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The Academy welcomes the Interim Report of the Independent Inquiry into Modernising Medical Careers and congratulates Sir John on delivering a robust piece of work within such limited time constraints.

The Academy was invited to contribute to the Inquiry. A position paper focussing on the issues of choice, flexibility and the assessment process used to select for academic national training numbers (NTN(A)s) was submitted for consideration.

Whilst the Interim Report does not specifically address academic medicine, it does make clear that academic values are viewed as vital and that research should be embedded within mainstream medical training. The Academy fully supports the commitment to engage the academic sector in mainstream training and the overarching aim of ‘Aspiring to Excellence’. These key principles will be fundamental to generating a clinical workforce able to utilise research and innovation for patient benefit and instil a spirit of enquiry throughout the NHS.  

The Academy’s response will comment on the recommendations aimed at the broad aspects of clinical training and focus in more detail on issues relating to the Clinical Academic Career Pathway throughout the training grades.

1. Clarification of policy objectives (recommendations 1-4) and medical professional engagement (recommendations 18-20)

There is strong support for revisiting the principles underpinning postgraduate medical education and training, emphasising flexibility and an aspiration to excellence. 

The recommendations throughout the report to engage with the medical profession on all developments are well received. It is crucial that the profession is actively engaged and influences key issues and agendas. This will require careful consultation by policymakers, and will also require substantially improved coordination within the profession. 

Appointment of a Director level lead for medical education within the Department of Health that will interact with the medical profession and postgraduate Deans (recommendation 21) is thought to be a positive step, provided there is a co-ordinated approach with other departments and agencies.

2. The role of the doctor (recommendation 5)

It will be a major challenge to redefine the role of the doctor with sufficient clarity in order to inform the best approach to training. There is a danger that an anodyne approach will be taken. This is outweighed by strong arguments for considering the appropriate roles and responsibilities for doctors in specialty training, trained specialists and non-consultant career grades The current and future role of clinicians who either opt to undertake a period of research or become committed clinical academics should also be considered. This task will require some clear thinking amongst key constituents and the output will need to be reviewed and refined over appropriate timescales. 

3. Workforce planning (recommendations 12–17)

The aims of developing robust policies that embrace a long-term vision for the shape of the clinical workforce, which accommodates the varying roles undertaken by doctors in research, education and management etc., are supported.

Accurately modelling workforce quotas within medicine is notoriously difficult. Emphasis should be placed on developing a well-defined strategy to assimilate the growing numbers of trainees exiting from medical schools into the NHS workforce. This strategy must be formulated in open consultation with the medical profession, together with other stakeholders. The recommendation to guarantee a Core Specialty training place to all doctors who have successfully completed FY1 is welcomed.

There is, however, a real danger that the bottleneck will simply be shifted to a later point in the training pathway. 

Fine tuning of the nature of the specialist workforce. The Royal Colleges should harness the opportunity to re-assert leadership, improve coordination, and play a prominent role in the development and implementation of the content of speciality training with support from the wider clinical and academic community. Incorporating an academic component in specialty curricula would be appropriate.

Fixed Term Specialist Appointments. The current climate of uncertainty for trainees needs addressing urgently, if morale is to be restored. The fate of those currently in Fixed Term Specialist Appointments (FTSAs) requires immediate attention and appropriate remedial action. The creation of a new ‘lost tribe’ must be avoided. The recommendation to create a career pathway for these individuals via the creation of ‘Trust Registrar’ positions, equivalent to the Non-Consultant Career Grade posts (NCCGs), will be met with scepticism unless there are real opportunities to enter Higher Specialty Training.

National Institute for Health Education. The recommendation to create a National Institute for Health Education (NIHE) is considered, in principle, to be a sensible development. However, further detail on the remit, organisation, membership and funding of such a body is required.

4. The commissioning and management of postgraduate medical education and training (recommendations 21-29)

Graduate schools. The development of Graduate Schools, facilitating local University / Trust / Deanery partnerships is welcomed. In order to avoid confusion with the existing Graduate Schools for non-clinician scientists in training, we propose the new schools be named Clinical Graduate Schools.

The Clinical Graduate Schools should be afforded the freedom to develop new programmes with similar aspirations to those of the NCCRCD Integrated Academic Training schemes. These initiatives would probably need a central approval and monitoring system, but considerable flexibility in their design should be allowed. Strong support across the regions by the Funders would be important to ensure success of this initiative. 

5. Streamlining Regulation  (recommendation 30)

Merging PMETB and GMC would create a single regulatory structure that oversees the continuum of undergraduate and postgraduate medical education and training, continuing professional development, quality assurance and enhancement. It is accepted that the GMC has shown real expertise in evaluating undergraduate medical training and this could be utilised in postgraduate training. However, PMETB may be able to provide an element of stability while training is reconfigured. PMETB is already scheduled for formal review and it would probably be appropriate to await this before making a decision.

6. The Structure of Postgraduate Medical Training (recommendations 31-45)

The proposed clinical training structure is strongly supported.

Flexibility. The fundamental principle underpinning any clinical training structure is flexibility. All trainees must have access to a flexible training pathway that allows them to enter or exit the training pathway at different stages for a variety of professional and personal reasons. 

The needs of distinct groups who may take prolonged or intermittent breaks from mainstream clinical training, for instance for family reasons or to pursue academic training or both, deserves further attention.

Timing of examinations. The timing of the proposed licensing exam requires careful consideration. Trainees who have just qualified should be allowed an appropriate period of time to settle into the role of a doctor and develop clinical skills without the pressure of further examinations.

