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Dear Professor Rawlings, 

Response to final reports from the Imperial College review of the MBBS/BSc programme 2004/5

I write regarding your invitation to the School of Medicine to respond to the findings of the reports from the College review of the MBBS/BSc programme by Professors Cox, Green and Cumming and Dr Johnson between November 2004 and January 2005.

The School found the review a worthwhile and beneficial exercise, and it has given us the opportunity to assess critically our existing provision. 

The reports were, on balance, a fair and accurate representation of our current provision. They have been considered by the Academic Heads associated with the undergraduate medicine course and key staff involved in the development and delivery of the course. The first section of this letter gives responses to concerns and recommendations made within the reports. The second section highlights and clarifies misunderstandings from the reports.  

1.



 Responses to Concerns and Recommendations


1.1 
Curriculum

1.1.1 Programme Specification 

We accept that the present Programme Specification appears unduly lengthy as a consequence of our having appended the learning outcomes for the entire course. These now appear on the Faculty of Medicine Internet pages as two separate documents, and in future iterations the two documents will not be merged in this way. In response to the comments about the factual burden of the course, we would like to stress that the course was reduced substantially in 2001 following an internal curriculum review, and that an annual process of review for all years of the course is currently being developed through the Education Sub-Committees. Through these reviews we will ensure that the programme remains in accordance with Tomorrow’s Doctors 2004, and we will monitor the factual burden on students taking the course. The inclusion in our course of a substantial amount of the scientific knowledge that under-pins medical practice is deliberate however, and is in line with the Faculty’s strategy.
1.1.2
 Learning Outcomes 

We acknowledge that there is some variation in the way the learning outcomes are presented, leading to a misleading view of an unbalanced and unstructured course that we do
not believe to be the case. We initiated a project to present our course in the form of learning outcomes in 2003 which was completed in December 2004. This left insufficient time for the necessary revisions to be made in advance of the Internal Review in January 2005. The annual review processes (please see section 1.1.1) will enable us to review the learning outcomes to achieve a balance within years, and the annual review of the Programme Specification as a whole by the Education Committee should ensure we present the course in a way that more accurately reflects what we do. 

We accept that there also needs to be a systematic analysis of the learning outcomes to allow the core curriculum to be defined more effectively and appropriate decisions and judgements to be made. We are investigating processes to ensure that this happens.

1.1.3
 Course Development 

In response to the comment that there is an apparent lack of overall planning of the course, we feel that part of the problem has been in the documentation that describes it. In the context of the need to up-date the Programme Specification, we have drafted an additional section, which we hope addresses this need. This is given in Appendix 1 to this letter.

We do accept that the programme in its entirety would benefit from improved and clearer integration of the many elements that contribute to the 6 year course. Greater effort is required to analyse the student’s journey through undergraduate training into its component strands, and to identify the interactions between these strands, so that the timing and aims of particular courses are appropriate to their functions in the overall design. The development of programme learning outcomes will be a key part of this process, but cannot go much further until these outcomes can be located within an agreed overall map of undergraduate educational goals. In some areas such mapping has been achieved (pharmacology and therapeutics, pathology and the doctor-patient strand are usually cited) and activity is now visible in other areas. For example, some review of anatomy is taking place within surgical education in Year 5, and something similar is being planned for obstetrics and gynaecology. The development of a fully articulated curriculum will require a framework for change, to which all can contribute, and within which each element can be planned and negotiated.

We are planning to establish a working group within the Education Committee to undertake the following:

· A review of the course to clarify further the vertical themes that emerge from one year to the next.
· A project to explore the introduction of additional linking vertical themes.
· The development of appropriate documentation and web-based material to ensure better understanding of our thematic objectives among staff and students.
· Identify ways in which the Education Committee can more effectively monitor and improve the overall planning and coordination of the course.
1.1.4
 Delivery of Teaching 

1.1.4.1
 Teaching Methods

We agree that a coherent policy is needed about where different types of learning are used alongside more provision for active learning. In 2004, the Faculty Principal established a Review of Teaching, which was to examine our existing learning technologies and teaching methods, and make recommendations for their development and improvement over the next decade. Part of the stimulus for this was the fact that the present AVIT system will be obsolete (and financially unmanageable) by 2007/8.
1.1.4.2
 Lecture Provision in Years 1 and 2 

We acknowledge that there is a heavy reliance on lectures in Years 1 and 2. About half of Years 1 and 2 teaching comprise core teaching on systems physiology, development and regional anatomy. The number of academic staff competent in these areas has declined since the institutional mergers, which has been due in part to the need to maximise research strength. We are able to provide small-group work (practicals, tutorials, PBL etc) only where they can be adequately staffed. Although the situation improved following the appointment of five Principal’s Lecturers in this area, we cannot extend small-group activity to cover all the systems courses. We anticipate some improvement with the impending move to South Kensington of several physiologists from the Wye Campus of Imperial College, who are keen to teach in the medical curriculum. We shall meet with them shortly to explore how they may be best deployed.
1.1.4.3
 Lecture Learning Outcomes in Years 1 and 2 

We refute the suggestion that the learning outcomes for Year 1 and 2 lectures are dependent on the lecturers. The objectives and broader intended learning outcomes have been defined by teams of staff rather than by individuals. This is achieved at theme meetings involving all the relevant course leaders. 

