


Summary: Analysis & Evidence 

Policy Option: 1 
(Preferred option) 

Description:  Launch a bold programme to modernise scientific careers 
(MSC), creating a flexible, responsive, sustainable scientific and 
technical workforce.        

ANNUAL COSTS 

One-off (Transition) Yrs 

  

Average Annual Cost 
(excluding one-off) 

Description and scale of key monetised costs by ‘main  
affected groups’   
• This Impact Assessment does not consider monetised costs and 

benefits for the MSC model because these costs and benefits 
are dependent on the outcome of the consultation process in the 
“Next Steps” document for the four countries. The response to 
consultation, for example, on questions concerning the structure 
of training programmes could substantially impact on the costs 
associated with these training programmes. 

• Work has commenced to identify potential financial costs and 
benefits so that once the model is finalised post-consultation, a 
full and robust financial Impact Analysis can be developed and 
submitted.  We are looking to ensure that the model developed 
is affordable to employers/funding bodies in the four countries. 

• See Evidence Base and Finance Assessment Sections for more 
detail on this 

      Total Cost (PV) 2008-2020    

C
O

ST
S 

Other key non-monetised benefits by ‘main affected groups’  
 

ANNUAL BENEFITS 

One-off Yrs 

   

Average Annual Benefit 
(excluding one-off) 

Description and scale of key monetised benefits by ‘main  
affected groups’ 
• Please see note above on monetised costs and benefits 

 

      Total Benefit (PV) 2008-2020  

B
EN

EF
IT

S 

Other key non-monetised benefits by ‘main affected groups’  
● For patients 

o Increased protection and improved public safety through better regulation 
o Higher quality of care 
o Better access 
o New treatment models 

● For SHAs/ health economies across the four UK countries 
o Better value for money 
o Robust and effective workforce planning 

● For employers 
o Better value for money 
o Flexible and sustainable workforce which links effectively to service requirements 
o Assurance that employees meet required standards of practice 

● For the HCS workforce 
o Able to meet specified standards of practice 
o Improved equity of access to training and career pathways and funding 
o Attractive training and career pathways available to applicants 

Evidence and rationale for these benefits is provided in the main body of this document and the 
consultation document   

Key Assumptions/Sensitivities/Risks   
 
Price Base 
Year  

Time Period 
 

Net Benefit Range (NPV) 
 

NET BENEFIT (NPV Best estimate) 
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What is the geographic coverage of the policy/option? UK 
On what date will the policy be implemented? 2012 

Which organisation(s) will enforce the policy? SHAs/PCTs 
What is the total annual cost of enforcement for these organisations? N/A 
Does enforcement comply with Hampton principles?  YES  
Will implementation go beyond minimum EU requirements? N/A 
What is the value of the proposed offsetting measure per year? N/A      
What is the value of changes in greenhouse gas emissions? N/A 
Will the proposal have a significant impact on competition? No 
Annual cost (£-£) per organisation 
(excluding one-off) 

Micro 
     N/A 

Small 
     N/A 

Medium 
     N/A 

Large 
     N/A 

Are any of these organisations exempt? No No N/A N/A  
Impact on Admin Burdens Baseline (2005 Prices) (Increase - Decrease) 

Increase of £       Decrease of £       Net Impact £        
Key: Annual costs and benefits: Constant Prices  (Net) Present Value
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Summary: Analysis & Evidence 

Policy Option: 2 Description:  Develop a common career pathway, education and 
training standards for Healthcare Scientists.      

 
ANNUAL COSTS 

One-off (Transition) Yrs 

  

Average Annual Cost 
(excluding one-off) 

Description and scale of key monetised costs by ‘main  
affected groups’   
• This Impact Assessment does not consider monetised costs or 

benefits for this MSC option (option 2), since following an 
extensive period of stakeholder engagement, feedback from a 
number of stakeholders identified that option 2 would encounter 
serious opposition from professionals and other stakeholders. 

• Further stakeholder engagement and refinement of option 2 
model resulted in the development of the preferred option, for 
which there has been significant stakeholder support. 

• See Evidence Base and Finance Assessment Sections for more 
detail on this 

      Total Cost (PV) 2008-2020    

C
O

ST
S 

Other key non-monetised benefits by ‘main affected groups’  
 

ANNUAL BENEFITS 

One-off Yrs 

   

Average Annual Benefit 
(excluding one-off) 

Description and scale of key monetised benefits by ‘main  
affected groups’ 
• Please see note above on monetised costs and benefits 

 

      Total Benefit (PV) 2008-2020  

B
EN

EF
IT

S 

Other key non-monetised benefits by ‘main affected groups’  
● For patients 

o Improved protection and public safety through better professional regulation  
o Benefits would potentially be less for option 2 than for the preferred option since 

regulation for Option 2 would only be for the Scientist workforce and would not 
necessarily be extended to other healthcare science groups 

● For SHAs/ health economies across the four countries 
o Better value for money 
o Robust and effective workforce planning but primarily for scientists and not necessarily 

for other healthcare science groups (e.g. practitioners) 
● For employers 

o Better value for money 
o Sustainable workforce but does not necessarily aligned effectively with service 

requirements 
o Assurance that employees meet required standards of practice 

● For the HCS workforce 
o Able to demonstrate specified standards of practice 
o Potentially more attractive training and career pathways to high achieving graduates, 

but not to others interested in a healthcare science career 
  
Key Assumptions/Sensitivities/Risks   

 
Price Base 
Year  

Time Period 
 

Net Benefit Range (NPV) 
 

NET BENEFIT (NPV Best estimate) 
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What is the geographic coverage of the policy/option? UK 
On what date will the policy be implemented? 2012 

Which organisation(s) will enforce the policy? SHAs/PCTs 
What is the total annual cost of enforcement for these organisations? N/A 
Does enforcement comply with Hampton principles?  YES  
Will implementation go beyond minimum EU requirements? N/A 
What is the value of the proposed offsetting measure per year? N/A      
What is the value of changes in greenhouse gas emissions? N/A 
Will the proposal have a significant impact on competition? No 
Annual cost (£-£) per organisation 
(excluding one-off) 

Micro 
     N/A 

Small 
     N/A 

Medium 
     N/A 

Large 
     N/A 

Are any of these organisations exempt? No No N/A N/A  
Impact on Admin Burdens Baseline (2005 Prices) (Increase - Decrease) 

Increase of £       Decrease of £       Net Impact £        
Key: Annual costs and benefits: Constant Prices  (Net) Present Value
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Evidence Base 
 
 
Introductory note 
 
This Impact Assessment should be read in conjunction with The Future of the Healthcare 
Science Workforce: Modernising Scientific Careers - the Next Steps. This Consultation 
document, scheduled for launch at the Chief Scientific Officer (CSO) conference in November 
2008, contains more detailed information on the context of Modernising Scientific Careers, and 
the specific details and challenges that the programme (the “preferred option” – Option 1 – in 
this Impact Assessment) aims to address. 
 
