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WORKING GROUP ON SPECIALIST MEDICAL TRAINING
EXECUTIVE SUMMARY

This report reviews the current arrangements for specialist training and calls for changes
consistent with EC law. It also identifies areas for further review and development.

The report reviews progress with the development of structured and planned training
programmes, and notes the potential for the duration of specialist training to be reduced.
Based on the evidence provided by the Medical Royal Colleges and other educational bodies,
it set out the principles to be taken into account in the planning of training programmes. As
a result the report recommends:

- the introduction of improved training programmes by the end of 1995

- the establishment of a single training grade by mid-1995 to replace the
career registrar and senior registrar grades

- the establishment of regular discussions between the educational bodies
and the Postgraduate s as soon as possible

- the introduction of a new Certificate of Completion of Specialist

Trammg (CCST). This is to be awarded by the GMC on the advice

the appropriate College that a doctor has completed a training

pmgmmme which meets the requirements of the directives to a

standard compatible with independent practice and eligibility for
consideration for appointment to a consultant post.

The report goes on to identify the need for the award of a CCST, or the equivalent
qualification from another EC member state, to be shown on the medical register by the
introduction of "CT" as a specialist indicator, together with the relevant specialty, the year
of award and the member state in which the qualification was awarded.

The implications of these recommendations for the consultant appointment system are noted,
and it is recommended that guidance for Advisory Appointment Committee members should
be reconsidered. A number of issues are referred for further consideration to the forum
which is to review the operation of the consultant appointments procedure.

The report then considers wider issues arising from the Group's work; first how the UK
input into EC medical legislation, and liaison with European colleagues, might be organised
better. In particular it calls for the establishment of improved communication and liaison
arrangements, including changes in the membership of the UK delegation to the Advisory
Committee on Medical Training. Implications for career structure, manpower planning, and
service provision are also discussed; in particular the need for increases in the number of
consultants.

Finally, the report notes the need for transitional arrangements during the period of change
from one system to another and sets out the main strands of action required. It recommends
that:

- its recommendations should be implemented within 2 years of being
accepted by Ministers

- the Chief Medical Officer should monitor the action being taken
forward.






1. BACKGROUND

Introduction

1.1 In July last year the Secretary of State for Health announced the establishment of a
Working Group under the Chairmanship of the Chief Medical Officer at the Department of
Health, She asked the Group to advise her on any action needed to bring the UK into line
with the EC directives on medical training.

1.2 The European Commission had expressed concern that the system in place in the UK
for the mutual recognition of specialist medical qualifications between ourselves and our
European partners might not fully comply with the 1975 Directives. The Commission’s view
was firstly that there would be an infringement if the UK were not to recognise other
member states’ certificates as being evidence of completion of specialist training. Secondly
they considered that if the UK certificate, issued for the purposes of the 1975 Medical
Directive, was awarded at an intermediate point during postgraduate training rather than at
its completion this would be contrary to the Directive. On the basis that the UK position was
considered to be unsatisfactory, the Commission decided to initiate the first stages of
infraction proceedings against the UK. The Chief Medical Officer held a number of
preliminary meetings with representatives of the Medical Royal Colleges, the General
Medical Council (GMC), the Central Consultants and Specialists Committee and the Junior
Doctors’ Committee following which the Secretary of State established the Working Group.
A full membership list is provided at Annex Al.

Terms of reference
1.3. The Group's terms of reference were:

- to consider the present UK arrangements for postgraduate medical
education and career progression in the NHS, taking into account
European Community law

- to consider scope for further harmonisation of specialist qualifications
in Europe

- to advise UK Health Ministers within six months on any action which
needs to be taken.

1.4 The Working Group notes that its terms of reference are primarily concerned with
hospital specialists. The Group recognises that general practice is also a medical specialty,
and does not recommend any major changes to the structure of training for general practice
at the present time. Any manpower or training implications for general practice arising from
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3. SUMMARY OF RECOMMENDATIONS

Recommendation: a . The Working Group nores the progress already made by the
Medical Royal Colleges and their Faculties in developing more organised training
programmes. In particular, it welcomes the opportunities created for a significant reduction
in the duration of training, without compromising standards. It strongly supports the
continuation of such work which it considers will ultimately enable most doctors to obtain
their certificate of completion of specialist training generally within a period of seven years.
The Working Group therefore:

i) recommends that the Medical Royal Colleges and their Faculties specify the
curricular requirements for planned specialist training programmes no larer
than July 1994. 1In doing this it recognises that different colleges have
reached different stages in this process. It is expected that this work will take
account of the specific recommendations made in the report of subgroup A

i, while acknowledging the complexity and extent of these changes, the
Working Group recommends that Postgraduate Deans, Medical Royal Colleges
and other relevant educational bodies together with NHS management
implement these programmes by the end of 1995. The Group accepts that
this timescale may need to be reviewed in the light of changing circumstances

iii.  recognises that the Medical Royal Colleges and their Faculties must
monitor the impact of these changes carefully to ensure that standards are
being maintained.

b. The Working Group recommends that further consideration be given to the period of
general professional/basic specialist training and suggests that this be examined by a working
party convened by the GMC, with appropriate representation of other interests, which would
submit positive proposals by the end of 1993 for the GMC to consider and consult on by mid-
1994,

¢. The Working Group recommends that the UK Certificate of Completion of Specialist
Training (CCST), be awarded by the GMC on advice from the relevant Medical Royal
College that the doctor has satisfactorily completed specialist training, based on assessment
of competence, to a standard compatible with independent practice and eligibility for
consideration for appointment to a consultant post. In making this recommendation the
Working Group acknowledges the need to distinguish between the completion of specialist
training as indicated by the award of the CCST and continuing medical educarion, which
should extend throughout a doctor’s career.



d. The Working Group recommends that the Medical Royal Colleges should take into
account in their development of specialist training programmes the specific recommendations
made in paragraph 22 of subgroup A's report about the nature of the training programmes
to be developed. In particular

i) the term “specialist training”, for the purposes of the EC Medical
Directives, applies to the whole of the period of training following full
registration and lasts until the award of a UK CCST (Cerificate of
Completion of Specialist Training) (see paragraphs 40-43 of Annex C);

ii) the structure of training programmes needs to be sufficiently flexible to
enable there to be choice of career pathway within the period of specialist
training as well as at entry to and exit from it;

iii) the arrangements for the first phase of specialist training must provide
sufficient flexibility to enable a trainee doctor to make an initial commitment
to a broad range of specialties and, where he or she so chooses, to delay a
final commitment to pursue a particular specialty training programme; and that

iv) throughout the period of specialist training only that experience and
training which fulfils the requirements and meets the standards of the
accrediting authority would be recognised for the award of a UK CCST (see
paragraphs 40-43 of Annex C).

