School of Medicine Report for Training Committees and Faculty Groups: Latest Information
Last Updated: 10th May 2017
Head of School:
· I have recently been appointed as Deputy Dean (DD) for Secondary and Tertiary Care. We are seeking approval to appoint a new HoS and the post will be advertised as soon as we have this approval. The interviews are planned for 10th July 2017. If you wish to find out more about the post, please do not hesitate to contact me
· I will continue in my HoS role until my successor has taken up post  
· I’ve resigned from being deputy chair of the JRCPTB’s  National HoS Group in order to reduce my workload during the transition period
· I will be the DD responsible for supporting the new HoS
· Please can everyone get in the habit of using my HEE email address ian.barton@hee.nhs.uk rather than my nhsmail one
Cost savings
· HEE is having to make significant financial savings 
· There is therefore an ongoing review of our educational support structures with a likelihood that some functions may be centralised within the Midlands and East LETB rather than being delivered in all three Local Offices
Shape of Training:

· The national SoT Steering Group has recently decided that dermatology should not dually accredit with IM and is currently proposing only one year of IM training with run through into dermatology. They also decided that neurology, palliative medicine and medical oncology had not provided enough evidence to exclude them from dual training with IM.
· Work is nearing completion on the new internal medicine (IM) curriculum, which will replace the current CMT and GIM curricula; this will require GMC approval before it can be implemented.
· For the “acute specialties” (Group 1: Acute Internal Medicine, Cardiology, Diabetes & Endocrinology, Gastroenterology, Genitourinary Medicine, Geriatric Medicine, Palliative Medicine, Renal Medicine, Respiratory Medicine, Rheumatology, Stroke Medicine, Infectious Diseases, Clinical Pharmacology & Therapeutics)  there will be three consecutive years of IM training post Foundation and the fourth year will be delivered within the four years of higher specialty training. This will in effect reduce the non-IM higher specialty training time in these specialties to three years. These trainees will contribute to the acute unselected take. It is recognised that further work needs to be done to see how this will work in practice for some of these specialties, e.g. Palliative Medicine (because some trainees will have entered from GPST), Infectious Diseases (because of Combined Infection Training) and Clinical Pharmacology & Therapeutics (because many CPT trainees already dually accredit with other specialties)
· For the “semi-acute specialties” (Group 2: Haematology, Medical Oncology, Neurology) the JRCPTB proposed that entry in to higher specialty training would be at the end of IM2 in the first year of the new programme and at the end of IM3 in subsequent years. These specialties would not complete IM4 but will contribute to out of hours cover by taking part in specialty specific on-call rotas. As outlined above, Medical Oncology and Neurology may be moving to Group 1; I’m not sure what is currently proposed for haematology
· For the “non-acute specialties” (Group 3: Allergy, Audio-vestibular Medicine, Aviation & Space Medicine, Clinical Genetics, Clinical Immunology, Clinical Neurophysiology, Dermatology, Medical Ophthalmology, Metabolic Medicine, Nuclear Medicine, Paediatric Cardiology, Pharmaceutical Medicine, Rehabilitation Medicine, Sports and Exercise Medicine) entry in to higher specialist training will be at the end of IM2. These specialties will retain four years of higher specialty training. They will not contribute to out of hours cover. As outlined above, Dermatology may become a run through specialty with only one year of IM training
· If the JRCPTB’s original plans had been agreed, it was envisaged that the numbers of IM3s would have been approximately 75% of the numbers of IM2s. If the National SoT Steering Group’s proposals are followed, the ratio of IM3s to IM2s will be higher. Having some trainees requiring three years of IM training and others requiring two years is going to make administration of the programme challenging and I am trying to get a national steer on how we should be managing this.
· Most of the IM3 posts will be remapped from the acute specialties’ ST3 posts but there may be an opportunity to convert some non-training posts to IM3.

