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I am pleased to present this report on our proposals for continuing professional
development (CPD). Here, we summarise the responses we received during the
consultation we ran from September to December 2004, and outline the key decisions
that we have made since.

Our consultation attracted a high level of interest and we received a large number of
responses, from organisations and individuals. We received almost 1500 written
responses, and around 6500 people attended the 46 consultation events that we held
throughout the United Kingdom. So we have received a wealth of information
which we have used to shape our decisions.

To make sure this report accurately and fairly reflects your views on continuing
professional development, we have highlighted both positive responses and
concerns that you brought to our attention. Comments we received focused on:

« whether our proposals can be applied in the same way to all registrants;

< how our proposals relate to existing professional Continuing Professional
Development and appraisal schemes;

 whether we needed to give more guidance or set minimum standards to
make health professionals feel confident that they have achieved a
satisfactory level of CPD;

 how employers can be encouraged to support health professionals’ CPD
activities; and

e how our proposals relate to health professionals on, or returning from
extended leave and to those employed in various work contexts

We will continue to take your views into account over the coming weeks and
months, in order to develop appropriate and workable procedures, guidance, and
exemplar information to help you in meeting our CPD requirements.

In response to your feedback, the Council has been able to make the following key
decisions about the CPD process. Some of these decisions involve maintaining our
original proposals but others are changes made in direct response to your feedback.
These are set out below and explained throughout this paper. Thanks to your
feedback, it is also clear that we need to give further consideration to a number of
processes. Where this applies, we have said so in this report. We will be able to
provide more details on those issues. We will publish a document with
comprehensive guidance and exemplars by April 2006.

Our key decisions are:
Decisions in response to feedback:

e The first audit of the CPD process will now take place between 31 July 2008
and 31 December 2008 with a focus on the activities undertaken in the two
years preceding this. The professions for audit in the first round will be ODPs
and Chiropodists/Podiatrists.

e in April 2006, we will start a communications campaign to make sure
employers and health professionals know about the changes being made;



e the proposed title of the 500-word summary part of the profile will be
changed to ‘Summary of recent work/practice’;

e the originally proposed 14 day grace period for those who send an
incomplete profile, will be changed to 28 days;

Standards:

e the proposed CPD standards are considered to be sufficient to meet the needs
of the wide range of work contexts and professions we regulate and these will
be implemented as part of the HPC’s CPD process;

» the overall CPD standards process will run as in our original document;
CPD Activities:

e the HPC will be looking for a range of CPD activity that includes those
activities found in Appendix 1 of the Consultation paper;

e The CPD process will be based on continuous learning and development with
a focus on individual learning achievements and how these enhance service
delivery;

* We will not organise, certify or manage CPD activities;

e the range of CPD activities originally proposed is sufficient to meet the needs
of HPC registrants;

* We confirm that it is not appropriate to set a prescriptive CPD process for the
range of professions and contexts experienced by HPC registrants. We will
keep a flexible approach to CPD;

Guidance:

e We will draw up and publish details of the processes and comprehensive
guidance notes including exemplar documentation This will be completed by
April 2006;

Audit:

e the HPC will undertake biennial audits after the registration renewal process
for each profession, to assess the CPD being undertaken and to confirm self-
declaration;

e all registrants will be required to undertake CPD and, if selected for audit,
will be required to show evidence of their learning and outcomes;

e the expected content of the profile will not change from that explained in the
consultation document;

« We confirm that we will not change to the random nature of the audit
sampling process, or to the number of samples assessed.

You can learn more by visiting our website at www.hpc-uk.org, where you will find
all of the information we have published about our consultation.

Thank you for your continued interest in our work.
Professor Norma Brook

President, Health Professions Council
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We are the Health Professions Council. We were created by the Health Professions
Order 2001 to regulate Health Professionals. Our role is to protect the health and
wellbeing of anyone using or needing the services of the health professions we
regulate. We currently register members of 13 professions. Each person we register
must meet the standards we set for their professional skills, behaviour and health in
order to practise.

On 13 September 2004 we launched a three-month consultation on our proposals for
Continuing Professional Development (CPD). When we made our proposals we
expected health professionals to have to start keeping a record of their CPD activity
from the summer of 2005, with an audit of this activity starting in 2007.

