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INTRODUCTION

The Council for Healthcare Regulatory Excellence is an independent body
accountable to Parliament. Our primary purpose is to promote the health,
safety and well-being of patients and other members of the public. We
scrutinise and oversee the health professions regulators', work with them to
identify and promote good practice in regulation, carry out research, develop
policy and give advice.

The request for advice

On 24 October 2008, in accordance with section 26(7) of the NHS Reform and
Health Care Professions Act 2002, the Secretary of State for Health asked
CHRE for advice on the matter of the quality assurance regimes applied by
the health professions regulatory bodies on higher education institutions.

In particular, the Secretary of State wished to ascertain:

(i) the similarities and differences in approach that are taken by
different bodies in the quality assurance of undergraduate
healthcare programmes across the UK;

(i)  how the health professions regulators keep pace with changes in
professional practice that may influence the structure or content of
professional education;

(iii) whether the approaches of health professions regulatory bodies
ensure they meet their statutory duties to ensure that future
healthcare professionals are trained to sufficient competence to
ensure high levels of patient safety in their everyday practice
(taking account of the relative risk to patient safety of different
areas of healthcare professionals’ practice);

(iv) how the health professions regulators manage their relationships
with the professional bodies; and

(v) whether there is potentially scope (should it be desirable to do so)
to alter processes without adversely affecting public protection.
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Taking public protection and patient safety as guiding principles in the
analysis, CHRE was also asked to identify examples of good practice in this
area.

This report provides an interim update on early findings. The final report will
be submitted by end of March 2009.

Scope of the study

Ahead of a discussion of our early findings, it is worth describing the scope of
our work. We have taken a broad definition of ‘healthcare’ and below consider
the approaches by all health professions regulators overseen by CHRE.

We were asked to focus on undergraduate programmes. Not all healthcare
professionals join the register following a period of prescribed undergraduate
study — some do more, some do less. While for some regulators and some
professions undergraduate education corresponds exactly to pre-registration
requirements, it should not be assumed to be the case for all. We have not
considered regulators’ approaches to quality assurance of other education
and training, for example, post-registration training, continuing professional
development and return to practise courses.
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QUALITY ASSURANCE OF UNDERGRADUATE EDUCATION

BY REGULATORY BODIES

An essential element of the legislation establishing health professions
regulators is their role in quality assuring education of aspiring professionals.
As guardians of the register and through their duty to protect the public, it is
essential that regulators are able to judge whether a healthcare student is fit
to join the register once they have completed their pre-registration education
and training.

However, the challenge for regulators in delivering against this duty is by no
means uniform. While GMC, GCC, PSNI, and GOsC all regulate a single
profession, GDC regulates the dental team, GOC regulates both optometrists
and dispensing opticians, NMC regulates nurses and midwives, and HPC
regulates a total of 13 allied healthcare professions in areas as otherwise
unrelated as radiography and art therapy. There are advanced plans to
regulate pharmacy technicians alongside pharmacists in the RPSGB.

As well as the differences between the ranges of professions administered by
each regulator, the complexity of each profession’s educational demands also
varies greatly, from five years of undergraduate study for dentists or doctors to
mostly on the job training for dental nurses. The risks associated with poor
performance vary greatly between the professions too.



Considerable variation exists in the nature of courses, numbers of
programmes and institutions requiring approval, before considering the
relative risk of the different professions and the rate at which professional
practice evolves. The workloads associated with QA processes for
undergraduate education can vary too; while there are currently three
institutions offering chiropractic qualifications, there are 84 institutions offering
over 1100 nursing and midwifery programmes.

So while primary legislation governing regulators may appear broadly identical
in many cases, the interpretation of this statutory duty may look and feel quite
different in practice.

Alongside this inherent variation, this is also a dynamic area of regulatory
practice. We asked regulators how their quality assurance processes have
changed over recent years, and received a wide range of responses
highlighting:
e periodic reviews of standards
introduction of lay visitors and student visitors
open recruitment, appraisal and training for visitors
visit evaluations
greater involvement of patients and the public
wholesale strategic review of education
online case management systems
outsourcing supply of QA
increased transparency
increased emphasis on patient protection
focus on outcomes of education
shorter reports
streamlined visits
e greater engagement with stakeholders.
Given the plans regulators have for future revisions in QA approaches, this
report should be seen as a snapshot in time.

1. Similarities and differences in the approach to quality assurance

In broad terms regulators quality assure education against outcomes and
processes. Learning outcomes are usually high level principles describing the
level and breadth of knowledge, skill and practical experience an aspiring
health professional must have at the point they join the register. These
outcomes are explicitly linked to the standards of proficiency and codes of
conduct that regulators expect of their registrants.

