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	Notes of the NES Healthcare Science Advisory Group
Date:             Friday 9th June 2017
Time:            11am - 1pm

Venue:          Novotel, Edinburgh 
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Present: 
AC Adrian Carrager (Clinical Physiology – Audiology / Ayrshire & Arran HB) ACTING CHAIR
AS Andy Stone (Perfusion – service)
DB David Bennett (Academy for Healthcare Science)

DF David Felix (NES Dental Dean)

RF Rob Farley (NES Healthcare Science Programme Director)

LJ Linda Jones (HEI – life sciences)

KS Karen Stewart (Scottish Government  - Healthcare Science Officer)
PJ Peter Johnston (NES Medical Rep)

HA Heather Ambler (Clinical physiology service)
PH-B Pauline Hall-Barrientos (Early Career)

CH Charlie Houston (IBMS - Service)

Invitees: 
JMcK John McKinlay (NES Training Development Support Unit)
AD Andrew Davie (NES Specialty Lead)

ML Melissa Leitch
EK Elizabeth Kilgour (NES HCS Specialty Lead)

DM Duncan Macfarlane (NES HCS Specialty Lead)

JT Julie Turbitt (NES HCS Specialty Lead)
Apologies
EG Elaine Gribben (HEI – Clinical Physiology (GCU))
IF Ian Forbes (Unite the Union – Partnership Representative)

BB Bill Brash (Clinical Technology)
YB Yvonne Bayne (FE Rep)

LM Lee McMullen (NES Specialty Lead)

+ 4 did not respond
Notes: Rob Farley

	1
	Welcome and Apologies 
	

	
	AC welcomed all and noted apologies above.

	

	2
	Minutes of previous meeting – 31st Jan 2014
	

	
	2016 Minute accepted without revision. 
Proposed AS
Seconded DF
Matters arising from 2016 minute not covered in today’s meeting:
Item 4(2016) RF/Specialty Leads assist service in navigating training pathways: RF indicated that over the year the team had worked closely with service to refine local understanding of options. 
And also Item 4 (2016) RF/Specialty Leads to acknowledge/feedback self assessments: RF indicated that this was being done by Specialty Leads; more information at today’s meeting under item 4(2017). Closed
Item 5 (2016) RF/Specialty Leads explore use of peers to conduct accreditation visits: RF indicated that a different tack was being pursued with consortia approvals rather than individual departments; more information at today’s meeting under item 4(2017). Closed
Item 6 (2016) RF/DB AHCS’ - ETSG  NES representation. RF confirmed that papers were shared and a standing invitation to ETSG existed. Closed
Item 7 (2016) RF/JMcK CPD content refreshed. Closed

	 

