ROYAL COLLEGE OF PHYSICIANS OF EDINBURGH

Preliminary Evidence to the MMC Inquiry

This report summarises views, concerns and recommendations from the Royal College of Physicians of Edinburgh. The report is divided into 3 sections to correspond to the questions posed by Professor Sir John Tooke and is prefaced by an Executive Summary.

Executive Summary

The experience of this spring has left consultants and trainees angry, demoralised and deeply concerned about the future of postgraduate medical education.  Modifications to MMC and, in particular, changes to the application and selection processes must in place for 2008.

Changes under MMC have resulted in a system that is inflexible, ineffective and potentially unfair in some aspects. However, to return to the old system would be to miss an opportunity to build on the considerable potential within MMC to improve the focus on career planning, curricula driven training and objective assessment. 

Run through training in medicine should be discontinued with competitive selection into specialties reintroduced at ST3 . There should also be increased flexibility to move between specialties and locations. 

The Foundation Programme requires further review to deliver attractive and rewarding training rotations which build confidence and competence and inform career choices and selection.  Additional assessment tools will be required at this and other stages.

Standards for entry onto the specialist register must be maintained, with the expectation that the normal route for most consultants in the UK will be through CCT. The CESR route – if continued - must be directly equivalent in terms of standards.

The regulatory framework for postgraduate medical training requires streamlining to deliver an effective and efficient system within which the role of Medical Royal Colleges is recognised, valued and funded. 

Employers must recognise the importance of supporting training. Their collective obligations to the benefit of the wider NHS must be enforced through government(s) regulation.

Workforce planning must improve, informed by service needs and specialty advice through the Royal Colleges and linked directly to the on-going development of training programmes.

A. What is your College’s view of MMC and the principles that underpin it?

Modernising Medical Careers (MMC) represents a real opportunity to develop new training programmes to address weaknesses in the existing systems and it is a tragedy that fundamental design problems and inadequate piloting resulted in a major disaster for this cohort of gifted young doctors, associated with a lowering of morale and significant disruption to the NHS.  Many trainees and consultants have been left with the perception that MMC is dominated more by a need to fill NHS posts than a commitment to improving training and supporting careers.

The RCPE, along with other Colleges in Scotland  was responsible for initiating much of the debate on SHO training through a series of reports and surveys* in the mid 1990s outlining many of the problems taken up in “Unfinished Business”.  However MMC has lost sight of its original aims and introduced such rigidity that many of the potential improvements have been lost and the entire approach demands a fundamental review. 

Length of Training

The College is aware of the government’s desire to shorten training periods but Fellows and Members are very concerned that a more flexible approach to the length of training programmes is not misinterpreted as unqualified College support for shortening training. Fellows and Members have concerns about the (false) perception driving much of the change that the shorter training regimes in Europe can deliver the same standard of consultants. Consultants and trainees believe that shorter specialty training programmes may provide neither sufficient time nor clinical experience to deliver competent and confident consultants who have sufficient experience to be judgement safe. Patient safety and the quality of future generations of doctors depend on the calibre of consultants and this must not be compromised.  
However, with the above caveats, the College agrees there are benefits to be gained from delivering a competency-based rather than time-focussed training system and supports the concept of robust knowledge and workplace-based assessment to demonstrate satisfactory trainee progress.  It is clear that for such a system to operate the organisations involved in postgraduate training  and the NHS must co-operate fully to create the time and infrastructure within an increasingly hard pressed Consultant workforce. Time must be made available within consultant job plans to support training on the ground and the different organisations within the system must be clear about their roles and responsibilities for patient care and post graduate medical training.
Run Through Training
The College agrees that within physicianly medicine, less popular specialties need promotion and populating but we believe that all physicians benefit from an initial period consolidating general and acute medical experience. To force a career decision too early risks penalising late developers and those less certain of their interests and aptitudes. Careers advice and taster sessions, whilst welcome developments, can never substitute completely for early experience in terms of making difficult and life-long career choices. 

There is significant concern among the physicianly specialities and others that the  benefits of general medical experience for trainees in many other non-physician training pathways e.g. microbiology, radiology, general practice or anaesthetics  may be lost through earlier specialisation. This broad experience, that has enriched clinical practice, has long been a particular feature of UK medical training and its loss, along with precipitous changes in immigration law, will damage the reputation of the UK as a centre of training excellence.
Foundation Programme
Foundation trainees have mixed views about the new 2 year generic programme. Those uncertain of career choice or looking for a more general role (general physicians and GPs) are keen for greater variety and welcome the additional year providing the rotations are well balanced. Those with firmer career intentions are less impressed by the time spent in specialities in which they have little interest. Supervising consultants report that this shows in their clinical approach. It can be difficult to motivate disenfranchised doctors who have been allocated to specific programmes with limited choice and who will move on within 4 months. Common reported problems by the trainees include:
· Restricted access to support because of the  ratio of trainees to supervisors and the amount of time available in consultant job plans for education support.