However, due to a number of issues that have arisen during the consultation process,
we have decided that the first audit will not take place until 31 July 2008.

" %

We have tried to communicate with as many of the people and organisations who
will be affected by our proposals as possible. We did this in two ways. Firstly, we
published a consultation document (Continuing Professional Development —
Consultation paper). Secondly, we held a series of public meetings that were open to
everyone.

In the consultation document we set out our proposals for CPD, which included our
proposed standards and proposed guidance on these standards. The document
asked for your answers to a series of questions about our proposals.

We sent copies of the consultation document to many people and organisations,
including professional bodies and associations, health regulators, policy makers and
commissioners, and royal colleges. In total, we sent copies to around 350
organisations and 157,000 registrants, and published the document on our website
(www.hpc-uk.org). We asked you to send written responses to the consultation
document by 6 December 2004.

During the consultation period, we held 46 consultation meetings in 22 different
locations around England, Northern Ireland, Scotland and Wales. All these
meetings, which were publicised in the consultation document and on our website,
were open to the public. The map on the next page shows where the meetings were
held, and a detailed list of locations is given in Appendix 1 at the back of this
document.
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At each meeting, members of our Education and Training Committee gave a short
presentation on our proposals, after which people asked questions and made
comments. We recorded these questions and comments and then analysed them
along all the comments received through other channels.

Now that the consultation has ended, we have analysed all of the responses we
received. We cannot include all of the responses in the document, but we do give a
summary of them. Although we could acknowledge the individual written responses
we received to our consultation document, unfortunately we could not normally
reply to individual questions due to the volume of interest we received.

To make sure that our analysis of your comments, however we received them, was
fair, we used a simple four-step process for working.

e Stepl

The first step was to make a record of each written response to the consultation
(whether the response was a letter, an e-mail or a form downloaded from our
website). When we recorded each response, we also recorded with the date it was
received, what organisation (if any) and profession the person making the response
told us they belonged to, and whether the response was given on behalf of an
organisation or by the relevant person.

e Step2

Next, we summarised each response, linking the comments made to the themes of
our consultation, to provide a clear structure.

e Step3:

We gathered responses at consultation meetings by taking notes. We then treated the
comments in the same way as the written responses we received on the consultation
document (that is, made a record of the comments and then summarised them).

e Step4:

Finally, once we put all of the information into the same clear structure, we analysed
it. When deciding what information to include in this report, we looked at the
frequency and type of responses received on each theme in our consultation



document, assessed the strength of feeling of the responses, and took account of the
details of each response.

)

We based our decisions on our standards for CPD on your comments, suggestions
and questions. Our decisions are set out in this document. We show any changes we
have made to the proposals as a result of your feedback and, when appropriate,
explain our reasons for not adopting some suggestions, particularly when they fell
outside our role of making sure health professionals provide safe and effective
practice.

This document:
e summarises your comments and questions about our CPD proposals;
e sets out our main decisions in response to your feedback ;
e provides comments on your feedback; and,
e explains why we made the decisions we did.

We have split the summary of your responses and our key decisions into 15 major
sections. The first 12 sections focus on one or more of the questions asked in the
consultation document, while the last three sections summarise additional issues that
were raised during the consultation.

The sections are as follows:
Section 1 Proposed rules
Section 2 CPD activities
Section 3 Approach

Section 4 Proposed standards
Section 5 Standards process
Section 6 Audit process
Section 7 Profile

Section 8 Audit size

Section 9 Summary of recent work/practice
Section 10 Additional CPD activities

Section 11 Evidence

Section 12 Profile guidelines

Section 13 Existing CPD schemes

Section 14 Resources

Section 15 How the standards apply



Sections 1-12 are split into four parts under the subheadings ‘our proposals’, ‘your
responses’, important decisions and ‘our comments’.

e Under the subheading ‘our proposals’, we explain the parts of our proposals
that the section applies to.

e Under the subheading ‘your responses’, we discuss the responses we received
in relation to the relevant parts of our proposals and any important issues
that were raised.

e Under the subheading ‘important decisions’, we set out the main decisions
that we have made in light of the responses gathered during the consultation.

