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	Consultation Questions

	Q1: Are these the right high-level objectives? If not, why not? 
	The high level objectives should take into account:
(1) Recognition of the value of the knowledge and skills of specialist NHS doctors, who lead education.  It should be an important objective to avoid experienced staff leaving early by retirement or emigration due to disillusionment with NHS changes.

(2) Measures to educate and train existing NHS staff whos' training time and budgets have been reduced over recent years.

(3) Recognition that NHS history shows that top-down changes such as this are usually flawed, indicating that proposed changes should by piloted and then successful aspects adopted. 
(4) Adoption of short timescales to measure educational value is flawed as specialist medical education takes place over a lifetime of career learning.   An important objective is long term maintenance of a motivated, skilled and appropriately trained specialist medical workforce.
(5)  Recent NHS history shows that local training budgets were the first to be cut by cash strapped trusts.  An objective should be that education budgets must not fall victim to local short term cost saving and must be protected.   



	Q2: Are these the right design principles? If not, why not?

 
 
 
	1.  Rapid changes to training programmes would be a major waste of money.  We caution that the proposed changes are likely to fail unless piloted. This would leave immense problems for the UK.

2.  Integration is important but not if it dilutes quality. Professionals in all healthcare areas are best placed to set and enforce standards.

3.  We have grave concerns on the impact for dermatology.  There are 125 vacant or locum consultant dermatology posts in the UK - a situation which is finally now being addressed by CfWI.   GP Primary care commissioners have only 10 days of medical school dermatology training although  20% of their consultations are for skin conditions.   GPs are mostly unaware of the treatments available and the education needed to train dermatologists.  With the proposed design principles the importance of dermatology education will not be recognised.  Inadequate dermatology education budgets would impact on patient outcomes as increasing consultant vacancies would be filled by short term, expensive overseas locums.


	Q3: In developing the new system, what are the key strengths of the existing arrangements that we need to build on?


	1. The professional organisations such as the BAD give high level control of standards, separate from financial drivers which the employer/provider would be subject to. Local financial constraints will discourage investment in training, education and so standards and outcomes will fall.

2. The deaneries, led by standards set centrally by professional organisations have hitherto delivered an excellent trained medical workforce in the UK.

a.  Any new system should be piloted to ensure these standards are maintained.

b. The deanery structure should be maintained over this period. 



	Q4: What are the key opportunities in developing a new approach?


	1.  The CfWI has demonstrated an ability to engage with professional and other groups and we encourage utilisation of their role.

2 Regional variations in the numbers of training posts which do not tally with population needs may be addressed.

3. Specialties such as dermatology where training numbers have been held artificially low because of central misconceptions (relating to unrealistic and unrealised expectations of CC2H and telemedicine) may be able to train sufficient doctors to avoid reliance on expensive overseas locums.
4.  The operating framework of HEE and local skills networks may create a competitive training market informed by existing surveys (eg GMC).
5. Greater autonomy is an opportunity provided that it does not destabilise the ability of secondary care to deliver effective services.
6. Current problems with inadequate budgets for training for existing junior and senior doctors may be addressed.



	Q5:  Should all healthcare providers have a duty to consult patients, local communities, staff and commissioners of services about how they plan to develop the healthcare workforce?  
	1.  There is a need to separate the role of standard setting for professionals/ workforce from commissioning as this may lead to a conflict of interests.  It might appear cheaper in the short term to train less but this would have long term costs.  These costs would be human but also financial due to inefficient working and litigation.

2.  The patient voice should always be heard.



	Q6: Should healthcare providers have a duty to provide data about their current workforce?
	Yes, this should be done in collaboration with professional associations who have access to accurate data.  The BAD is currently working with the CfWI to achieve this.


	Q7: Should healthcare providers have a duty to provide data on their future workforce needs?
	Yes this should be done in collaboration with professional associations such as the BAD.  Experienced doctors can anticipate long term trends more accurately than managers who usually have short term horizons related to their short employment contracts.


