5. This is the number of weeks (rounded to the nearest whole number of weeks) from the census date until the next free routine 

appointment in the diary. Free appointments caused by cancellations or by re-classification of emergency appointments should 
not be used. If it is not possible to give a waiting time please leave this field blank. 

 
A comments box is available online where we ask you to tell us if you have had any problems in interpreting 
or answering the questions. 
 
AHP Census Helpline – 0131 275 7474   Electronic Submission – www.show.scot.nhs.uk/ahpcensus 

6   How many patients are waiting for a first contact appointment with these AHPs?4 

7   If someone is referred today for a routine appointment, how many weeks would they wait to 
be seen?5 

Patient Contact Location 
Inpatient1 Domiciliary2 All other locations3 

 
Department/location 
where AHPs are based Question 6 

No. of patients 
Question 7 
No. of weeks 

Question 6 
No. of patients 

Question 7 
No. of weeks 

Question 6 
No. of patients 

Question 7 
No. of weeks 

       
       
       
       
       



Heads of Service Form 
   Caseload Census continuation form (for information gathering only) 
About yourself 
Name  
Profession  
Health Board  
Phone number  
Email  

 
Please collate the information below from department heads 

 
Notes 
1.    An inpatient is a patient who occupies an available staffed bed in a hospital and either remains overnight, or at admission is 

expected to remain overnight (shortened definition). 
2.    Include patients seen in their current place of residence, e.g. own home, residential home, care home, temporary home 
3.    For example hospital outpatient and day care, clinics in health centres, schools, prisons etc. 
4.    Please include all patients waiting for first contact appointment, both those who have a booked appointment, and those yet to be 

given a date (but known to be waiting to be 'seen').   
5.    This is the number of weeks (rounded to the nearest whole number of weeks) from the census date until the next free routine 

appointment in the diary. Free appointments caused by cancellations or by re-classification of emergency appointments should 
not be used. If it is not possible to give a waiting time please leave this field blank. 

A comments box is available online where we ask you to tell us if you have had any problems in interpreting 
or answering the questions. 
 
AHP Census Helpline – 0131 275 7474    

6   How many patients are waiting for a first contact appointment with these AHPs?4 

7   If someone is referred today for a routine appointment, how many weeks would they wait to 
be seen?5 

Patient Contact Location 
Inpatient1 Domiciliary2 All other locations3 

 
Department/location 
where AHPs are based Question 6 

No. of patients 
Question 7 
No. of weeks 

Question 6 
No. of patients 

Question 7 
No. of weeks 

Question 6 
No. of patients 

Question 7 
No. of weeks 
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