This Impact Assessment does not consider monetised costs and benefits for the Modernising 
Scientific Careers (MSC) model.  This is because the eventual costs and benefits are 
dependent on the outcome of the consultation process in the “Next Steps” document.  For 
example, the response to consultation questions on the structure of training programmes (for 
Assistants, Scientist Practitioners and Scientists) could substantially impact the costs 
associated with these training programmes. 
 
Background/Progress to date 
 
The UK wide MSC Programme is the implementation phase of modernisation of this workforce.  
It has evolved through input from a wide range of stakeholders including the professions, 
healthcare employers, the service, trade unions, and the higher education sector.  A 
Programme Director and team have been appointed to take the Programme forward, as well as 
five healthcare science professional advisors across the three healthcare science divisions. 
Discussions with the Academy of Medical Royal Colleges and relevant Medical Royal Colleges, 
including the joint CSO/Royal College of Pathology Life Sciences Task Force [originally 
established to support the development of curricula for Clinical Scientists seeking to attain the 
Fellowship of the Royal College of Pathologists (FRCPath)] have taken place. 
In England, SHAs have been involved in discussions around the model and every SHA has 
identified a designated MSC lead.  Approximately 3,000 face-to-face interactions have taken 
place over the last year with stakeholders through SHA “listening events” in each of the ten 
SHAs, and in a wide range of meetings in Scotland, Northern Ireland and Wales. 
Work across 14 key workstreams has commenced and are at various stages of development. 
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Introduction 
 
Healthcare Scientists make a major and unique contribution to the Healthcare system 
 
As stated in the Introduction of the consultation document, the HCS workforce is large, has 
highly specialised skills, and is at the heart of care for patients.  This section provides additional 
evidence for these statements. 
 
Approximately 55,000 healthcare scientists work in some 51 different disciplines across the 
NHS in roles that range from support workers to those working as Very Senior Scientists and 
Consultant Scientist Directors.  This workforce has an enormous underpinning scientific 
knowledge base, which supports its many diverse and crucial roles.  It is one of the largest and 
best-qualified scientific workforces employed in a single sector in the UK.  The essential 
information and data provided by the HCS workforce underpins some 80% of the clinical 
judgements made by medical staff for patients. This workforce covers a wide range of scientific 
disciplines, broadly grouped into three Divisions - life sciences, physiological sciences and 
physical sciences and engineering. 
 
Healthcare scientists make a unique contribution to the healthcare system, which includes: 
 

● Provision of complex and routine diagnostic services, analysis and clinical interpretation, 
(for example in pathology or in physiological sciences) 

● Direct service provision and support, including specialised support (for example in 
cardiopulmonary bypass) and the development of specialist treatment plans (for example 
in radiotherapy and for patients with hearing difficulties) 

● Dissemination of technological and scientific advances into the healthcare service, and 
undertaking research, development and innovation 

● Provision of quality assurance, risk management and clinical safety management in 
complex environments with sophisticated equipment (for example linear accelerators in 
radiotherapy treatments and in diagnostic imaging) 

● Teaching, training and provision of a specialist consultancy and clinical advice service to 
other clinicians with respect to all of the key functions above 

 
Their work provides a significant contribution to the management and treatment of patients 
across all care pathways. This crosscutting role in diagnosis and treatment is shown, for 
example in the management of patients with cancer, where the contribution of healthcare 
scientists is critical across the care pathway.  
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Contribution of Healthcare Scientists to Cancer pathways

Prevention / 
Screening Diagnosis Treatment

Ongoing 
management 
and monitoring

End of Life 
Care

• Providing screening 
programme services  
(LS)

• Faecal occult blood 
detection

• Cervical cytology

• Analysis of patients 
and families for 
genetic 
component/predisposi
tion to cancer (LS)

• Quality assurance of 
mammography 
equipment (PSCE)

• Development and 
introduction of new 
digital mammography 
(PSCE)

• Definitive diagnosis of a 
range of solid tumours –
increasing responsible 
for tissue receipt, cut up 
and preparation of slides 
(LS)

• Develop, perform and 
interpret specific 
molecular tests targeted 
at specific cancer loci 
(LS)

• Development and 
validation of Nuclear 
medicine tests (PSCE)

• Quality assurance and 
optimisation of all 
imaging techniques 
used in cancer pathways 
(PSCE)

• Assessment of impact of 
radiotherapy and/or surgery 
through measurement of

• biomarkers (LS)

• physiological function  (PS)

• Specific diagnostic testing to 
assess minimal residual 
disease in leukaemia (LS)

• Staging and Radiotherapy 
treatment  (PSCE)

• Implementing and evaluating 
new radiotherapy techniques 
- IMRT, IGRT, tomotherapy
(PSCE)

• Fitness for surgery/ 
measurement of prognostic 
indicators  and post operative 
support (PS)

• Production of specific 
prostheses (PSCE)

• Monitoring patients 
in remission for 
early evidence of 
recurrence (LS)

• Selection of breast 
cancer patients 
suitable for 
Herceptin therapy 
(LS)

• Monitoring ongoing 
physiological effects  
of cytotoxic therapy 
(PS)

• Managing the 
immediate 
consequences of 
death (LS) 

• Post mortem 
examinations  
(LS)

• Bereavement 
care of relatives 
(LS)
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Reason for Intervention / The Case for Change  
 
Chapter Two “The Healthcare Science Workforce: The Case For Changing Training And 
Careers”  in the consultation document outlines challenges to workforce planning and education 
and training for the HCS workforce.  This section outlines further evidence behind these 
statements. 
 
There are substantial issues with the current system of workforce planning, educating and 
training which, unless addressed in a coordinated way at a national level, may continue to 
impede the delivery of higher quality, better value for money healthcare science services. 
 
Issues with current system 
 
1. Impact on services and patients 

• Risks in available healthcare scientists for small and vulnerable healthcare 
science specialties/services  

• Implications for patients and services when new policies and/or care pathways 
are delivered (e.g. the introduction of widespread screening for MRSA)  

• Fragmentation of training and career pathways means that the HCS workforce is 
often poorly understood and becomes an “easy target” for education and 
training cost reductions which may disadvantaged small and vulnerable 
healthcare science services  

 
2. Workforce planning  
Presently there are around 45 individual entry points into a career in the healthcare science 
workforce. Subsequent career pathways are complex with unclear progression routes.  There 
are 26 career pathways to become registered as a clinical scientist, 12-14 pathways for clinical 
physiologists and technologists, and numerous other uni-disciplinary pathways.  There are 
bars preventing career progression within the career pathways for some groups, and other 
professional groups are competing for similar posts at different stages.   
 