We do accept, however, that the delivery of these learning outcomes is somewhat dependent on individuals. Overlap of content between different lectures may be constructive or otherwise, depending on whether it is planned (for reinforcement) or accidental. The Head of Years 1 and 2 has agreed to inform all Course Leaders that it is part of their responsibility to monitor teaching for unhelpful repetition. Course Leaders will also brief staff (especially those with small teaching commitments) concerning the students’ prior experience, the aims and content of the session, its place in the larger context of the course, and the practical aspects of lecturing to large audiences.
1.1.4.4
 Community Teaching 

We acknowledge that teaching provided in a primary care setting comprises a smaller proportion of the overall provision compared with other medical schools. This is largely due to problems in West London in recruiting and retaining General Practice (GP) teachers, but has been further confounded by the recent introduction of the new GP contracts. The academic unit of Primary Care is actively addressing this issue, and we run many courses and open days in our efforts to increase further the number of our primary care teachers.

1.1.4.5
 Practical Skills and Procedures

In response to comments about the variability of teaching and assessment of practical skills across clinical sites, we would highlight a recent SIFT-funded project designed to map out the clinical skills teaching delivered by specialist tutors, clinicians and general practitioners. The aim is to move to more fully integrated teaching between these elements, and standardise content and milestones across clinical sites. The recommendations of this project will be implemented in the academic year 2005/6. An audit of clinical skills facilities, undertaken through the Core Competencies project, has shown that all Trusts now provide clinical skills laboratories and there are part-time or full-time staffing in most of them. 
We agree that clarification is needed about intimate examinations and who should obtain consent. At present, students are guided by the local policies at each NHS Trust, which on inspection have been found to differ very little. We feel there would be advantages in having a single agreed policy, and have been informed that a policy document will be circulated shortly from the Councils of Head of Medical Schools for use by all medical schools in the UK. 

1.1.4.6 Teaching Sessions for Clinical Teachers 

We acknowledge that clinical teaching sessions may sometimes be interrupted or cancelled due to service or other staff commitments. The Faculty works through the Directors of Clinical Studies (DCSs) and Teaching Co-ordinators (TCOs), appointed by the Trusts, to try to ensure that the teaching is actually delivered, and that contingency plans exist if there are late cancellations. There is no central enforcement mechanism however, and we take the view that the infrequency of this problem would make such a process unnecessary. This issue was discussed at the Spring DCS Committee meeting and it was suggested that an annual audit of the teaching provision, carried out by the TCOs, could usefully provide a snap shot of teaching sessions taking place.  
Many of the Year 5 and 6 specialties are entirely NHS led, as there are no corresponding academic departments. Monitoring the educational content of such attachments presents its own problems, and is now an important element of the continuing course evaluation exercise, due to begin within the next 2 months.  It is hoped that this continuing process will assist course leaders in reviewing the quality of teaching across the sites involved in their particular attachment.  Each course will be reviewed by the leader of another course, which should help to disseminate good practice.  

1.1.4.7 Provision of Teaching Fellows

We agree that the appointment of Clinical Teaching Fellows within some of our associated NHS Trust has been a success, and is appreciated greatly by the students. We have encouraged this model at other hospitals, but for financial reasons the Trusts can only make such changes quite slowly. The employers of Clinical Teaching Fellows are of course the NHS, not Imperial College. It has been suggested to the DCS’s for the North West London Hospitals NHS Trust that they carry out an evaluation of the added value of Clinical Teaching Fellows to their teaching provision to provide evidence which could be useful in encouraging other Trusts to take this up.
1.1.5 
Informing Teachers in Years 5 and 6 

Comments were received concerning unclear linkages between the learning outcomes and the curriculum, and also that some teachers appeared unfamiliar with curriculum content. In both years, the linkage between the curriculum and what is actually taught has been reinforced by the generation of learning outcomes.  We agree also that including these learning outcomes in assessment is important for better integration.  A complication here is that some Year 3 and 5 specialty attachments are not examined until the Part 6 examinations at the end of the Final Year.  The Chair of the Part 6 Examinations Sub-Board is well aware of this, and they and the Heads of Years 3 and 5 are collaborating to make the Year 3 and 5 teachers more aware of the opportunities to contribute to the Part 6 examination.  Changes are likely to be evident from 2006-7 onwards. 