The Medical Royal Colleges must also take into account the need for a clear specification of
criteria for satisfactory completion of training in respect of each specialty, and should
consider the implications for academic and research medicine.

e. The Working Group recommends that the Health Departments, following appropriate
consultation, reconsider the training grade structure in the light of subgroup A’'s
recommendations with the aim of introducing a combined higher training grade to replace
the registrar and senior registrar grades as soon as is practicable and in any case no later
than the end of 1995; and consider whether integration should proceed further once the GMC
has determined the future place of general professional/basic specialist training within the
overall specialist training framework.

f. The Working Group recommends that:

i) the CMO (England) on behalf of the UK Health Departments convene a
series of meetings between representatives of the Medical Royal Colleges and
Postgraduate Deans. These meetings would provide a forum for continuing
dialogue on matters of mutual concern, beginning with a discussion of their
respective roles in relation to specialist training within the NHS. Such a
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dialogue should take account of the views of other interested parties, such as
the Junior Doctors’ Committee, the Central Consultants and Specialists
Committee and representatives of general practice training interests

i) The NHS Management Executive, on behalf of the UK Health
Departments, convene regular meetings at national level involving NHS
management, Postgraduate Deans, the Medical Royal Colleges and other
appropriate educational bodies, such as the Committee of Vice-Chancellors
and Principals. Such meetings would provide a means by which NHS
management could advise the Medical Royal Colleges about the needs of the
NHS and for the Colleges to satisfy themselves that training in the NHS
continued to be delivered to the required standard. The initial task would be
to develop a set of principles to govern the relationship between service and
training. This would be expected to take account of the views of other
interested parties such as the Junior Doctors’ Committee and the Central
Consultants and Specialists Committee

iii) the Postgraduate Deans should build on existing local co-ordinating
mechanisms, such as regional specialty committees, to ensure that professional
and educational interests are properly taken into account in the delivery of
postgraduate training.

g. The Working Group recommends that the GMC should award the CCST to trained
specialists on the advice of the Medical Royal Colleges. Individuals in possession of a UK
CCST or the appropriate EC certificate specified in the Medical Directives will be indicated
at their request by the addition of "CT" to the Medical Register, together with details of the
appropriate specialty/ies, date of the award and the member state which issued the certificate.
The necessary legislation to implement these changes should be enacted wirthour delay.
Consideration should be given to the establishment of a statutory appeal mechanism.

h. The Working Group recommends that the current discussions on the consultant
appointment system include consideration of the guidance for AAC members by those
responsible for its promulgation, with particular regard to the requirements of EC legislation,
and should make recommendations for any necessary changes no larer than September 1993,

i. The Working Group recommends that the operation of the consultant appointment process
be reviewed. This review would involve the profession, the Health Departments and NHS
management and would take into account the papers produced for the Working Group. The
Group supports the reconvening of the Working Party on the Appointment to Consultant
Regulations, chaired by the Chief Medical Officer for Wales, to carry out such a review, and
recommends that it be completed by March 1994.



j. The Working Group recommends that:

i) the Health Departments establish a forum to facilitate the work of members
of the Advisory Committee on Medical Training (ACMT)

ii) the Health Departments give further consideration to the membership of the
UK delegation to the ACMT. This should be carried forward by the Chief
Medical Officer for Northern Ireland in consultation with the above forum.
Recommendations should be made before the next nominations for ACMT
membership are due in early 1996.

k. The Working Group recommends that:

i) the workforce and career structure issues arising from the implementation
of their recommendations be taken forward within the context of the current
review of the implementation of Achieving a Balance. The Chief Medical
Officer (England) should take this forward in consultation with the other
Health Departments and appropriate professional, educational and NHS
management interests. This review should be completed by July 1994

ii) the Chief Medical Officers consider reconvening the Tripartite Group (with
representation of the profession, the NHS, the Health Departments and
academic and research medicine) should they consider it necessary to review
the fundamental agreements about medical manpower control in the UK

iii) the UK Health Departments consider the implications for the control of
higher specialist training posts in the UK, and should seek advice about the
longer term implications for the supply of medical manpower from the
Medical Manpower Standing Advisory Committee.

I. The Working Group recommends that a group should be convened whenever necessary
by the Chief Medical Officer (England), on behalf of the Health Departments, to confirm that
appropriate action is being taken forward.



4. TRAINING: STRUCTURE, LENGTH AND CONTENT

4.1 At the outset the Working Group determined that their consideration of changes needed

in the structure and organisation of specialist medical training should be founded on three
central principles:

- that specialist training is an integral part of the wider continuum of
medical education and training which begins on entry to medical
school and is only completed on retirement from active practice

- that any changes proposed must ensure that standards of both medical
training and clinical service to patients are maintained or improved

- that the assessment of doctors in training would be based on
competence.

4.2 In January the Working Group received the report of subgroup A, which had looked at
criteria for specialist training programmes under the chairmanship of Mr Stanley Simmons.
The report provides a detailed consideration of the issues surrounding the structure, length
and content of training programmes. In particular it reports on the significant amount of
work already undertaken by the Medical Royal Colleges to improve the quality of specialist
training in the UK. The report is based on evidence provided to the subgroup by the Medical
Royal Colleges, their Faculties and the UK Conference of Postgraduate Medical Deans. The
report (Annex C) has been accepted by the Working Group.

4.3 The subgroup report demonstrates that the Medical Royal Colleges and Faculties have
already carried forward work on actively reviewing training programmes. Potential for
further reorganisation and improvement of specialist training was identified. The
implementation of these improvements will make it possible to reduce the minimum duration
of training programmes to 7 years or less in most specialties. A reduction in the length of
time spent in training was widely supported by those responding to the Working Group’s
consultation exercise (see para 2.1). However subgroup A additionally found that lack of
career opportunities was an important factor in prolonging time in training posts.

4.4 The Working Group confirmed the key responsibility of the Medical Royal Colleges and
their Faculties for determining content of training and the standard to be achieved. The
evidence provided to subgroup A showed that Medical Royal Colleges are already taking
forward the improvement and restructuring of training programmes. Significant changes are
also occurring in relation to the management and funding of postgraduate training by the
Postgraduate Deans. The Working Group considers that these changes will enable doctors
to complete specialist training at an earlier age without compromising standards. They also
believe that these improvements now enable the completion of training to be marked by the
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award of a specific Certificate of Completion of Specialist Training (CCST), in line with the
EC Directives.

Recommendation: a . The Working Group notes the progress already made by the
Medical Royal Colleges and their Faculties in developing more organised training
programmes. In particular, it welcomes the opportunities created for a significant
reduction in the duration of training, without compromising standards. It strongly
supports the continuation of such work which it considers will ultimately enable most
doctors to obtain their certificate of completion of specialist training generally within a
period of seven years. The Working Group therefore:

i) recommends that the Medical Royal Colleges and their Faculties specify
the curricular requirements for planned specialist training programmes
no later than July 1994. 1In doing this it recognises that different colleges
have reached different stages in this process. It is expected that this work
will take account of the specific recommendations made in the report of
subgroup A

ii) while acknowledging the complexity and extent of these changes, the
Working Group recommends that Postgraduate Deans, Medical Royal
Colleges and other relevant educational bodies together with NHS
management implement these programmes by the end of 1995. The
Group accepts that this timescale may need to be reviewed in the light of
changing circumstances

iii) recognises that the Medical Royal Colleges and their Faculties must
monitor the impact of these changes carefully to ensure that standards are
being maintained.

4.5 Subgroup A identified a need to examine further the arrangements for training during
the phase of general professional training/basic specialist training. During this period a
doctor develops the wide range of general and basic specialist skills needed for more
specialised practice. The report recommends that consideration be given to including a phase
of general training in all structured training programmes. The emphasis placed on this
component at present varies between specialties. The Working Group notes that general
professional/basic specialist training is an important component of the overall continuum of
undergraduate and postgraduate medical education and needs to be considered in the light of
the content of the undergraduate curriculum.

b. The Working Group recommends that further consideration be given to the period
of general professional/basic specialist training and suggests that this be examined by
a working party convened by the GMC, with appropriate representation of other

interests, which would submit positive proposals by the end of 1993 for the GMC to
consider and consult on by mid-1994.
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4.6 The Working Group has considered the means by which the point of completion of
specialist training can be formally established in line with the requirements of the EC
Medical Directives. Subgroup A recommends that the UK Certificate of Completion of
Specialist Training (CCST) should be awarded when the relevant Medical Royal College
considers that training has been satisfactorily completed. On this basis the subgroup is
satisfied that for all specialties a CCST would be awarded at a standard compatible with
independent practice and would demonstrate eligibility for consideration for appointment as
a consultant within the NHS. The Working Group notes that the process of assessment
leading to the award of a CCST must be competency based, structured and interactive, with
opportunities for discussion between the assessors and the individual being assessed. In
particular regular assessment will be vital in ensuring that the appropriate standard for the
award of a CCST can be reached, within a training period significantly shorter than that
provided for at present.