7. Academic training in postgraduate medicine

In formulating an appropriate training pathway for clinical trainees wishing to undertake academic training, it is important to gain a clear understanding of (i) the future clinical academic workforce required to support UK needs and (ii) the nature of the future role(s) of clinical academics. The role of clinical academics is changing; the pressure of fulfilling clinical commitments whilst remaining research competitive is increasingly challenging.

There is a danger in over-planning academic training. For example, early separation of career academics into a separate stream may not attract the best individuals and could also reduce the academic aspirations in mainstream clinical training. A system that encourages aspiration to excellence and recognition of achievement in all medical trainees is required. Provided there is flexibility to move in and out of clinical training, the demonstrable outputs and additional skills acquired during periods of high quality academic training will encourage individuals to take up such opportunities.

Mapping academic training programmes on to the proposed postgraduate training structure. The timing of entry into a research career is critical to many trainees. A new clinical training structure brings with it new pressures and transition points; how existing academic programmes are transplanted on to the new clinical training structure requires careful consideration.

Insights gained from experienced academic supervisors reveal that for a substantial number of trainees (perhaps the majority) selection of a research question and supervisor is optimally timed following experience in their chosen specialty. In terms of the Integrated Academic Training (IAT) schemes, flexibility is needed to allow partnerships/programme directors the ability to appoint Academic Clinical Fellowships (ACFs) at entry into Higher Specialist Training (equivalent to ST3) not only at entry to Core Training (equivalent to FY2).

It is important to recognise that the NCCRCD integrated academic training (IAT) scheme applies only to a small proportion of academic trainees. How other schemes will fit with the proposed clinical training pathways requires further consideration but should permit Deanery/University trust partnerships flexibility.

In light of the report’s recommendations, the Academy recommends that it would be timely to hold a discussion on academic training schemes with key constituents.

Assessment of academic achievement. The commitment to take account of academic achievement in selection for Specialty Training is an important and positive step. Further detail on how academic work will be assessed via the proposed computer adaptive tests at the end of FY1 requisite for entry into Core Specialty Training would be welcomed. 

It is recognised that entry into Higher Specialty Training will be highly competitive, at least in some specialties. It will be important to manage this selection process so that places are not secured (or seen to be secured) largely on the basis of successful completion of a higher degree. Trainees should not commit to a period of research training simply because they believe this will secure a place in further medical training in their desired specialty.  

Duration of clinical training for academics. The required duration and course structure of postgraduate clinical training requires further clarification. 

The principle of basing clinical progress on competency rather than a specified time in training is potentially valuable in supporting academic medicine as an attractive career option.

Clinical academic training takes longer than mainstream training. However, we believe that in reorganising training the duration and associated disincentives associated with academic training can be legitimately minimised. Given the educational component and inclusion of academic development in standard training posts, time spent in an ACF or CL post should be viewed as being potentially equivalent to standard training posts in terms of the minimum time required to complete specialist training subject to demonstrating requisite competency.  We would also argue that time spent out of programme in full-time research will often help individuals acquire competences and that consideration of some credit towards time spent in clinical training would be appropriate in a broad range of specialties.

Flexibility in the delivery of the required clinical modules will be essential. If modules are time limited, there will not be the appropriate scope for individuals progressing at different rates. This is also important in providing opportunities for exit and re-entry to undertake academic work, and for ACF/CL postholders to undertake blocks of academic training.

The value of NTN(A)s.  As stated in our original position paper, we are concerned that differentiating between clinical and academic trainees at an early stage by badging the latter NTN(A) will be inconsistent and may in some circumstances be unhelpful.  Illustrating this, in the Gold Guide, NCCRCD IAT trainees would have NTN(A)s, which they would retain during OOPE, while other trainees awarded MRC or Wellcome Training Fellowships would not have NTN(A)s.  We are also concerned that having two classes of NTN will make transitions between academic and standard training paths less flexible.  A further issue is that NTN(A) could be regarded as providing less effective clinical training – making IAT posts less attractive, and possibly rendering individuals less competitive for subsequent clinical appointments.  There is utility in NTN(A) for Clinical Lecturers, and Intermediate Fellows / Clinician Scientists where they are valuable in identifying a specific cohort who are most probably committed to an academic career. 

Mechanisms for backfilling posts, temporarily vacant due to academic training (OOPE). Flexible short-term posts should be available for individuals to obtain training prior to entry to any level of Specialty entry; these should be similar to the LAT posts. These posts serve a dual purpose, (i) providing flexible positions for individuals who wish to obtain training prior to committing to a given specialty or location (ii) providing backfill for posts which are temporarily vacated due to academic training or other reasons associated with family commitments.

Development of academic training programmes. The IAT Academic Clinical Fellowship programme is an extremely important initiative which enjoyed a broadly successful implementation in 2006 but has been jeopardised by the uncertainty introduced by last year’s recruitment round. Recruitment to a fledgling academic training scheme has proved particularly sensitive to the major changes in clinical training. We strongly support the continuation of IAT-like programmes following the Tooke Inquiry. Careful work on the detail of how these dovetail with the revised clinical training structure will be needed. It will also be necessary to publicise and widely promote the opportunity that these programmes provide. These programmes must not be viewed as the only valid academic training pathway. We would strongly encourage University/Trust/Deanery partnerships being given the freedom to develop training programmes which incorporated academic development and might include formal postgraduate Masters degrees. 

Support and appraisal mechanisms for academic trainees: it is important that clinical and academic appraisal are integrated for trainees. Provision of appropriate mentorship should also be explicit.
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