Fragmentation of career pathways and a unidisciplinary approach makes workforce planning 
more difficult, resulting in: 

• Over- and undersupply of the HCS workforce within certain specialties  
• Challenges in workforce planning for scientists contributing to cross cutting care 

pathways (e.g., a member of the HCS workforce may be only 0.1 WTE in a 
particular pathway/procedure) 

• Performance of overlapping roles and functions by different members of the 
workforce (for example, clinical scientists and biomedical scientists within 
pathology) 

• Poor integration of HCS workforce planning with other professions  
• Fragmentation of career pathways also makes it difficult to consistently realise 

opportunities to achieve the optimal workforce flexibility and grade mix.  This 
prevents employers getting better “better value for money” from the workforce. 

 
3. Education and Training 
Education and training pathways are inflexible and complex, and are provided across a large 
number of Higher Education Institutions (HEI’S) compared to other professional groups. 
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Education and training may not be well matched in depth and breadth to the job role healthcare 
scientists are currently undertaking, particularly under new clinical roles and care settings (for 
example care closer to home) and new academic environments. 
 
The funding for education and training of the HCS workforce is inconsistently available, not 
only across the four UK countries, but also within the countries.  In England, for example, there 
is substantial variation in the funding available to healthcare science trainees across the 
different SHAs. 

 
4. Regulation 
Regulation is inconsistent across different groups within the healthcare science workforce.  
Increasing complexity and breadth of role means that standards must be consistent and clear 
in order to safeguard the quality and safety of patient care. 
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Preferred approach to address these issues (“Option 1”) 

 
The “Modernising Scientific Careers Programme” chapter of the consultation document outlines 
the benefits of the model.  This Impact Assessment provides further evidence and commentary 
on these benefits and risks, and why this is the preferred approach for addressing the issues 
 
Benefits: 
● As stated in the “Next Steps” document, the Modernising Scientific Careers programme will 

deliver:  
o a HCS workforce that will be responsive to changing healthcare in the UK, in the 

context of the four countries’ policy directions   
o a national model of education and training to a secure a robust, sustainable and 

more flexible HCS workforce  
o the infrastructure for, and content of, education for the healthcare science workforce 

to ensure that it has optimal skills and capabilities in future 
o a raised profile and awareness of healthcare science in healthcare 
o education and training programmes, which will fit with the evolving regulatory 

framework and anticipated requirements for revalidation. 
● This will in turn deliver the following benefits: 

0

The MSC Model addresses these issues to ensure the HCS workforce is 
fit to face the challenges of today and tomorrow

Patients 

SHAs 

Healthcare 
science workforce

Employers 

1. Protection of public 
safety through better 
regulation

2. High quality of care

3. Better access

4. New treatment models

1. Value for money

2. Robust and effective 
workforce planning

1. Able to meet specified 
standards of practice

2. Equity of access to 
training and career 
pathways and funding

3. Attractive training and 
career pathways to 
high-quality applicants

1. Value for money

2. Flexible and sustainable 
workforce

3. Assurance that 
employees meet 
required standards of 
practice

1

2

1

2

1

2

3

1

2

Challenges

Workforce planning

Education and training

Regulation s

should be 
robust and effective

should 
be appropriate with equitable 
access

hould be appropriate 
and consistent

1

2

3

3

4

3

 
● The evidence/ rationale for these benefits is listed below 

o For patients 
 Improved protection and public safety through better professional regulation 

• Evidence/ rationale: as indicated in “The case for change” there is no 
consistent regulation across the HCS workforce.  This has the 
potential to impact directly on patient safety and outcomes.  The 
proposals for defined outcomes for PTP and STP can form the basis 
for regulation of these groups.  
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 Improved quality care 

• Evidence/ rationale: increased consistency in training and education 
matched to the required level to undertake the job role, combined with 
appropriate regulation (see above), will improve quality of care 

 Better access 

• Evidence/ rationale: As indicated in “The case for change” section 
above, achieving better access often requires the HCS workforce to 
perform new and potentially different tasks  This requires more flexible 
and responsive MSC education and training pathways to support and 
develop the HCS workforce for these new roles 

 New treatment models 

• Evidence/ rationale: The new education and training pathways will 
flexibly train the Scientist Practitioner and Scientist workforce, allowing 
appropriate response to new care models, including care closer to 
home 

o For SHAs/ health economies across the four countries 
 Better value for money 

• Evidence/ rationale. Although limited data availability makes it 
extremely difficult to determine the total profile of the current 
healthcare science workforce, analysis of SHA level data in England 
indicates that there is currently a significant skew towards higher 
grades (source: ESR). 

• The analysis conducted in the pathology profiling report, Pathology: 
towards a competence based workforce1, highlighted the opportunity 
for tasks to be undertaken by staff at a lower and often more 
appropriate career framework level, in order to realise the benefit of 
better approaches to and increasing opportunities for automation.   

• While the eventual future profile of the HCS workforce is largely 
dependent on individual employers’ decisions and workforce plans, 
and cannot therefore be predicted precisely, the evidence from 
pathology, as well as the variations in levels of staff performing 
identical tasks in other disciplines, suggesting that potential savings  
could achieved through ensuring that tasks are being performed by 
individuals at the right level with the right skills 

• These potential savings are second order benefits of MSC, since the 
new pathway, with regulation at two points (for practitioners and for 
scientists) allows employers to make conscious and intended 
decisions about the shape of their workforce.  Whilst it is recognised 
that there are additional factors that will influence a provider 
organisation’s decisions on the skill mix of a workforce, the new career 
framework will certainly facilitate these and make re-shaping of the 
workforce more straightforward. 

 Robust and effective workforce planning 

• Evidence/ rationale: in discussion with workforce planners, including 
representatives from the English SHAs, MSC has been clearly 
endorsed as a means of supporting more effective workforce planning.  

