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Executive summary

The Review Group was established in March 2007 as a joint working party between the medical profession, Departments of Health and service to seek pragmatic solutions to the MTAS crisis in order to minimise the potential damage to trainees’ careers and to patient care.  The Group decided that:-
1. as shortlisting had not always identified the best candidates, all candidates would be interviewed for at least their first choice application and have the opportunity to re-rank their 4 applications in light of the competition ratios. 

2. interviewers should be able to review curricula vitae and portfolios and use probing non-formulaic questioning. 

3. the next round of applications should be based on local deanery processes using structured application forms incorporating curricula vitae. 

4. additional training posts should be added in the next round in specialties at levels where there were both high competition ratios and projected workforce growth.
5. unsuccessful but appointable applicants should be actively supported.
Further recommendations 
1. Additional new training posts need to be included in the 2008 and 2009 rounds in specialties with high competition ratios and growing workforce needs. 

2. Flexibility for appointees should be maximised in order to minimise social disruption and support appointees’ career development.
3. Urgent work needs to be done to understand and rectify the low number of UK graduates applying to some specialties, including psychiatry, paediatrics and obstetrics and gynaecology.
4. There must be co-ordinated planning of medical student numbers and training numbers with realistic estimates of the number of trained doctors required to provide high quality patient care in all branches of medicine.
INTRODUCTION
The introduction of the Medical Training Application Service (MTAS) triggered a major crisis in the medical profession.  Those directly affected were the doctors who were applying for posts many of whom understandably felt their career prospects had been damaged through no fault of their own.  All levels of the profession were profoundly affected and there were widespread calls for the process to be abandoned.  This report deals with the actions of the Review Group trying to improve this situation.  The main output of the Group has been the various decisions already announced over the past four months and these are appended.  This report seeks to 

1. explain the rationale for those decisions and 
2. document lessons learned during our discussions which might help those designing future processes for the selection of doctors in training. 
BACKGROUND

Modernising Medical Careers (MMC) arose from concern expressed in the 1990s that junior doctors were largely providing service without having access to structured training.  This “lost tribe” of Senior House Officers was vital to the running of the NHS and provided invaluable patient care but SHOs were not receiving formal training to help them acquire the knowledge and skills needed to advance their careers.  These concerns resulted in the Chief Medical Officer’s report “Unfinished Business” from which the concept of MMC arose.

MMC developed two components.  The first was the introduction of a 2 year Foundation Training programme for new medical graduates which was introduced in 2005.  This was to be followed by a revised programme of Specialty Training to be introduced in August 2007.  The main premises of this Specialty Training were to be that

· Specialty training would commence directly from Year 2 of Foundation.

· Specialty trainees would have a guarantee that they could complete training and achieve a Certificate of Completion of Training (CCT) in their chosen specialty provided they passed the PMETB approved assessments en route.

· Each specialty curriculum and associated assessments would be revised to PMETB standards and approved by PMETB prior to MMC Specialty Training commencing.
The initial view was that the early years of Specialty Training would consist of a number of broad streams or schools – for example medicine, surgery, primary care, laboratory medicine – progressively narrowing to specific specialties according to a combination of the trainee’s aptitudes and workforce needs.  As 2007 approached, most specialties adopted specialty specific curricula which followed directly from Foundation, with the exceptions of Core Medical Training and Acute Care Common Stem (for Acute Medicine, Emergency Medicine, Intensive Care and Anaesthetics).  It became apparent that transfers from one specialty training programme to another were going to be difficult to arrange and would usually require competing again to enter another specialty training programme from the beginning with little or no credit for competencies gained in the first specialty.  These 2 factors understandably increased the concerns of trainees that not only did they have to choose a specialty earlier than their predecessors but also they needed to obtain entry to their preferred Specialty Training programme this year.