Regarding dissemination of the curriculum, we now have a regular process of review of each segment of the Final Year (and are developing a parallel process for Year 5). As we send those reports back to individual module leaders, we will draw their attention to the need for all teachers on that module to understand their contribution to the curriculum, and to see it within the context of the whole of the Final Year.
1.1.6 
Unification and Standardisation of Clinical Teaching

We agree that it has not been possible to unify and standardise all clinical teaching across the different clinical attachments. This is because the different specialties teach in widely differing circumstances, and with very different resources.  For example, dermatology is entirely clinic-based, with teaching predominantly from NHS doctors, while psychiatry includes inpatient, outpatient and community experience. Similarly, in genito-urinary medicine, some problem-based learning is included, which is based on documented or ‘paper cases’, which reflects the fact that the students may not encounter live cases of particular conditions they need to know about.   To attempt to place all this teaching into a common format would substantially reduce the learning opportunities for students, as well as create difficulties for staff. However, it is acknowledged that there is a need to provide a ‘core’ set of teaching across the Trusts to a unified standard and a proposal for implementing this will be discussed at the Autumn DCS Committee meeting.
1.2
  Personal Tutoring 

1.2.1
 Role of Personal Tutors 

The role of the personal welfare tutors will become clearer and common throughout the course with the planned introduction of academic tutors for Years 1 and 2. This will be more in line with the clinical years where the academic tutoring role is provided by members of the examining committee. The role of the personal tutor will therefore be exclusively pastoral across all years.  The guidance for personal tutors will be up-dated in the 2005/6 academic year, and the information pack that personal tutors receive at the start of the year will include more detailed information about their roles and responsibilities.  

1.2.2
 Recognition 

The recruitment of personal tutors at present is informal and voluntary, rather than enforced.  We feel this means that the tutors we use are committed to the role. There is no funding available with which to reward tutors financially, but we acknowledge that other ways in which to recognise good personal tutors should be identified. This will form part of the monitoring process to be developed (see 1.2.3 below).

1.2.3 
Support 

The induction meetings for new personal tutors are generic, and organised by the College’s Centre for Educational Development based at South Kensington.  The Centre is not funded to provide this for individual departments, and so we could not run this course at clinical sites.  We acknowledge this issue however, and hold evening meetings for tutors once a year at each of the main clinical campuses.    
1.2.4 
Monitoring of Current System

We acknowledge that there is currently no system in place for monitoring of the performance of the personal tutoring system.  A process, to be introduced in the academic year 2004/5, is being developed through the Student Welfare Committee, which will involve the completion of questionnaires from both students and personal tutors. The findings of this exercise will help to inform any changes made to the current tutoring system. 

1.2.5
 Proposed Alternative System 

We have discussed the proposal that a smaller number of professional tutors might be a suitable alternative to the current system. With over 2000 students, placed at several distant sites at any one time, it is difficult to see how this option would work in practice.  We are, however, investigating the possibility of making use of the DCS to provide support at distant sites.  From 2005/6, a pack of relevant welfare information will be distributed to the DCS. The suggestion to formalise this arrangement by incorporating this into SIFT agreements will be considered through the DCS Committee. 
1.2.6 Role of College Senior Tutors and Students Union 

The role of the Senior College Tutors and the Student Union (SU) is made explicit to students when they arrive, and for 2005/6 this information will in addition be available on the welfare pages of the Undergraduate Medicine Teaching Intranet and in the course guides given to students at the beginning of each academic year.  The degree to which the Senior College Tutors and the SU Officers are used will be monitored under the questionnaire system outlined above. For 2005/6 we are also developing, in conjunction with the SU, a series of Frequently Asked Questions (FAQs), and answers which will be placed on the welfare pages of the Undergraduate Medicine Teaching Intranet. 

1.3
 Examinations and Assessment 

1.3.1 
Feedback for Students

We acknowledge the deficiencies highlighted in respect to providing the level of feedback requested by students in Years 1 and 2 and the BSc, and this has now been discussed by the relevant Education Sub-Committees. In terms of providing guidance for students on how much they are expected to work, individual advice is probably more valuable than a distribution of an average figure. From 2005/6 students will be advised in their course guides to consult their personal tutors if they are in doubt about whether they are working hard enough.
1.3.1.1
 Years 1 and 2

In 2003/4 the turn around time for giving receipt of feedback on Year 1 formative assessments was reduced to two weeks, and a group feedback session on the different questions was provided for students. 

In addition, during 2004/5 we successfully piloted a computer based self assessment for Year 1 students, and plan to extend use of computer based self assessment to Year 2 within the next 2-3 years.  It is hoped this will be extended to other years of the course.