                                                 
1 http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_084678 
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This is both because of the clarity and consistency of roles across 
disciplines, and because of the mechanisms for “fine tuning” outlined 
in the consultation document. 

o For employers 
 Value for money 

• Evidence/ rationale: See discussion above.  In addition, in discussion 
with Senior Executives (Chief Executives and Human Resources [HR] 
Directors) of NHS Trusts in England, including large teaching hospitals 
with a substantial HCS workforce, the clarity of the MSC career 
framework has been consistently welcomed as an enabler of better 
planning this workforce.  This will be a benefit for SHAs/ local health 
economies as well as they facilitate and aggregate workforce planning 
from individual trusts 

 Flexible and sustainable workforce 

• Evidence/ rationale: see discussion of Senior Executive interviews 
above.  These executives also welcomed the flexibility of the 
workforce, as the broader training through the rotational programmes 
will enable more flexible matching of individuals to roles. 

 Assurance that employees meet required standards of practice 

• Evidence/ rationale: as outlined in the consultation document, the 
training programmes will require individuals to demonstrate that they 
have met clearly defined standards through a rigorous assessment 
progress to demonstrate that training outcomes have been achieved. 

o For the HCS workforce 
 Able to meet specified standards of practice 

• Evidence/ rationale: see discussion of “Assurance that employees 
meet required standards of practice” above 

 Equity of access to training and career pathways and funding 

• Evidence/ rationale: as outlined in the “Case for change” section of 
this document, access to education and training funding is not 
consistent across the four countries.  Furthermore, career pathways 
are complex and opaque, making opportunities to progress difficult 
and confusing.  The new MSC model should enable targeted, rational 
and sustained funding.  Additionally, the new model allows for career 
progression for all – both through direct entry into each stage of the 
workforce, as well as the ability to move between these.  

 Attractive training and career pathways to high-quality applicants 

• Evidence/ rationale: evidence is currently being collected to better 
understand the market for science graduates through a MORI poll of 
student attitudes to science and careers in healthcare science. 

Risks: 
Risks associated with the recommended option fall into two main categories: risks related to the 
implementation and risks related to the management of the new MSC pathway 
 

• Risks related to partial or delayed implementation due to either various operational 
issues or to the limited support of a broader group of stakeholders 

 
o Operational challenges during different implementation phases 
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o Resistance from the professions: perceived negative impact of the programme 

from some of the professional groups could reduce support from the profession 
 

A certain number of actions could mitigate those risks 
 
o Involvement of stakeholders at all stages: Broader discussions which have 

already begun, build upon an ongoing approach to improving education and 
training for scientists, including regular meetings with a four country policy group, 
SHA MSC Leads (in England) and Workforce Commissioners. Approximately 
3,000 face-to-face interactions have been held with stakeholders to discuss the 
programme, and these discussions continue. Governance arrangements to which 
there is already four country agreement have been established and are ongoing. 

 
o Further directed stakeholder engagement programmes with professional 

bodies and HEI’s highlighting the overall benefits of the new MSC pathway will 
make a larger buy in to the programme more likely 

 
• Risks related to the management of the new MSC pathway 

 
o Grade drift: The uplift in profile of the HCS workforce could increase the demand 

for higher level positions, generating either grade drift or depending on the ease of 
access to higher positions 

 
A certain number of actions could mitigate those risks 

 
o Employers’ involvement in the assessment of the change in demand as well as 

in the operational management of the recruitment will allow a better anticipation of 
potential issues and a better operational management of a new system.  This will 
happen naturally through a more “bottom up” approach to workforce planning. 

 
o Attraction of Healthcare Scientist Practitioners and Healthcare Scientists 

training and career pathways: Rotational programmes, geographical and 
specialty flexibility could diversify potential career paths for Healthcare Scientists, 
increasing the attraction of healthcare science careers 

 
o Recruiting and marketing campaigns 

 
Recommendation 
While this option provides the breadth of scope to address the issues identified within the 
current system there is a potential implementation risk. It is likely however, that at worst this risk 
could lead to a reduction in the scale of benefits realised rather than a net worsening of the 
situation or failure to address a critical issue. Furthermore, the implementation risk will be 
mitigated through on-going broad stakeholder engagement and oversight, robust planning and 
strong UK wide governance arrangements led by the CSO.  
 
This is the recommended option. 
It should be noted that this recommended option represents the culmination of over a year of 
work, and direct engagement with some 3,000 stakeholders.  Over the course of time, and in 
the light of feedback, the model has evolved substantially from the initial proposals (option 2) to 
address stakeholder concerns.   
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Other options considered 

The consultation document itself does not consider alternative options to the model presented.  
However, two options in addition to the preferred option were considered. The current proposal 
represents a substantial evolution of previous work.  This section outlines the two additional 
options considered, and indicates the reasons for the model proposed(Option1) being the 
“preferred option” 
Option 2: Develop a common career pathway, education and training standards, and 
implement registration for Healthcare Scientists (the “original” MSC model) 
Undertake a major programme to create a common career framework for all healthcare 
scientists, bringing them into line with other healthcare professions. Move towards clearly 
defined career pathways with common entry through a graduate “pull” into a three year 
rotational training programme, and training and assessment designed to allow the workforce to 
respond to the needs of the service. 
This is similar to the preferred option (Option 1) that is presented in the consultation document. 
However, Option 2 is different from the preferred option because: 
●  there is no Practitioner Training Programme 
●  in order to progress into career stages 6-9 a three year rotational training programme 

equivalent to the Scientific Training Programme in the document must be undertaken 
This was the original MSC model proposal from June 2008 
Benefits: 
● As this proposal is similar to the preferred option, the anticipated benefits are potentially  

similar.  This section focuses on how and why the benefits might be different, so should be 
read in conjunction with the evidence presented for Option 1.  Overall the benefits are 
reduced, compare to the potential benefits of the preferred option. 

● The potential changes in benefits for option 2, along with the evidence/ rationale are listed 
below: 

o For patients 
 Improved protection and public safety  

• The benefits would be less than for the preferred option, as there 
would only be support for regulation of the “scientist” workforce 
(career framework stages 6/7-9).  The absence of consistent Scientist 
Practitioner training to defined outcomes would make considering 
regulating this workforce (stages 5/6) more difficult 

 Higher quality of care 

• The increased consistency in training and education would apply only 
to more senior members of the workforce (not covering the 
“practitioner” workforce), adversely impacting the potential opportunity 
for improvements in the overall quality of care 

 New treatment models 

• new education and training opportunities would on this model only be 
open to those going through the scientist registration training 
programme, potentially impacting adversely on the ability of other 
members of the healthcare science workforce to flexibly address 
different treatment models and settings of care 

o For SHAs/ health economies across the four countries 
 Better value for money 
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• Similar to option 1, there would be some opportunities to re-profile the 
workforce to ensure that it offered improved value for money for 
employers 

• However, this would be more difficult to achieve, as there would only 
be regulation at one point (rather than two) to help employers make 
conscious and intended decisions about the shape of their workforce 

 Robust and effective workforce planning 

• Although workforce planning could become more effective, owing to 
increased clarity and consistency of roles for the “scientist” workforce,  
the benefits would not be as great as for option 1, as there would be 
no comparable clarity and consistency of roles for the “practitioner” 
workforce 

o For employers 
 Better value for money 

• See discussion above for SHAs/ health economies. 