To guide the achievement of these outcomes regulators provide guidance on
the processes to be undertaken by institutions. This may include what is
expected to be included in the curriculum of a course of study for the given
profession. The degree of specificity for this varies between regulators, but
none are so prescriptive as to remove course curricula decisions from the



institution. Other areas covered by standards include admissions,
assessment, recruitment, student health and welfare and staffing.

One example of the distinction between outcomes and processes can be
found in the approach of HPC in their Standards of Proficiency (SOPs) for
graduates in each profession it regulates and generic Standards of Education
and Training (SETs) that institutions must meet in order to ensure they can
deliver suitably proficient graduates.

GDC, meanwhile, makes a point of emphasising an outcomes focus and a
desire to leave institutions relatively free to develop their programmes as they
wish, so long as they result in dental and dental-health graduates of an
acceptable standard for registration.

The GMC'’s standards for undergraduate medicine, which provide the
framework for quality assurance, are published in the document Tomorrow'’s
Doctors (currently under review). This sets high level outcomes and principles
so that medical schools are able to devise and quality manage evolving
curricula that are responsive to emerging practice and changing healthcare
environments.

The NMC takes a different approach. Alongside their standards for pre-
registration education, their QA approach focuses on risks to be controlled in
the delivery of programmes, including:
e resource inadequacy
inadequate safeguards for monitoring student conduct
inadequate governance of practice learning
failure to provide learning opportunities of a suitable quality
unreliable conformation of achievement
failure to incorporate essential skill clusters or address required
learning outcomes
e failure of internal QA systems to provides assurance against NMC
standards.

The approach to quality assurance
There are four main areas of QA activity:
e New programme approval
e Ongoing monitoring of approved programmes
e Approving major changes to programmes
e Programme re-approval

a. New programme approval

All the regulators have specific processes for the initial approval of
professional courses offered in their field of healthcare. The GMC, GOC and
RPSGB take a cohort approach to the approval of new courses, visiting each
year to assess the development and delivery of the course. The GDC adopt
the same approach with new BDS (dentistry) programmes.



Other regulators approve the course on a single visit. For the HPC, this
programme approval is open-ended, with any subsequent visit prompted only
by major change or a concern raised during in annual monitoring processes.
The GDC visit dental care professional training programmes towards the end
of the first cohort. For GCC and GOsC initial approval is usually offered for
five years, as does the NMC, who approve new programmes jointly with
education providers and their placement provider partners.

b. Ongoing monitoring of approved programmes

Once approved, a programme is subject to ongoing monitoring and re-
approval (where carried out). Monitoring is usually undertaken at yearly
intervals when programme re-approval is not scheduled. The majority of
regulators adopt a purely paper-based approach to ongoing monitoring. In
doing so, they allow institutions to provide material already compiled and
supplied for other purposes, for example QAA monitoring or internal QA
processes. The intention is to establish what progress has been made against
particular conditions of approval, identify any significant changes in
programmes, and to ensure that standards are being maintained. Should
annual monitoring throw up significant concerns, regulators may opt to revisit.

One exception to this is the NMC, who through their QA suppliers carry out
annual monitoring visits to the majority of institutions as well as annual
reporting. In 2008-2009, around a third of providers have ‘earned autonomy’
status from the NMC exempting them from a visit, and allowing additional
visits to be carried out at those institutions who, based on monitoring reports,
have been judged to have ‘weak control of risk’.

c. Approval of major changes to programmes

Changes made to programmes can vary in their impact on outcomes.
Generally, regulators’ requirements are broad and flexible enough that
education providers are free to make necessary changes to their curriculum
and administration processes with minimal involvement from their respective
regulators beyond annual monitoring, providing there is no impact on learning
outcomes. However, there are situations in which major changes to
programmes may demand more intensive scrutiny, including a visit.

d. Programme re-approval

As described above, HPC’s ‘open-ended’ approval is the notable exception to
the formal re-approval process. The other regulators re-approve programmes
approximately every 5 years. There can be some flexibility in this timescale if
conditions are placed on programme approval. Institutional visits form the
foundation of programme re-approval by regulators. Alongside re-approval
visits, the NMC also use visits in the ongoing annual monitoring of approved
programmes (see above).

For the majority, this is a process carried out and managed in-house drawing
on the expertise of external visitors (reviewers). Two regulators contract out
the visit process to external suppliers: GOsC use QAA and NMC use HLSP in
England, Northern Ireland and Scotland and HIW in Wales.