	Q8: Should healthcare providers have a duty to cooperate on planning the healthcare workforce and planning and providing professional education and training?  
	1. Patients, professional groups, commissioners and providers all need to work together to plan the healthcare workforce.  

2.  The personal family circumstances of the predominantly female medical trainees must be considered.

3.  Providers should not be able to "cherry-pick" easy, well remunerated training work resulting in profitable provider activity by trainees (eg doing routine surgical lists).
4  Providers should also participate in activities to retain and develop trained NHS staff and to support the changing training needs throughout their careers.  

5. The current 2011 situation in Scotland with substantial cuts in dermatology training posts despite UK wide shortages of dermatologists and CfWI advice for an increase in posts, shows

a.  local priorities will take precedence over national priorities

b.  the failure to consider movements of trainees in planning.



	Q9: Are there other or different functions that healthcare providers working together would need to provide?
	1.GP Commissioners and providers will have no experience or knowledge of specialist training so this has potential to be disaster if implemented as described.  The chaos would distract the health service from is core business of treating patients.

2.  These plans have such potential to produce chaos and waste, that we urge piloting before dismantling existing cost effective systems. 
3. Implementation of changes should take place one step at a time.  To try and change the whole NHS commissioning structure whilst at the same time changing the whole education structure is not sensible. 

4. As deaneries hold the budgets for training post salaries they have within their powers the ultimate sanction of removing a training post if a local education provider fails to train doctors to the required standards.

5. The local skills network is likely to have significant conflicts of interest which might prevent them from delivering high quality medical training. We seek assurances that in the proposed new model, similar sanctions could be continued by a responsible body outside the local skills network.
 



	Q10: Should all healthcare providers be expected to work within a local networking arrangement? 
	(1) Some aspects of specialist training are regional or supra-regional and these services will need a regional or national  arrangement. 

(2) Examples in dermatology include laser surgery and some serious inherited skin diseases such as epidermolysis bullosa.
(3) There are over 2000 skin diseases and most GP commissioners will not be familiar with (or even by aware of the existance of) more than 150 diseases.  It is of great concern that training in, and therefore treatment of,  the large numbers of people with rare diseases will suffer.



	Q11:
Do these duties provide the right foundation for healthcare providers to take on greater ownership and responsibility for planning and developing the healthcare workforce?  
	1.  We consider it highly unlikely that it will be possible to set up robust, quality controlled and effective local training which is more cost-effective than the national deanery led service available. 
2.  Each area will need to set up duplicate, complex and costly quality control and managerial systems.

3.  Without good workforce data it is impossible to plan for the future. The national figures for workforce would be best gathered by the national specialist bodies instead of locally.
4. Educational planning cannot take place only at local level. This must be considered nationwide as doctors move around the UK.  Providers must be compelled to confer with national bodies regarding standards and numbers. 
5. Standards must be assessed and maintained at national level not locally. 
6. There is limited scope for multidisciplinary training as the needs for different professions vary greatly.There are different levels of educational attainment for different NHS professions so that existing attempts to provide cross-disciplinary training in research are limited by poor take up by non-medical groups.  



	Q12: Are there other incentives and ways in which we could ensure that there is an appropriate degree of cooperation, coherence and consultation in the system?
	 1.  It is highly unlikely that there will be any enthusiasm or ownership of these proposed changes unless they are piloted.

2.   Postgraduate medical deaneries currently provide local quality control with the Royal Colleges.

a.Deaneries have the ultimate sanction of removing a training post if a local education provider fails to train doctors to the required standards.

b.The local skills networks are likely to have conflicts of interest to prevent them from delivering high quality medical training. 
c. An external body is needed to monitor quality.

3.  Local education providers (eg hospital trusts) have historically had little incentive to prioritise the delivery of effective medical training amongst other responsibilities. The same conflicts of interest will disable the proposed skills networks.
4.  Training needs may reduce service efficiency or patient flow in the short term.  Providers working to end of year targets have used every mechanism possible to cut training budgets  in the past.

