Review of Options for Selection into Foundation Training

Proposal from the Medical Schools Council

Policy objectives

The Next Stage Review requires the development of more reliable and valid methods for selection into the first year of the Foundation programme and the minimisation of the risk of legal challenge by ensuring an equitable system across all applicants and Medical Schools.

Stage 1 Proposal

This initial proposal from the Medical Schools Council will review current methods of selection in the context described in Appendix 1 and represents the first stage of the overall project to improve the system. It is intended that by June 2009 the MSC will have:

· characterised the current selection system from the perspective of both UKG and non-UKG  applicants, of employers and of the Regulator.

· confirmed, via review, evaluation and cost and benefit assessment, the favoured option

· defined a potential mechanism that will  minimise the risk of legal challenge

· defined the work required to pilot and evaluate alternative selection methods and criteria

Options

The current system whereby students are ranked into quartiles on the basis of their academic performance up to the beginning of their final year is working reasonably well at present, but many observers (both in MSC and the DH) believe that it has only a limited lifespan and that there are many aspects of the system that are not ideal.

Step 1 will therefore define and consider current concerns, engaging with stakeholders as necessary, and identify any other concerns : - 

For instance,

a) That quartiles produce an arbitrary cut-off, which is not a sensitive method of distinguishing between different students' capabilities, 
b) That quartile ranking determined by each school might be a un-reliable comparator of UK or non-UK students. For example, it is possible that a candidate ranked in one of the quartiles from his/her medical school would not necessarily be ranked in the same quartile by another medical school. This could result in equally able applicants from different medical schools being advantaged or disadvantaged in the current application system of allocation points according to academic quartiles.
c) That model answers to 'white space' questions on the application form are freely available on the internet, and that, in time, all possible questions will have been posed and answers may easily be plagiarised. The ‘white space’ questions are designed to assess the extent to which the applicant meets the person specification for the post, so their utility will diminish as the questions become known.

Step 2a   will be to suggest possible solutions to address these concerns

These could include, for example: - 

1)  National exam:  A national exam is opposed by both the Medical Schools Council and the BMA and was rejected by the GMC when it undertook an option appraisal two years ago. The GMC is however keeping the situation under review and it would be necessary in Stage 1 of the overall project to assess the benefits and disadvantages of a national assessment that all applicants would take in applying for Foundation training the results of which would be used in selection.

.

2) Current system plus interviews:  Students are keen to be interviewed as judged by the views of the BMA Medical Students Committee: '....interviews would introduce a larger degree of fairness into the process and reassure candidates that they have been given full opportunity to represent themselves fairly.’  It is believed that consultants are also in favour of interviewing the trainees with whom they will be working.  We understand that DH will be investigating this possibility alongside this Stage 1 proposal.  We would plan to determine the views of all stakeholders as well as reviewing the current evidence on interviewing as a means of selection either on its own or as part of a multi-part system.

3 Current system, plus interviews, plus common content of assessments:  The GMC has encouraged diversity in the manner in which different Medical Schools meet the requirements of Tomorrow's Doctors. Indeed diversity and innovation are amongst the key attributes of the current UK system of medical student education, a system which produces a rich variety of graduates whose impact on global health development has been substantial. It is however, reasonable to require Schools to demonstrate that the outcomes from basic medical education are similar, particularly as this will help address the issue of comparability between graduates from different Schools. There could be a focus on ensuring similar outcomes within important themes such as patient safety, prescribing, consent, communication, infection control etc.
Currently, more than half of the Medical Schools in the UK work together on raising the quality of their assessments through developing assessment items, which are held in a joint question bank and are drawn on by participating schools.  They are keen to continue to develop this workstream and to extend it to all UK Schools and also to widen the bank to include common clinical assessments.  This standardised, high quality, bank of assessment items could be benchmarked against current Foundation trainees and used to test EU and UK applicants. Such a device would allow diversity to be maintained, yet would embed an element of common standards in relationship to knowledge and, with time, in relationship to clinical assessments.
In Stage 1 of this proposal, we shall investigate the extent to which a proportion of assessment items and content could be drawn from a common bank for use in Final examinations across the UK and explore the validity, reliability and logistics of the use of these elements from the common question bank as part of the mechanism for selection to Foundation training.
4) Develop a Structured Achievement Report, plus common content of assessments, plus interviews:  It is likely that much more can be learned about, and used in selection of, applicants from structured achievement reports setting out competencies and achievements in a number of domains over a period of time. Such a profile in a standardised report would enable employers to select for local or regional requirements.  The development of a report is in keeping with the trend in Higher Education in the UK for a HEAR (Higher Education Achievement Report) and is in keeping with the European Diploma Supplement described in the Bologna agreement. 