In the broadest terms, the visit process for each regulator can be broken down
into three basic phases:

e pre-visit planning and information gathering

e the visit itself (one to three days)

e report preparation (including providing/receiving feedback from the

education provider).

However, the execution of each of these phases differs from regulator to
regulator, as does the time-frame for the process from start to finish. The
GMC visit and reporting process takes 18 months from initial notification of a
visit through to final endorsement of the visiting team’s report, whereas the
NMC process sees annual monitoring visits completed within 10-11 weeks of
process initiation.

The number and range of visitors varies between regulators from two (HPC)
up to ten (GMC). In part this arises from the different types of visitor engaged.
Across the regulators, visitors are drawn from:
e the regulator (staff and/or council)
lay people (patients and the public)
educationalists
members of the profession
students
e QA consultants.
No regulator uses all these groups.

While on the visit, feedback is sought from a range of sources: university
administrators, academic and clinical staff, and students. Beyond this, some
regulators seek input from prospective employers, NHS and patients.

While the terminology may vary, in each case regulator’s visit processes result
in one several possible judgments on an institution/course:

e Approved
Approved with conditions
Approved with conditions and recommendations
Approved with recommendations
Not approved.
The result of a conditional approval is generally the provision of assurances
and evidence (action plans) by the institution that any issues identified will be
addressed. Providers may not be required to meet recommendations but they
are likely to be considered subsequently.

Finally, while for the most part regulators are assessing similar things with
broadly similar processes, the level of detail provided in their final
accreditation reports varies between them and not all approval reports are
available online.

2. Keeping pace with change
Innovation and evolution of professional practice provides considerable
benefits for patient care. This is sustained, in part, through changes in



structure and content of education. We asked the regulators how they
ensured flexibility and agility in their QA processes to ‘keep pace with changes
in practice’.

In their work to manage the impact of change in practices on their approach to
QA, the regulators highlighted number of strategies:

e Periodic review of standards — for example the GMC are currently
reviewing Tomorrow'’s Doctors. Also GCC, GOC, GOsC, HPC, NMC,
RPSGB

¢ Indicative standards — broadly describing the outcome needed rather
than prescriptively identifying the inputs required (GDC,GMC, HPC,
NMC)

e Focus on high level outcomes and principles to allow education
providers to devise curricula in variety of ways and phrasing criteria to
demand that programmes remain current (GMC, NMC, RPSGB)

e Specific criteria to ensure syllabus remains up to date and responds to
evolving legislation (RPSGB)

e Swift decisions on programme changes where appropriate (HPC,
RPSGB)

e Peer reviewers introduce contemporary practice perspective, from
across employment sectors (GMC, NMC, PSNI, RPSGB)

e Targeted visits to ensure areas of greatest interest are focused on
(NMC)

e Risk-based approach to monitoring helps to target on areas of greatest
impact on patients and the public (NMC)

e |ssuing supplementary guidance as necessary, for example around
student fitness to practise, disability and health (GDC, GMC, GOC,
HPC, NMC, RPSGB (in preparation))

e Devising urgent revisions to standards if circumstances demand
(GOsC, HPC)

¢ Annual monitoring tailored to institutions, focused on conditions specific
to each provider, encouraging continuous development and corrective
action (GDC, GMC, GOC, NMC)

e Asking for feedback from education providers and visitors to highlight
areas for improvement (GMC, GOC, HPC, RPSGB).

3. Ensuring patient safety and public protection

We asked regulators how they thought their quality assurance processes
contributed to patient safety and public protection. The role of QA and
approval of education programmes means that successful students will obtain
the skills and competencies needed to join the register. This was described by
the GOC: ‘Patient safety and public protection are at the heart of the GOC'’s
quality assurance role. When setting the standard required by developing and
reviewing the core competencies and the requirements for approving optics
training programmes, the GOC has to assure itself that even the weakest
student who passes the programme meets the standard required to ensure
that they are fit to practise.’



Broadly, there are three main approaches to ensuring patient safety and
public protection:

a. Practical steps

e Ensuring student fitness to practise processes are in place

e Strong internal quality assurance processes and robust assessment
systems to ensure that students meet learning outcomes

e Explicit emphasis on patient safety and public protection in the course

e Supplementary guidance, for example on student fitness to practise,
where needed

e Encouraging the sharing of good practice in education between
providers

e Patient and public involvement in education, through visitor teams,
provision of feedback, involvement in design and delivery of education.

b. Principles of patient-centred care
e Learning outcomes are derived from standards of practice
e Principles of good health and good character are emphasised in
courses and at admissions
e Emphasising the patient — in standards and in education programmes
derived from them.
e Focusing on outcomes rather than inputs.

c. Integration of quality assurance with other regulatory activity

e Within the regulatory body, through strong links with standards, fitness
to practise, and registration.

e With other regulators — for example, GMC and NMC have memoranda
of understanding with the Healthcare Commission to enable them to
share information when education has wider implications for patient
safety.