MMC Specialty Training was to be introduced in August 2007 for all levels of trainees who had not yet obtained a National Training Number for a Specialist Registrar (SpR) post.  Appointments in Spring/Summer 2007 would thus be at four levels synchronously – ST1, ST2, ST3 and in a few specialties ST4. Therefore the numbers of applicants would be very large with many graduating years applying at once – for example, physician trainees previously took on average 5.5 years after full registration to get an SpR post and thus more than 5 UK graduating years would be competing for ST1, ST2 and ST3 posts in 2007.  The more senior experienced SHOs were already committed to a career and partly trained under the previous system.  For them obtaining entry into ST posts in their already chosen specialty was a high stakes process, especially as many considered there were insufficient ST3 and ST4 level posts this year to provide them with a similar chance of career progression as the more junior trainees.  The lack of certainty around opportunities to enter specialty training at levels above ST1 in future years created the feeling that this year’s process represented the only chance for these doctors, and for Staff and Associate Specialist doctors, to progress their careers, and so increased the stress surrounding it.
All applications would be made through a centralised computerised system – the Medical Training Application Service (MTAS).  Application forms were developed in conjunction with the Work Psychology Partnership using generic “white box” questions.  Specialty specific questions were added to these generic questions.  Identical application forms and scoring systems were used for each level of ST training.

Prior to applications being submitted numerous concerns were expressed about the application system and these had been accompanied by calls for the process to be halted or delayed to allow their rectification.  The identified concerns included whether:

· the MTAS computers could handle the large volume of information being input by a huge number of applicants;

· the computer system was secure;

· plagiarism would be detected;

· the person specifications were sufficiently discriminating;

· there were enough training posts to allow similar chances of accessing training in comparison to previous years. There were particular concerns whether there would be enough ST3 posts, and ST4 posts in some specialties, for experienced SHOs;

When applications were submitted there were problems with the system running slowly on occasions.  There were also instances of candidates reporting that data they had entered were lost.  However a major groundswell of concern arose once candidates judged excellent by colleagues found they had not been shortlisted for any of their 4 preferences.  In addition it was reported that some outstanding candidates had not been shortlisted for Academic Clinical Fellowships.  Both the Academy of Medical Royal Colleges and the BMA expressed serious concern and sought urgent action by the Departments of Health.
At the routine Academy meeting on March 5th business was dominated by anxieties expressed by every College and Faculty that urgent action needed to be taken to help the trainees who had been adversely affected.  All believed that the system had worked satisfactorily in some geographies and specialties and that the interviews that had taken place had identified many excellent applicants who should not be disadvantaged by having the whole appointments process scrapped.  The Academy sought and obtained an urgent meeting that evening with the Secretary of State to seek immediate action to modify the appointments process. 
At that meeting it was agreed that a Review Group led by the Academy should be set up.  The aim of the Review was “to review the recruitment and selection process for application to specialty and GP training programmes in 2007 and make recommendations for improvement and restore confidence in the system”.  This was not an independent review but a joint working party between the profession, the four UK Departments of Health and the service seeking pragmatic solutions which minimised potential damage to trainees’ careers and to patient care.  The initial membership is appended (Appendix 1).
The terms of reference were to:
· Understand what has worked and not worked to date. 
· Identify and promote good practice
· Recommend action to remedy any weaknesses, taking account of legal and operational constraints.
· Identify specifically what further action or guidance is required:
- Immediately (or before completion of the first round)
      -Before commencement of the second round 
 -Before any subsequent rounds
· Develop improved arrangements for the support and care of applicants.
This report comprises the Review Group’s responses to the specific objectives detailed above and also the resulting communications released by the Group documenting their decisions (Appendices 1-9).
REVIEW GROUP’S RESPONSES TO SPECIFIC OBJECTIVES
UNDERSTAND WHAT HAS WORKED

1. The ability to score applications on-line was appreciated by consultants when it worked.
2. The interview process, in main.
3. The General Practice application system.
4. The large number of non-UK doctors who applied, attracted by UK medical training. 
5. The opportunity for candidates to see all available posts at one time...
UNDERSTAND WHAT HAS NOT WORKED

Application form

1. Transparency of application process including poor acceptance by the medical profession of the application form, the lack of use of CVs and the scoring system used. 

2. The fact that most senior doctors did not see the full application form or scoring system in advance meant that they could not provide useful advice to candidates.
3. The application form, which was designed for ST1 without recognition that applicants, especially more senior applicants for ST3 and ST4, often had highly relevant postgraduate achievements.