e Under the subheading ‘our comments’, we explain why we have taken
particular decisions.
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We received 1459 responses to our consultation. As the graph below shows, most
responses (59%) arose from our consultation meetings. In total, 6500 people attended
our meetings. The people who attended included representatives from professional
bodies and associations, government departments and health service organisations,
plus individual health professionals and other people with an interest in CPD.
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We received written responses to the consultation document between September and
December 2004. Of those responses, 130 (9%) were made on behalf of organisations
and 1329 (91%) were from individual professionals. In 265 responses (18%), we
could not identify the profession the person belonged to, but we have treated these
responses in the same way as other responses and analysed them according to
whether they were from an individual or an organisation.
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Physiotherapists

Occupational therapists
Biomedical scientists
Chiropodists/podiatrists

Clinical scientists
Radiographers

Speech and language therapists
Dieticians

Arts therapists

Parademics
Orthoptists

Operating department practitioners
Prosthetists and Orthotists

NOTE : Table to be amended, to include percentage responses by profession, before
publication

Of all the professions, physiotherapists provided the largest percentage of responses

(18%), followed by occupational therapists (16%) and biomedical scientists (12%).

The graph below shows the breakdown of those who responded. At the end of this

document (appendix 2), there is a list of all of the organisations that responded.
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Our proposed Rules are set out below. Please note that these are in draft form as the final
text has to be approved by the Privy Council:

3.1 A registrant must —

undertake continuing professional development in accordance with the Standards specified
by the Council under article 19(4) of the Order and which apply to him; and maintain a written
record (including any supporting documents or other evidence) of the continuing professional
development he has undertaken.

3.2 The Committee may at any time require a registrant to —

submit his continuing professional development record for inspection; and provide the
Committee with such other evidence as it may reasonably require; for the purpose of
determining whether the registrant has met the requirements of paragraph (1).

3.3 If a registrant fails to meet a requirement imposed by paragraph (1)(a) or (b) or one
imposed by the Committee under paragraph (2) the Committee may refuse to renew the
registrant’s registration or direct the Registrar to remove the registrant’'s name from the
register.

3.4 Before taking any action under paragraph (3) the Committee shall provide the registrant
with an opportunity to make written representations to the Committee.

Question 1: What are your views of the HPC’s proposed Rules?

/

Many people agreed with our proposed rules, viewing them as an effective way of
regulating health professions and promoting good practice. As one person said, “I
think it’s an excellent, common-sense approach to establishing CPD.” Several people
also thought that the proposed rules would protect both professionals and the public.

The most common questions related to:

< how the rules can be fairly and consistently applied across the broad range of
professions and employment contexts;

 how a professional’s fitness to practise relates to CPD, specifically whether a
lack of CPD can lead to removal from the register;

e how the appeals process will work.

Some of these issues also arose in response to other proposals in our consultation,
and are dealt with later in this report.

Several people asked how the introduction of the NHS’ ‘Agenda for Change’ and the
‘Knowledge and Skills Framework’ relates to and affects our proposed rules.
Agenda for Change is the new pay system that applies to almost all staff employed

T Text in all sections titled ‘our proposals’, it taken directly from the original consultation paper

* Please note that any reference to him/his is legislative terminology and cannot be altered
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by the NHS in all four countries in the UK. It started being introduced on 1
December 2004 and is expected to be fully introduced by October 2005. The
Knowledge and Skills Framework is an important element of the Agenda for Change
package. It defines and describes the knowledge and skills that NHS staff need to
deliver high-quality services. It will come into force no later than October 2006 and
after that all staff must review their progress each year. Please note that while the
rollout date for the Agenda for Change has been set at October 2005, this may have
changed by the time of printing.

The need to clarify the difference between CPD and CPC (continued professional
competence) was raised by a number of people. They asked for the difference
between CPD and CPC to be made clear. One described a lack of clarity about this
as “the scheme’s Achilles heel”.

A few people questioned our legal authority to link CPD with registration,
particularly in relation to the threat of removal from the Register. The Society of
Chiropodists and Podiatrists picked up on this point saying, “If our interpretation is
correct, the HPC cannot lay down rules that determine criteria with regard to
registrants’ continued professional competence, i.e. continuing to meet the Standards
of Proficiency to remain on the Register, but is restricted to determining rules related
to CPD, which is very different.”

Other general comments included requests for clarity surrounding, “such other
evidence as it [the Education and Training Committee] may reasonably require”
(paragraph 3.2, page 6 of the consultation paper) and for the final Rules to use
universal, non-gender-specific language.