¢. The Working Group recommends that the UK Certificate of Completion of Specialist
Training (CCST), be awarded by the GMC on advice from the relevant Medical Royal
College that the doctor has satisfactorily completed specialist training, based on
assessment of competence, to a standard compatible with independent practice and
eligibility for consideration for appointment to a consultant post. In making this
recommendation the Working Group acknowledges the need to distinguish between the
completion of specialist training as indicated by the award of the CCST and continuing
medical education, which should extend throughout a doctor’s career.

4.7 The subgroup determined that the term "specialist training" should apply to the whole
of the period of training starting with full registration and extending until the award of a UK
CCST. The subgroup identified several fundamental principles for the development of
specialist training:

- the term "specialist training" applies to the period between full
registration and the award ot the CCST

- specialist training is part of an overall continuum of medical education
which extends from entry to medical school until retirement from
medical practice

- arrangements will need to be sufficiently flexible to meet differing
requirements of different specialties

- equally there needs to be sufficient flexibility to enable doctors in
training to exercise choice between specialties and career options

- entry to training programmes must be competitive

- the needs of overseas qualified doctors will need to be accommodated

- only that experience and training which fulfils the r%uiremﬂms and
meets the standards of the relevant Medical Royal College will be
recognised for the award of a UK CCST

= arrangements must comply with the EC Medical Directives
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Whilst endorsing these fundamental principles the main Group also considers that the
educational bodies will need to set out clearly in respect of each specialty the criteria to be
fulfilled in order for each specialist training programme to be completed satisfactorily. The
Group notes that proper account must be taken of the special needs of trainees aiming at
careers in academic medicine, together with a need for flexibility to ensure that the interests
of academic and research bodies in medicine are properly protected. The Group emphasises
that new arrangements must not impede efforts to improve opportunities and arrangements
for flexible training including part-time and job-shared training.

d. The Working Group recommends that the Medical Royal Colleges should take into
account in their development of specialist training programmes the specific
recommendations made in paragraph 22 of subgroup A’s report about the nature of the
training programmes to be developed. In particular:

i) the term "specialist training", for the purposes of the EC Medical
Directives, applies to the whole of the period of training following full
registration and lasts until the award of a UK CCST (Certificate of
Completion of Specialist Training) (see paragraphs 40-43 of Annex C)

ii) the structure of training programmes needs to be sufficiently flexible
to enable there to be choice of career pathway within the period of
specialist training as well as at entry to and exit from it

iii) the arrangements for the first phase of specialist training must
provide sufficient flexibility to enable a trainee doctor to make an initial
commitment to a broad range of specialties and, where he or she so
chooses, to delay a final commitment to pursue a particular specialty
training programme; and that

iv) throughout the period of specialist training only that experience and
training which fulfils the requirements and meets the standards of the
accrediting authority would be recognised for the award of a UK CCST
(see paragraphs 40-43 of Annex C).

The Medical Royal Colleges must also take into account the need for a clear
specification of criteria for satisfactory completion of training in respect of each
specialty, and should consider the implications for academic and research medicine.

4.8 Difficulties in progressing from one phase of training to another have undoubtedly
extended the duration of training. The Group has therefore considered the need to continue
to maintain three discrete training grades - the senior house officer, registrar and senior
registrar grades. Subgroup A recommends the introduction of a combined career registrar
and senior registrar grade as soon as is practicable. A further option to replace the present
three training grades with a single specialist training grade was considered as a possible
future option; further consideration cannot be given to this until there is greater clarity about
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the place of general professional/basic specialist training within the overall continuum of
specialist training.

e. The Working Group recommends that the Health Departments, following
appropriate consultation, reconsider the training grade structure in the light of subgroup
A’s recommendations with the aim of introducing a combined higher training grade to
replace the registrar and senior registrar grades as soon as is practicable and in any case
no later than the end of 1995; and consider whether integration should proceed further
once the GMC has determined the future place of general professional/basic specialist
training within the overall specialist training framework.

4.9 Subgroup A calls for improved liaison between Medical Royal Colleges, Faculties and
Postgraduate Deans to help deliver structured or organised postgraduate training programmes
to meet the standards set by Colleges and Faculties. It was recognised that an important item
of further work was the need for a review of methods of assessment leading to the award of
a CCST. The Working Group has also identified a need for a mechanism for communication
between those responsible for training standards (the relevant Medical Royal Colleges), those
involved in the management of postgraduate education (the Postgraduate Deans) and the
employing authorities. The Group emphasises that the overall responsibility for maintaining
standards and determining the content of training continues to rest with the Medical Royal
Colleges. It recognises that this responsibility is not limited to the NHS and is part of the
Medical Royal Colleges’ broader national and international role in setting standards in
medical education. At the same time the Working Group also notes that the bulk of training
takes place within the NHS and that the primary responsibility for organising the delivery of
such training in the regions rests with Postgraduate Deans. The Group therefore considers
that both NHS management and Postgraduate Deans have a legitimate interest in the
development of structured training. An initial step might be the identification of a clear set
of principles governing the relationship between service and training in the post-reform NHS.

f. The Working Group recommends that:

i) the CMO (England) on behalf of the UK Health Departments convene
a series of meetings between representatives of the Medical Royal Colleges
and Postgraduate Deans. These meetings would provide a forum for
continuing dialogue on matters of mutual concern, beginning with a
discussion of their respective roles in relation to specialist training within
the NHS. Such a dialogue should take account of the views of other
interested parties, such as the Junior Doctors’ Committee, the Central
Consultants and Specialists Committee and representatives of general
practice training interests
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ii) the NHS Management Executive, on behalf of the UK Health
Departments, convene regular meetings at national level involving NHS
management, Postgraduate Deans, the Medical Royal Colleges and other
appropriate educational bodies, such as the Committee of Vice-
Chancellors and Principals. Such meetings would provide a means by
which NHS management could advise the Medical Royal Colleges about
the needs of the NHS and for the Colleges to satisfy themselves that
training in the NHS continued to be delivered to the required standard.
The initial task would be to develop a set of principles to govern the
relationship between service and training. This would be expected to take
account of the views of other interested parties such as the Junior Doctors’
Committee and the Central Consultants and Specialists Committee

iii) the Postgraduate Deans build on existing local co-ordinating
mechanisms, such as regional specialty committees, to ensure that
professional and educational interests are properly taken into account in
the delivery of postgraduate training.
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5. REGISTRATION OF COMPLETION OF SPECIALIST TRAINING

5.1 The Working Group has considered the concerns of the European Commission about the
present UK system of specialist accreditation and registration. At present, the award of the
"T" indicator by the GMC denotes completion of UK specialist training and is awarded on
the advice of the Medical Royal Colleges to those who have been accredited or have
equivalent status. The present system makes no reference to holders of specialist
qualifications from other Member States or to the CCST. This creates a level of specialist
recognition which may appear not to be equivalent to the CCST and to which individuals
with corresponding qualifications from other European countries may not have equal access.