3. Managing relationships with other organisations

We asked the regulatory bodies whether other bodies in their sector were
involved in QA and if they were, how, when and where the regulators worked
with them.

This prompted a mixed response. For some regulators, they are the only
profession-specific organisation with a formal role in quality assurance.
However, this does not preclude good working relationships with professional
bodies, for example around regular reviews of standards of proficiency and
codes of practice.

The widest experience, unsurprising given their breadth of register, came from
the HPC. Many professional bodies are involved, but there is no consistency
to the extent and level of involvement. Some develop detailed curriculum
guidance (referred to in 4.2 of HPC’s standards of education and training).
Some have their own accreditation processes, such as the Chartered Society
of Physiotherapy. In these situations, the HPC told us they would aim to run



visits alongside other bodies if that was what the education provider wanted.
However, all decision-making remained independent.

The GMC reported a close informal working relationship with the QAA. In their
current review of Tomorrow’s Doctors the GMC have undertaken standards
mapping exercises and are proposing that QAA standards be referred to
where they are relevant and sufficient rather than creating medicine-specific
standards. The Postgraduate Medical Education and Training Board is due to
be merged with the GMC in 2010, placing responsibility for all medical
education in the GMC.

Beyond the professional bodies, there are other organisations with an interest
in QA that regulators work with — QAA, Skills for Health, Ofsted, QCA, SQA.
Regulators also told us of close working relationships with representatives of
higher education and deans of schools. For example, the RPSGB referred to
the value of a single forum in which they can speak to all heads of pharmacy
in the Council of University Heads of Pharmacy.

4. Summary and next steps

Our work so far has revealed some of the similarities and differences in
approaches taken by regulatory bodies to quality assuring undergraduate
(pre-registration) education, outlined how patient safety and public protection
are ensured in education, the flexibility in current approaches and the nature
of relationships with some other bodies in the sector.

A key question is whether the nature of these similarities and differences is a
cause for concern, and for whom, and what the impact (direct or indirect) may
be on patient safety and public protection. The assurance of clinical practice
placements, and relationships between employer and education providers on
this issue is worthy of further investigation. We intend to gather views from
across the sector, and beyond, and from this we will seek to identify areas of
good practice and whether there is scope for alteration in current approaches.



Annex 1 — brief overview of regulators’ quality assurance
processes

General Chiropractic Council

The GCC publish Criteria for Recognition of Degrees in Chiropractic, focusing
on programme outcomes. These outcomes are linked directly to the GCC
standards for the ethical, competent and safe practice of chiropractors and
must be met for a degree programme to gain approval. Currently three
institutions provide chiropractic degree programmes in the UK. Between them
they generate around 270 graduates per year.

GCC operates a recognition system whereby every five years the course
offered will be ‘re-recognised’ under the same process as initial recognition.
Following submission of business plans and other documentation to the
Education Committee, and the Committee is satisfied about the financial
position for delivering the degree programme, full recognition process begins.

At least two months after the submission of the document a visit will take
place involving a panel of 5-6 visitors, chaired by a lay member of the Council,
and including two chiropractic members, one or two educationalist members
and a QA consultant. During this time, a detailed analysis of the
documentation will have been undertaken and considered by the Education
Committee, so that it can identify any particular areas of concern to be
pursued by the visiting panel. A report and recommendations are sent to the
Education Committee normally within six weeks.

The Committee considers the report and invites the Institution to comment
before final recommendations are made by the Education Committee to the
General Council. From here, the GCC then seeks the approval of the Privy
Council. It can take some months for the Privy Council to respond, so to avoid
undue delay the GCC asks the Privy Council Office to agree that the
Institution can advertise the qualification as being ‘subject to the approval of
the Privy Council’ (much as some degrees are advertised as ‘subject to
validation’).

Recognition, with or without conditions, is always given for a specified period
of time so Institutions will need to build this into their ongoing planning and
development. Conditions will identify whether additional visits are required
during the period of recognition. All institutions are required to submit an
Annual Report to the GCC’s Education Committee.