Decision 1.

We will introduce a CPD process in line with the Health Professions Order, 2001, in
August 2006. All registrants must undertake CPD and will be expected to show
evidence of their learning and the outcomes of this.

Decision 2.
We will undertake an audit of the relevant profession/s after the registration renewal
process for that profession/s has been run.

e We cannot tailor our CPD rules and standards to one particular employer’s
processes and systems as we are a UK-wide organisation concerned with
protection of patients across all professions and within all types of
employment. Agenda for Change and the Knowledge and Skills Framework
are systems introduced by just one employer of health professionals, even if it
is the largest. However, our CPD rules and standards can be used alongside
such individual processes and systems. ‘Lifelong learning’ is an important
part of the Knowledge and Skills Framework, which has clear similarities
with CPD. Many other employers and professional bodies also have
professional development initiatives. Because of this, included in the
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example of types of evidence of CPD that will be acceptable (appendix 2,
page 17, of the consultation document),is “Documentation from compliance
with local or national CPD schemes”.

Judging from responses to our consultation, the links and differences between
CPD, competence, our Standards of Proficiency and fitness to practise need to
be made clear regarding the Health Professions Order 2001. The relevant
sections of the Health Professions Order 2001 and the links to it are outlined
below:

We are entitled to:

*“...establish the standards of education and training necessary to achieve the
standards of proficiency it has established under article 5.2)”” (Order 2001,
Section 15.1(a));

*“...make rules requiring registrants to undertake such CPD as it shall specify
in standards” (Order 2001, Section 19.1), in which case we will *...establish
the standards to be met in relation to (a) CPD; or the education or training
mentioned in paragraph (3)...” (Order 2001, Section 19.4); and,

“...grant the application for renewal if the applicant satisfies the Education
and Training Committee that he has met any prescribed requirements for
CPD within the prescribed time” (Order 2001, Section 10.2(b)).

This means the following:

When you renew your registration, you declare that you have undertaken
CPD and meet our standards, and we find that you have not met the
necessary standards, we will give you the opportunity to put the situation
right, within a set time as long as when you made the declaration, you had
made a genuine attempt to meet those standards. If you then fail to meet the
standards within the set time, we may take you off the register (although you
have the right to appeal).

Although in the Health Professions Order 2001, there is no automatic link
between CPD and fitness to practise (Part V of the Order), if your actions in
relation to CPD amount to misconduct (for example, making a false
declaration or falsifying CPD records), this will lead to your fitness to practise
being questioned and the procedure set out above will not apply. If, asa
result, you are struck off the register, you cannot apply to be registered again
for at least five years.

At this point, it is worth noting that the main difference between being ‘removed’
from the register and being ‘struck off’ the register is that being removed from the
register can be voluntary and you can apply to come back onto the register by
applying for readmission. However, being “struck off” the register is part of the
fitness to practise process and means that you cannot apply to go back on the register
for a period of at least five years.

13



The range of CPD learning activity is extensive and includes:

i) work-based learning, for example, reflective practice, clinical audit, significant event
analysis, user feedback, membership of a committee, journal club;

i) professional activity, for example, member of specialist interest group, mentoring, teaching,
expert witness, presentation at conferences;

iii) formal/educational, for example, courses, undertaking research, distance learning,
planning or running a course;

iv) self-directed learning, for example, reading journals/articles, reviewing books/articles,
updating knowledge via www/TV/press;

v) other activities, for example, public service.
A more extensive list of examples can be found in Appendix 1 [of the consultation document].

Question 2: Are there any additional activities which you believe should be included in
Appendix 1 [of the consultation document]?

/

Most people agreed with the activities listed in appendix 1 of the consultation paper,
viewing the list as both helpful and comprehensive. This is shown by Burnley,
Pendle & Rossendale Primary Care Trust, which noted that “We are pleased to see a
wide range of CPD activities acknowledged”.

Several people asked for appendix 1 of the consultation document to be
acknowledged as a flexible and developing list rather than one set in stone. This
would mean that, if necessary, it could be expanded at a later date and underline the
fact that an activity not listed in appendix 1 would not be dismissed by CPD
assessors.