5. Consultants already often have difficulty obtaining time in their job plans both to deliver training, and to contribute to national standard setting. The work of the latter is almost entirely done on a part-time voluntary basis by active clinicians.

6.  Over 90% of the MPET levy for medical training is spent on salaries for doctors in postgraduate training. These are the same doctors who provide much medical care in the NHS.
7.  We seek assurances that the proposed local purchaser/provider model for commissioning medical training would have sufficient safeguards built in (probably by national monitoring and quality assurance by Health Education England and the Royal Colleges) to ensure that there are strong financial incentives for providers to deliver world class medical training.
8.  We also seek assurance that skills networks would be properly resourced to be able to achieve this, and recognition that the substantial budgets currently dispensed by deaneries are mainly accounted for by doctors’ salaries.





	Q13: Are these the right functions that should be assigned to the Health Education England Board?
 

	1.  A major function should be to interface with equivalent bodies in Scotland, Wales and Northern Ireland.

As the medical workforce can theoretically move between the UK & Europe, there should also be interaction with the relevant European bodies.

2.  Several established professional bodies across the healthcare system are to be disbanded in order to reconvene them under a larger amorphous 'Board'. This is likely to be a huge and unwealdy board if proper representation from all former bodies is ensured. It is important to maintain individual professional expertise from all health care groups. To assess teaching, standard achieved must be assessed.
3.  We anticipate that the HEE may be so un-lean that it will split within a few years into structures similar to those it replaces.  This would be a wasteful cycle of redundancies, new policies, and other managerial activities which distract managers and doctors from their core activies of patient care, training and research.


	Q14: How should the accountability framework between healthcare provider skills networks and HEE be developed?
	1.  This will be the key tension.  If the local providers win and cut training, then the NHS will be seen by the public to be failing as doctors leave to train abroad.

2. The HEE must have sufficient teeth, but in the end how will they force bankrupt trusts to deliver training they cannot afford or pay for?

3.  This is another reason why the system must be piloted.



	Q15: How do we ensure the right checks and balances throughout all levels of the system?
	1.  Greater involvement by the DH with professional groups such as the BAD who will know when things go wrong.

2.  There will be two stages, implementation and further development and different levels of control will be needed for each stage.

3.  Piloting any change will avoid the Tsunami effect which this is in danger of producing.



	Q16: How should the governance of HEE be established so that it has the confidence of the public, professions, healthcare providers, commissioners of services and higher education institutions?
	1.  The terms 'consultant', 'expert' and 'specialist' can be misleading to patients and should be defined to avoid misrepresation. These terms are often adopted by individuals who are not properly trained.
2. There should be representation from all professional groups and close liaison  as appropriate.

3.  Professional groups must continue to be involved with setting standards for training, revalidation and exams.

 4.  Every patient/health service user must know that the healthcare they receive is from properly accredited workers (GPwSIs, nurses or Specialists) whatever the setting. 


	Q17: How do we ensure that the Centre for Workforce Intelligence is effective in improving the evidence base for workforce planning and supports both local healthcare providers and HEE?


	1.  The professional organisations have a key role here in providing information for the CfWI and monitoring training numbers and standards.

2.  The BAD has found interaction with the CfWI to be very positive and this has improved the intelligence and evidence base for workforce planning.

3.  There is much to be gained for both the DH and the professional associations by collaborative work.

4.  The BAD also has close links with patient groups enabling a patient focus on workforce planning to be central to activities.


	Q18: How should we ensure that sector-wide education and training plans are responsive to the strategic commissioning intentions of the NHS Commissioning Board?
	1.  If local providers get the upper hand over HEE and cut training then there will be insufficient doctors to deliver the service required by the NHS commissioning board.

