SOUTH-EAST ENGLAND PHOTOTHERAPY NETWORK

QUESTIONNAIRE
Please can you return this questionnaire in the stamped addressed envelope provided. Thank you.

1) About your Unit

Name of hospital

………………………………………………………….

Name of department
………………………………………………………….

Names of phototherapy specialists:-

Lead therapist
………………………………………………….

Other therapists
………………………………………………….


………………………………………………….


………………………………………………….


………………………………………………….

Do you have a lead phototherapy consultant? 



      Y  /  N

If so, who is this person?

………………………………………………….

2) Phototherapy Treatments

What types of phototherapy do you offer? Please circle ‘Y’ or ‘N’


Whole Body
Hand and Foot
Local

TL01
Y  /   N
Y  /   N
Y  /   N

PUVA
Y  /   N
Y  /   N
Y  /   N

Broadband UVB
Y  /   N
Y  /   N
Y  /   N
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If you provide PUVA, what type of PUVA do you offer? Please tick relevant boxes.

Bath
Y  /   N

Oral
Y  /   N

Topical
Y  /   N

3) Equipment and servicing.

If you know, what are the makes and models of your phototherapy UV sources?

…………………………………………………………………………………………..

…………………………………………………………………………………………..

Roughly how old do you think each of your machines is?

…………………………………………………………………………………………..

…………………………………………………………………………………………..

Roughly how often is your equipment serviced?

…………………………………………………………………………………………..

…………………………………………………………………………………………..

Who does the servicing?

Physicist


Company Engineer


Other


Do you have your machine/machinery calibrated for UV dose output?    Y  /  N

If yes, roughly how often is it calibrated?

…………………………………..

                                                          2                                

Who does the calibration? 

Physicist


Company Engineer


Other


4) Treatment protocols.

How do you decide the patient’s starting dose for phototherapy treatment?

Please tick relevant boxes.

MED/MPD


Skin Type


Other Method


If you use other methods, what do you do?

…………………………………………………………………………………………..

…………………………………………………………………………………………..

Do you have written phototherapy protocols? 



     Y  /  N

If yes, have they been through the full NHS Trust approval process?     Y  /  N

5) Training

Have you ever been on a phototherapy course? 


     Y  /  N

If yes, when?

…………………………………………………………………..

Have your colleagues ever been on a phototherapy course? 

     Y  /  N

If yes, when?

…………………………………………………………………..
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6) What you would like from us.

We hope to provide treatment protocols, which can be downloaded, general advice, and other services.

Do you have any other ideas about what you might like the network to provide?

…………………………………………………………………………………………..

…………………………………………………………………………………………..

Thank you for taking the time to complete this questionnaire. I look forward to meeting you in person in the future.

Nichola Mair, RGN Dip N

SouthEast of England Phototherapy Network Project Co-ordinator. 
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