Some people suggested that some of the proposed activities are not good examples of
CPD. They referred to:

‘learning by doing’, making the point that this is only valuable if registrants
are ‘learning to ‘do’ correctly;

e ‘reflective practice’, in terms of the difficulties of defining and including this
in a formal CPD programme;

e ‘peer review’, which professionals have different opinions on; and,
e ‘public service’, in terms of its suitability as a CPD activity.

A handful of people noted that some activities listed in appendix 1 are largely
passive, such as membership of a specialist interest group, whereas others are much
more active and demanding. They felt that this could cause problems when
assessing a registrant’s CPD performance. Some proposed that a rating system for
CPD activities could address the inequality, or that we should regulate and monitor
the quality of courses and activities.

The concerns were also mentioned by a larger number of people, who commented
that activities listed in the consultation paper varied greatly, and that this should be
taken into account when assessing CPD performance. Some also identified what
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they felt was a bias towards practitioners, as opposed to managers or educators, in
terms of access to the activities listed.

Decision 3

As per the original proposals, The HPC confirms that it will be looking for a range
of CPD activity that is extensive and includes those activities found in Appendix 1
of the Continuing Professional Development — consultation paper.

e Each person’s CPD needs and activities depend on their work context.
Registrants will take part in a mix of CPD activities that is appropriate to their
particular work and scope of practice. Some of these activities may be more
passive or wide-ranging but this does not mean they would be of little benefit
to a registrant or their contribution to patient care. The variation of CPD
activities reflects differences between the professions and the work of
individual registrants. Introducing a rating system would wipe out this
important benefit and need CPD standards to be set for each profession, and
for individual circumstances within each profession.

e Peer review is tackled under the section ‘Audit Process’.

e Appendix 1 of the consultation document (examples of CPD activities), lists
examples of CPD activities and is not a complete list of activities. Registrants
may choose from these and other activities, and must make sure their CPD
has contributed to the quality of their work and has benefited the service
user. Registrants must make sure that CPD activities are appropriate to their
current or future scope of practice.

> LA ! %

In determining the Standards for CPD, the Council recognises that registrants are already
engaged in a diverse range of CPD activities as an integral part of their professional life.
Some CPD activities are opportunistic and are taken on as an evolving component of working
life. Following the response to the 2002 Consultation, the Council decided that the proposed
scheme for CPD should not be based simply on the number of hours undertaken each year.
The scheme should be based upon on-going learning and development, with a focus on
individuals’ learning achievements and how these enhance service delivery, either directly or
indirectly.

Question 3: Do you agree with this approach for CPD? Please give us your views.

/

Most people broadly agreed with our approach to CPD. Many praised our principle
that registrants should demonstrate the affect of their learning on their work rather
than specify the amount of CPD undertaken purely in terms of hours, points and
courses. As one person said, “I am delighted that [the CPD programme] is all about
quality rather than quantity.” A further response also expressed support for our
approach: “We welcome the emphasis on the outcome of CPD and not just the
process” (The Department of Health, Social Services and Public Safety (Belfast)).
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Where concerns were raised, you generally questioned the lack of assessing the
quality of CPD activities and highlighted difficulties in a universal approach towards
CPD. The most common concerns surrounded:

e whether CPD can be measured fairly and clearly without minimum
requirements or a points system;

« whether our approach accounts for the varied nature of the professions that,
and professionals who are being assessed,

« how our approach relates to and takes account of existing CPD schemes.

The issue of whether our approach should measure quantities was of particular
concern. Some people praised the focus on outcomes, but others expressed the need
for a system based on points, number or hours. At the very least, they asked for
guidance on a minimum level and mix of CPD activities that would reassure
registrants and make the audit process clearer.

It was suggested by The Department of Health (England) that we had not effectively
dealt with higher levels of practice, which will need specialist or higher specialist
training. It gave the example of clinical scientists and podiatric surgeons who
undertake high-risk clinical activity: “It is this area that raises some fundamental
concerns from the perspective of some groups of health professionals and in relation
to public safety.”

Finally, a few people asked whether our approach would be tested before it is fully
introduced and whether we will consult professional bodies to get their support.

Decision 4

We confirm that the CPD process will be based on ongoing learning and
development, with a focus on an individual’s learning achievements and how these
improve service delivery, either directly or indirectly.

