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Question 1: Do you have any suggestions for further improving citizen's access to information on the recognition processes for their professional qualification in another Member State? 

Unless there is some clear reason why the "Points of Single Contact" system cannot be extended to all groups, including the health professions, then this would seem a worthwhile improvement.  

Question 2: Do you have any suggestions for the simplification of the current recognition procedures? If so, please provide suggestions with supporting evidence. 
We suggest that these "Points of Single Contact" should collate and present on-line all necessary information, documentation, timescales, etc.  This should be done for each of the relevant professions.

Question 3: Should the Code of Conduct become enforceable? Is there a need to amend the contents of the Code of Conduct? Please specify and provide the reasons for your suggestions.  

In principle, we would support the idea that the Code of Conduct become enforceable.  However, since at present this has the status of a set of guidelines, we imagine that it would require to be very extensively re-written to take account of a new legally binding status.  It would seem sensible before making  it enforceable, to look in detail at how the guidelines relate to current practice in all member states,  in order to avoid an unmanageable situation.
Question 4: Do you have any experience of compensation measures? Do you consider that they could have a deterrent effect, for example as regards the three years duration of an adaptation period? 

As an academic network we have no direct experience of the issue of compensation measures.  Clearly within medicine there are a number of different types of medical appointment, with different levels of responsibility and accountability.  These issues are essentially dealt with through recruitment and employment processes in member states.  Significant numbers of qualified doctors do gain licenses to practise in various countries through the general system and we are not aware of the length of the adaptation period being a significant deterrent.
Question 5: Do you support the idea of developing Europe-wide codes of conduct on aptitude tests or adaptation periods? 

This seems a reasonable proposal for those professions in which it is a relevant consideration.
Question 6: Do you see a need to include the case-law on “partial access” into the Directive? Under what conditions could a professional who received "partial access" acquire full access?  

In the case of medicine, this is complex with a number of different pathways leading to the award of a license to practise medicine autonomously.  The relationship between the case law and the different types of employment opportunities available in medicine in different countries would, we think, require to be tested carefully before building it into the Directive.
Question 7: Do you consider it important to facilitate mobility for graduates who are not yet fully qualified professionals and who seek access to a remunerated traineeship or supervised practice in another Member State? Do you have any suggestions? Please be specific in your reasons. 

We do think this is important, but are not aware of there being significant barriers to this process at the present time in medicine.  For example, in the UK significant numbers of non-UK EU graduates are recruited annually into the Foundation training programmes in medicine.  There is a potential hazard in this process which should be recognised.  In the majority of European countries, medical student numbers are limited and the number of postgraduate training posts is closely linked to the projected number of graduates in medicine.  In many countries, health service delivery is critically dependent on the work that these new graduates deliver.  Very large scale mobility of this type could be problematic, both in countries where a large number of graduates are leaving to train elsewhere, and in the countries which are required to consider them equally for employment with their own graduates.  However, at the present time these issues seem manageable within Europe.  We would be against any additional compensatory measures being applied to graduates from another member state.
Question 8: How should the home Member State proceed in case the professional wishes to return after a supervised practice in another Member State? Please be specific in your reasons.
We can see no reason why, in this circumstance, the professional should not have his qualifications recognised and his experienced welcomed by his home member state.  However, it is obviously important in terms of confidence in the system, that member states believe that appropriate quality assurance measures have been applied to the training which the professional has received.  While we do not think a European level quality assurance system in medicine necessary, we do feel that a European system which ensures that appropriate QA measures are in place for each profession in each member state would be of major benefit. 

Question 9: To which extent has the requirement of two years of professional experience become a barrier to accessing a profession where mobility across many Member States in Europe is vital? Please be specific in your reasons.
While we do not have specific information on this topic, we are not aware of this requirement becoming a barrier to medical mobility. 

Question 10: How could the concept of "regulated education" be better used in the interest of consumers? If such education is not specifically geared to a given profession could a minimum list of relevant competences attested by a home Member State be a way forward? 

We are in favour of the "minimum competences" approach – see below under Questions 15 and 22.  However, in order to be meaningful and support the interests of consumers these have to be written and interpreted at an appropriate level of detail, and linked to appropriate processes of teaching and training, assessment and quality assurance.  
Question 11: What are your views about the objectives of a European professional card? Should such a card speed up the recognition process? Should it increase transparency for consumers and employers? Should it enhance confidence and forge closer cooperation between a home and a host Member State? 

In relation to medicine, we would give cautious support to the development of a European professional card.  We believe that it would achieve the aims of speeding up recognition processes, increasing transparency and enhancing confidence.  We can see a number of hurdles that would require to be overcome.  These include the need to define a threshold of competence for the award of such a card, and how that should be assessed.  If this was to be entirely dependent on processes in member states, we can see potential for abuse, and would feel that an appropriate degree of central monitoring and administration would be required.  Indeed, we would suggest that this card would require to be regulated in the same way as other medical qualifications and licenses, in the interests of patient safety.