· The amount of general and acute medical experience offered by some rotations is very limited and a problem for those seeking a career in medicine. 

· A lack of clarity over the changing levels of responsibility as trainees move from FY1 to FY2.

· The need for effective career advice and opportunities to experience other specialties before making what they see as irreversible career decisions within the current MMC model.

However one of the clear messages from the MTAS disaster is that too few UK graduates chose to work in some specialties – such as  psychiatry, paediatrics and obstetrics and gynaecology. One of the benefits of a flexible F2 year with a core and options approach would be to provide individuals with experience of non-core areas in which they were potentially interested .

Mapping to Workforce Planning

There is great concern about a “lost tribe of  FTSTAs” with significant uncertainty about career pathways for doctors who may be unsuccessful in their initial applications. This is exacerbated by a real worry among current trainees that such time limited training opportunities may be a temporary option only and that trust grade posts will provide little training credit for those seeking a slower training path. This may be particularly discriminating against female trainees at a time when the majority of students entering medical schools are female. 

The College is of the view that much of the delivery of MMC has resulted from an unsuccessful attempt to match trainee numbers with future workforce needs. This comes at a time when the numbers of consultant and GP principal jobs lags behind the growth in UK medical students. Medical schools are recruiting some of our brightest young people  and they bring high expectations of a rewarding career in any of the wide range of specialties within medicine at the end of their training. Unless consultant and specialist trainee numbers are increased, the UK will be training medical students and foundation doctors who are forced abroad rather than accept more restricted roles in the NHS. This makes no sense and planning for the NHS workforce of the future  must improve substantially to match trainee numbers to future substantive consultant jobs.

B. What amendments would your College like to see to facilitate the best possible training in the UK?
Selection into Run Through Training (RTT) and into ST3

The College has sought the views of Fellows and Members and the overwhelming majority wish to see competitive entry at CMT and its reintroduction at specialty level. This “decoupling” of core from specialty training is essential to return some much needed flexibility to the system and ensure that trainees in specialty training programmes are those best suited to their specialty. Trainees are particularly exercised about the inflexibility of the perceived “one chance” to enter RTT and the practical problems of switching specialty and /or location thereafter. This College has fought for competitive entry to ST3 specialties in the past but this has been blocked by deaneries. If decoupling happens there would need to be close linkage between the number of trainees in CMT and the exit specialties to prevent reinventing the expandable SHO grade.
In addition, greater flexibility across the full MMC system (including the foundation years and CMT) would be welcomed to allow those with firm career intentions to undertake some training in their preferred areas (academic and geographic) and more general experience for those less decided or keen to follow a more general career path.

Improved careers advice for trainees and trainers/tutors is essential, supported with up to date information on competition ratios and career prospects. This will assist trainees making difficult choices, particularly if their first preference is unsuccessful or they have lifestyle constraints in terms of geography or family commitments.  Greater emphasis must be given to providing flexible training opportunities across the specialities, with more effort to facilitate linked or shared jobs. The most recent census of consultant physicians demonstrates that 23.5% of consultants across the medical specialties are female and that this is increasing slowly. However the trainee data illustrates clear specialty biases or preferences (83 % palliative medicine trainees and 18 % of cardiology trainees are female). This is a significant workforce planning challenge for the immediate future.

Matching training opportunities with trainees numbers and consultants posts

There must be reassurance that workforce planning will deliver a reasonable balance of consultant posts for those achieving CCTs. A more urgent need is an increase in the number and balance of trainee posts as the system develops further. 

Academic medicine
The future of academic medicine is far from certain and Fellows and Members are concerned that aspects of academic training will be squeezed out of all but dedicated academic trainee posts. Many trainees are keen for a component of research in their training post but the College believes that in practice this will be difficult. As a consequence, the number of trainees pursuing an academic career will continue to decline and the general understanding and provision of evidence based medicine will be eroded. This must be resisted.

Expert Programmes and Robust Assessment

Agreed national curricula must drive the training programmes and assessment regimes with regular reviews through the specialist Colleges with the relevant expertise. There must be explicit recognition that the College generated curricula and robust and validated College exams bring rigour to training and assessment of trainees. Confusion about the place of College examinations has been a major problem in this transition year.  Furthermore workplace based assessments (again championed and developed by the Colleges) are essential components of ensuring competence and work to continue this development is essential.  

There must be a firm guarantee for trainee and patient confidence that entry to specialty registration by the CESR process will be perceived to be, and in reality will be  directly equivalent to the CCT route  in terms of standards. 

Quality Management

The different roles and responsibilities of organisations delivering and assuring postgraduate medical training must be clarified. Colleges, as deliverers of curricula and specialty specific examinations, have a clear and legitimate role to deliver informed and independent speciality advice into Deanery quality management systems for the benefit of trainees and the safety of patients. This requires significant organisational input and must be publicly funded.

There must be a commitment to an independent evaluation of the impact of PMETB on medical training and assessment, given the call in recent consultation responses for all post graduate medical education to be the responsibility of a single organisation. Doctors and the public are questioning the need for and cost effectiveness of 2 separate regulatory systems (PMETB and GMC). 