We are progressively providing more specimen exam questions through the Undergraduate Medicine Teaching Intranet. All course leaders are encouraged to provide formative testing within course time, either through “pub quiz” sessions or through mini-quiz time within lectures. 
We acknowledge that students have been unable to get a breakdown of their performance in some areas and we are setting up a system of academic advisors (see 1.2.1 above) to deal with this issue.
1.3.1.2 BSc

In the BSc courses, feedback to students relates to the essays and marks for other elements of in-course assessment.  BSc teachers are asked to return assessments within two weeks, but we acknowledge that this has not always been possible. The BSc teachers are aware of this issue, and have been given instruction about the needs of students and are working to provide more timely feedback.  Some courses use forms of assessment such as debates which can be marked, and feedback given almost immediately.  This is helpful to students, but we would not like to see other forms of assessment such as essays disappear, even though they are more labour intensive to mark. The BSc Quality Assurance Sub-Group, which reviews each of the BSc courses annually, has been asked to pay particular attention to this issue to assist with the identification of problem areas. 
1.3.2 
Assessable Material

In response to the request for improved clarification about what taught material will be tested in examinations, our requirement from 2005/6 is that all elements of the course included in the learning outcomes may be examined. This is an important development within the School, and the use of the learning outcomes will provide a defined syllabus (core curriculum) for student learning. This, in turn, will act as a template to help blueprint each examination, and ensure that the material students can expect to be examined on becomes increasingly explicit.

1.3.3 
Inconsistencies in Marking

The single incident referred to in the Annual Monitoring Report 2003/4 was much regretted by the School.  The deficiencies in that part of the assessment related to a staff member who teaches a small but vital part of the course.  We believe that the steps we have put in place to provide extra support and closer marker supervision will make this an isolated incident.  

1.3.4 
Psychiatry Assessments

We have recognised the need to revisit the format of the Psychiatry examination and the Year 5 Examinations Sub-Board has agreed that by the academic year 2006/7 the format will be changed to a PACES assessment of clinical skills supplemented by a written knowledge assessment. For the interim period, we have instigated a broader assessment of three clinical cases, rather than a viva voce examination focussed on an individual patient.  

1.3.5
 Formative and Summative Assessments

We were disappointed by the comment that our staff seemed confused about formative and summative assessments, as the purpose of all examinations is made clear to both staff and students in course and year guides and in the Academic Regulations and Requirements for Programmes of Study. 

It is possible that this comment may be referring specifically to the Year 1 Problem Based Learning (PBL) paper, which is taken in March. Success of this paper at the first attempt means exemption from the examination in June, although the March paper is designated as formative in the course guides.  This will be rectified for 2005/6.  

1.3.6 
Awarding of BSc Degrees

We are aware that there appears to be some variation in the number of firsts awarded by different BSc courses. We are cautious of over-interpreting these data as, to date, only 3 cohorts of students have completed the course and the number on any individual pathway is small. Nonetheless, the BSc Assessment Sub-Group is now investigating the possible reasons for this, including uneven spread of academic ability in the student intake to some courses, grade inflation by particular components of the course, non parity of workload, and the possibility of unequal involvement of Visiting Examiners. In 2003/4 we found some evidence of questions which gave excessive reward to knowledge transfer, rather than the higher order thinking skills. In response to this the BSc Assessment Sub-Group now scrutinises all exam papers for inappropriate questions.
1.4 
Learning Resources 

1.4.1 AVIT

We acknowledge that clinical teachers and students have failed to use the system to its full potential. The system is not in itself failing, but there are concerns about its longer term maintenance. Some of our teaching sites are not on the system.

We agree that AVIT lectures (like all others) may vary in quality and are sometimes poor. Course Leaders have a role to monitor the lecture courses, and rectify substandard teaching. It is not clear however whether the reviewer’s comment refers to the visual quality at the reception site, or to the content of the lecture. 

Methods for distributing PowerPoint files at the highest quality have proven to be unreliable given the technology within the AVIT system (late 1990’s technology). Currently, PowerPoint files are transmitted following scan-convertion to video. This degrades the image quality. Newer methodologies are being deployed for the new Northwick Park-Central Middlesex system which provides the highest possible quality at all reception sites for all computer-based images, and for video images.

At the end of academic year 2003-4, the Head of Learning Resources asked the College to develop a video-streaming service, which would enable us to stream medical content videos in place of duplicating videotape copies. The new College service has only just been instigated, and we have purchased an encoder that will allow us to convert to streaming-format the archive from the current academic year of DVD master recordings. Recordings of broadcast lectures during 2005-6 will be treated in this way, and students will be able to view the archive online rather than by use of VCR machines within hospital libraries.