General Dental Council

In the UK there are 16 university dental schools, 19 institutions (mostly
universities) producing about 200 dental hygienists and dental therapists per
year; 11 institutions producing about 150 dental technicians per year; seven
institutions producing 20-30 orthodontic therapists per year; and two
institutions training clinical dental technicians in small numbers.
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The GDC are midway through implementing the findings of an extensive
strategic review of their work in education. As a consequence, QA processes
are being radically revised to focus on learning outcomes (i.e. what a new
graduate is competent and safe to do) and away from prescriptive guidance
on what should be contained in a training programme (inputs). Thorough
review of all curriculum guidance and QA processes is ongoing,
complemented by new student fitness to practise guidance.

Previously, each dental school was visited in every six years, in the same two
year period, based on the standards document The first five years.
Traditionally very thorough, the last round of visits took place in 2003-2005.
For new schools, visits happened annually to follow the progress of the first
cohort.

For those providing education for dental care professionals, a more flexible
approach to QA has been adopted over the last two years with a smaller
panel of visitors, appropriate to the course, looking at thresholds and
sufficiency.

Paper-based annual monitoring has been introduced for all dental education
providers. While the strategic review is being fully implemented, annual
monitoring will stay in place for 2009, and the new process will be introduced
in October 2010.

General Medical Council
There are 29 universities offering undergraduate medical degrees in the UK.

The GMC'’s standards for undergraduate medicine, which provide the
framework for quality assurance, are published in the document Tomorrow’s
Doctors (currently under review). The GMC'’s role is to define the outcomes
graduates are expected to reach and sets standards for the delivery of the
programme. These outcomes and principles are set at a high level so that
medical schools are able to devise and quality manage evolving curricula that
are responsive to emerging practice and changing healthcare environments.
Tomorrow'’s Doctors is a flexible framework that allows the provision of
supplementary guidance in response to needs identified through quality
assurance processes or other stakeholder engagement.

The GMC'’s quality assurance programme is known as QABME (Quality
Assurance of Basic Medical Education). QABME has two key elements: an
annual return provided by all medical schools and a visit process that is
adapted for new medical schools and medical schools undergoing significant
change.

The annual returns process facilitates monitoring of corrective action,
innovation and other changes without the constraint of a bureaucratic
approvals process. It encourages continuous development of curricula while
allowing the GMC to keep abreast of development and target further
investigation and quality assurance activities where there are concerns.
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The GMC will visit each medical school at least twice within every 10 years.
Visits are undertaken on behalf of the GMC by a team of approximately 8-10
medical and educational professionals, medical students and lay members.
The visiting teams are assigned to a school and are responsible for all stages
of the visit process for their school. Visitors undergo mandatory annual
training.

The main stages of the visit process are:

1. Collecting information (June to December)

2. Confirming information (January to July)

3. Integrating information and making judgements (June to August)
These time frames may vary slightly to respond to individual school
timetables. The visit process for an established school is generally 18 months
from notification of selection to the GMC’s endorsement of the visiting team's
report.

The visit process may vary for established schools proposing major changes
to curriculum, facilities or supervisory structures. For example, if changes are
limited to one or two years of the school’s curriculum the visit process may be
completed in the standard 18 month timeframe. Alternatively, if extensive
changes are planned across the curriculum the visit process may be repeated
over a number of years as the changes are rolled out. Similarly, the visit
process will vary for established medical schools wishing to change their
degree awarding arrangements.

Four new medical schools have been established in recent years. The
process for monitoring the progress of these schools involves the same
systematic three-stage process applied to established schools. However,
quality assurance activities are carried out for each year for the duration of the
first medical student intake’s degree course, assessing the development and
delivery. This process results in annual reports that enable the Education
Committee to gauge the progress of each school and compare progress
across schools.

Final reports provide summary of key findings including any requirements,
identification of areas for quality enhancement and identification of areas of
innovation and good practise. The main body of the report then provides a
detailed analysis of curricular outcomes, curricular content, student
performance and competence and student health and conduct. Reports also
include a response by the medical school.

Through the Annual Return process every year, each medical school must
provide a return to the GMC that:
e |dentifies significant changes to curricula, assessments or staffing.
e Highlights risks or issues of concern, proposed solutions and corrective
actions taken.
e |dentifies examples of innovation and good practice.
e Responds to issues of interest and debate in medical education,
including promoting equality and valuing diversity.
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e Identifies progress on any requirements or recommendations arising
from the QABME visit process.

If there is need to investigate an issue, for example the introduction of a new
curriculum or significant changes to the curriculum or facilities, the school may
be requested to submit detailed information for analysis or may be selected
for the QABME visit process.