5.2 The Working Group recognises that on satisfactory completion of specialist training a
doctor will have reached a standard compatible with independent specialist practice and
should be eligible for consideration for appointment to a consultant post, (or as a principal
in general practice in the case of individuals in GP training). The GMC is ultimately
responsible for standards of medical practice and general oversight of all medical education.
It recognises that the Medical Royal Colleges now envisage that both the certificate and the
"T" indicator could properly be awarded at the conclusion of more structured training
programmes. The GMC has therefore agreed to issue a CCST on confirmation by the
relevant training body that a doctor has satisfactorily completed a planned and organised
programme of specialist training which equips him/her for independent practice in the
relevant specialty in the United Kingdom, and which complies with the requirements of the
EC Medical Directives.

5.3 On award of the CCST, the GMC will indicate that the certificate holder has the status
of a trained specialist by marking their entry on the Medical Register with a specific letter
followed by the name of their specialty/ies. The Working Group has considered whether the
present "T" indicator should be changed, for example to "CT" to indicate "certificate of
training”. The change of the indicator would make it clear that a change has been introduced
and would avoid confusion with the old system; on balance the Working Group favours this.
Any doctor from another EC country who had obtained one of the certificates specified in
the EC directive in a specialty recognised in the UK would be eligible, on application to the
GMC, to be entered in the Medical Register with the appropriate specialist indicators. The
specialty in which the certificate was awarded, the year of award, and the member state in
which the certificate had been issued, would also be shown (for UK doctors as well as those
trained in other European countries). The information would be available to the general
public through inspection of the Register. The Group believes that this will meet the
requirements of the European Commission and will establish a means of equivalent
recognition for all European trained specialists whose specialties are recognised in the UK.

5.4 The Working Group recognises that in some cases the length of specialist training in the
UK will exceed that which is required by the Directives. It is also important to emphasise
that the latter is a minimum specification: the Directives allow for training programmes which
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are longer than the minimum periods specified in the Directives. This means that some UK
doctors may for the time being have to spend longer in training in order to satisfy the
requirements for the CCST than colleagues from other member states. The Group also notes
that the European Commission's intention to consider modifying existing community
legislation will provide a welcome opportunity for member states to provide updated
information to the Commission about developments in medical education since 1975.

5.5 The Group recognises that legislative changes will be necessary to implement the
change to the award of a CCST and the introduction of the new indicator: this will be for the
Health Departments to pursue in consultation with the GMC, the educational authorities and
the profession. It will also be necessary to consider the establishment of a formal appeal
mechanism to provide for the resolution of disputes over decisions about the award of the
CCST.

5.6 The Group has considered the option of creating a "restrictive” specialist register,
which would prevent those not entered on it from undertaking independent specialist practice
and from applying for consultant posts. Concerns have been expressed by patients’
organisations that some patients - particularly those who use the independent sector but do
not have private insurance - may be vulnerable to practitioners who describe themselves in
misleading terms. The majority of the Group has agreed that a restrictive register would be
an unnecessary step at this time in view of the wide range of safeguards already in place.
While recognising the importance of protecting the public from improperly trained
practitioners, the Group believes that this is adequately achieved by GP referral to
consultants, by the NHS consultant selection procedures, and by the private sector’s use of
criteria for specialist recognition. The Group therefore proposes that the registration of
specialists be on a voluntary basis and should be indicative rather than restrictive.

g. The Working Group recommends that the GMC should award the CCST to trained
specialists on the advice of the Medical Royal Colleges. Individuals in possession of a
UK CCST or the appropriate EC certificate specified in the Medical Directives will be
indicated at their request by the addition of "CT" to the Medical Register, together with
details of the appropriate specialty/ies, the date of the award and the member state
which issued the certificate. The necessary legislation to implement these changes should

be enacted without delay. Consideration should be given to the establishment of a
statutory appeal mechanism.
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6. APPOINTMENT TO CONSULTANT

6.1 The Working Group recognises that the consultant appointment arrangements are a key
link between the medical training and career structures. Subgroup B was established under
the chairmanship of Mr Ross to review the current arrangements for consultant appointments
(the subgroup’s terms of reference and membership are set out in Annex A2).

6.2 Subgroup B's remit was to ensure that the arrangements for consultant appointments
were compatible with both EC legislation and UK employment law. The subgroup noted that
the current legislation on Advisory Appointment Committees (AACs) does not demand any
qualifications other than primary medical registration. It thus does not discriminate against
doctors with qualifications obtained in other member states and therefore does not conflict
with EC law. At the same time the subgroup noted that some of the information provided
for members of AACs contained references to the status of certificates of completion of
training and other qualifications. Changes to the way in which the CCST is awarded will
therefore need to be reflected in guidance provided for AAC members, whether issued by
the Health Departments, Medical Royal Colleges or other agencies. The subgroup is also
aware that aspects of the appointment system are under consideration by representatives of
the profession, the Health Departments and NHS Management.

6.3 The Working Group recognises that while the current regulations for appointment of
consultants are not in breach of EC or domestic law, the guidance which is provided to
members of AACs should be reviewed by those responsible for its promulgation to ensure
that it is fully compatible with EC legal requirements.

h. The Working Group recommends that the current discussions on the consultant
appointment system include consideration of the guidance for AAC members by those
responsible for its promulgation, with particular regard to the requirements of EC
legislation, and should make recommendations for any necessary changes no later than
September 1993,

6.4 The Working Group also identified a number of areas for further consideration. These
partly reflect the changes to the intensity and duration of training noted elsewhere in this
report. They also arise because of the changes which have taken place in the management
and organisation of the NHS. The new status of the CCST and the implications for the
treatment of qualifications from other EC member states will also have an impact upon the
appointment system. Subgroup B gave some consideration to these and related issues. Two
analytic papers were produced - on the role of the Medical Royal Colleges and the impact
of the NHS changes - which the main Group was unable to consider in depth. However the
Working Group welcomes subgroup B’s identification of key factors, which are outside the
scope of this report but which should now be developed further within the forum established
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7. SPECIALIST TRAINING IN EUROPE

7.1 The difficulties experienced over the implementation of the Directives have emphasised
the need to examine the way in which the UK communicates with the European Commission
in relation to medical education and training. Subgroup C was established under the
chairmanship of Dr McKenna to consider the means by which the UK makes input into
European legislation and how the UK liaises with European colleagues on medical training
and workforce issues (the terms of reference and membership of the subgroup are set out in
Annex A2). The subgroup identified several areas for action to enhance the UK’s role in
Europe in relation to legislation on medical training, and recognised that this action is of
increased importance in the light of the European Commission’s readiness to reconsider the
requirements of the EC Medical Directives. The subgroup met on 2 occasions and has
submitted its draft report to the main Group (Annex D).

7.2 The subgroup has considered carefully the various options for improving co-ordination
of the UK input to EC affairs. It has recommended that the Health Departments should
establish a forum for the UK Delegates to the Advisory Committee on Medical Training
(ACMT). This forum would provide an opportunity to brief the UK delegates about the
broader UK context of issues being considered by the ACMT and also to enable wider
consideration of the outcome of ACMT discussions. The Working Group supports that
proposal; it notes in particular the subgroup’s concern that the outcome of ACMT discussions
should be communicated to UK organisations.

7.3 The Group welcomes the proposed establishment of a co-ordinating body to improve
communication between UK professional organisations on European matters and to help
provide a structure for the professional organisations to put forward their views to the
statutory bodies.