In our proposals, CPD is defined as how “...professionals maintain and develop
throughout their career to ensure that they retain their capacity to practice safely,
effectively and legally within their evolving scope of practice”. This recognises that
higher levels of practice are different from original practice and that the CPD of
registrants involved in higher levels of practice should reflect this. As the
Department of Health notes in its response, it would be inappropriate to rate
podiatric surgeons with six years’ training against basic Standards of Proficiency, but
our proposals do not set out to do this. The Standards of Proficiency are a level
which all new graduates are expected to meet, while the CPD proposals relate to
current levels of a registrant’s practice.

e Our proposals provide for 5% of registrants from those professions renewing
their registration in, or after, August 2008 to be audited. This is effectively the
pilot study. A review of these audits will confirm the processes and
percentage of registrants assessed in the future, with this expected to reduce
to 2.5%.
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e We sent the consultation paper to around 350 organisations, including
professional bodies and associations, and asked them to respond.

e Concerning the kink to the Knowledge and Skills Framework and existing
CPD schemes, we dealt with this issue earlier in this paper in the section
titled ‘Proposed rules’.

e The range of CPD activities and different scope of practice of registrants
means that we cannot adopt an approach based on hours or points. It is the
quality, rather than the quantity, of CPD learning that is of concern and this is
why our proposals focus on the outcomes of CPD. Given this, referring to a
minimum standard of CPD in figure 2 of the consultation document is
misleading and will be removed. We will create exemplars and other
guidance and publish them on our website to give some indication of our
expectations of CPD activities.

* #0 + >

2.1 The proposed Standards

All registrants will be required to undertake Continuing Professional Development (CPD) as a
condition of their registration...

A registrant must:
1. maintain a continuous, up-to-date and accurate record of their CPD activities;

2. demonstrate that their CPD activities are a mixture of learning activities relevant to current
or future practice;

3. seek to ensure that their CPD has contributed to the quality of their practice and service
delivery;

4. seek to ensure that their CPD benefits the service user;

5. present a written portfolio containing evidence of their CPD upon request.
Question 4: What are your views of the HPC’s proposed Standards for CPD?
Question 5: Are there any other Standards for CPD that should be included?

/

Most people agreed with our proposed standards for CPD, describing them as
appropriate and comprehensive. Many respondents also commented on the need for
self-directed learning to continue throughout their careers. For example, one wrote
that “The document describes a welcome approach to CPD that places responsibility
on the individual to assemble his/her own programme rather than prescribing what
or how much should be in it”.

Most people felt that no other standards should be included, although a few extra
ones were proposed, such as:

e There being a minimum time set for by registrants to complete their CPD; and

e astandard for employers to make sure they give registrants enough time and
resources to undertake CPD activities.
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When concerns were raised, these surrounded what some people felt to be the large
amount of work involved in meeting the standards and the precise nature of their
obligations. The points most frequently made were that:

e our standards may be too onerous and take too much time;

< not all CPD activities contribute to the quality of a registrant’s work or
benefits the service users.

It was suggested by The Department of Health (England) that we had missed an
opportunity to cross-reference with work being undertaken nationally, raising the
following issue: “The proposed standards do not appear to be competency based or
align with national occupational standards which either have been or will be
developed for many of the health professions, including healthcare scientists.”

Several people asked us to make the language used in our proposals more
understandable. For example, ‘continuous’, ‘up-to-date’ and ‘seek to ensure’ (box 2,
page 8 of the consultation document) may be too vague and not user-friendly. The
intended distinction between ‘profile’ and ‘portfolio’ within the consultation
document also caused confusion. Finally, a handful of people suggested that third
and fourth standards overlap and so should be combined.

Decision 5

We confirm that the our proposed standards, as set out in the Continuing
Professional Development — consultation paper meet the needs of the wide range of
professions regulated by us and will become part of the CPD process in August 2006.

Decision 6

In line with the Health Professions Order 2001, we will not organise, approve or
manage CPD activities.