1.4.2
 Undergraduate Medicine Teaching Intranet

We acknowledge that further support and investment is required to enable the Teaching Intranet to reach its full potential. The Faculty Review of Teaching (see section 1.1.4.1) is recommending that a Learning Technologist be appointed to advise teachers how better to create online material. A proposal to this effect is included in the Undergraduate Medicine Plan to the Faculty Planning Round for 2006/7. Quiz systems in WebCT and in LAPT (in longstanding collaboration with UCL) are already in use.

In response to the reviewer’s perception that the Undergraduate Medicine Teaching Intranet may be overused, we would stress that this issue has been debated widely within the Faculty.  There is evidence that some students use this as their prime source of learning materials, which suggests that we may be spoon-feeding them through highly detailed lecture notes and handouts. This is a complex academic issue which needs to be further addressed by Course Leaders and Heads of Year. Years 1 and 2 have firm guidelines about what should and should not be included in the handouts and course notes. This is now being taken up by Heads of Years 3, 5 and 6 following discussion at the Education Sub-Committee (Years 3, 5 and 6).

The Intranet is used as a portal for information about courses and other administrative issues, and it provides a valuable means by which teachers can review what else has been or will be taught in other subjects.

1.4.3
 Accommodation and Facilities at Clinical Sites 

We recognise that at the clinical sites the facilities and accommodation are of a variable standard. It has been agreed at the DCS Committee meeting that minimum and ideal standards should be agreed for provision of accommodation at clinical sites so this can be taken forward on a local level. 
The wording of the SIFT contract omits a requirement for a specified quality of provision, but it is to be hoped that individual members of the DCS Committee will take up these points within their own Trusts.

1.4.4
 Library Opening Hours

We acknowledge that students would like extra opening hours for the libraries. The College Library has made a Planning Round proposal for funding for 2005-6 to allow for additional staff time to permit extending the hours of opening on medical undergraduate campuses. This would allow Charing Cross, Chelsea and Westminster and St Mary’s to open to 9.00pm in Summer, extending Saturday opening to 9.00 am - 5.00 pm.  Opening of medical campus Libraries on College Closure days e.g. Easter depends upon volunteers from library staff. Such long closed periods at Easter/Christmas are increasingly indefensible while medical teaching continues at these times, and the Library is considering revising its contracts for new staff to be able to support opening during periods of College closures.
1.5
 Quality Assurance

1.5.1
 Student On-Line Evaluation (SOLE) 

We recognise the need to improve the numbers of students participating in SOLE. The Head of QAE has worked with the College ICT Department to improve the layout and ease of use of SOLE. At all Staff-Student Liaison Groups, students have acknowledged that this is now easier to use. We hope this will improve uptake rates. The quality of the information we are receiving is excellent and we would not wish to reduce this by monitoring individual use, and making it non confidential. We are working with the School of Medicine Students’ Union President on ways of improving uptake of SOLE. 
We acknowledge that in the past feedback from SOLE to the teachers has been slow. In March 2005 a Curriculum Assistant (Quality Enhancement) was employed to improve the speed with which this data is being distributed. SOLE is a standing item on all Education Sub-Committees to monitor this process.  

1.5.2
 Affiliated Trusts 

We agree that steps should be taken to further engage with all teachers in affiliated institutes and hospitals. We plan to re-introduce a process whereby the Faculty undertakes yearly visits to the associated NHS Trusts to engage with teaching staff and senior management in discussions to review and resolve local teaching issues. This will start in June this year. It has also been agreed that course organisers should be further encouraged to bring together teaching colleagues from across all Trusts at least once a year.
1.5.3 
Feedback from Staff

We acknowledge that feedback is not formally gathered from staff throughout all 6 years of the course. However in 2003/4 we piloted a process of clinical teaching governance with Charing Cross and Ealing Hospitals, which has been rolled out to all Trusts in 2004/5. This involves collating responses and formulating action plans based on questionnaires to firm leaders teaching in Years 3,5 and 6. Discussions are underway to investigate the possibility of widening this process to include other areas of the course where appropriate. 

1.5.4
 Closing the Feedback Loop

In response to the comment that in previous academic years it is not always clear what action has been taken to address issues raised at Committee meetings and Staff-Student Liaison Groups, we feel we have made positive steps in this regard in 2004/5. There are now secure Committee servicing procedures and templates, which include actions that are specifically assigned to individuals, and then later revisited at the next meeting.  From 2004/5 all Committee minutes will be available on the Faculty of Medicine Internet pages for wider access. 

1.5.5
 Staff Development 

We are aware that not all NHS teachers have been on a training course (as specified in the SIFT contracts with the Trusts). In 2005/6 we are planning to include a flyer advertising Centre for Educational Development training courses, and will press the DCS to target those teachers who respond in their teaching clinical governance questionnaire that they have not received any teacher training.  