7.4 The Group also notes the subgroup's concerns about the membership of the ACMT and
their recommendation that membership should be reconsidered in order to achieve
representation of the Medical Royal Colleges, Faculties and specialist associations.

j. The Working Group recommends that:

i) the Health Departments should establish a forum to facilitate the work
of members of the Advisory Committee on Medical Training (ACMT)

ii) the Health Departments should give further consideration to the
membership of the UK delegation to the ACMT. This should be carried
forward by the Chief Medical Officer for Northern Ireland in consultation
with the above forum. Recommendations should be made before the next
nominations for ACMT membership are due in early 1996.
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8. CAREER STRUCTURE

8.1 The Working Group recognises that implementation of its recommendations for the
development of specialist training programmes will have implications for the medical career
structure and for NHS workforce arrangements. In particular the likelihood that doctors will
complete specialist training, and hence will be eligible for consideration for appointment to
consultant posts, earlier than at present, may have a significant impact. Training
programmes will also become more structured and better organised leading to adjustments
in the level of service provision that can be expected from doctors in training. These factors
will have major implications for the way in which medical care in hospitals is organised in
future. The implications will be intensified by a number of other recent and current changes;
changes to contracts and other employment arrangements as an increasing proportion of
consultants are employed by Trusts; pressures on junior doctors’ time from the
implementation of the New Deal; and impending changes in the way that postgraduate
training is managed and funded. The combined effect of these factors is likely to be that
there will be an increase in the proportion of care provided by the consultant grade and
greater demand for consultant posts within the NHS.

8.2 The Working Group has not considered the implications for "Achieving a Balance” in
any detail but recognises that a faster rate of expansion in the consultant grade will be
needed, at least for an interim period, as the duration of specialist training reduces. Clearly
this expansion can only be justified if it is also needed to meet patient care requirements.
It should also involve the development of a choice of different career pathways and greater
mobility within the consultant grade.

8.3 The identification of a clear end-point to specialist training (the award of the CCST) will
also highlight the existence of any "gap" in between the award of the CCST and appointment
to a consultant post. The Group has discussed a range of options for dealing with the "gap”.
They recognise that indefinite continuation in the existing training post until appointment to
a consultant post may call into question the appropriateness of the work and the funding of
the post. It could also lead to the blocking of a training opportunity. On the other hand,
expecting the doctor to vacate the training post immediately would result in insecurity for the
individual concerned and would be wasteful in terms of the resources already invested in
training. The Group is opposed to the creation of an alternative specialist career grade junior
to consultant, as it might become a permanent grade for some, leading to a "two-tier”
structure for the profession and a two-tier service for patients. The option of proleptic
appointment has also been discussed; the Group sees it as a viable option for appointments
to be made contingent on the award of the CCST or the obtaining of further experience, but
believes that this is unlikely to have much impact on the "gap” problem.

8.4 The Working Group notes that the problem of the "gap" will be eased by the expansion
in consultant numbers referred to above, particularly if this is to be combined with an
increased range of career choices and greater mobility within the consultant grade. The
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Group also recognises that further attention must be given to the question of the "gap” and
has identified several principles to be maintained:

i) contracts of employment for trainees should specify that on obtaining the
CCST, the individual should be able to remain within a training programme
for a period of time while seeking appointment to a consultant post. This
should be subject to further discussion with the Health Departments about how
such an extension might be accommodated within the existing system of
employment contracts. The duration of time spent in the post should be
limited and subject to regular review by Postgraduate Deans. The Working
Group recognises that similar arrangements are not available for GPs on
completion of vocational training; however the Group notes that the total
number of consultant posts available within many hospital-based specialties is
very much smaller than the number of general practice principal opportunities
and so requires different arrangements

ii) numbers in training should continue to be regulated

iii) when an individual finally relinquishes a place in a training programme,
having been unable to obtain a consultant post, he/she will have the option of
re-entering training in another specialty, working outside the NHS until he or
she obtains a consultant post or obtaining a non-consultant career post

iv) effective manpower planning will be required to help to keep the number
of trained specialists who are in the "gap" at any time to a minimum. This
will primarily be achieved by the measures needed to maintain service
provision as the duration of training reduces: a short-term increase in the
number of consultant posts, and more rapid growth of the consultant grade
subsequently

8.5 The Working Group is aware of a range of reviews by various bodies currently
examining issues relating to medical manpower planning; these will provide adequate
opportunities to take forward consideration of the manpower implications of this report.

k. The Working Group recommends that:

i) the workforce and career structure issues arising from the
implementation of their recommendations be taken forward within the
context of the current review of the implementation of Achieving a
Balance. The Chief Medical Officer (England) should take this forward
in consultation with the other Health Departments and appropriate
professional, educational and NHS management interests. This review
should be completed by July 1994
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o, IMPLEMENTATION AND MONITORING

9.1. Bearing in mind the need to ensure that the standards of training and of patient care are
not jeopardised, the Working Group believes that the changes recommended in this report
should be implemented as quickly as possible. In particular the Group considers that the
current arrangements for the implementation of the Directives should be replaced by the new
arrangements for the award of the CCST by the GMC with associated changes in the Medical
Register as soon as the necessary changes can be made to UK legislation.

9.2. The Working Group recognises that the positive support of the other major interests
involved will be helpful in the smooth implementation of its proposals and for this reason
discussions have already taken place with particular groups. Once the Working Group had
identified its options, the Chief Medical Officer met representatives of independent health
sector organisations to seek their agreement to reconsider their systems for recognition of
specialists in the light of the Group’s proposals. The independent sector organisations
welcomed the proposed system for registration of specialists and indicated that this would be
a useful basis for identifying those doctors potentially eligible to undertake private practice
both from the UK and other EC member states. They recognised that there was an intention
in the EC Medical Directives that equal consideration should be given in the UK to doctors
trained in other EC member states, if those doctors held certificates in specialties recognised
in the UK (as listed in Directive 75/362). They reserved the right to use any further criteria
that they deemed appropriate for granting admitting rights to private hospitals or for
determining eligibility for payment, provided these criteria were consistent with EC and
domestic law. The independent sector organisations also drew attention to their ability to
provide clinical experience for recognised specialist training. The Chief Medical Officer
agreed that this would be explored further after the Working Group had reported.

9.3. The Chief Medical Officer has also met representatives of patients’ organisations to
seek their reactions to the Group’s proposals. The representatives welcomed the progress that
the Group had made, and agreed that the proposed changes were broadly in the interests of
patients and the general public. They were also interested in the potential for further
development of the Group's proposals, and placed particular emphasis on public access to
registration information and on the "gatekeeper” role of GPs.

9.4, The Working Group notes that transitional arrangements will be needed during the
period of change from one set of arrangements to those now proposed; all transitional
arrangements will need further consideration by the Health Departments in the light of legal
advice. The new legislation required to implement the Working Group’s recommendations
will clarify the implications for various groups. The following groups will need to be
considered:

- those who have been awarded a certificate in the UK under the existing
system but who would not necessarily be eligible for the CCST
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- those UK doctors who have applications pending for certificates under
the existing arrangements, for the purpose of working abroad

- those with specific accreditation applications pending. The Medical
Royal Colleges will need to bear in mind that the new arrangements
for award of the CCST should overtake the need for them to issue
accreditation certificates

- all accredited specialist doctors and/or holders of NHS Consultant
posts. The GMC will need to consider with the Medical Royal
Colleges and the Health Departments whether they should be eligible
to be awarded a CCST and indicated as such in the Register.

The Working Group also recognises that the Health Departments will need to consider with
the profession and Postgraduate Deans what arrangements are needed in respect of doctors
who have completed training but who are still in specialist training posts.

9.5 Given the need for rapid expansion of the consultant grade, the Working Group
recognises that in some cases the employing authority may wish to consider converting an
existing senior registrar or registrar post to a consultant post - at minimal additional cost -
to meet service pressures. Such action will need to involve the active participation of the
postgraduate dean and local College representatives to ensure that the needs for training
continue to be met. Candidates for converted posts will still need to be individually assessed
and considered by Advisory Appointment Committees in open competition. The Working
Group also notes that any significant expansion in the consultant grade may require central
resources. The Health Departments should consider whether such additional costs should be
met from a central fund, bearing in mind the possible restrictions on resource growth in the
NHS and the influence this may have on the timescale for the expansion.