Decision 7

The HPC will draw up and publish details of the processes and comprehensive
guidance notes by April 2006.

e We deal with the issue of Employers’ commitment to CPD later in this paper
under the heading ‘Resources’.

e Aswell as the response earlier in this paper in the ‘Proposed rules 'section, the
Knowledge and Skills Framework, NHS staff must keep a record of their
learning activities, just like the requirement for keeping a record of CPD
activities. The Knowledge and Skills Framework both creates and increases
opportunities for NHS employees to take part in CPD, with their managers’
support. By not referring to specific schemes of individual employers, we
make sure that those registrants who do not work for the NHS are not
disadvantaged.

e As, in theory, registrants could have their CPD audited every two years, the
term ‘up to date’ will generally refer to the most recent two year period.
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However, some activities (for example completion of a PhD in a relevant field
of study), may continue to have direct benefit for a longer period of time.
Again, it is up to the registrant to demonstrate, to the assessors’ satisfaction,
that the activity is relevant to, and has improved their work and has benefited
the service user.

 We will provide a glossary to define terms such as profile and portfolio.

 We have designed our CPD process with the needs of all registrants in mind.
Registrants come from a range of professions and types of employment so we
have designed a process that does not take up too much time. Most
registrants already undertake a range of CPD activities, even if they don’t
recognise it. We simply need registrants to keep a record of their activities
and, if assessed, show that they have met the standards.

e Our proposed standards are based on the understanding that most CPD
activities are of benefit. If the activity registrants undertake prompts them to
examine, alter or review their work, then this has been beneficial. Even
deciding not to implement something a registrant has learned can be
considered to be of benefit. However, each registrant must demonstrate how
their CPD activity has improved their work.

2.2 The CPD Standards process
The overall CPD Standards process will operate by:

i) each registrant making a self-declaration at each registration renewal that they continue to
meet the Council’s Standards for CPD;

if) sample audits of registrants taken at random from each section of the register;
iii) submission of a profile of evidence by registrants selected for sample audit;

iv) assessment of profile against the Standards of CPD using appropriate and experienced
partners.

Question 6: What are your views of the HPC’s proposed CPD Standards process?

/

Most people agreed with our proposed process for assessing registrants’
performance against CPD standards, and there was a general feeling that the process
is appropriate, sensible and fair. As one person said, “...a pragmatic approach,
which formalises what all responsible registrants should undertake with respect to
their practice.”

When you expressed concerns, you typically asked questions about the consequences
of not submitting a CPD profile, and our ability to monitor and govern the process.
For example, you asked:

< will the process be too onerous and time-consuming;

e isasystem of making a self-declaration at renewal, adequate and appropriate,
and what form will the declaration take;

« how long will it take us to review and decide on evidence provided; and,
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* how exactly will the appeals process work?

The focus of The Department of Health (England) was our proposed system of
registrants making self-declarations. It highlighted the case of registrants whose
work is similar to that of medical practitioners and observed that “For these groups
of professionals, the process of self-declaration would not be robust enough to
demonstrate and ensure safe practice. Registration at any level should be evidence-
based”.

Those who felt that the proposed appeals process was too vague often asked for
further guidance on the time allowed for making appeals and how the process will
actually work. A particular point raised was whether a different assessor will review
an appeal (rather than the assessor who had initially failed the registrant), and
whether registrants will be allowed to appear in person at their appeals.

People also asked for further information about the definition, identity and choice of
‘appropriate and experienced HPC partners’ who will assess registrants’ profiles
against our CPD standards. For example, the Department of Health, Social Services
and Public Safety (Belfast) noted that, “The document does not specify who will
undertake the role of assessor. It is assumed that they will be drawn from the
professions being regulated and currently engaged themselves in some branch of
professional activities...It should be specified that the assessor should work in the
same field as the registrant being assessed.”

Decision 8

We confirm that the overall CPD Standards process will be as set out in the original
proposals.

e The evidence based registration issue raised by the Department of Health
relates to the Shipman Inquiry, which is obvious from the reference made to
registrants whose work is comparable with that of medical practitioners. The
process for doctors, demonstrating that they are fit to practise, as proposed by
Dame Janet Smith is thorough, and needs evidence to be signed by an
appropriate professional. If a registrant undertakes CPD for an employer or
professional body for which evidence must be signed by an appropriate
professional, may be included in the supporting evidence.

e Any registrant found to have provided false evidence would be guilty of
misconduct and taken off the Register.

e The appeals process will work along similar lines as our registration appeals
process. In particular, registrants and their advisors will be able to be
involved in their appeal hearings, but CPD assessors will not be involved in
the CPD appeals process.