2.  There has always been a local vz central tension in training.  These proposals shift the balance of power to local short-term focus providers.  This will inevitably reduce training and worsen probems delivering a quality service.



	Q19: Who should have responsibility for enforcing the duties on providers in relation to consultation, the provision of workforce information, and cooperation in planning the workforce and in the planning and provision of professional education and training?


	1.  With the transfer of education from top slicing to local funding, there will be a reduction in education due to a desire by local providers to save costs and prioritise patient care over education. 

2.  This question appears to recognise this and ask what can be done.  So power is being transfered from A to B and then laws created so that A tells B what to do because it is recognised that B will not be able to deliver. 



	Q20: What support should Skills for Health offer healthcare providers during transition?   
	Advisory role.  Skills for Health do not have a good track record.


	Q21: What is the role for a sector skills council in the new framework? 


	Setting and enforcing standards of education, accreditation and governance with the help of all professional bodies. 


	Q22: How can the healthcare provider skills networks and HEE best secure clinical leadership locally and nationally?
	1.  Must involve the professional bodies (eg the BAD) to ensure standards nationally across the UK so that patients are not subject to a post code lottery. 
2.  The qualifications, skills and governance of any health care worker must be ensured and standardised thoughout the UK. 





	Q23: In developing the new system, what are the responsibilities that need to be in place for the development of leadership and management skills amongst professionals?  


	1.  Individuals can lead in different areas and ways.  Developing the skills to be able to develop new ideas and carry the responsibility for doing so, should begin at an early stage of training.
2.  Management training is important but requirement will vary between individuals according which leadership roles they aspire to or achieve.
3. The responsibilities of NHS professionals at all stages are to foster those skills and teach ways to develop confidence and experience in leading.

4.  There must be recognised time within job-plans to develop and deliver education and training of the next generation of health professionals.  This needs to be protected as Trusts often do not recognise the importance of training and education as management is understandably target and service-driven which achieves short-term goals but can undermine health care in a relatively short time.



	Q24: Should HEE have responsibilities for the leadership development framework for managers as well as clinicians?


	1.  Due to the strong desire in many clinicians to seek knowledge, management qualifications are common in clinicians.

2.  Such clinicians may be treated with suspicion by less competent managers without formal qualifications and the management skills of clinicians marginalised.

3. An accreditation programme for NHS managers which required them to aquire basic competencies and skills as managers would improve NHS function.  


	Q25: What are the key opportunities for developing clinicians and managers in an integrated way both across health and social care and across undergraduate and postgraduate programmes?

	1.  Postgraduate medical education and training is extremely complex. Whilst there is overlap in the training needs of certain (usually specialist) nursing groups and medical trainees, mostly their needs are quite different and difficult to combine.

a.
The everyday training of doctors, and the courses required to deliver specific curricula requirements are by and large completely different.

b.
Certain procedural or resuscitation techniques might be best suited to learning in multi-professional groups.

c.
Leadership, management, and financial principals might also be possible to learn together in some circumstances.

d.
The specific ‘niche’ training needs of smaller specialties are in danger of being overlooked in a locally driven training structure. There are many specialties or services which are not available in every region, let alone every hospital, and must still have appropriately trained doctors to operate them to high standards. These needs will not be obvious nor pertinent to the requirements of most local skills networks.

e.
We seek assurances that the training needs of smaller specialties will continue to be adequately planned and resourced at a national level, to ensure sustainability. 

2,. A national education component by HEE in clinical management for both undergraduates and post graduates could be a core part of medical and management training.




	Q26: How should Public Health England, and its partners in public health delivery, be integrated within the new framework for planning and developing the healthcare workforce?
	No comment


	Q27: Should Local Authorities become members of the healthcare provider skills network arrangements, including their associated responsibilities; and what funding mechanisms should be employed with regard to the public health workforce?