9.6. In addition to the transitional measures and immediate action indicated above, the
Working Group has identified at least five distinct strands of further work:

the specification and implementation of curricular requirements for
planned specialist training programmes as described in
recommendation a. This would also require the establishment of
closer links between the Medical Royal Colleges and the Postgraduate
Deans at both national and local level. The Working Group considers
that this can best be taken forward through the meetings proposed in
recommendation (f).

- the review of the operation of the consultant appointment system and
guidance for AACs proposed in recommendations (h) and (i)

- further consideration of ways of improving the presentation and co-
ordination of the UK input to the development of European
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Community policy and legislation on medical staffing and training
issues. The Group considers that this can best be pursued by the group
which they have recommended should be established by the Health
Departments to provide improved support for ACMT members
(recommendation j(i))

- the identification and implementation of changes to the medical career
structure and medical manpower planning system to accommodate the
changes taking place within specialist training, which the Group
considers can best be pursued as described in recommendation k

- consideration of the statutory framework needed to implement the new
arrangements for certification, in particular the means by which the
GMC, as the competent authority, would be advised by the Medical
Royal Colleges and relevant educational bodies about the award of the
CCST. The GMC will need to specify the educational bodies from
which it expects to receive advice on the award of CCSTs. There will
also be a need to consider the establishment of a formal appeal
mechanism to provide for resolution of disputes over decisions about
the award of the CCST (recommendation g).

9.7. The Group considered that the action identified in paragraph 9.6 - together with the
more specific action points and recommendations listed in the summary of recommendations
in section 3 - should be completed within a period of two years from the date its
recommendations are accepted by Ministers. Their effective implementation will need to be
monitored carefully.

l. The Working Group recommends that a group should be convened whenever
necessary by the Chief Medical Officer (England), on behalf of the Health Departments,
to confirm that appropriate action is being taken forward.
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ANNEX B1

WORKING GROUP ON SPECIALIST MEDICAL TRAINING IN THE UK

RESULTS OF CONSULTATION EXERCISE

Introduction

1. The following analysis of the results of the consultation exercise was initially extracted
from the 50 responses received by the deadline, which was extended to 6 November. Eight
late responses have now been incorporated and a complete list is attached (Annex B2). A
number of further comments were received, some in response to specific invitations from the
Chief Medical Officer and some in the course of other correspondence. These have been
incorporated into this analysis where appropriate and a list is attached at Annex B3.

2. The consultees listed at Annex B4 were sent a discussion paper which provided a
consideration of the main issues concerning specialist medical training and set out various
options for change. Five main options were described as follows:

Option 1 essentially retained the existing process of primary and higher specialist
training. It was recognised that this would involve:

i full eligibility for EC trained doctors, who could have
obtained certification after a much shorter period, for accreditation and the
award of the "T" indicaror

0. significant disadvantage for UK rtrained doctors wishing
to practice in other EC countries.

Consultant appoiniment procedures would be as before.

Option 2 essentially suggested a shortened period of specialist training leading to
accreditation and/or the award of the EC certificate and appointment to an NHS specialist
post, a new career grade during which additional experience (and relevant further
qualifications - eg MD, PhD) might be obtained leading to consuliant appointment - a higher
career grade. The "T" indicator might be awarded at the lower level or replaced by a
factual indicator of consultant appointment. This was recognised to be a radical departure
from existing training and career Structure systems.

Option 3 essentially suggested similar arrangements as Option 2 bur with appointment
as a consultant via open competition for posts without the requirement for an AAC.

37



Options 4 and 5 essentially involved a single career grade, achieved after a shortened
specialist training period, with appointment to the career grade co-incident with EC
certification and accreditation. Various changes to the overall training process were also
recommended - including a more open assessment process, reliance on duration of training
rather than end-point assessment, a more clearly structured training partern - which while
nor strictly germaine to the objective of meeting EC requirements, may be changes whose
introduction as part of the overall process might be worth considering. The essential
difference berween options 4 and 5 is thar the larter would

involve systematic variation between various ‘types' of consultant post - with varying
emphasis on clinical work, teaching, management, research etc specified within each contract
(and presumably with the possibility of widespread variation in pay levels).

This paper takes each of the major topics identified in the replies in turn and sets out the
overall reaction from those who responded.

Option preferred (from paper ECWG1)

3. Less than half the respondents expressed a preference for one of the given options; of
those that did, the most popular options were 2, 4 and 5, suggesting a preference for change
in the career grade structure. Those who preferred option 1 (four in total) pointed out that
this would be least disruptive to implement. Several suggested combining elements of the
various options, or modifying them. However some appeared to misinterpret the options as
described in the paper, so it may be advisable to treat the comments on these with some
caution,

Training: length, structure and content

4. The larger proportion of responses focused particularly on changes to the content and
nature of training. The vast majority favoured shortening the current training period;
different specific suggestions were made for various specialties. Only three responses
expressed concern that shorter training might lead to inadequate standards. Many expressed
the view that improved quality of training could enable standards to be maintained or even
raised while shortening its overall duration. One respondent (South West Thames Regional
Health Authority) suggested that standards were being kept high at present by the length of
time taken to reach the consultant grade, not by the quality of the training received within
that time. The Department of Social Policy at the University of Bristol questioned whether
the taxpayer receives value for money from the present system. The importance of "training
the trainers” and increasing the level of supervision was frequently emphasised.

5. There was also concern that the service contribution expected from trainees was too great
and was a barrier to the improvement of training programmes (8 direct comments). The
manpower and resource implications of reducing the service commitment were mentioned and
were a cause for concern for some; however this was seen as consistent with the need to
reduce junior doctors’ hours. It was also suggested that changes in the career structure
would help to alleviate the problem of meeting service needs, by providing a staff grade or
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alternative specialist grade.

6. The need for general professional training was emphasised in a number of comments (8
respondents). It was seen as particularly important for those specialties whose clinical
experience may later be limited (Faculty of Public Health Medicine), and also provided an
opportunity for flexibility in making career choices and providing experience based on the
needs of the individual. The majority commented on the need for training to be structured,
though few expressed support for introducing a syllabus for each specialty; most envisaged
a more flexible system, with some specifying that learning objectives should be set for the
individual. There was some emphasis on the need for training to cover non-clinical skills
such as management, audit, and communication. Concern was expressed that a more
intensive training period might lessen the opportunity for research; seven respondents
specified the need for research to be retained as an option for trainees.

Setting of standards

7. Most of those commenting on setting of standards considered that the responsibility for
maintaining standards of training should lie with the Royal Colleges and their Faculties; some
also commented that local co-ordination should continue to fall to Postgraduate Deans. East
Anglian RHA suggested that a new body should be set up with representation of the Medical
Royal Colleges, the BMA, the GMC, Postgraduate Deans and the Department to oversee the
standards of training programmes. The British Postgraduate Medical Federation suggested
that a joint body with representation of postgraduate medical deans and the Medical Royal
Colleges could be established. Some suggested that all training posts should be approved (by
Medical Royal Colleges?) to ensure that they provided appropriate learning and experience.

Assessment

8. Some were concerned about the possibility that "time-serving" might replace assessment
of the trainee’s progress, though there were different views as to the nature of the assessment
process required. A substantial number (12) favoured some form of continuous assessment,
as well as, or instead of, formal examinations. However several also mentioned the need for
exit exams or some type of summative assessment on completion of training. There was also
emphasis on the need for counselling and career guidance for trainees as part of the
assessment process.

9, There were also a few comments about the need for training and assessment of the trainers
themselves, in relation to the general concern about improving the quality of the training
received.