4. The free-text boxes encouraged plagiarism and commercial websites sold responses.  Plagiarism was common but the promised plagiarism software did not function initially.  Even when it did, plagiarism detection was relatively unhelpful as it could identify similar responses but could not identify whether the applicant composed or copied the text and thus could not be used to exclude applicants.  In addition, the word limit was felt to be too restrictive by many.

5. Academic achievement was felt to have received insufficient weighting.
MTAS computer and application system
1. While many applicants had no problems with their submissions, there were intermittent serious problems with submission of applications and some applicants reported losing submitted data.  Not all posts were uploaded at the start of the application process. 

2. The MTAS system had some reported problems with applicants’ information not being available to shortlisters. 

3. There were also reported problems with individuals being able to change other candidates’ scores, but no evidence this happened.
4. There were two well documented serious security breaches. 

5. Difficulty accessing advice from the help desk.
6. Difficulty submitting references.  In addition some referees reported that only the answer 'No' could be entered to the question 'Would you employ this doctor again'. 
.

Shortlisting processes

1. Longlisting omitted in some areas due to lack of time.
2. Person specifications reported to be too bland to exclude many candidates at longlisting.
3. Variable problems with shortlisting especially in some Deaneries. Some excellent candidates not shortlisted.  Many very poor candidates were shortlisted.

4. Large time commitment required from consultant staff to shortlist. Consultants were often asked to participate at short notice adding to the clinical consequences.
5. High number of hours of Deanery staff involved in process.
6. Concern about non-medical personnel used in shortlisting process.
Interview process

1. Initial interviews felt by many to be too formulaic and politically correct rather than sufficiently probing to demonstrate differences in competencies and abilities.  Some panels did not understand the need  to use portfolios, application forms and CVs to augment the decision making process.

2. Some clashing of interview dates due to deaneries departing from pre-agreed interview schedules.
3. In many cases the time allocated to interviews was the minimum of 30 minutes which some interviewers felt was insufficient.

4. Concerns that those with high academic achievements were particularly disadvantaged by a non-CV based process. 
Communications

1. Little understanding by the candidates or their mentors that many good candidates would not get posts or even interviews in Round 1. 

2. No widespread understanding of the consequences, in terms of decreasing chances of obtaining an appointment in Round 1, of limiting applicants to 4 choices, whereas previously they could apply for multiple posts.
Appointments process

1. The high total number of applicants risked significant numbers of UK trained doctors being unsuccessful.
2. Very high competition ratios at ST3 for experienced SHOs in medicine and surgery whose careers were seen to be adversely affected  through no fault of their own by an imposed change in training pathways.
3. Appointments in General Practice based on candidates’ expressed specialty preference order rather than in rank order of best candidates irrespective of their specialty preference. This does not appoint the best candidates, rather the best of those who say they are most committed to GP.
IDENTIFY AND PROMOTE GOOD PRACTICE

1. GP shortlisting and assessment centre process unaltered.

2. Use of CVs and probing non-formulaic questioning in interview process reiterated from first meeting with Secretary of State on March 5th.

3. Appointment committees urged to appoint only the excellent candidates in order to leave good training posts for Round 2 so that candidates could change their specialty or geography choices and enter another training programme.  It was realised that the number of good candidates not appointed to posts in Round 1 might be increased by this decision.
4. Interviewing process reported to be mainly working well and better than shortlisting.  This led to the decision to allow all applicants at least one interview in England and to the interview of all eligible applicants for all their choices in Scotland, Wales and Northern Ireland.

RECOMMEND ACTION TO REMEDY ANY WEAKNESSES, TAKING ACCOUNT OF LEGAL AND OPERATIONAL CONSTRAINTS

Identify specifically what further action or guidance is required:

Immediately (or before completion of Round One) 

At the March 7th meeting, the Group re-confirmed the recommendation made at the Academy’s meeting with the Secretary of State on March 5th that 

· CVs should be available at interview. 

· questioning could be probing and not just formulaic.
· only clearly appointable candidates should be offered posts, to allow a significant numbers of opportunities for candidates in Round 2.