1.5.6
 Visiting Examiners Reports

In response to the comment that there is variability in the actions taken in response to Visiting Examiners reports, we plan in 2005/6 to provide guidance to those members of staff who are required to formulate the Faculty responses.  
1.5.7
 Quality Enhancement Procedures 

We acknowledge that our quality enhancement procedures are not as explicit as those for quality assurance. We are working on proposals to make these processes more explicit which will be submitted to the Autumn Education Sub-Committees for approval. 

1.6
 Admissions 

1.6.1
 Widening Access 

We recognise the need to monitor the effectiveness of our widening access programmes. Mechanisms are currently being developed for 2006/7 by the Student Admissions Group to monitor throughout the 6 years of the MBBS/BSc course those entering through the Thames Valley University (TVU) premedical course option (first intake October 2005) and the specifically targeted local schools.
2.
 Clarification of Misunderstandings 

We wish to offer the following as points of clarification arising from misunderstandings within the main body of the reports. 

2.1 
Curriculum Issues

2.1.1
 PBL in Years 1 and 2

We were surprised by the comments that in Years 1 and 2 the PBL schedule is sometimes not directly connected with lectures as this is not consistent with the facts. There is generally a good articulation between the courses being taught and the parallel PBL sessions, though since PBL is in a rotation with other subjects this match-up cannot be perfect for all students.  The first PBL in Year 1 is relatively brief and not strongly linked to concurrent teaching to allow the group and tutor to discuss the process. The PBL guide makes these points explicit. We will nonetheless continue to ensure that the match-up is as good as possible. 
We are not sure how the impression of tutor dominance can have arisen. It is not a criticism that we have heard from students in Staff-Student Liaison Groups or the evaluations students complete on their PBL experience, including the tutor’s performance. All our PBL tutors have completed PBL training which stresses and rehearses the principle that the process is student-led and that the tutor’s role is principally to facilitate the process rather than to deliver information or judgements. 

2.1.2
 Summaries for Curriculum and Examination Schedules 

Timetables, examination schedules, and learning resources are available to both staff and students on the Undergraduate Medicine Teaching Intranet.

2.1.3
 PBL in Clinical Years 

We confirm that PBL in the clinical years is optional and there are no plans to make this compulsory. This is because a very large part of clinical medicine teaching is already intrinsically problem based, and many clinical teachers use the format of PBL to encourage undergraduates to further explore issues in their own time between teaching sessions.  Whilst we do not prescribe that as an essential tool, all teachers in the clinical years are aware of its value as one of several teaching methods. 
2.1.4
 Assessment of Skills, Attitudes and Professional Behaviour 

We have written tests throughout the course which comprehensively test knowledge and understanding.  In the clinical years in particular, we place a high priority on the testing of skills, attitudes and professional behaviour.  These are examined on multiple occasions in the 3rd and 5th Year OSCE examinations and in the Final year PACES assessments.  Our in-course assessments whilst on clinical attachments are also constructed to capture not only attendance and knowledge, but also to feedback on students’ clinical skills, attitudes and appropriate behaviour.
2.1.5 
Learning Outcomes for Year 5

These exist and can be found in the Programme Specification. 

2.2 
Welfare

Failing Students

We have been aware of the need to strengthen arrangements for remediation of students failing finals and the matter was resolved in 2004 by agreeing to offer students additional placements and access to the June revision course and video recordings. We will of course monitor the process. The overall non-completion rate (whether due to examination failure or voluntary change to another course) is in fact very close to the national average (7-8%).

2.3
 Examinations and Assessment

2.3.1
 Linking of Assessment to Learning Outcomes

Our examinations have undergone considerable development in recent years with their “modernising” to appropriately reflect the desired learning outcome of each part of the course.  Although not yet perfect, the system is designed to test the appropriate outcomes.

2.3.2 
Consultant Gradings

The assessments of students at the end of clinical attachments do cover the varied aspects of attendance and knowledge as well as consideration of appropriate behaviour and attitudes.  The grading is valued by the students as a means of feedback about their individual performance. The completed assessments are added to the student files and their own file can be seen by any student.  These make an important contribution, as these files are referred to when either student progress is of concern, or occasionally as additional evidence of sustained “excellence of performance” in the consideration of students for certain merits and prizes.   Descriptors to define satisfactory, good and poor performance for consultant assessments do exist and are circulated to all consultants on teaching firms. 

2.3.3 
Co-ordination of Examinations and Assessments

The Head of Examinations and Assessment oversees the overall strategy of assessment, but is considerably informed by the contribution of the Examination Sub-Board Chairs for each year of the course.  There is a considerable breadth of different material covered in the six year MBBS/BSc course with 17 course pathways and therefore the fact that a variety of techniques are employed should not be surprising, as the assessment needs will inevitably vary.