General Optical Council

GOC approves eight training institutions to provide optometry degree
programmes and five institutions to provide ophthalmic dispensing training
programmes in the UK. GOC requirements for both optometry and dispensing
optician courses address course construction, teaching learning and
assessment, student progression and achievement, staffing and resources
and facilities.

In 2008, the GOC concluded that the curriculum for UK undergraduate training
in optometry should be redefined as competency statements to be:
e compatible with the GOC'’s strategy of a competency based registration
process;
e to allow for easier comparison with European curricula; and
e to be compatible with the principles of the Bologna Agreement.

The GOC operates a visit process to quality assure optics training in the UK.
Currently, visits are annual for the first cohort of students taking the course,
and every three to five years thereafter. Each Visitor Panel consists of six
members, supported by a GOC Officer, who are on site for no more than three
days. The GOC maintains a list of 18 fully trained Visitors, made up of
dispensing opticians, optometrists, ophthalmologists and educationalists.
Panel members undergo comprehensive training throughout their tenure,
including annual refresher sessions, self assessments and appraisals.

A letter to be sent to existing providers one year before the process is due to
commence, and with negotiation to determine the broad time frame for the
visit. The visiting process for optometry courses takes approximately 30
weeks from the initial letter from GOC to the education provider through to the
final report (week 26) and the provision of an action plan by the education
provider (week 30)

In 2008 the GOC also undertook a review of the QA visit process to ensure
that the process remained fit for purpose and wherever possible the GOC was
able to utilise existing quality assurance reports and processes to obtain the
information it requires and to reduce the burden of the accreditation process
on both the institutions and the regulator.

The outcome of the review was a decision to introduce an annual monitoring

scheme, which would enable the GOC to gain data, monitor progress and be
informed on any proposed changes to optics programmes on an annual basis.
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The new process requires each institution to submit an annual monitoring
form in which they must provide details of progress against the conditions and
recommendations of the previous visit, notification of any changes (or
proposed changes) to the programme structure, content, assessment
methods etc or to staffing and resourcing, student progression and
achievement data and clinical records.

This will allow the quinquennial visits to be much more focused on the areas
of risk, on clinical patient experience, supervision and areas identified for
improvement or change. The length of visits themselves will be reduced from
four to two days. The annual monitoring forms for the years proceeding a visit
will be used as pre-visit information for the panel, together with additional
feedback collected from employers, supervisors and patients via
questionnaires which will be send to these groups in advance of a visit and
the responses will be collated into a meaningful report to assist the Panel.

This new scheme is being piloted in February 2009 with full roll out to all
Optometry programmes planned for Autumn 2009. Roll out will then be
extended to dispensing programmes in early 2010 following full panel visits to
all dispensing courses in 2009.

General Osteopathic Council

The GOsC accredits ten providers of osteopathy courses to ensure they meet
the minimum standards required to produce osteopaths who are safe and
competent to practise. The standards that must underpin osteopathy courses
are:

e Standard of Proficiency —the standards of osteopathic practice
expected of registrants and the level to be attained by a graduating
osteopath.

e Code of Practice — requirements in relation to conduct and ethics to be
observed by osteopaths and the level expected of graduating
osteopaths.

e Osteopathy Benchmark Statement — an educational benchmark
developed and published in conjunction with the QAA, outlining the
expected standards of delivery of education.

If a course meets these standards, then it is awarded a ‘Recognised
Qualification’ (RQ) which generally lasts for a period of between one and five
years. The initial award of an RQ is based on a report of a team of specialist
reviewers, who review the course documentation and visit the institution to
gain any necessary evidence. The visit generally lasts three days and takes
account of teaching (clinical and theory), as well as including interviews with
staff, students and reviews of patient feedback where possible. This process
is repeated at the point where an RQ is due to expire, in order to renew the
accreditation.

The GOsC contracts with the QAA to undertake the review, the visit and

production of an evaluative report. The QAA trains specialist reviewers, both
lay and osteopaths, selects teams to conduct RQ reviews and produces
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reports which are considered by both the GOsC Education Committee and
Council before a final recommendation on course accreditation is made to the
Privy Council (which has final say on the approval of osteopathic courses).

The review team in recognition and renewal reviews will normally consist of a
Review Coordinator, two specialist osteopath visitors and one lay visitor. In
advance of the review, QAA will communicate to the GOsC the suggested
composition of the review team. Providers to be reviewed will have the
opportunity to comment on suggested review team composition.
Responsibility for the appointment of visitors rests with the GOsC.