 The Group was reassured that this advice had been issued and enacted. 
The Review Group called from the outset for:

· An independent review into the causes of the MTAS crisis and the structure of MMC, and to advise on ways forward in future years.  Our role was to reach pragmatic solutions which improved prospects for trainees and ensured continuing patient care.  This required the co-operation of all parties and was not compatible with seeking to apportion blame.

· A system that allowed non-UK graduates to compete on merit.
· Better data gathering to allow rational decisions to be made both by the group and in subsequent years.  Too many of the decisions of the Review Group had to be based on anecdote rather than firm evidence.

From the beginning the Review Group’s work was hampered by this lack of objective evidence – an example being the absence of data on the frequency of the problems which had been widely reported.  In addition the possible recommendations open to us were often severely restricted by limits on resources and time but practical solutions had to be found.
An early fundamental decision the Review Group needed to take was whether the flaws in the MTAS appointment system were so great that the process should be abandoned.  This was debated very seriously and at length but on balance the decision was made to continue with, but modify, the process.  This decision was based on reports
· from consultants and deans that there had been a huge investment of time into shortlisting and interviewing which they were not keen to waste

· from trainees that they had put considerable effort into their applications and in many cases to their interviews and been subject to significant anxiety which they did not wish to be wasted.
· from many units of application and many specialties that the process had worked satisfactorily.
· that the interview process in the main was working well and excellent candidates were being seen.
· that there was a reasonable correlation between shortlisting marks and interview results at least in some Deaneries.
However there were clear – albeit anecdotal – examples of individuals who were not shortlisted who would usually have been shortlisted under previous appointments processes.  There were also examples of part of the candidates’ application not being visible to the shortlisters making it impossible to shortlist accurately.  Thus because 
1. we could not guarantee that all candidates who were not shortlisted had been treated fairly  and also 

2. to try to restore the confidence of the profession in the process 

we agreed that candidates who were not shortlisted deserved further scrutiny. After exploring various options which proved unsatisfactory (appendices 1-3) we agreed to ensure that all applicants had a minimum of one interview (appendix 4).  Different solutions were applied in different nations with Scotland, Wales and Northern Ireland deciding to interview all applicants for all their choice levels.  This was not deemed realistic in England due to the large number of additional interviews that would be required.  Thus it was agreed that all applicants in England should have at least one interview, the maximum number of interviews that we were informed could feasibly be done. It was agreed that this should be for their first choice application (following repreferencing, see below) and that this opportunity should be opened to all eligible candidates whether or not they had been shortlisted for some/all of their other choices.  Eligibility was defined as having met the job specification – that is, longlistable. 
By the time this decision had been made it was apparent that there had been considerable clustering of applications to some specialties and some geographies.  In the interest of transparency it was decided that the specialty and geography specific competition ratios should be shared with the candidates and that they should be allowed to re-order their preference rankings between their 4 choices if they so wished.  This would allow the candidates an opportunity to change to a less competitive option from their list if they so wished.  This had the dual theoretical advantages of allowing the candidates an informed choice and allowing less popular specialties and geographies a greater opportunity to attract good candidates to rate them highly.
From this point of divergence in policy on April 5th, Northern Ireland, Wales and Scotland effectively became observers at the Review Group and most if not all communications thereafter were addressed to the English situation. 

Psychiatry, Paediatrics and Obstetrics and Gynaecology requested permission to offer 2 interviews to applicants in England.  This was rejected for logistic and legal reasons but it was agreed that deaneries could request permission to make special arrangements including additional interviews if they anticipated very low fill rates.
The Review Group enabled a separate process for academic posts in England.  All applications were rescored using a revised scoring schedule which included academic achievements and the appropriate candidates interviewed. 

The Review Group strongly recommended that all deaneries in all specialties and all jurisdictions should make and close their offers on the same date.  The failure to comply with this in all geographies has added significantly to the displacement of doctors from their preferred or current home locality as anxiety levels were so high that the pressure to accept any offer was considerable.
Before commencement of Round Two

Adding extra interviews to Round One delayed the start of Round 2 by six weeks.  The Review Group endeavoured to minimise this delay and set demanding targets for the dates of completion of Round 1, which the Postgraduate Deans met. 