  
	No comment

	Q28: What are the key issues that need to be addressed to enable a strategic, provider-led and multi-professional approach to funding education and training, which drives excellence, equity and value for money?
	1.  There has been no reason given why it is necessary to dismantle an excellent and efficient system to put in place a system that will be costly and less effective.

2.  Standards of education, governance and continuing education must be enforced by the professional bodies across all areas of the healthcare.  

3.  People should know in broad terms the training and expertise of the practitioner treating them as there will be a temptation to put less trained practitioners in post to save money.

4.  Devolving funding to healthcare providers and taking away a large proportion of central funding may result in smaller specialites being overlooked and considered unimportant for training needs.

5.   There is a conflict of interest for healthcare providers as they are geared towards service provision which is often in conflict with educational needs.

6.  It is key not to destablilise current good training processes as this will be costly and bad for patients.  The set up costs of multiple local services will be far greater and hence will be poor value for money.

7.   There must be no post code lottery.



	Q29: What should be the scope for central investment through the Multi-Professional Education and Training budget?


	1.  Central investment should mean UK-wide standards to ensure optimal treatment wherever it is delivered.

2.  Healthcare providers will not fund the development of their existing staff as the budgets are cut.

3.  Without appropriate CPD and training budgets for existing staff the progress of medical treatment will stop as health care workers will not be aware of new treatments and will be unable to improve their skills.

 


	Q30: How can we ensure funding streams do not act as a disincentive to innovation and are able to support changes in skill mix?


	1.  Research and innovation is essential but is usually not attractive to commissioners or providers in the short term.

2.  The UK dermatology clinical trials network is a charity which sets up and runs evidence based clinical studies in the UK.  It has a multi-disciplinary membership and is affiliated to the BAD.  Many UK dermatologists and nurses are members.  It works with the NIHR clinical research network.

3. The NIHR clinical research network is key to developing research and those working in this network are many of the same clinicians leading education.

4. The proposed education structure should recognise the inter-relation and inter-dependance of research and education with each supporting and strengthening the other.

 5.  Research funds should be allocated by independent bodies so that it is not targeted only to service needs - some research takes years to produce fruit. Smaller specilities need to be represented fairly.

 


	Q31: How can we manage the transition to tariffs for clinical education and training in a way that provides stability, is fair and minimises the risks to providers?

	1.  The system will inevitably by complex, unfair and produce risk for providers (and those being educated and delivering the education) but this is an obvious effect in the change from top-slicing to local provision.

2.  The system will be fairer if you invest more money but this would negate your reason for doing it.




	Q32: If tariffs are introduced, should the determination of the costs and tariffs for education and training be part of the same framework as service tariffs? 


	1. This will be a hugely bureaucratic process as training needs for individuals vary as below.
 2. Service requirements in one place may not balance training possibilities. 

3.  If a student or trainee spends 20% /of their time in one place, 20% in another and 60% of their time in a third place, AND receives a proportionate amount of training, teaching and support in each place, then the tariff should be divided accordingly.
4.  Costs will vary across the UK; the cost of living, accommodation, transport and rural travel vary widely in different parts of the UK and this needs to be considered in the calculation of tariff.
5.   Recruitment is difficult in some less well off parts of the UK and this too may play a part in calculation of tariff for education. 
6. There is considerable demographic variation across the UK so also this will mean different edcuational requirements.  


	Q33: Are there alternative ways to determine the education and training tariffs other than based on the average national cost?
	The average national cost would be hugely unfair as needs will vary greatly.

	Q34: Are there alternative ways to determine these costs other than by a detailed bottom-up costing exercise?


	Top slicing the NHS budget works well at present and the alternatives proposed here are likely to by costly and ineffective.

	Q35: What is the appropriate pace to progress a levy?

	Five years.  After a pilot scheme over four years has been evaluated.


	Q36: Which organisations should be covered by the levy?  Should it include healthcare providers that do not provide services to the NHS but deliver their services using staff trained by the public purse?
	All organisations whether private or NHS should be involved in education and be able to demonstrate educational activity and CPD.