We would suggest that making the use of the Diploma Supplement obligatory in all member states would be helpful in establishing eligibilities for the award of a professional card.
Question 12: Do you agree with the proposed features of the card? 

The features of the card laid out in the consultation document seem entirely appropriate.
Question 13: What information would be essential on the card? How could a timely update of such information be organised? 

In addition to basic demographic information, the card should specify the relevant professional qualifications and training experience of the professional and should include documentation that the professional is "in good standing" with the relevant professional bodies in their home member state.  This should be regularly updated through IMI system.
Question 14: Do you think that the title professional card is appropriate? Would the title professional passport, with its connotation of mobility, be more appropriate? 
We prefer the term  "Professional Passport", although we can see some risk of confusion with other types of passport.  
Question 15: What are your views about introducing the concept of a European curriculum – a kind of 28th regime applicable in addition to national requirements? What conditions could be foreseen for its development?  

We are in general supportive of the idea of harmonisation of education and training within Europe and see this as a fundamental underpinning of professional mobility.  However, the concept of a comprehensive European curriculum in medicine causes us concern.  By “curriculum” we understand this to mean everything that a student experiences during his time in medical school, including teaching and learning, assessment, mentoring, role modelling, etc.  To standardise this across all the countries of Europe for Medicine would, in our view, be neither feasible nor desirable.  It would inhibit innovation and stifle diversity.  An alternative approach is to define a European “syllabus”, i.e. a definition of the subjects and topics to be taught.  While this would be more feasible, we would have similar concerns about innovation and diversity. We also feel that it would be unlikely to enhance the standards of graduate preparedness across Europe and improve standards of patient care. We can see some scope for defining a minimal, core curriculum in medicine and other subjects, and establishing certain key principles which should underlie the delivery of those core elements. Certain key necessary learning experiences could also be defined. However, we would favour this being defined in terms of the required core learning outcomes, rather than hours of study in particular subjects and disciplines within the overall field of medicine. 
We suggest that the most important issue for new medical graduates, or those leaving medical training programmes, is what they are actually able to do in relation to the treatment of patients.  This can be defined as the core learning outcomes (relating to the programme of study) or competences (relating to the graduate themselves) for the programme in question.  Such an approach  allows  curricula to be developed and delivered in a variety of different ways, reflecting the particular characteristics of the institution or member state.  At the same time it helps to ensure that all graduates will be able to deliver safe patient care.  The Tuning (Medicine) Project – www.tuning-medicine.com – defined these core outcomes for primary medical degree qualifications in Europe.  These were approved by an expert panel at an EC Validation Conference in 2007. They are proving useful and influential at national and institutional levels.  We are currently developing similar sets of outcomes for first and third cycle degrees in Medicine as part of the MEDINE2 Project, and also developing materials to help medical schools to integrate these outcomes into their own curricula.  We would strongly support the application of these learning outcomes/competences as a 28th regime in relation to medical studies in Europe. We believe that this would be a very promising approach to harmonisation of medical studies and enhancement of graduate preparedness, in support of the mobility of doctors,  in Europe.
This initiative could be linked to a more robust approach to the implementation of the ECTS Credit Transfer System and the Diploma Supplement, as part of the Bologna Process.  
Question 16: To what extent is there a risk of fragmenting markets through excessive numbers of regulated professions? Please give illustrative examples for sectors which get more and more fragmented. 

We would suggest that the number of regulated professions across Europe is far to large, with a high degree of duplication and inappropriate fragmentation.  We believe that this should be rationalised using the powers invested in the European Commission.  
Question 17: Should lighter regimes for professionals be developed who accompany consumers to another Member State? 

The implications of this for medicine are rather unclear since it would be relatively unusual for doctors to follow specific patients to another member state.  It is difficult to see how one could avoid them also treating patients from that member state during their time there.  On balance, we would suggest that the regimes should remain unchanged in this circumstance.
Question 18: How could the current declaration regime be simplified, in order to reduce unnecessary burdens? Is it necessary to require a declaration where the essential part of the services is provided online without declaration? Is it necessary to clarify the terms “temporary or occasional” or should the conditions for professionals to seek recognition of qualifications on a permanent basis be simplified?
It is difficult to give an overarching response to this question since the contexts are so variable across Europe.  We feel that a declaration is still important, even where the services are provided on-line.  This is because the implications for patient well-being and safety are no different if the advice is given on-line or face-to-face.  We feel that additional clarity in the terms "temporary or occasional" would be helpful, and that the conditions to seek recognitions of qualifications on a permanent basis should also be simplified. 

Question 19: Is there a need for retaining a pro-forma registration system? 