Single training grade
10. Of the 14 who commented on this, only the Collegiate Trainees Committee of the Royal
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College of Psychiatrists were opposed to combining the current registrar and senior registrar
grades. The College of Ophthalmologists commented that this would end the difficulty in
progressing from registrar to senior registrar and would help shorten total training. The
Scottish Council for Postgraduate Dental and Medical Education also suggested the creation
of a single grade amalgamating HO and SHO to combine general clinical training with basic
specialist training.

Certification and accreditation/GMC register and "T" indicator

11. All those commenting agreed that some alteration to the present system of system of
accreditation and the "T" indicator was needed. Some respondents were not entirely clear
about the interpretation of terms "certification" and "accreditation”, however it appears that
12 favoured a system where on satisfactory completion of training or passing the necessary
exams the trainee would gain a certificate which was both valid for EC purposes and
indicated that he/she was eligible for consideration for a consultant post. Some who
recommended this option also suggested that it should still be possible to require additional
experience beyond receiving the certificate in order to compete successfully for some or all
consultant posts. There were a few suggestions for an "S" to replace the "T" on the GMC
register.

12. Others, while wishing to separate appointment to consultant and accreditation from the
completion of training, considered it necessary to introduce some alternative form of
certification to mark the end of formal training and to keep in line with practice in the EC.
The Faculty of Public Health Medicine suggested that the introduction of a specialist
qualification which would be a requirement for appointment to consultant would be welcome
as it might help avoid premature appointment to the consultant grade in shortage specialities.
The need for private insurance companies to have some means of recognition of specialists
for reimbursement purposes was recognised, though opinions were divided as to whether they
should simply reimburse all specialist certificate holders or whether it would be possible to
limit reimbursements to consultants only. BUPA suggested that they might be obliged to
introduce their own criteria for recognising specialists if a "two-tier" career system were to
be introduced, though it was also suggested by other insurers that an alternative career grade
to consultant might help reduce private care costs for routine procedures.

Appointment to consultant and role of AACS

13. Views on appointment to consultant were largely dependant on whether the respondent
envisaged all trained individuals as being eligible for consultant posts, or whether they
favoured the creation of an alternative career grade. Some wanted all higher trainee posts
to be numbered and only released for new trainees on appointment of the existing postholder
to consultant. Some specified that possession of a specialist certificate should not guarantee
a consultant post, and that further experience before consultant appointment should be
valuable in career terms; in particular, a period of research between finishing training and
consultant appointment was considered to be valuable both to the individual and to help
maintain interest in research which might otherwise have to be left out of a shortened training
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programme.

14. There were differing views on the effects of introducing new requirements for
appointment to consultant. Some felt that the present system, where the only formal
requirement is a basic medical qualification, should be maintained as it enabled EC doctors
to compete for posts on an equal footing. However there was also a view that the loose
formal requirements led to allegations of a system of patronage and possible discrimination
(JDC), and it would therefore be preferable for certification to determine eligibility.

15. 9 respondents specifically supported the retention of AACs for selecting consultants.
Some believed that AACs in their present form were effective at maintaining standards,
particularly because of the input of the Colleges. Others thought that AACs required
additional guidance or changes in procedure; the Association of Community Health Councils
for England and Wales thought that equal opportunities should be promoted, and the BMA
suggested that AACs should be reminded that there is no requirement for appointment other
than a basic medical qualification and candidates are judged on merit alone. The Medical
Women's Federation proposed that AACs should be more representative of the local
population, and suggested that they should include representatives of patients, nursing staff
and general practitioners. The Overseas Doctor’s Association thought that medical audit
performance review would ensure the faimess of an open system for progression to
consultant based on expertise and seniority, with no need for AACs.

Preferred structure for career grade

16. Ten respondents were strongly opposed to the creation of a career grade alternative or
supplementary to consultant. Nine envisaged a new grade of specialist either as an
alternative grade for those not willing or able to progress to consultant, or in some cases as
an intermediate grade for accumulating further experience in preparation for appointment to
consultant.  Others suggested a single grade with two or more possible levels of
responsibility, to be recognised in job description, contract and salary differences; there were
suggestions that a "chef de service" level was required for those with most responsibility; and
that an expansion in the consultant grade would be needed. Other suggestions included that
specialists not able to reach consultant level should re-enter training at an appropriate stage
and that the need for continuing education should be written into contracts.

Other manpower issues

17. There was a range of comments on the link between the number of trainee posts and the
number of consultant posts. Some felt the proportion of consultants should be increased, to
achieve consultant posts for a larger number of trainees on completion of training and to
provide a better service. A few supported the use of trainee numbers to provide a close
correlation in numbers of posts. However the British Postgraduate Medical Federation said
that this matching of numbers would no longer be valid when Trusts were free to appoint to
career posts without central control, and if mobility between EC countries increased. The
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Scottish JCC emphasised the need to bear in mind changes in the distribution of staff,
particularly as Scotland is an "exporter” of trained doctors. The South West Thames RHA
said that poor manpower controls made entry into training frequently competitive.

18. Some commented on the manpower implications of their own proposed changes to
training and consultant appointments; in particular that the introduction of a career specialist
grade would help end the reliance on trainees to provide out of hours and emergency cover.
It was also recognised that improving the quality of training would involve increased use of
consultants’ and trainers’ time for supervision, teaching and assessment (Lothian Health
Board).

Transition to new structure

19. Only a few respondents made substantial comments on transitional arrangements. Their
views varied, partly according to the degree of change that they recommended. Estimates of
the time required for change ranged from 4 to 15 years. Several commented on the need for
additional resources to carry through the introduction of a new structure, though others
believed savings would help to offset costs. Some emphasised that careful management and
assessment of the changes would be necessary.

Overseas doctors

20. The three respondents commenting on overseas doctors all supported moves to recognise
the qualifications of doctors with EC certificates whether or not they were EC nationals and
without disadvantage for those with non-EC primary qualifications.

Comments on legal interpretation and directives

21. Some stated that the requirements of the directives could only be met by the introduction
of a specialist indicator, or by the removal of the need for further experience after
completing training before being eligible for consultant posts. Grampian Health Board
thought that the requirements could be met without dismantling the accreditation system,
while Trent RHA considered that the directives did not allow the present system of
accreditation to which those trained in other member states do not have access. The
Chairman of the European Committee of the BMA pointed out that there was disagreement
on the meaning of EC certification and on whether it was simply a statement of entitlement
to payment from social security/insurance systems.

22. The Faculty of Public Health Medicine was concerned that the requirement for doctors
from other EC member states was simply to be in possession of an appropriate certificate and
did not specify that the certificate was to be awarded on completion of training. Overall
responses were fairly evenly divided on whether the requirements of the directives could be

met by making minimal changes or whether they required a more extensive overhaul of the
current system.

42



European aspects

23. Some respondents thought standards in the UK were higher than in other European
countries, and were concemned that these standards should not be reduced in the interests of
harmonisation. A few also pointed out that other countries have training periods in excess
of the EC minimums, and expect further experience or training before appointment to
hospital posts. There were seven comments that some form of harmonisation of training,
certification and standards would be helpful; the Department of Social Policy at the
University of Bristol said that simply co-ordinating the award of specialist status would not
meet the problems of disparity in length of training or discrimination against UK nationals.
The Forth Valley Health Board said that it would be simpler to harmonise training and
certification throughout the EC than to try to bring together the award of specialist
certification at the end of different systems. Some identified a need for negotiation between
EC countries, and for the UK to consider how it liaised with other member states.