The assessment techniques employed are evolving, and proposals for change come from a variety of sources:  from (i) individual staff and staff groups, (ii) students and (iii) in response to that recommended by “good practice” in medical education e.g. PACES assessment for final assessments and a move from multiple true/false questions to EMQ’s.

Historical precedents in assessment techniques are continually evaluated as to their contemporary appropriateness, and changes have to be at least neutral or positively improve student learning.  The feasibility of delivering assessments fairly to large numbers of students is also an important consideration.
2.3.4 
Use of Vivas

Vivas are used in Years 1, 2 and the BSc but only to a minority of strictly defined students.  Their use in Years 1 and 2 is restricted to those students that have failed the resit examination, and restricted only to those candidates for whom the contribution of an additional 1-2% of marks would be capable of uplifting their marks into the “pass” category.   Both an internal and external examiner are present, and standard questions are decided in advance and used for all candidates to reduce assessment variability.  External examiners value this opportunity to meet the students face to face, and have this additional assessment to add to those obtained following marking of the scripts.  In the BSc, students whose final mark is within a narrow band just below a grade boundary are automatically viva’d, as are all students with extenuating circumstances and those competing for the course prize.  However, other students may be viva’d at the discretion of the external examiner and in consultation with the course director, as part of their “quality control”. For example, some will request to viva all first class students, even though the viva will not affect the final outcome.

We understand the limitations of this type of examination and have debated whether to continue with it.  It is under continual review, but will remain for 2006/7.  When the removal of the vivas was suggested, the student representatives were opposed to it, as it potentially denies a handful of students a last opportunity to pass and progress immediately onward with the course.   

2.3.5 
Observed Structured Clinical Examinations (OSCEs) and Criterion Referencing

The Year 3 OSCEs are criterion referenced as the standard for passing is considered prior the examination. Individual student performance in passing stations is then the only consideration. Rank performance across the entire cohort is not relevant to the passing or failing of an individual student.  Similarly, the standard for passing the Year 5 Obstetrics and Gynaecology OSCE is criterion referenced. In the Paediatrics OSCE the pass mark is set at approximately 60% and adjusted on an individual examination basis, depending on its difficulty, with input from external examiners.  Thus the candidates are not simply ranked, and all candidates can potentially pass or fail a given OSCE assessment.  

2.3.6
 Ethics and Law Assessments 

Ethics and Law in Year 2 does have a formative and a summative assessment.  The summative assessment is a written examination at the end of Year 2, in a paper which is shared with Evidence Based Medicine.  The exam is a pass/fail exam, based on aggregate performance in ethics and law with evidence based medicine.  The formative assessment is self-assessed by students against model answers, although a sample is inspected by the course organiser in order to ensure that students are "on track" with their understanding of the material. Following self-assessment, students are encouraged to seek further guidance from the course organiser in case of confusion or misunderstanding.

 

2.3.7 
Attrition Rates

In general the attrition rate from the Imperial MBBS/BSc is compatible with that from other UK schools.  An exceptional year of students admitted in the Autumn of 2003 had a higher than expected withdrawal and examination failure rate, which may have coloured the reviewer’s perceptions.

2.3.8
 Clinical Academics 

We note and agree with the comment that mechanisms need to be put in place to see whether the long term aims of producing clinical scientists of the future are reached in order to justify running a 6-year medical course. We can not provide any data yet however, since our first BSc, MBBS graduates left Imperial College in 2004.

2.3.9
 Returning of Marked Scripts

College policy is that scripts cannot be returned, but following recent changes to College procedures in compliance with the data protection act, students have access to their scripts, and the comments made by those that have marked them, whilst supervised in the presence of a member of staff.

2.4
 Quality Assurance

2.4.1
 Quality Assurance Agency (QAA) and General Medical Council (GMC) Visits 

We note with regret the comment that responses to the Quality Assurance Agency (QAA) and General Medical Council (GMC) visits were not submitted to the review team. The review team did not request to see these before or during their visit but these could have been provided if they had been requested. 

2.4.2
 Quality and Enhancement Procedures

We wish to clarify that, in terms of external support for quality assurance, the Head of QAE is a member of the College Quality Assurance Advisory Committee. 
2.5
 Admissions

2.5.1
 Admissions Criteria

The comment that there are no criteria which will ensure admission is correct. This is because the course is very oversubscribed and not all candidates who will fulfil all the criteria can be offered a place. However, the process which informs candidate selection, including specific qualities sought, is described in the prospectus and on our website (http://www.imperial.ac.uk/p1745.htm).

2.5.2 
Admissions Data 

Annual monitoring data investigating the match between applications and final acceptance numbers in terms of ethnic origin, gender and social class is received from UCAS and reviewed. At the time of the review the data for admissions in 2004 had not yet been received by the College.