In addition to the RQ reviews conducted by the QAA, the GOsC also requires
institutions offering osteopathic courses to submit an annual report to the
Council, outlining any significant changes to the course provision, providing
statistics on student and patient profiles and answering any specific areas of
interest that the GOsC may have.

Health Professions Council

The HPC standards of proficiency (SOPs) are threshold standards for safe
and effective practice that all registrants must meet. They include both generic
elements, which all registrants must meet, and profession-specific elements.
These standards play a central role in how to gain admission to and remain on
the Register and thereby gain the right to use protected title(s).

HPC’s Standards of Education and Training (SET) are the standards that an
education programme must meet in order to be approved as an education
provider for any of the 13 professions overseen by HPC. These generic
standards ensure that anybody who completes an approved programme
meets the standards of proficiency and is therefore eligible for admission to
their profession’s Register. The standards cover:

e the level of qualification for entry to the Register;
programme admissions;
programme management and resources;
curriculum;
practice placements; and
assessment.

All courses will be visited as part of the initial approval process, but there is no
structured visit schedule thereafter. Programmes are awarded ‘open-ended
approval’ subject to satisfactory ongoing monitoring. Both annual monitoring
and major change processes may trigger a new approval visit.

Visits are coordinated and managed by the HPC. The HPC visit panel is
normally made up of one education executive and two visitors, at least one of
whom is from the same part of the Register as the profession with which the
programme is concerned.

Once approved, the HPC monitor programmes annually on a two year cycle. It
involves two different processes of monitoring submissions — audit and
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declaration. Declaration forms are submitted to the Education & Training
Committee for ratification. Audit forms are reviewed by an HPC visitor from
the same part of the register, and preferably one involved in the initial
approval visit. Following this, additional information may be requested.

The annual monitoring process draws heavily on the education providers’
existing documentation and is guided by previous QA activity. Each academic
year, programmes that were approved by HPC in the prior academic year, or
are currently going through the approval process, will not normally be subject
to annual monitoring.

Once an assessment has been made, visitors can make the following
recommendations:
e the programme continues to meet standards
e there is insufficient evidence to show how the programme continues to
meet standards and a visit is required to gather evidence to show how
the programme meets the SETs and SOPs and, if required, place
conditions on ongoing approval
e additional information is required in order for the visitors to make their
recommendation

The major change process considers significant changes to a programme and
the impact of these changes in relation to standards. Any change that
significantly alters how SETs and SOPs are met should be reported to the
HPC who make a decision on the most appropriate course of action. HPC can
decide to assess the impact of a change using the annual monitoring, major
change or approval processes at this stage. If the major change process is
used, education providers are asked to map the impact of the change against
the SETs. This is assessed alongside previous reports by visitors and
recommendations are sent to the Education and Training Committee.

Nursing and Midwifery Council

The NMC currently approve 84 programme providers across the UK. These
offer over 1100 approved programmes covering pre-registration nursing and
midwifery, return to practice for all three parts of the register and post
registration qualifications, including specialist community public health
nursing, teacher programmes and non-medical prescribing.

The NMC base their annual monitoring on a range of identified risks to quality
education and requires all education providers to show they are accurately
controlling those risks, which include:

e Resource inadequacy
Inadequate safeguards for monitoring student conduct
Inadequate governance of practice learning
Failure to provide learning opportunities of a suitable quality
Unreliable conformation of achievement
Failure to incorporate essential skill clusters or address required
learning outcomes
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e Failure of internal QA systems to provides assurance against NMC
standards

The NMC contract out their QA operations to two suppliers: HLSP in England,
Scotland and Northern Ireland and Healthcare Inspectorate Wales (HIW).

Approval/re-approval events for programmes take place every five years; risk-
based monitoring events for providers take place annually. Programme
approval/re-approval is undertaken jointly between the NMC, an approved
programme provider and other stakeholders, which will normally include the
placement providers and commissioners of the programme, as well as
students, users and carers. If a programme is approved subject to conditions,
these must be completed before the programme is allowed to run. Any
recommendations identified will form part of subsequent annual monitoring.

Annual monitoring is the process by which the NMC seeks assurance that
approved programmes continue to be delivered in accordance with NMC
standards, that key risks to public safeguarding are controlled. Underpinning
this quality assurance event is the production of an annual report by
programme providers. The annual monitoring event itself takes place over one
to three days and from the information gathered the managing reviewer’s
hypotheses of risk is tested, a collective judgment is reached and a draft
evidence based report on the programme(s) is developed. The NMC uses a
Red Amber Green approach to reporting as an effective method of reporting
outcomes and risk control. Feedback on the process is then provided to (and
requested from) the education provider. A final report is then submitted to the
NMC. Monitoring reports are concise (1-3 pages) and consist of a summary of
key findings which addresses the extent to which key risks are controlled.