In this initial stage,  the Medical Schools Council would bring together specialists from each School to investigate whether it were possible to develop a structured achievement report common to all applicants and schools, but with the inherent flexibility to meet profiles requested by local Foundation Schools and employers. 

5) The options set out in (1-4) are possible options  but Stage 1 of the proposal will consider all combinations of these and identify other options. It will explore the advantages and disadvantages of each before making a recommendation of the preferred option.  

Step 2b – will be to evaluate these options, building on the initial detailed option appraisal.  The evaluation will require academic and analytical expertise as well as an in-depth cost and benefit analysis. The outcome will be a favoured option, which will be proposed for impact assessment analysis.  

Evaluation:

The evaluation will be supported by commissioned work from groups with appropriate expertise in evaluation methods.  The approaches (using mixed qualitative and quantitative methods) will include:
· Review of the published literature, particularly looking for good quality primary research
· Discussion with the international experts in the relevant areas
· Ongoing, detailed consultation with the main stake-holders and discussion of the options as appraisal evolves

The appraisal will summarise the results of the evaluation for each option (including all combinations of the different elements of selection – e.g. current system, interviews, common assessment items, structured achievement reports) and will provide weightings of the evidence gathered together with a recommendation for an overall favoured option (and reasons) to be piloted and tested during Stage 2.

Second Stage:

The second stage of the work will commence if Ministers approve the impact assessment and the recommended favoured option.

6) Pilots:  Experience with MTAS demonstrated the importance of carefully piloting and evaluating any new process.  The relatively smooth way in which the current system is running provides the opportunity to pilot any proposed innovations and run them in parallel with the current system, whilst carefully evaluating the performance of each. The work between now and June 2009 would help to determine the most appropriate methods for future evaluation of the data collected 

A further detailed proposal on piloting will be put forward at Stage 2 once Ministerial approval has been given.  This will include:
· identifying Foundation Schools to be included in the pilots in order to establish the validity of the favoured option
· evaluation of pilots
· development of a full implementation plan  

Costing for Stage 1:

Define Current Concerns

Stakeholder engagement will be central and so it is proposed that meetings are held in late January 2009 to bring together experts from across the Sector and to set up working groups to assemble the evidence relating to the concerns defined above.

a) Cost for travel and meeting room hire in central London - 2 days x 50 people each

 








£25,000
b) There are four principal options (with other combinations also being evaluated)  currently envisaged and so we would intend to set up four parallel workstreams to define the activities required to pilot and evaluate the strengths and weaknesses of each principal option (and combinations) and to cost potential pilot activities. 

4  x 4 meetings with 20 people in each
 

 

 £50,000
c) The option appraisals to come out of each workstream will need to be tested against best international practice - and checked for legality

Estimated cost

 

 

 

 £40,000
d) A senior project manager will be necessary to oversee and coordinate the work for an initial 6 months during Stage 1 

 

 


£50,000
e) A wrap up meeting in June to bring the all stakeholder representatives and leaders together and agree a favoured option. Cost for travel and meeting room hire in central London

 










 £20,000 

Total
Initial Costs 

 

 

 

 £185,000
Governance:

In establishing Stage 1 of the proposal, we shall need to create effective governance structures and a Steering Group chaired by a senior responsible officer will carefully monitor the risks and ensure that the project is proceeding in an effective and rigorous manner as defined by the project deliverables and milestones.

There will be wide stakeholder engagements with representatives from, for example:

· Medical Schools Council

· Foundation School Directors

· UK Foundation Programme Office

· 4 UK Health Departments

· GMC

· Medical students

· Employers

· Educational supervisors

· Human Resource professionals

Further policy development requirements

It is intended that this should be a step-wise, developmental project with detailed evaluations at each stage and modification with time to develop a profile that has face validity for the students, is useful for employers, is cost and time-effective and meets regional and local requirements. Decisions will be based on evidence and on consensus and will reflect best international practice.

Wider issues

The views of the GMC as the Regulator will be taken into account throughout the stages of the proposal and will only proceed with its support as the ultimate standard setting authority in the UK.