Miscellaneous comments

24, The responses contained a range of comments on issues related to specialist medical
training. Some focused on the high standards produced by the current system, while others
emphasised the need for change. Four commented that the GP's role as "gatekeeper” to
specialist services is valuable and should be maintained. Some also commented on the need
to involve specific interests in continued consultation, eg patient representatives, overseas
doctors, and there were comments about the need for an appropriate timescale for discussion.

25. The Department has also received a number of other comments on specialist medical
training not directly related to the consultation exercise. Many of these were offered in
response to the Chief Medical Officer’s letter to all doctors. Some of these are concerned
with doctors’ individual experiences of standards in Europe and the difficulties encountered
by UK doctors wishing to practise abroad. Representatives of specialties also made points
relating to their own training programmes and the recognition of their certificates.

Conclusion

26. Despite the short timescale most of those responding appeared to have considered the
issues in depth. There was a wide range of views in relation to career structure and
registration of specialists, with broadly an even split between those who favoured change and
those who preferred to preserve the status quo as far as possible. There was an overall
consensus in favour of moving towards a reduction in the period of time currently spent in
training.
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ANNEX D

WORKING GROUP ON SPECIALIST MEDICAL TRAINING

SUBGROUP ON LIAISON WITH THE EC

Introduction

1. The subgroup was established to consider the arrangements by which the UK contributes
to the development of EC legislation on medical training, and liaises with BEuropean
colleagues on medical training and workforce issues. The subgroup has considered the
current process for UK input into European legislation and the mechanisms for negotiation
with European colleagues and has identified concerns about the functioning of the present
systems and the effectiveness of the UK’s role in Europe in relation to medical training.
Several areas for potential change and improvement have been identified, particularly in
relation to ensuring proper representation of UK interests in Europe and improving co-
ordination of the various UK bodies.

I. REPRESENTATION OF THE UK IN EUROPE

Advisory Committee on Medical Training (ACMT)

2. The ACMT is the statutory body with responsibility for the exchange of information
between member states, development of common standards and the ongoing review of
medical training. The European Comrnission is obliged to take the opinion of the ACMT
into account, so the Committee has a key role to play in providing input to legislation. The
subgroup has identified concerns about the UK representation on the Committee and has
discussed possible means of co-ordinating the input of the UK representatives.

ACMT membership

3. Member states are represented by one delegate and one alternate from the practising
profession, the medical faculties of universities and the "competent authorities". At present
in the UK nominations for the practising profession are sought from the BMA who provide
one candidate from general practice and one from specialised practice; nominations from the
universities provide one undergraduate and one postgraduate dean; and the competent
authority seats are filled by the Health Departments and the GMC. The subgroup has
considered whether changes in these arrangements might be of benefit to the UK delegation.

4. The subgroup accepted that all of the present interests must remain involved and also
strongly supported the concept that a representative of the Medical Royal Colleges - probably
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from the Conference of Colleges - should be included in the UK delegation. However the
balance of representation and the number of delegates to the ACMT is determined by the
European Commission with the agreement of all member states; since the Colleges’
responsibility in relation to postgraduate education is unique to the United Kingdom, it is
unlikely that a change in the composition of the delegations could be agreed.

5. The subgroup therefore sought to identify a means of including the Colleges by
adjustments within the existing framework. Several possibilities were considered:

- that the Colleges rather than the Postgraduate Deans should represent
postgraduate education.  This would be undesirable because
Postgraduate Deans are assuming even greater executive responsibility
for the delivery of postgraduate education;

- that the practising profession should be represented by one nominee
from the Conference of Colleges and one from the BMA. This would
have the disadvantage of dividing the professional representation;

- that the GMC and the universities reduce their representation to allow
the Colleges to nominate to one of the "education” places

that one or more of the representatives should be mandated by more
than one interest; for example, the General Medical Council in its role
as competent authority has a major responsibility in undergraduate
education.

It was recognised that the two latter suggestions would require discussion with the GMC and
the Committee of Vice Chancellors and Principals, neither of which was represented at the
meeting.

The subgroup recommends that the Health Departments should give further
consideration to the membership of the UK delegation to the ACMT with the aim of
providing a place for a College representative.

ACMT organisation

6. At present the UK representatives on the ACMT have no formal co-ordinating forum.
The subgroup recognises that the establishment of a structure for the co-ordination of the UK
representatives would enable them to meet prior to Committee meetings to exchange
information and agree their priorities, and would permit wider consideration of the outcome
of ACMT discussions. The subgroup is also concerned that a means should be established
to ensure that the outcome of ACMT discussions is communicated to UK organisations. The
co-ordinating forum would also provide the opportunity for discussion and exchange of
information with representatives of the Committee of Senior Officials in Public Health
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(CSOPH) and thus help both bodies to give consistent advice to the Commission. It might
also help to identify potential allies in relation to individual issues in other European
countries, so concerted action could be planned where interests were shared by member
states. The subgroup recognises that it is of particular importance that the means to achieve

this is carried forward now that the Commission has expressed its willingness to reconsider
the medical directives.

The subgroup recommends that the Health Departments give consideration to the
establishment of a UK based co-ordinating group to organise meetings of ACMT
representatives prior to each ACMT meeting, to brief representatives ahead of meetings
and to help disseminate information about the outcome of ACMT discussions.

UK input to EC legislation

7. The subgroup believes that the implementation of the above recommendations will help
to achieve greater UK influence on EC legislation on medical training. The differing systems
of medical education between member states can make it difficult to agree on joint objectives;
at the same time the EC’s willingness to reconsider the directives provides an opportunity
for the UK and other member states to:

- identify what our legislative needs are to ensure confidence in the
standards of training between member states

- identify current barriers to implementation of the existing directives
- press for change through both statutory and non-statutory medical

bodies (with agreed priorities) and where possible with support of
other member states

8. This is an ongoing role and underlines the need for co-ordination of the UK’s input into
EC discussions on medical training.

II CO-ORDINATION OF EUROPEAN ORGANISATIONS

9. The subgroup recognises that there is a substantial number of professional organisations
which represent UK interests in Europe. There is concern that these organisations may each
be replicating effort in their individual approaches to European affairs, and lack co-
ordination. They also lack a structure for putting forward their views to the statutory bodies.

10. The subgroup recognises that:

- there is a need for information about proposed policy and priorities to
be channelled down to the professional organisations
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- that a co-ordinating body could greatly improve the quality of
submissions by those bodies, individually or in concert, to the Health
Departments/European statutory bodies

The subgroup recommends that a group should be identified to take on the role of co-
ordinating the professional organisations.

III. LIAISON WITH THE PROFESSION IN OTHER MEMBER STATES

12, The subgroup have emphasised the need for co-operation and exchange of information
with the profession in other member states.

13. The European Union of Medical Specialists (UEMS) has [30] monospecialist sections
which report to its Management Council. Within these sections European boards have been
established to provide a means of communication between the profession and the
Commission, and the ACMT. The UEMS also has a Harmonisation Committee which is
furthering the establishment of harmonised standards of specialist training between member
states. The subgroup recognises the importance of the role of the monospecialist sections
which can help identify shared objectives between countries and establish the means for co-
operation between them. It is vital for the UK to make full use of its representation on these
sections and to form links with other European countries through them. The subgroup
recognises the role of the Medical Royal Colleges, the faculties and the specialist
organisations in communicating with the profession in other member states, and
acknowledges the need to carry forward work on particular areas including:

- specialities where the duration/content of training varies widely
between member states

- specialities which are recognised in some member states but not in
others

- willingness of health services to recognise qualifications and
experience gained in other member states

- fluency in language as a prerequisite to employment in member
states

- need for more information on movement of doctors between member
states and the potential manpower implications
The subgroup recommends that the profession in the UK be encouraged to maintain and

develop their formal and informal links with the profession throughout the EC.
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