	Q37: How should a levy be structured so that it gives the right incentives for investment in education and training in the public interest?


	(1) Providers should ensure that staff are meeting educational standards as set by national professional groups.  Those not meeting these standards should pay a levy sufficient to meet the standards. 

(2) Rather than trying to construct a levy to meet the full training costs of those working in the private sector, an alternative would be to require all NHS trained staff to dedicate at least five years whole time equivalent work in the ten years after completing formal training, or to personally repay a proportion of their training costs. 


	Q38: How can we introduce greater transparency in the short to medium term?
	By piloting change.


	Q39: How can transaction costs of the new system be minimised?
	By piloting change.


	Q40: What are the key quality metrics for education and training?
	Standards for education and training are set by the relevant professional bodies. The outcomes of education are measured in exam passes and certifications. These are measured and revalidated by the professional body concerned.  These standards must be national - not local to avoid variation in skills of professionals across the UK. 


	Q41: What are the challenges of transition? 
	(1) The proposed speed of transition (1 year) is absurdly fast. 

(2) There will be substantial increased short term and long term costs unless the changes are piloted and considered changes.




a. Morale amongst medical trainees and trainers is low following a succession of unpopular changes to the organisation of medical training and working practices over the last few years, combined with increasing friction with trusts over service pressures.

	b. The debacle over the MTAS system, resulting in large protest marches and a public outcry, is an example of the strength of feeling created by implementing poorly thought out changes to the training of committed medical professionals.

c. A period of calm would be the most useful thing now in this context, but instead a total (and likely catastrophic) change has been proposed at all levels.

d. We would caution that the proposed changes as currently presented are likely to fail spectacularly, and may take the bulk of a doctor’s postgraduate training period to restore what will be lost. This would leave immense problems for the country both during the transition and afterwards.

e. We anticipate that the changes as described would result in the loss of very many experienced NHS staff due to removal of that which currently holds staff to the NHS.  This would have a serious impact on standards of NHS care and the sustainability of NHS hospitals.



	

	Q43: What support systems might they need?
	Redundancy counselling for senior staff

Increasing litigation staff needed in trusts to deal with the patient complaints

Overseas recruitment agencies to bring in large numbers of locum doctors to prop up a failing service.



	Q44: What support should the Centre for Workforce Intelligence provide to enable a smooth transition?
	Continued engagement with professional groups to anticipate growth in demand for specialist services.


	Q45: Will these proposals meet these aims and enable the development of a more diverse workforce? 
	Currently there is a growing under-representation of certain UK born ethnic groups in medicine which would be worsenned if medical training is "dumbed down" so we increase use of locums from abroad.





	Q46: Do you think any groups or individuals (including those of different age, ethnic groups, sexual orientation, gender, gender identity (including  transgender people), religions or belief, pregnant women, people who are married or in a civil partnership , or disabled people) will be disadvantaged by these proposals or have greater difficulties than others in taking part in them? If so, what should be done to address these difficulties to remove the disadvantage?
	1.Individuals with rare skin diseases will be disadvantaged by local commissioning of education if this fails to recognise that there is a need for all to have access to a specialist dermatology service led by specialists with full specialist professional training.

2. People from ethnic minority groups have a much higher incidence of some rare inherited skin diseases.

3. Imigrant workers are more likely to have rare tropical skin diseases.



Please send your responses via e-mail to:

educationandtrainingconsultation@dh.gsi.gov.uk
or via post to:

Consultation Responses 

Workforce Education Policy Team

Department of Health

Room 2N12, Quarry House

Quarry Hill

Leeds

LS2 7UE

Comments should be received by 31st March 2011.

A summary of the response to this consultation will be made available before or alongside any further action, such as laying legislation before Parliament, and will be placed on the Department of Health consultations website at:

www.dh.gov.uk/en/Consultations/Responsestoconsultations/index.htm
( personal details will not be published
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