• Unlike option 1, this option has not been discussed in detail with trust 
Senior Executives, so there is no evidence that they would see this 
model as a means of better planning the shape of the workforce. 

 Flexible and sustainable workforce 

• As with option 1, there would be increased flexibility for the “scientist” 
workforce (through their 3 year rotational programme), but no 
comparable flexibility for the scientist practitioner workforce, as there 
would be no Practitioner Training Programme, or only a locally defined 
one 

 Assurance that employees meet required standards of practice 

• Individuals may need to demonstrate that they have met clearly 
defined standards through a rigorous assessment progress.  However, 
unlike for option 1, whilst this benefit will be realised for the “scientist” 
workforce in the absence of a Practitioner Training Programme, this 
will not be the case for the “practitioner” workforce 

o For the HCS workforce 
 Able to meet specified standards of practice 

• See discussion of “Assurance that employees meet required 
standards of practice” above 

 Equity of access to training and career pathways and funding 

• As with option 1, access to training and career pathways are 
potentially more equitable, but without defined competitive entry into a 
“practitioner” workforce, there could be fewer opportunities for the 
“assistant” workforce (stages 1-3/4) and for other direct entrants to 
progress up through the career stages 

 Attractive training and career pathways to applicants 

• Evidence is currently being collected to better understand the market 
for science graduates through a MORI poll of student attitudes to 
science. 

Risks: 
● The risks are the same as for option 1, with the following additional risks: 
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● When this option was proposed it was not well received by a number of stakeholders. 
Objections included that there was too much change (including too deep and broad a level 
of education and training for the whole of the regulated workforce through the three year 
rotational scientist training programme), and abandoning perceived currently successful 
academic programmes with no clarification over equivalence and the need for the roles 
outlined in the  consultation document for the practitioner training programme.  Therefore 
there was a significant risk that this option would not be appropriate  

● Prior to regulation all healthcare scientists would have 3 years of in service training across 
different disciplines, which some people felt may be longer and clinically broader than is 
necessarily required. This is compared to option 1, where the  scientist practitioner training 
programme would provide an additional possible training pathway and regulatory point that 
could be more appropriate fort a more defined role in service delivery. 

Recommendation 
While this option potentially provides the breadth of scope to address some of the issues 
identified within the current system, in some areas it was perceived that it may provide a deeper 
and broader education and training than may be required by the service for all elements of it. 
There was therefore a risk that the proposal would be rejected by stakeholders  
This option is not recommended. 
 
Option 3.  Do Nothing 
Do not take any action to address the issues facing the current arrangements for training and 
education. The requirement for the healthcare science profession to adapt to the changing 
needs of the service and developing regulatory environment is left to individual and disparate 
stakeholders. No changes are made to the current training and career pathways. 
Benefits:  

● Limited change and disruption to current system 
● Provides an option to wait and see if the system corrects itself 
● Mitigates risks of further change in the current healthcare workforce environment and  

waits for an opportunistic period when the system as a whole may be more settled 
Risks:   
Without addressing the current issue, particularly those associated with the workforce 
planning of this workforce, there may continue to be issues with: 

• Over - and undersupply of the HCS workforce within certain specialties  
• Inability to perform timely workforce planning 
• Poor workforce planning for senior healthcare scientists/small disciplines/cross cutting 

disciplines  
• Inability for the healthcare sciences workforce to support other professions due to poor 

integration of the healthcare science and diagnostic workforce planning with other 
professions 

• Inability to provide services and meet targets due to lack of consideration of the 
healthcare science and diagnostic workforces implications when developing new 
proposals 

• Poor value for money for employers  
• Inadequate investment into education and training of the healthcare science workforce 

resulting in shortages in the workforce and inability to recruit and retain staff 
Without addressing issues with education and training there may continue to be 

• Poor matching of education and training to the job roles that the workforce needs to 
perform 
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• Inequality of access to funding across some geographic areas  
• Reduced ability to align with future policy on education and training 

For more evidence on the risks of doing nothing, please refer to the “Case for change” section 
of this document. 
 

Recommendation 
The risks to patient outcomes, workforce planning, education and training of the workforce and 
the wider change programme in the NHS are significant, whereas the benefits are limited, with 
little reason to believe they will be realised.  
This option is not recommended. 
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Financial assessment 

This Impact Assessment does not consider monetised costs and benefits for the MSC model.  
This is because the eventual costs and benefits are dependent on the outcome of the 
consultation process.   
 
Work has commenced to identify potential financial costs and benefits for MSC, such that if the 
proposed model is finalised post-consultation, a full and robust financial Impact Analysis can be 
rapidly developed and submitted. We are looking to ensure that the model developed is 
affordable to employers and funding bodies. 
 
The following principles are proposed (as outlined in the “Next Steps” document): 

 Modernising Scientific Careers will develop a national model of education and training to 
secure a robust and sustainable HCS workforce 

 Working in partnership with education funding bodies and other stakeholders, 
Modernising Scientific Careers will explore a range of funding options to establish high 
quality education and training initiatives that are transparent and sustainable, in line with 
the education and training commissioning arrangements and healthcare priorities in each 
of the four countries. 

 Working with education funding bodies and other stakeholders, Modernising Scientific 
Careers will seek to secure funding for the period of training period. In England it is 
expected that trainees will be fully funded, and that practitioner training posts will be 
supernumerary in nature, whether in stand alone programmes or as part of training 
programmes which integrate academic learning in universities and colleges with learning 
in the work-place 

 The proposals will require a more explicit and structured approach to education and 
training commissioning. Commissioning intentions and specifications will need to be 
informed by people with the relevant expertise in healthcare science. 

 
The establishment of a clearly identified and secure funding strategy to support the Modernising 
Scientific Careers training programmes is crucial to the sustained development of the HCS 
workforce, and the development of the requisite infrastructure to support trainees, trainers and 
training programmes. 
 
Funding will need to be secure and sustainable and work will continue in partnership with 
education funding bodies and other stakeholders, Modernising Scientific Careers will explore a 
range of funding options to establish high quality education and training initiatives that are 
transparent and sustainable, in line with education and training commissioning arrangements 
and healthcare priorities. 
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Specific Impact Tests: Checklist 
 
Use the table below to demonstrate how broadly you have considered the potential impacts of your 
policy options.   
 