· A local implementation group has been established and we will be working with the STCs and Trusts over the next few months and years to re-configure our training programmes (for example to decide which current higher specialty training posts will become IM3 posts)

· There is widespread support for the concept underlying the proposed new assessment methodology based on “Entrustable Professional Activities” - “Competencies in Practice” (CiPs). Trainees will be assessed on a range of competencies (e.g. managing an acute take, managing a ward round, carrying out an OPD clinic, research etc) and will be graded at varying levels of competence. When this has been trialled, it has become apparent that it is difficult to grade trainees in some areas based on the information in their ePortfolios, so further work needs to be done on this, following which there will be a need to train faculty so that CiPs are used consistently across the country.
· It appears we will now be recruiting the first IM trainees in August 2019 at the earliest. 
· How Post CCT Fellowships will be accredited and quality managed etc requires further work
· Other specialties’ plans may have an impact on medicine:
· Anaesthetics are proposing that all trainees will go through ACCS rather than core training and that they will have a greater role in peri-operative management

· Surgery are proposing more targeted operating training with less responsibility for day to day care, which will be provided by other professional groups

Recruitment:

· We are being encouraged to move towards either national or clustered recruitment centres and to use single transferable scores (STS) rather than single cascadable scores (SCS). We will be clustered with West Midlands and East Midlands for SCS. 
· From this year there will be a national process of facilitated placements, where applicants with a good reason to live in a certain area (e.g. because that’s where their partner lives) will be moved to that area. This occurs before the remainder of clearing
· Approximately 75% of our CMT1 posts were filled after the first recruitment round; the results from the second round are awaited

· Only 59% of the ST3 posts we advertised were filled in round 1 before clearing. The worst affected specialties had fill rates as follows  (posts filled/posts advertised): Acute Medicine: 3/18, Diabetes & Endocrinology 2/9, Geriatrics 6/18, Renal Medicine 1/4)
· Because of trainee choice during recruitment and the requirement for TPDs to agree the placement of their existing trainees before the outcome of recruitment was known (in order to comply with the Code of Practice arising from the Junior Doctor contract negotiations), we will have much less control over where unfilled posts will be located. There is therefore a greater potential for gaps to be clustered in less popular Trusts
Repatriation of London Posts:

· This project is largely on track with a target of completion in 2018 
· Timings and numbers etc have almost all been negotiated with London on a specialty by specialty basis
· A small number of specialties and West Herts Trust will need a longer timeframe
· As all the posts which are being repatriated are in DGHs, there will be some expansion in tertiary care posts in some specialties to ensure that there is an appropriate balance of DGH and tertiary care experience in our programmes
· There is some anxiety that we will have significant gaps in our programmes following repatriation. It is therefore important that we market ourselves well to ensure that we are attractive to potential applicants.
Study Leave, School-based study leave (SBSL, formerly FfIT), Educational bursaries for trainees
· I am not sure if there will be a separate SBSL budget for 2016/17
· There will be a centrally held Study Leave budget which will be used to fund activities which are curriculum requirements
· If we have any educational bursaries for 2016/17 these will be advertised in the normal way. I am having at least one trainee contacting me directly every week asking me to if I can fund a bursary. They have usually been told to do so by their educational supervisor. Can you please ask your educational supervisors to stop doing this!!
Quality
· HEE’s National Quality Assurance Framework was launched in April 2016; the link can be found here. I’d suggest that, if you read nothing else, you read the framework.
· A key underlying principle is for a nationally consistent approach for all professions and organisations (with some local empowerment). This should stop a lot of reduplication of effort.
· Most of what is in the framework is what we know we should be doing already and I think it will help us with difficult issues like being allowed time to act as faculty. One thing that we will need to do better is to gather data on why trainees leave training
· There will be a multi-professional learner survey (which I think will be additional to rather than instead of the GMC NTS)
· There will be a greater emphasis on metrics with “visits” to gather information only when risks are identified.  When a risk is identified, e.g. from the GMC NTS, there is an escalation template which will require completion
· There will be “Accreditation Awards” for highly performing providers
· The quality and education teams are also keen that we undertake  “Programme Reviews” (for example, to ensure that we are delivering our curricula in the appropriate training locations and that we are training an appropriate future workforce (see below)) and I hope to see a start to this process in the next few months
Future workforce

· The ever increasing workload, particularly related to unplanned care, is making it more and more difficult to deliver good quality, safe patient care. There is unlikely to be a significant increase in trainee numbers, so we all need to be looking at innovative ways of developing other professional groups to help to deliver this. (e.g. Physicians Associates, Nurses with Extended Roles and Allied Healthcare Professionals with Extended Roles). This needs to be done in a coordinated fashion and I expect this will be managed through Local Workforce Action Boards (LWABs) which are the bodies responsible for workforce issues at  STP level 
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