	3
	HCS Programme Director’s update (Paper 1)
	

	
	RF tabled a review since the 2016 meeting of activity to date in 2017, together with the plan from 2017.  The update was verbally presented in three sections reflecting the elements of HCS work at NES – comprising: training commissions; CPD; and quality monitoring – with specific questions for advice from the group.
For training commissions RF noted that 75 clinical scientist trainees were supported in 2016 with 42 postgraduate awards and 9 clinical technologists. 17 clinical scientist trainees were recruited in 2016 with 12 entering STP format training. In 2017, 21 clinical scientist trainees have been recruited, a further 2 new posts are co-funded with service in andrology. 14 STPS will complete in 2017.
RF described how demand for posts is outstripping funding for them and that greater rigour was needed in annual allocations of supernumerary traineeships. The group was shown a slide of the scale of demand inflation- rising from 4 core groups in 2006 up to 18 by 2018. RF asked for advice on how best to prioritise commissions.
KS asked were there particular priority areas. AS suggested that workforce data, where it can be relied on, may indicate demographic need and could be a useful metric. KS thought ISD data still to unreliable. AS cited local work in Lothian to cleanse workforce data; DF cited the ISD issues for other groups and the national workforce plan as a rationale for commissions. PJ reflected that the managed diagnostic networks had good data, that there was rising demand and complexity of work: for example report information has doubled each decade from 1991 to 2011. PJ thought workload was key too, especially with the rise in personalised medicine. HA didn’t agree as workload applies all HCS strands and cannot be “fixed” by NES. AS thought it would be difficult to ensure transparency in a process that relied on subjective assessments of workload compared to others. AC questioned the risk of overlooking the age issue if we focussed on workload. DB thought the HEE process of selecting commissioning requests from NHS employers to be complex and possibly a disincentive. KS picked up on the transformational role of these trainees and whether there should be some link with the Medical Deanery in selection. PJ thought that would be challenging as there was no mechanism to do so and there could be professional opposition.
RF summarised the position that a workforce perspective would be useful in deciding to whom and what to allocate. (ACTION)
RF referred to 2017postgraduate bursary support and that we had received 57 applications and issue 31 lines of support. We received some intelligence of awardees being refused time to train. RF asked if our support should be reframed in any way
HA thought 2 years NHS service before MSc support was a good idea; AC thought the emphasis should be on development/experience rather than specifying a time. JMcK suggested that ‘time served’ could not be used as a criteria; RF thought that as we were offering only a contribution rather than a post of employment this shouldn’t be an issue. AS asked if Boards were held to a learning contract; RF indicated that we ask at the outset if bids are supported locally so the intelligence we have received of problems is a surprise. Award letters have now been issued, so consideration will be given to some sort of update to postgraduates departments on our register. LJ agreed that two years funding would be helpful as some applicants did not get supported second-time round. RF responded that this was a possibility, but the caveat would be that fewer applicants would be supported overall. HA thought the definition of “time to train” was loose as staff should take more responsibility. 
RF summarised the position in that future agreements should have a more robust learning contract / form of words (ACTION)
RF then reported on progress in filling the 2017 clinical physiology practitioner intake. The fund for supporting year 1 is now allocated, with demand still evident from service, so RF emphasised that irrespective of a NES contribution, service should place trainees. The GCU course is now recognised by the Academy for Healthcare Science. (NO ACTION)
RF then summarised our CPD activities across four programmes for trainers and leadership. Measuring the impact and utility f our courses is important to NES. RF asked how we could measure the impact of programmes that we offer healthcare science staff.

CH thought employers should have the opportunity to give feedback. PJ spoke about Kirkpatrick’s model of observed benefits. JMcK suggested a self-appraisal after 6 months or contacting the participant’s manager as a sponsor of the training.
RF then gave an overview of our quality monitoring work with a brief reference to our self-assessments, reviews and intent to progression-monitor and offer multi-source feedback. At the time of meeting the TURAS training programme management system was still unavailable to healthcare science. RF asked about entry to our training number register and what criteria could be used.
LJ suggested that AfC annex “U” might be a possibility as a guide to whether an individual was “in training”. AS agreed. AC thought the actual level of study was important; LJ suggested that SCQF 11 was the minimum equivalent level any such training should demonstrate.

RF Summarised the advice  in so far it centred on course level and AfC grade; RF (ACTION)
RF Closed his update by thanking the Specialty Leads team for the work they have done supporting our quality management work. Unfortunately Duncan, Liz, Julie and Lee are unable to continue their secondments with NES. RF will update the group later in 2017 about next step for the team.


	ACTION
ACTION
RF to explore a means of weighting requests for supernumerary posts for 2018 intake.
RF to explore strengthening of our expectation that NES support postgraduates have time-to-train.
JMcK to consider a basic impact survey

ACTION
RF to explore a statement on admission criteria to our postgraduate register


	4
	2016 Quality Monitoring, Purpose and Process (Paper 3)
	