Ensure that the results of any tests that impact on the cost-benefit analysis are contained within 
the main evidence base; other results may be annexed. 
 
Type of testing undertaken  Results in 

Evidence Base? 
Results 
annexed? 

Competition Assessment No No 

Small Firms Impact Test No No 

Legal Aid No No 

Sustainable Development No No 

Carbon Assessment No No 

Other Environment No No 

Health Impact Assessment No Yes 

Race Equality No Yes 

Disability Equality No Yes 

Gender Equality No Yes 

Human Rights No No 

Rural Proofing No No 
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EQUALITY IMPACT ASSESSMENT 
 
 
 
 

THE FUTURE OF THE HEALTHCARE SCIENCE WORKFORCE - 

MODERNISING SCIENTIFIC CAREERS: THE NEXT STEPS A paper for 

consultation (2008) 

 
The Future of the Healthcare Science Workforce: Modernising Scientific 
Careers - The Next Steps consultation paper (referred to throughout this EqIA 
as The Next Steps) sets out an improvement model for the development of 
common, modern career pathways and an educational and training framework 
for the totality of the NHS HCS workforce across the UK. 
 
If adopted, the proposed changes will: 
 

• benefit patients – through effective skill mix, capturing technological 
and other advances, developments in care pathways, bringing faster, 
more responsive and flexible services closer to home, by supporting a 
dependable, modern regulatory framework2 and, over time, recruiting, 
retaining and promoting a more diverse workforce fit to serve the future 
population of the UK. 

 
• benefit staff – enabling staff to fulfil their potential by having the right 

competences to be effective in their roles, a structured career ladder to 
optimise their contribution to responsive care and develop the 
professions’ leaders, as well as modernising the image of healthcare 
science and scientists. Existing staff and trainees would not be 
disadvantaged by the proposed changes, and transitional 
arrangements would support the delivery of continuous, high quality 
patient care.  

 
• benefit employers – improve flexibility in workforce development and 

planning, achieve a more balanced workforce profile that reflects local 
and national NHS equality and diversity ambitions, rationalise 
education and training commissioning, funding and programmes so 
these are more employer-led, and support local employment policies. 

 
The document identifies a number of areas for continuing development, which 
will include further consultations, both general and specific.  
 

                                                 
2 Based on the broad recommendations from the Extending Professional Regulations Working Group. 
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Negative impact  
 
At this stage, there is no conclusive evidence about how the development of 
the modernised career ladder and an improved learning and qualifications 
framework will affect equality in relation to disability, ethnicity, gender, sexual 
orientation, age, religion or belief and Human Rights. However, the proposals 
are based on sound equality principles and the following assumptions are 
guiding the work: 
 
Disability: The paper has clearly stated underpinning principles of equity of 
access to and through each stage of education and training and career 
pathways, including the opportunity to train/work on a flexible or part-time 
basis, and learning and qualifications programmes that are outcomes-based, 
focusing on the individual’s competence, which should play a part in removing 
inequalities between DDA disabled and work-limiting disabled and non-
disabled people that currently exist. For example, curricula could be audited 
from a disability-related discrimination perspective in order to judge which, if 
any, elements need a reasonable adjustment. Tynan (2004) demonstrated 
how the Royal College of Veterinary Surgeons addressed these issues and 
this might be a useful model for adoption in the Modernising Scientific Careers 
programme.3
 
Ethnicity: The proportion of minority ethnic groups in the population, for 
example in England, is 9%. However, although 15% of the current healthcare 
science workforce is from black and ethnic minority groups, the NHS does not 
publish data on ethnicity and grade. Consequently, there is no way of knowing 
if this profession has a similar workforce profile to many others within the 
sector, i.e. the predominance of staff from ethnic minority backgrounds in the 
lower paid grades. The Next Steps document outlines a range of options that 
will benefit current and potential employees from under-represented ethnic 
minority groups, such as the support of Modern/Advanced Apprenticeships, 
making available a range of vocational qualifications and recognising prior 
learning and experience where applicable.  
 
Gender: Approximately 60% of the current healthcare science workforce is 
female, but if it follows the pattern of most other professions, there will be a 
paucity of women in senior positions.4 The MSC training and career 
framework will develop current good practice, eliminate previous access 
barriers and give ‘significant opportunity for individuals to progress … from 
assistant to consultant level’ (para 23). In addition, flexible education, training, 
working, and job-sharing arrangements where relevant, will contribute 
positively to good work-life balance and will have a positive benefit to those 
with caring responsibilities. These points were reinforced at the Listening 
                                                 
3 The Royal College of Veterinary Surgeons (RCVS) is developing a range of ‘essential 
competences’ required of the veterinary surgeon on Day One after graduation and at the end of 
Year One in the profession. These competences mirror the QAA subject benchmark statement 
for veterinary medicine.  
A Competences Matching Exercise, linking competences to different types of disabilities, 
indicating where difficulties may arise and how they might be overcome, means each 
competence can be examined within the context of the veterinary schools’ curricula. This 
exercise enables an accessibility audit to be carried out of the various curricula and learning 
and teaching processes. The exercise can help focus on how competence relates to 
performance, ‘an issue that takes into account the coping strategies developed by people with 
disabilities.’  
4 At present, the NHS does not publish data on gender and grades.
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Events where issues such as ‘work-life balance (especially women)’, ‘the 
diversity agenda’, and ‘step on/off issues’ were raised. Also raised were the 
‘need to take account of career breaks’.5
 
Sexual orientation: There is no evidence to suggest that this policy change 
will impact negatively or positively with regard to sexual orientation. However, 
all the available evidence points to the fact that there remain concerns over 
confidentiality and security of data in the workplace and, as a result, there is a 
paucity of statistics. Published equality and diversity reports also indicate that 
it is particularly problematic in one or two countries where the rights of LGTB 
people are not perceived to be universally accepted, and therefore, voluntary 
information provided at work or in education establishments would be very 
difficult to collect. 
 
Age: The Employment Equality (Age) Regulations 2006 prohibit age 
discrimination in work and vocational training. The proposed MSC career 
ladder is designed to equally attract and retain school-leavers, new entrants 
and members of the current workforce (including people over 50 years) who 
wish to gain new qualifications and benefit from continuous development 
opportunities. According to the Department of Work and Pensions, ‘the 
planned extension of the state pension age is likely to lead to larger numbers 
of older people wanting to work reduced hours around retirement’. Modern or 
Advanced Apprenticeships are an all age programme and the introduction of 
accredited prior experience and learning will support those who have not had 
access or had only limited access to training and learning opportunities in the 
past. The Listening Events also touched on the effect on the current (mostly 
older) staff group regarding status / grade / salary. 
 