Additional Impact Assessment requirements

The project will only be implemented if the consensus is that the preferred option, following detailed evaluation, will result in a fairer and more equitable way of allocating F1 places.  The preferred option must also: 

· Enhance patient safety through confirmation of consistent and high standards

· Generate a more satisfied workforce

· Reassure employers

· Meet regional agendas

· Simplify processes

· Minimise the risk of  legal challenges

· Promote equality and value diversity and be consistent with the relevant legal framework 

· Address the Quality and Innovation agendas within Department of Health

· Be consistent with Bologna objectives

Why is the Medical Schools Council best placed to undertake this work?

The Medical Schools Council has debated the issue in detail and all 31 undergraduate medical schools in the UK are committed to taking the work forward along the lines outlined above.

The MSC is uniquely placed to take forward this work for three reasons:

1
Universities are autonomous organisations which, through a diversity of approach, produce almost all of the graduates entering the Foundation programme. This project requires engagement and agreement from every single Medical School. Only the MSC is in a position to persuade Members of the strategic importance of working together over this and of putting aside reasons not to become involved.  It has achieved that consensus.

2
There is considerable expertise in assessment within Medical Schools.  This, coupled with a deep awareness of the intricacies of the issues involved will be required to pilot, monitor and evaluate a variety of proposals

3
Medical Schools are hugely experienced in selecting from amongst a pool of highly qualified applicants, those candidates likely to make the best doctors of the future. Each year they assess 80,000 applications – on average 3000 per School – and so have access to a well trained pool of interviewers and assessors – as well as to the students whose views will be important in developing this work,

Appendix 1- Context
In order to be registered as independent practitioners with the General Medical Council, the graduates of the UK’s Medical Schools must satisfactorily complete a year as a Foundation Doctor. This is a year in which the new doctor, learns to put into practice those skills acquired during undergraduate education. The Medical Act requires the UK’s universities to ensure that the placements undertaken are of sufficiently high quality to permit satisfactory progress, and at the end of the year it is the universities which must confirm that the F1 doctor is fit to be entered on the Medical Register.
As F1 doctors the trainees are also employees of NHS Trusts and must fulfil their obligations as employees.  There is thus an inherent but inevitable tension between the needs of the employer to deliver service to patients – and the requirement for education and training.

In 2009 about 7300 students will graduate from UK Medical Schools and this number will rise to nearly 8000 over the next couple of years.  At present there is a policy to provide a headroom of 5% over the anticipated number of graduates.  However this headroom is not equally distributed across the UK with London and Scotland producing more graduates than there are F1 places.

The Foundation School Directors would argue that all Foundation posts across the UK are of equal quality.  This may be the case, but students will inevitably have preferences as to the geographical location of their first workplaces. In common with practice across the western world, Deaneries have worked from the premise that the ‘best‘ performing student should have the first choice of post. But how does one define the ‘best’ doctor? Is the ‘best’ doctor for the Outer Isles the same as the ‘best’ doctor for an inner city?  Is there a way of providing a single, simple test that could rank students from 1 to 8000 prior to the allocation of F1 posts – a test  that would be able to take into account both academic and non-academic qualities, practical performance in key areas, and the complexities associated with the widely differing contexts in which F1 doctors will practice?

Given the complexity of skills that a doctor must possess, Medical School Council is clear that it is not possible to devise a simple ranking test that would allow the fair allocation of posts to newly qualified doctors, who are, arguably, at the most critical point in their careers. In no other profession are new qualifiers assorted into posts exclusively on examination performance.

The GMC is responsible for defining the outcomes required from undergraduate medical degree programmes and for quality assuring the delivery of medical education across the UK. In 2005 a survey conducted by post-graduate deans found that there was cause for concern over the clinical competence of only 3 of 5833 new F1 doctors.

A further complicating issue is that those EU students who also require a year of provisional registration are entitled to compete for F1 places in the UK. 

The UK leads the world in requiring that students exhibit those professional standards of behaviour that make them fit to practise medicine and that they warrant the trust that the public places in them. They are required to certify their fitness to practise in applying for provisional registration.  Other EU courses have no such requirements.

An additional problem is that some Trusts have introduced their own, unvalidated pre-employment checks.  A nationally agreed, robust system would render this unnecessary and also reduce the risk of legal challenge.

It is for all the above reasons that the UK Foundation Programme Office has sought suggestions for methods of distinguishing more reliably between candidates – in a manner that is fair to both UK and EU candidates – and which satisfies the requirements of employers in the central matter of patient safety.