The Review Group accepted the widely held view that in order to restore the confidence of the profession in the process Round 2 should not
· use MTAS as an application portal
and should be based on 
· local deanery based processes
· tried and tested application forms used in previous years 

· interviews using structured CV-based portfolios
Analysis of the applications in Round 1 indicated that there were some specialties and ST levels where competition was particularly high.  This especially applied to some specialties in medicine and surgery at ST3 level and to Clinical Radiology and Medical Microbiology at ST1.  Following review of the workforce growth potential of these specialties 215 new run-through training slots were identified and added to the posts available in Round 2 (Appendix 9).  The Review Group strongly advises that at least 100 additional ST3 posts are added in for medicine and surgery in each of 2008 and 2009.

The Round 2 process developed by the Review Group is described (Appendices 6,7,9 ) 

Develop improved arrangements for the support and care of applicants
The Review Group was extremely concerned to increase the support and care of applicants.  It was obvious early in the process that there were many fewer posts than applicants and that thousands of applicants would not get training posts at all and that in Round 1 thousands of UK graduates could not get posts whatever their abilities partly due to clustering of applications to the same geographies and specialties.  The Review Group was concerned that the very understandable anxiety about appointment prospects would increase stress reactions among many candidates and precipitate mental health problems (including an increased risk of suicide) for some candidates. Deaneries, employers and Colleges were asked to ensure as much support as possible was available for junior doctors.
An important aspect of increasing support was improving communications with applicants.  There was such intense concern throughout the profession at the start of the process that the Group felt that in order to achieve our aim of improving confidence in the system information had to be released as rapidly as possible.  This included the need to explain that the whole appointment process was not being scrapped, and why, and what steps were being taken to strengthen the process. This pressure, unfortunately, contributed to information being released that was not fully tested and was subsequently revised.  Concern about the damaging effects of these revisions contributed to a relative paucity of information being released in the latter part of the review process.  However, this did ensure that clear and factually correct information was imparted to applicants.  The Review Group’s releases to candidates are appended. 
Another aspect of improving support and care of applicants was to strengthen careers advice and develop support packages for candidates unsuccessful in Round 2.  The development of these packages was severely hampered by the lack of data on which applicants were applying from approved UK training posts, or had previously held such posts.  The most detailed support proposals were developed by the Department of Health in England (Appendix 9)
The Group was also concerned that the imperfect appointments process might result in an increased number of trainees accepting posts in specialties which they later discovered did not suit their aptitudes or aspirations.  This will require sympathetic and careful management by Deaneries and greater flexibility in MMC than had recently been envisaged. Increasing the flexibility of the MMC training programme is an important long term objective identified by the Group.

The Group supported the facilitation of inter-deanery (and intra-deanery) transfer to help doctors whose linked applications could not be honoured due to the failure of MTAS or who had had to accept a job distant from their family base to ensure continued employment and training.

FUTURE APPOINTMENTS PROCESSES
While the Independent Review led by Sir John Tooke will be examining this area in detail, we have identified some issues which should be highlighted. 

A key, if obvious, lesson is that major changes to medical training and appointments systems should be introduced only after careful piloting and where appropriate should be phased.  The rapid synchronous introduction of a new computerised system across all specialties and geographies and at 4 levels of training without adequate piloting was overambitious. 

A linked issue is that there needs to be greater transparency about the detail of any new application system in advance.  Few had seen and discussed the application form in its entirety and the scoring template for shortlisting before they went live.  The lack of understanding of, and belief in, the application form and scoring system among applicants and their mentors fuelled the feeling of anger and frustration when they realised relevant achievements were not being rewarded.  The profession did not regard the consultation over the design of the form as sufficient or effective.  The short time given to develop the application system may have contributed to the lack of wide consultation. 
The Review Group took the stance that the only appointments system which would be acceptable to the profession for Round 2 was the familiar deanery based structured application system with CVs followed by interviews or selection centres.  While this is not the longterm solution to medical training appointments, the next time there is a change from this position it is essential that the profession fully accepts the need for and benefits of change, the process suggested and the results of detailed pilots.  The Group believe the profession would be pleased to accept a major role in the design and implementation of a revised process.
Other points
Application form 

1. This needs to be radically redesigned with wide consultation with the profession

2. White space boxes cannot be used to differentiate candidates when completed in a non-secure environment as plagiarism was so common. Indeed even in a secure invigilated location it is likely plagiarism with memorisation would invalidate many of the obvious questions.