Religion or belief: The Modernising Scientific Careers programme is 
competence and outcomes based and this will mean that issues of religious 
identity, faith and values are not a direct or indirect barrier to achieving 
qualifications and learning opportunities. The new training and education 
pathways are built upon the National Occupational Standards in Healthcare 
Science, which itself incorporates Equality and Diversity as one of the four 
underpinning principles.  
 
Human Rights: No specific, additional issues were identified with regard to 
Human Rights legislation or good practice. 
 
• Will the policy present any problems or barriers to any community or group? No 
• Will any group of people be excluded as a result of your policy? No 
 
• Does the policy have the potential to worsen existing discrimination and inequality? No 
 
• Will the policy have a negative effect on community relations? No 
 
Positive impact  
 
The proposals have the ability to promote equality of opportunity for all the groups in the six 
equality strands by reducing and/or removing, in the case and context of healthcare scientists, 

                                                                                                                                                                            
5 Listening Events were organised in each Strategic Health Authority, as well as events in Wales, Northern Ireland 
and Scotland, which provided an opportunity to hear from healthcare scientists working in all parts of the service, 
as well as other stakeholders such as Higher Education Institutions, workforce planners and trainers. They took 
place between September and November 2008) and attracted 1200 people.
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some of the inequalities that currently exist. However, it is impossible to gauge at this stage of 
development whether such impacts will be significant. 
 
The career pathways and education and training model are competence-based, so that 
individual performance, whatever race, age, gender, disability, religion or belief, or sexual 
orientation, becomes the foundation for workforce development. Because they are built on 
principles of equality and diversity (from National Occupational Standards upwards), both 
education and training funding and delivery will take account of equality and diversity issues that 
may arise in respect of the above groups, e.g. any necessary support to access education and 
training for disabled staff/trainees.  
 
The proposed measures also have the ability to promote diversity and equality, for example, in 
supporting Modern/Advanced Apprenticeships, to aid in closing the gender pay gap and attract 
a range of under-represented groups to the healthcare scientific profession, and by so doing, 
eliminate discrimination and harassment, promote good community relations, promote 
positive attitudes towards disabled people, encourage the participation of disabled people 
(including the possibility of encompassing more favourable treatment of disabled people), 
thereby promoting human rights, where applicable. 
Evidence 
 
In considering some of the available quantitative, qualitative and national evidence (mainly web 
based research, extensive literature review, stakeholder consultation from the Listening Events 
and sourced relevant Equality Impact Assessments), it is clear that the proposals have the 
ability to reduce negative effects and have the potential to positively improve the competence 
and career aspirations of a large section of NHS staff and potential employees from a wider 
pool of the working population in the four countries and, therefore, enhance the benefits to 
patients. 
 
Select List of Research / Documents Consulted: 
 
Northern Ireland Executive Programme for Government (PFG), Budget and the Investment 
Strategy Equality Impact Assessment (2008)  
Time to Take Stock: Disability and Professional Competence, (HEFCE, 2005)  
Disability Equality in the Medical Profession (BMA, 2007) 
Skills Strategy Impact Assessment (2007) 
Impact Assessment Draft Apprenticeships Bill (2008) 
Non-Medical Staff Bulletin Tables 1997-2007 (DH) 
Putting People First: Equality and Diversity Matters (CSCI, 2008) 
Modernising Nursing Careers Setting the Direction (DH 2006) 
House of Commons Select Committee, Modernising Medical Careers (2008) 
Social Work Post Qualifying Framework Impact Assessment (WFLA, 2008) 
Partial Equality Impact Assessment Modernising Allied Health Professions: A Competence 
Based Career Framework (DH 2008) 
Mapping Diversity Initiatives in Higher Education (Coventry University) 
HE Equality Issues for Teaching and the Promotion of Learning (HEA) 
Disabled Students, Disabled Doctors – time for a change (HEA) 
Islam in the Workplace (Neil Payne) 
Promoting Equality and Valuing Diversity (RCGP) 
Pushing the Boat Out : An Introductory Study of Admissions to the UK Medical, Dental and 
Veterinary Schools for Applicants with Disabilities (Hull University, 2003)) 
The sequel to pushing the boat out (2004) 
Lesbian, Gay and Bisexual Workers: equality, diversity and inclusion (COERC) 
Human Rights in Healthcare – a framework for local action (DH 2008) 
Enabling Disabled Doctors (FHSSU) 
Focus Group Consultation Report: Have Your Say on Equality and Diversity (NMC, 2008) 
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Breaking Barriers in the Workplace Study (Liverpool University 2005-07) 
Why the Difference? A Closer Look at Higher Education and Minority Ethnic Students and 
Graduates (DES, 2004) 
Labour Market Surveys (National Statistics Online) 
 
All the specific points of evidence extracted from the available research have been outlined 
above. In addition, the following labour market data sets out the wider context in which change 
might occur: 
 
◊ The subjects selected for vocational qualifications differ between men and women. Men are 
more likely to study vocational qualifications for construction, planning and the built environment 
(with almost 100 per cent of these awards going to men), or engineering and manufacturing 
technologies (89 per cent of all awards), whereas women are more likely to study health, public 
services and care related vocational qualifications (around 86 per cent of all awards).  
 
◊ Among women in employment, around one in ten women from the Black African heritage 
group and one in seven women from the Other Asian heritage group were working as nurses in 
2004, compared with around 1 in 30 White British women. 
 
◊ Public sector workers are more likely to be women and to work part-time than private sector 
workers. In 2004, 65 per cent of public sector workers were women, compared with 41 per cent 
of private sector workers. Around 30 per cent of public sector workers worked part-time 
compared with 24 per cent of private sector workers.  
 
◊ The public sector workforce is older than the private sector workforce. In 2004, around 72 per 
cent of public sector workers were aged 35 and over compared with 62 per cent of private 
sector workers. 
 
◊ In 2005/06 more women than men in the UK were awarded National Vocational Qualifications 
(NVQ) and Scottish Vocational Qualifications (SVQ). This was most noticeable at level three 
where 63 per cent of NVQs/SVQs were awarded to women. Of over 600,000 NVQs/SVQs 
awarded, 56 per cent were to women compared with 44 per cent to men – unchanged since 
2004/05. 
 
◊ Overall, qualification levels of disabled people of working age are much lower than those of 
non-disabled people. For example, 14.4 per cent of those who are DDA disabled and work-
limiting disabled are qualified to Level 4 and above and 51.6 per cent are qualified to below 
Level 2 or have no qualifications, compared with 29.2 per cent and 27.9 per cent respectively of 
non-disabled people. 
 