	
	JT, DM and EK Presented a PowerPoint talk about progress to date in our Quality Monitoring work and its purpose/process. The presentation focused on the self-assessment and review panels that were convened between October 2016 and May 2017. Approximately 90% departments involved in postgraduate training have responded positively to our programme of monitoring. Specifically the Group was asked how we could promote successes to date.
PJ was highly complementary about the team’s progress in terms of the reach and depth achieved with limited resources, and thought there were useful lessons for other NES groups. DM suggested that professional bodies might be interested in hearing more about our work. DB reflected on the challenges the National School for Healthcare Science had in achieving compliance. A note to the Academy and Scottish Government was suggested by KS.  DF thought that a champion from a successful group could help convince the laggards. EK supported this view, and mentioned that this approach had already been used with some success. PJ was content to promote progress within NES. CH thought there was a role for local Healthcare Science Leads to promote our work. AS challenged the “visits” process and asked what action (and feedback to) followed the accreditation panels. DM responded that Specialty Leads had addressed panel findings and involved trainers; EK observed that all our reviews were conditions-free, with recommendations instead. RF stated that we intend to publish our panel reports on the Knowledge Network. (ACTION).
EK/JT specifically asked about strengthening linkages with HEIs particularly in the context of trainees whose academic progression was challenged unbeknown to the NHS
LJ explained that HEIs were bound by confidentiality agreements that limited their ability to share pass/fail status of individuals to employers. Most HEIs have an employer liaison committee. AC believed the employee should talk to the employer (as sponsor). LJ thought a learning contract with the “student” might be a solution, in line with the earlier debate during Paper 1. PJ ask how progress would be maintained with the imminent demise of the Specialty Leads team DF stated the he and RF were exploring alternative structures. JT stated how she had enjoyed the attachment. RF undertook to keep the Group informed of developments.

	ACTION
RF publish accreditation panel reports on Knowledge Network

	5
	2016 Quality Monitoring, Progession and Multi-Source Feedback
	

	
	AD and ML Presented a talk using Power Point on the next steps, including our intent to introduce a basic progression check, offer some form of Multi-Source-Feedback and hopefully TURAS. Reference was made to the Medical Physics Scheme approach to reviews and Medical ARCP. Specifically the group was asked  about annual progression checking
CH asked if this initiative was merely duplicating work as staff already undertake KSF reviews, professional body CPD and so on. PJ thought not as this was clearly just a “check”. AS wondered if this was all too onerous given the size of the team. Was viability an issue and should this not involve Heads of Service? ML responded that supervisors are already involved, they would conduct the review in whatever format they chose, and that this was a straight-forward check. AC understood that the Specialty Leads would not do the actual review. AS reiterated that turnover may work against us if new appointees need orientation. PJ thought the approach was “light-touch” and “refreshing in its simplicity”; in contrast ARCP which he felt was a challenging exercise. DF echoed PJ’s remarks and thought the reduced Specialty Leads Team would not impact this phase of the work. AC wondered about workload on existing supervisors; KS thought a pilot might be a good idea. DF thought the minor additional work would fall to individual trainees. AS maintained concern at capacity to implement this. (NO ACTION)

	ACTION


	6
	Academy for Healthcare Science update
	

	
	DB gave a PowerPoint talk on AHCS activities. He reflected on Glasgow Caledonian University’s accreditation with the National School as a PTP-equivalent programme. This allows graduates from 2015 onwards to join the AHCS register. DB’s update included mention of a possible refresh of the Academy’s equivalence process, the development of apprenticeships, HSST equivalence and its expanding Register. A major project is the Good Scientific Practice Review. The update will be made available to the Group shortly  (ACTION)
AC noted, unless there was a pressing concern, that as we were pressed for time  questions specifically for DB could perhaps be over lunch.

	ACTION
RF circulate presentation



	7
	Scottish Government Healthcare Science National Delivery Plan
	

	
	KS gave a summary of progress that has been made across the five domains of the National Delivery Plan. Clinical Physiology remains an issue in terms of access to trainees, visibility and sustainability. The talk highlighted perceptions over progress in implementing the Delivery Plan. A short conversation followed over  the aspirations of new groups wishing to be classified as Healthcare Science
KS asked the group who was attending the June 15th National Event. Most are and many the points in Karen’s presentation will be explored further then.

AC noted, unless there was a pressing concern, that as we were pressed for time  questions specifically for KS could perhaps be over lunch


	

	8
	AOB
	

	
	No other business tabled

	

	9
	DONM
	

	
	Date and venue to be advised
	ACTION
RF
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