Support for Trainers

A commitment by the NHS to the importance of training is crucial if the required improvements in trainee assessment and review are to stand any chance of success. We do not believe that any move to create local, either Trust or regional, standards for curricula and assessment will be compatible with maintenance of quality within training programmes across the UK.  Consultants must be supported to update their own training skills in addition to allocating sufficient time to training and assessing trainees within their job plans. 

MTAS Selection 
There is a huge amount of anger and exasperation among consultants and trainees around the implementation of MTAS as a selection system. The strength of feeling should not be underestimated in terms of damage to confidence in governments’ proposals for radically changing postgraduate medical education in the UK. Fellows and Members are particularly concerned about the following:

· The weighting given to different aspects of candidate applications and the apparent indifference to academic achievement

· The inability to discriminate fairly between candidates from the information available at  short listing or during interview

· Time taken to short list and interview
· The untested computer system, the failures of which have increased the damage to public and doctor confidence in the ability of government(s) ability to deliver any IT innovation. 
· The inability of the IT system to detect plagiarism

· The inadequacies of communication with trainees as the problems emerged and the uncertainties and inconsistency of approach around the UK that has added to perceptions of unfair treatment.

· The national approach to selection and the restrictions on units of application are a major concern to trainees, particularly for those seeking training posts in smaller specialities. Trainees believe that some of the units of application are geographically too large, with the potential to cause significant disruption to family life. 

· This “all in one” approach, delivered nationally and to the same timetable brings significant disruption to patient care. Some flexibility in timing and units of application must be designed into the new system, albeit operating to an agreed national framework.

A new system, which must be available for trainees next year must have:
· Separate selection at CMT and specialty training stages, with sufficient flexibility to allow changes of career and/or location whilst offering some stability. This will be a major challenge. 

· Improved balance of demonstrable academic and clinical competence within selection criteria to restore a merit based approach to selection.

· Amended application systems, based on structured CVs and robust assessment exercises. 

· Improved systems for getting clear offers to candidates quickly to allow those with choices to release posts back into the system for reallocation.

· More than one annual application round, allowing some Deanery flexibility within a national framework.

Practical Service Issues

Under current arrangements some trainees are deferring the start of their training (e.g. to complete academic attachments) and this creates logistical difficulties for service provision unless FTSTA appointments can be secured quickly. The New MTAS system must be able to respond to this problem. Similarly consultants are worried that a single and centralised application process may leave some hospitals with gaps in their workforce on the 1st August changeover date. This may bring real operational and patient safety issues if continuity of care is disrupted badly through an annual “all change” approach. 

C. In what practical way could your constituency best contribute to that process?

The Royal Colleges of Physicians in the UK, through the JRCPTB, the Specialist Advisory Committees, the trainees committees and the networks of College Fellows and Members, have enormous expertise in medical training for physicians and their networks quite naturally cover the whole of the UK.  Colleges should be intimately involved in the redesign of MMC and particularly the MTAS system to ensure the disasters of 2007 are not repeated next year.
This College, through the Federation of Royal Colleges of Physicians in the UK must therefore be given lead responsibility for:

1. developing, updating and implementing the curricula across the 28 medical specialties and CMT. 
2. developing systems that promote better learning as already demonstrated with development of the various forms of electronic communication e.g. video-linking  and the e portfolio for CMT training. 
3. assessing the progress of individual trainees and making recommendations for CCTs and CESR applicants.  For the latter group especially there must be a clear route of communication if these recommendations are not upheld by the regulatory authority
4. developing and implementing knowledge and work place assessments for physicians. MRCP(UK), derided in some circles, has been shown to be a robust and fair assessment of clinical ability at CMT level. This must now be reintroduced as a mandatory element of the competitive selection for specialty training in medicine. College expertise in examination development should be exploited to develop other national assessments to support selection and ensure standards

5. developing and delivering “train the trainers” courses to continuously improve the quality of training and assessment across the NHS.
6. quality assuring Deanery based training programmes, bringing an informed independence to self assessment by Deaneries as part of the national QA systems demanded by the regulator. 
7. facilitating rapid access to the free and unfettered views and experiences of current trainees as changes are implemented to complement any national questionnaire based surveys. The Colleges can also provide independent teams to investigate potential problem areas.

8. mentoring trainees through their career choices from medical school to ST1 and ST3 applications to avoid disappointment and stimulate interest in the less popular specialties.
9. building confidence among doctors at all levels and the wider public through their active and leading role in the selection and training of doctors. Polls of professional trustworthiness continue to show doctors at the top of the list and their professional representatives are crucial to restoring confidence quickly.  

10. informing workforce planning projects. The 3 Royal Colleges of Physicians, undertake an annual census of physicians and trainees working patterns and workloads. It is essential that this level of understanding contributes to workforce planning to ensure the balance of training and consultant posts is appropriate across the specialties.

*
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