◊ Participation in learning in the last three years (2004-2007) is lower amongst those who are 
disabled (73 per cent) than among those who are not (84 per cent), although the proportion of 
disabled people participating in learning has increased. Of those with a work-limiting disability, 
51 per cent have taken part in vocational learning in the last three years, compared with 78 per 
cent of people without a disability 
 
◊ At A level, in England, Wales and Northern Ireland, young women continued to outperform 
young men in virtually all subject groups in 2005/06. 
 
◊ In 2004 people from the Bangladeshi, Black Caribbean and Pakistani heritage groups were 
less likely than White British people to have a degree (or equivalent). Among men, 
Bangladeshis and Black Caribbeans were the least likely to have a degree (11 per cent for each 
group). Among women, Bangladeshis and Pakistanis were the least likely to have a degree, 5 
and 10 per cent respectively.  
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◊ The groups most likely to have degrees were Chinese (31 per cent), Indian (25 per cent) and 
White Irish (24 per cent). These compared with 17 per cent of White British people. However, a 
relatively high proportion of Chinese heritage people had no qualifications – 20 per cent, 
compared with 15 per cent of White British people. 
 
◊ Bangladeshis and Pakistanis were the most likely to be unqualified. Five in ten (49 per cent) 
Bangladeshi women and four in ten (40 per cent) Bangladeshi men had no qualifications. 
Among Pakistanis, 35 per cent of women and 29 per cent of men had no qualifications. 
 
 
 
Research or data gaps 
 
One of the issues that the process has not yet addressed is whether the duration and structure 
of the proposed education and training programmes could act as a factor in deterring 
candidates from applying for Healthcare Scientist roles or promotion. It is therefore suggested 
that work could be done around this area during the next consultative stage, the timing of this is 
to be determined, e.g. an online questionnaire. 
 
Additionally, we may commission further data or research at the next stage in the development 
of the MSC programme. This could include collecting disability information and, if possible, 
extrapolating ethnicity and grade, gender and grade and gender and ethnicity data from existing 
workforce data sources. 
 
Screening assessment 
 
We consider that the policy is unlikely to have an adverse impact. On the contrary, there is 
potential to reduce barriers and inequalities that currently exist. There is insufficient evidence, 
however, for this assessment to be made with as much confidence as is desirable.  
 
Next steps 
 
The Next Steps document is a consultative paper and a full EqIA should be produced at the end 
of the consultation. To facilitate this the Consultation Questions section at the end of The Next 
Steps document, should include at least one set of equality, diversity and human rights 
questions, e.g.: 
 
Do the proposals described in this document meet the NHS commitment to equality, diversity 
and human rights? If not, what other steps might we take to achieve this? Are there groups in 
society for whom these proposals would have a positive or negative effect? 
 
Furthermore, the document contains a prospective action plan to take the work forward and 
each of these workstreams present an opportunity to continue to drive and monitor positive 
equality and diversity outcomes relating to both the workforce and the products and services 
being developed, including when the MSC programme: 
 
◊ consults the sector and other stakeholders on proposals for the overall framework for research 
assessment and funding for all disciplines, as well as on specific proposals for quality indicators 
in the science-based disciplines  
◊ tests and generates the quality indicators for the science-based disciplines during 2009.  
◊ embarks on further consultation on the details of the light-touch peer review-based process for 
quality assessment in other subjects during 2009-10 
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◊ undertakes separate consultation relating to Higher Specialist Scientific Training (HSST), 
which could potentially lead to the establishment of a higher specialist register for healthcare 
scientists 
◊ issues proposals for consultation that will also address how existing Healthcare Scientists will 
evidence equivalence for consideration of entry to the higher specialist register for healthcare 
scientists 
◊ addresses issues around transitional arrangements following consultation and a report on 
consultation, 
and 
◊ considers a comprehensive approach to curriculum design. Many stakeholders will be 
involved in the work, including professional bodies, doctors and other health professionals from 
relevant specialties, academics, practising healthcare scientists and technologists and patient 
representatives. 
 
◊ It is also recommended that an EqIA is undertaken with regards to proposals for a new 
regulatory framework for healthcare science that will be subject to a separate consultation 
exercise. 
 
The impact of each workstream will be monitored closely to enable the desired effects to be 
achieved from the specified actions. To this end, the MSC programme will publish appropriate 
Equality Impact Assessments during 2009 to 2012 as projects are further developed in 
consultation with key stakeholders and partners. 
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Health Impact Assessment 
 
1. Will your policy have a significant impact on human health by virtue of its effects on 
the following wider determinants of health? 
 
Income 
Crime 
Environment 
Transport 
Housing 
Education 
Employment 
Agriculture 
Social cohesion 
 
No.  The policy will not have a significant impact. 
 
The aim of MSC is to create a flexible, responsive, sustainable scientific and technical 
workforce for the 51 constituent scientific disciplines through: 
Creation of an explicit, integrated common training and career pathway for the 51 constituent 
disciplines of the Healthcare Science workforce 
Development of defined training standards and outcomes for this workforce 
 
It will directly affect about 50,000 members of the HCS workforce, and for them it will change 
their education, some aspects of their employment, and potentially (for some) their income over 
time.  While these changes are likely to be important (e.g., new education pathways, new career 
opportunities) they will not be of a nature to impact health substantially. 
 
There is no foreseeable impact on crime, the environment, transport, housing, agriculture or 
social cohesion 
 
2. Will there be a significant impact on any of the following lifestyle related variables? 
 
Physical activity 
Diet 
Smoking, drugs, or alcohol use 
Sexual behaviour 
Accidents and stress at home or work 
 
Consider risk factors that influence the probability of an individual becoming more or 
less healthy. 
 
No.  The policy will not have a significant impact. 
 
While the nature of Healthcare Science work is likely to evolve for its workforce (as a result of 
MSC but also other changes in policy and technology), it will not substantially change the 
physical activity involved, and will have no impact on diet, smoking, drugs or alcohol use, sexual 
behaviour, or accidents and stress at home or work. 
 
3. Is there likely to be a significant demand on any of the following health and social care 
services? 
 
Primary care 
Community services 
Hospital care 
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Need for medicines 
Accident or emergency attendances 
Social services 
Health protection and preparedness response 
 
No.  The policy will not have a significant impact. 
 
The policy aims to support changing demands for health services (including primary care, 
hospital care, need for medicines and accident or emergency services), through ensuring the 
healthcare science workforce is fit for purpose to support delivery of these services.  However, 
the policy proposals themselves (single pathway, training standards and outcomes, and support 
for a regulatory framework) will not create any additional demand for these services. 
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