* We will deal with the issue of choosing appropriate and experienced partners
in the ‘Audit Process’ section of this report.
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e We do not intend to introduce onerous processes and we have designed our
CPD process with the needs of all registrants in mind. Registrants come from
a range of professions and work contexts and so we have designed a process
that does not take up too much time. Most registrants already undertake a
range of CPD activities, even if they don’t realise it. We simply require
registrants to keep a record of their activities and, if audited, prove that they
have met our standards.

> 1!

3.1 What registrants will be required to do

The HPC will require all our registrants to keep ongoing and regularly updated records of their
CPD. We will audit a sample of registrants’ CPD in each profession. We will require the
registrants we select for the audit to submit a profile within 28 days (and we will send a
reminder at the end of the time if we have not had a profile back, providing a grace period of
28 days). The profile must set out the Continuing Professional Development (CPD) they have
undertaken. This should not be an onerous task if the registrant is following CPD Standard 1
(i.e. to maintain a continuous, up-to date and accurate record of their CPD activities). We will
appoint two CPD assessors to evaluate the profile. At least one of these CPD assessors will
be from the same section of the Register as the registrant being assessed. The assessors
will advise us whether the registrant has met our Standards of CPD.

Registrants can appeal against a decision and their appeal will be submitted to the
Registration Appeals Panel of the Council.

Only registrants who have been on the register for more than two years will be liable to audit.

Question 7: Have you any views on the proposed audit process as set out?

/

Many people agreed with this proposed audit process, noting that it is accessible and
straightforward. When concerns were raised, they focused on apparent
inconsistencies in the process, the role of CPD assessors and our ability to monitor
and govern the process. For example, some people expressed concerns about:

< the identity, qualifications, knowledge and competence of CPD assessors,
how they are chosen and the guidance they will receive;

* how the appeals process will work, including whether we will provide
feedback to registrants whose evidence of CPD do not pass the audit process;

e the security of CPD profiles, in terms of relying on the postal service and the
potential for delays or losses; and,

e the lack of a timescale for examining CPD evidence.

Several people asked whether 28 days is a reasonable length of time in which to
expect registrants to provide evidence of their CPD. A handful of people also
pointed out that although we will allow a 28 day ‘grace period’ for registrants who
fail to provide evidence on time, we only propose to offer a 14 day grace period for
registrants who provide incomplete evidence.

More general comments focused on the need for a registrant’s CPD profile to be
anonymous to protect against discrimination, bias or the release of sensitive
information, as well as the need for us to maintain a consistent audit process. As one
person wrote, “There should be published guidelines as to the criteria the assessors

21




use to complete the audit so members have a clearer understanding of exactly what
is required.”

Decision 9.

In response to feedback, as well as allowing a 28 day grace period for registrants who
fail to provide a CPD profile on time , we will also offer a 28 day grace period for
registrants who provide an incomplete CPD profile.

 We will publish guidance on how to assess CPD profiles, which will be part
of the assessors’ training package. The first assessment will take place in
August 2008 and we will be able to provide further information about the
training of assessors at that time.

e Our proposals state that, “At least one of the two assessors will be from the
same section of the Register as the registrant being assessed”.

e We currently have in place a formal process for recruiting and choosing
partners. The process includes advertising, a formal application procedure
and interviews. We will use the same process to recruit CPD assessors.

e The issue of evidence being anonymous is complicated and we will
investigate it further, particularly with reference to patient confidentiality and
confidentiality between registrants and assessors.

e All documents and information registrants provide as part of the CPD audit
will be kept confidential, in line with the Data Protection Act.

> &1+

3.2 The profile for submission for audit

The contents of each profile will consist of:

i) front cover (pro-forma provided);

i) contents page;

iii) summary of practice history for the last two years (maximum 500 words);

iv) statement of how Standards of CPD have been met (maximum 1500 words) on the pro-
forma provided;

v) documentary evidence to support statement.

Question 8: Is any further information required for the profile?

/

Most people felt that no further information should need to be included in a profile.
A few suggested that a registrant’s direct manager should provide an extra report or
summary, and others suggested that the limit of 1500 words is too short to allow a
registrant to adequately describe how they have met the standards.

The most common concerns relating to the proposals for CPD profiles were that:
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