2.5.3 
Admissions Testing

With regards admissions testing we do not intend to trial the use of BMAT before the 2006 intake candidate cohort. We shall base our use of BMAT on the experience of other users, which include Oxford and Cambridge, and more recently UCL which ran a trial last year. We have been in regular contact with UCL over the last few months. Support and relevant data are provided by the University of Cambridge Local Examinations Syndicate (UCLES).
2.6 
Service Increment for Teaching (SIFT) Issues 

SIFT is a payment made by one part of the NHS to another. We have a Faculty SIFT Committee that recommends to the North West London Strategic Health Authority how the funds should be distributed, and our advice is based on the distribution of the teaching load. We already make every effort to support teaching within the NHS through our influence on SIFT, but until the NHS educational levies are re-based in a more sensible way, there is little more the Faculty can really do in this area.

2.7 
Student Choice

The matter of the amount of student choice within the course was reviewed by the General Medical Council at their last visit in 2000. They accepted that the BSc component of our integrated MBBS/BSc should be considered as a “chosen component”. The sum of the 6 dedicated weeks in Year 3 and all of Year 4 (BSc) plus 9 weeks in the final year (6 weeks of professional work experience, and 3 weeks of Specialty Choice Modules) complied with the recommendations of Tomorrow’s Doctors. There are no plans at present to change this.

2.8 
Visiting Students

Arrangements for incoming visiting students are coordinated, and may be found on the web:

http://www1.imperial.ac.uk/medicine/teaching/undergraduate/medicine/admissions/incomingelectives/default.html. 
Once again we wish to state that we found the process to be of considerable benefit to us in critically assessing our provision. I trust that the responses we have made to the comments above are satisfactory, however if you require further clarification please do not hesitate to contact us.

Yours sincerely

Professor J MacDermot

Head of Undergraduate Medicine 

Imperial College London
Appendix 1

Programme Specification

Overall Course Structure:

The curriculum and structure of the MBBS/BSc course were designed to fulfil its learning outcomes. Both are kept under review by the Faculty of Medicine Education Committee and its associated subcommittees. Emphasis is placed on the importance of the scientific background to the practice of medicine. In the first two years there is a focus on the molecular and cellular basis of human biology, and how they relate to systems physiology. Anatomy is taught in sufficient detail to provide the necessary background to an understanding of systems physiology, and to support the later clinical courses, including diagnostic imaging and pathology. 

During the first two years, the students are also introduced to the academic disciplines that underpin clinical practice and the social implications of medicine. These include psychology, sociology, ethics, law and communications skills. Teaching in these topics comprises the first element in a vertical path (the Doctor-Patient spine) which includes exposure to patients in Years 1 and 2, and later incorporates clinical skills teaching (Years 3 and 5), and a course on the roles of a PRHO (Practical Medicine; Year 6). A similar vertical path running through the course is Public Health Medicine and Epidemiology, which is introduced from Year 1, and continues through to Year 6. It includes the concepts of evidence-based medical practice and the benefits of standardized treatment protocols.

Emphasis is placed on the importance of pathology, which forms the basis of a third vertical path within the course. The principles of general pathology are taught in Years 1 and 2, and are often an extension of themes introduced during courses on the molecular basis of normal cell function. An example would be the role of nuclear proto-oncogenes in normal cell division and in the development of cancer. There are lectures during the clinical years that cover special pathology, and there is a pathology attachment in Year 5.

Clinical subjects are introduced early in the course (see above), but the acquisition of clinical skills, familiarity with special investigations, and a knowledge of medical and surgical treatments (including therapeutics) are concentrated mainly in Years 3, 5 and 6.

A fourth vertical pathway running through the course is pharmacology and therapeutics. The course on basic and molecular pharmacology in year 2 builds on the basic concepts of cell biology introduced in Year 1, and later underpins the courses in clinical pharmacology and therapeutics in Years 3 and 6. Efforts are made to ensure that the background molecular sciences in this field are taught in sufficient detail to support the clinical use of drugs at the standard required by a newly graduated doctor.

All students undertake a BSc, unless they are graduates at the time of entry. Students have a wide choice from among scientific, clinical and other subjects. There is a 6 week introductory course in Year 3, which concentrates mainly on transferable skills such as clinical trial design, data acquisition and data interpretation. Year 4 of the course is devoted exclusively to the BSc, and includes taught, practical and research elements.  A minority of students have the opportunity to intercalate a PhD following completion of the BSc.

Staff and students have access to a web-based intranet, which enables both to see the course in its entirety. Every effort is made to link the different course components, to balance the time devoted to individual subjects, and to relate the content of the course to the needs of a new medical graduate.
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