3. Forms and/or scoring systems should be modified for different training levels so differences in acquired competencies and experience can be identified.  Relevant achievements, both academic achievements as well as clinical, should be scored appropriately.

4. One of the biggest problems the Review Group faced was the inability to identify which applicants were currently in training posts in the UK, which were in career posts in the UK and which were from outwith the NHS or UK University system.  This hindered our ability to predict how many trainees would potentially be unemployed and thus to plan support packages.  Future application systems should contain a unique identifier that allows such information to be tracked.

Short listing
Considerable consultant time was taken up in shortlisting, despite which many unappointable candidates were shortlisted (in Round 1a).  There would be considerable attractions in having a scheme which was both more accurate and less labour intensive.  Successful models for shortlisting include the UK GP selection system and the US system both of which are based on scores in applied knowledge tests.  These have advantages in being able to identify weak candidates allowing the rest to proceed to the main selection process. Such an approach deserves further evaluation.  A generic clinical problem solving test might suffice.  The rationale would however need to be fully accepted by all, especially the trainees, and successful pilots run before any such new tool could be introduced. 
Appointments process


There is a need to pilot and assess the benefit of alternative ways to identify successful candidates other than traditional interview.  Methods to assess aptitude and ability need further evaluation.  These are high stakes assessments and high reliability is required.  In the future adequate time must be made available for the selection process.  There is a widespread view that a 30 minute interview is not sufficient, particularly in high competition specialties choosing between many excellent candidates.
Evaluation is also needed of systems which allow candidates to be “interviewed” once for a given specialty and the resulting mark to be “cascaded” to other geographical areas to which they have applied.  

Frequency of appointment cycles

The Review Group believe that it is essential to have appointments made to training programmes more than once per year.  Entry to ST1 needs to be predominantly annual (in August or whenever Foundation posts end), but at other levels a twice yearly, or more frequent, application processes would help to fill training vacancies as they occur and assimilate some FTSTAs into ST posts, assist smooth running of the service and restore some confidence in the system. The main date for starting posts should not coincide with the peak holiday period.
Career planning
One of the major problems that resulted in understandable anxiety among candidates was the clumping of applications to the same specialties and same geographies.  There was marked variation between specialties in their popularity with UK graduates.  Obstetrics and Gynaecology, Paediatrics and Psychiatry all attracted around 0.5 UK graduates per training post while surgical and medical specialties often attracted over 1.5 UK graduates per post (Appendix 10).  There is a need to understand why this occurs and to make these undersubscribed specialties more attractive to UK graduates.  Both improved career counselling and increased exposure in medical school and Foundation need to be considered. 

Workforce planning 


The Review Group expressed major concern about medical workforce planning.  The potential for large numbers of UK based trainees being unable to access training including a large number of UK graduates is deeply concerning.  This will be compounded by the significant growth in UK medical graduates over the next few years.  There is an urgent need to join up planning of medical student numbers and training numbers with realistic estimates of the number of trained doctors required to provide high quality care.

There is also a need for clear policy on the recruitment of overseas doctors.
Output of training

The profession strongly believes that post-graduate medical training should produce doctors with CCTs at the current standard and who are competent to obtain consultant or GP principal posts.

Conclusion 
MTAS sparked the biggest crisis within the medical profession in a generation and, despite our efforts, the anger continues to affect all levels of the profession.  The Review Group has endeavoured to find solutions which are fair to all candidates but often we have had to choose the least worst option based on imperfect data; the introduction of ideal solutions was not possible or practical.  Future appointment systems must have the full confidence of the profession before they are introduced.
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