Given the context of medical practice and the potential for doctors to cause harm to patients and society, we feel that this is still essential.
Question 20: Should Member States reduce the current scope for prior checks of qualifications and accordingly the scope for derogating from the declaration regime? 

For similar reasons to questions 19, we would be against such a reduction.
Question 21: Does the current minimum training harmonisation offer a real access to the profession, in particular for nurses, midwives and pharmacists? 

Clearly, the substantive differences in duration and content of training in nursing, and the issues around pharmacy, are a significant problem and need to be resolved.  Even in medicine, there are significant issues around access to postgraduate training after different durations of undergraduate study.  
Question 22: Do you see a need to modernise the minimum training requirements? Should these requirements also include a limited set of competences? If so what kind of competences should be considered? 

We strongly support measures to modernise the minimum training requirements.  The current statement "x years of study or y training hours" is unclear and this has led to divergent practice in member states and institutions.  It is not clear whether the “years of study” and “training hours” are statements of alternatives or equivalence.  In addition, the manner in which training  hours are calculated is not clear from the Directive and, depending on which rules are used, various different answers may be obtained.  In the interests of transparency and clarity, we would suggest that “years of study”  should be the standard currency.

We do not see any tension between a time-based definition of training requirements and a competency-based approach.  Indeed, these two approaches should be complementary.  To have a strictly time-based approach which makes no reference to what the professional should be able to do at the end of that time, in our view, is invidious.  For medicine, statements such as "graduates must have completed a minimum of x  years of study by the end of which they  should have fulfilled the following learning outcomes/gained the following competences………” seem entirely appropriate.  Our suggestions regarding the Tuning (Medicine) Project are summarised in our response to Question 15.

We do not feel that a list of the various academic disciplines which should be included in undergraduate medical studies is sufficient on its own. It would be best expressed in terms of required learning experiences.  If such a list is to be included in the Directive, it certainly requires to be reviewed and updated in the light of modern medical and scientific developments.  We feel, however, that an appropriate list of learning outcomes/competences would effectively remove the need for such a list.  Core competences would help to reassure the graduates themselves, their future employers and their future patients. They would, in fact, be welcomed by most medical schools as a guide to the essential core elements in their teaching, learning and assessment provision. They would also serve to define the basis for ongoing, life-long learning after graduation as part of the continuum of medical education.
Question 23: Should a Member State be obliged to be more transparent and to provide more information to the other Member States about future qualifications which benefit from automatic recognition? 

We would agree with this proposal.

Question 24: Should the current scheme for notifying new diplomas be overhauled? Should such notifications be made at a much earlier stage? Please be specific in your reasons. 
We are slightly concerned that Paragraph 4.1.1.4 implies that new training programmes would not be permitted in the absence of notification to the Commission.  We feel that this may be a step too far, but certainly other measures to encourage early notification should be pursued.  
Question 25: Do you see a need for modernising this regime on automatic recognition, notably the list of activities listed in Annex IV? 

Yes, there is a clear need for modernising the rules relating to automatic recognition.
Question 26: Do you see a need for shortening the number of years of professional experience necessary to qualify for automatic recognition? 
An overarching response to this is not possible.  There may well be a case for shortening the number of years for certain professions, but not others.
Question 27: Do you see a need for taking more account of continuing professional development at EU level? If yes, how could this need be reflected in the Directive? 
We would agree that more account should be taken of continuing professional development, and indeed would support a major initiative to promote and facilitate CPD at a European level. It seems an essential accompanying measure to the promotion of professional mobility. However, making a certain level of  CPD obligatory under the Directive seems to us to be controversial and probably premature at the present time.  Indeed, even for professions such as medicine, CPD is not always mandatory at a national level.  Thus a compulsory system at European level, which depended on systems in member states, would be unable to function, at least initially.  As a direction of travel, we think it is appropriate, and meantime, other measures to promote CPD in professional practice seem desirable.  
Question 28: Would the extension of IMI to the professions outside the scope of the Services Directive create more confidence between Member States? Should the extension of the mandatory use of IMI include a proactive alert mechanism for cases where such a mechanism currently does not apply, notably health professions? 

We would support the extension of IMI as described and agree that it should include a proactive alert mechanism, particularly in the case of health professions such as medicine.
Question 29: In which cases should an alert obligation be triggered? 
The cases in which an alert obligation should be triggered are precisely as stated in the consultation document.  In terms of the Directive these would, however, need to be expanded up in terms of detail, to cover other eventualities such as temporary suspensions from practice or other forms of professional misconduct.
Question 30: Have you encountered any major problems with the current language regime as foreseen in the Directive? 

No, we have not encountered any such problems.

This response has been discussed and agreed by the Executive Board of the MEDINE2 Erasmus Academic Network for Medical Education in Europe at their meeting in Amsterdam, 8th February 2011. 
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