A provider is awarded one of the following grades:

e Qutstanding: Exceptionally and consistently high performance with
examples of effective practice which is innovative and worthy of
dissemination and emulation by other programme providers.

e Good: The element/programme enables students to achieve stated
learning outcomes without need for specific improvements.

e Satisfactory: The element/programme enables students to achieve
stated learning outcomes but improvement is needed to overcome
weaknesses.

e Unsatisfactory: Exceptionally low performance. The element /
programme makes a less than adequate contribution to the
achievement of stated learning outcomes. Significant and urgent
improvement is required to become acceptable.

The overall outcomes of monitoring activity in 2007-08 resulted in providers
being placed in one of the following categories for monitoring in 2008-09:
e Programme providers with acceptable risk control: these are
considered to be managing acceptably and are subject to a standard 3-
day visit (33 providers).
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e Programme providers with well developed risk control: these are asked
to carry out a self-assessment for one year, using the same reporting
format as the NMC'’s reviewers (31 providers).

e Programme providers with weaker levels of risk control: these will be
subject to a standard visit with the potential for a revisit. The initial visits
are carried out early in the academic year to allow time for a revisit if
required. Action plans are put in place prior to the visit (20 providers)

Under normal circumstances approved institutions can undertake
improvement and enhancement of NMC approved programs through their
own internal processes. NMC must be notified however, and all programme
modifications and developments must be reported in the Annual Report.
Where modifications introduce more significant changes to approved
programs it may be necessary for NMC reviewers to participate in the
programme provider’s internal processes in order to provide assurance of
continued compliance with the relevant NMC standards.

Pharmaceutical Society of Northern Ireland

The PSNI adopts the RPSGB system of quality assurance of undergraduate
education in Northern Ireland. From September 2009 there will be two schools
of pharmacy in Northern Ireland.

Having assessors with specific knowledge of Northern Ireland legislation (e.g.
Medicines Act 1968, Pharmacy Northern Ireland Order 1976) and practice
(e.g. emerging cross border service and regulation issues, Northern Ireland
specific services such as the Minor Ailment Scheme etc) on the accreditation
panels of Northern Ireland Pharmacy Schools enables changes in practice
specific to devolved areas to be reflected in the quality assurance process.

Royal Pharmaceutical Society of Great Britain
There are 22 undergraduate schools of pharmacy in the United Kingdom.

The RPSGB accredits all UK MPharm degrees and successful completion of a
course allows a pharmacy graduate to apply for preregistration training. The
accreditation process is different for new and existing schools, although the
underlying principles are the same: it is evidence based, involves peer review
and is cyclical. New schools are required to submit a business plan and
detailed syllabus in advance of students entering the course: the school is
then visited in each of the first four years of delivery of the MPharm; only then
is full accreditation given. Once a new school becomes an existing school it is
reaccredited quinquennially. Accreditation can be suspended or withdrawn (by
Council) if there are concerns about the standard of an MPharm.

Accreditation panels have a range of expert practitioners from the main

pharmacy sectors, plus lay visitors whose remit is patient safety and public
protection.
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UK MPharm degrees are designed with reference to the Society’s Indicative
Syllabus, which has 51 items under the following broad headings:
e The Patient
Medicines: drug action
Medicines: the drug substance
Medicines: the medicinal product
Healthcare systems and the roles of professionals
The Wider Context

As a framework around which MPharm degrees are designed, the RPSGB
has defined 50 criteria, all of which need to be met by providers (except one,
the use of inter-professional learning, which is recommended). The first five
relate to EU requirements, the sixth to minimum entry standards for English
Language and Mathematics (GCSE grades A-C or equivalent), seven-31
outline graduate outcomes (the nearest thing to competencies the Society
uses) and the remainder, 32-50, deal mainly with the academic infrastructure
supporting delivery.

A condition of accreditation is that annual reports on student progress and
resources available for the course are submitted to the RPSGB. Furthermore,
when course changes are substantial, the RPSGB should also be informed.
Generally changes are dealt with by staff, if the proposed change is
reasonable and it does not substantially affect accreditation and the institution
is informed as soon as possible. If changes are so substantial that the
MPharm alters drastically, a full accreditation event would have to be
arranged. If there are concerns about the standard of an MPharm,
accreditation can be suspended or withdrawn.
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