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Introduction 
 

We are grateful to those of you who took time to respond to the consultation on the Academy 

for Healthcare Science (AHCS) Standards of Proficiency for Higher Specialist Scientists. The 

public consultation opened on December 8th 2014 and closed on March 8th 2015.  

 

During the consultation the following materials were made available: 

 

 The Consultation on Standards of Proficiency for Higher Specialist Scientists 

 An explanation of the consultation process published online 

 An online survey form with the consultation questions 

 

Responses were received from a variety of stakeholders including professional bodies, 

institutions and individuals. There was a total of 39 detailed responses of which 36 were 

submitted through the online survey; the other three of these responses were sent directly from 

Professional Bodies as a formal letter. Of the 36 submitted via the online form, 30 were from 

individuals who also recorded their Professional or Regulatory organisation, four asked that 

their responses been considered as personal views only, and two were submitted anonymously.  

 

Overall the response to the consultation was supportive of the proposed Standards of 

Proficiency (SoPs). This is illustrated by the percentage of positive responses to each 

consultation question in the ‘Response Statistics’ section of this document. It has also further 

highlighted a number of key issues that need to be addressed before we are in a position to pilot 

the Higher Specialist Scientist Training (HSST) Equivalence processes. 

 

The Academy for Healthcare Science is appreciative of the willingness of its healthcare science 

stakeholders to engage and work with us to clarify the content of the Higher Specialist Scientist 

Register (HSSR) Standards of Proficiency.  

 

The Academy has carefully considered all the feedback received from its consultation. The 

following sections outline the overall objectives for the HSSR, the survey response statistics 

and our response to detailed feedback.  

 

Objectives of the Higher Specialist Scientist Register 
 

One of the key objectives of the Academy for Healthcare Science is to provide protection and 

assurance to the public by operating a register of the healthcare science workforce for those 

groups not covered by statutory regulation.  

 

Although those entering HSST programmes are registered by statute with the HCPC (Health 

and Care Professions Council), the Academy aims to develop its register to include further and 

specific registration for Higher Specialist Scientists in 2015 following further work and 

discussion with the PSA (Professional Standards Authority for Health and Social Care) and the 

HCPC. The primary purpose of the HSS Register is to increase assurance and enhance 

transparency for the public and the service concerning Clinical Scientists (HCSs) working at 

consultant level. The purpose of this consultation is to seek views on the Standards of 

Proficiency that have been drafted.  We will in the future consult on the Continuing Personal 

and Professional Development (CPPD) Standards and the Code of Conduct Standards.   
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In developing the HSS Standards of Proficiency we spent considerable time considering the 

potential risks posed by Higher Specialist Scientists and the form of standards that might 

mitigate those risks.  We also ensured the Standards are consistent with the HCPC Standards 

and are consistent in language and format with the Academy’s Healthcare Science Practitioner 

Standards.  

 

Much work was carried out previously by scientific professional bodies, Medical Royal 

Colleges, individual professionals, service users, the National School of Healthcare Science and 

the Modernising Scientific Careers team before these standards were developed. This work 

provided a firm basis on which these standards were built.  

 

Response Statistics 
 

The online survey offered stakeholders the following options in answer to each question. The 

percentage of overall response has been included as in some cases the respondent opted not to 

answer every question.  

 

 Question 1: Do you support our overall approach to these standards? 

 

o Entirely/Mainly – 85% 

o Partly – 6%  

o No – 9%  

 

 Question 2: Do you think the standards are at a threshold level necessary for safe 

and effective practice? 

 

o Yes – 80% 

o No – 20%  

 

 Question 3: Do you think the standards are adequate to mitigate the risks posed by 

Higher Specialist Scientists? 

 

o Entirely/Mainly - 84% 

o Partly –  6% 

o No – 10% 

 

 Question 4: Are there any standards that require particular attention (and why)? 

 

o Yes – 59% 

o No – 41% 

Please see detailed AHCS response to the comments received below 

 

 Question 5: Do you think there any standards which should be reworded? 

o Yes – 56% 

o No – 44% 

  Please see detailed AHCS response to the comments received below 
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 Question 6: Do you have any comments about the language used in the standards? 

 

o Yes – 45% 

o No – 55% 

  Please see detailed AHCS response to the comments received below 

 

 

 Question 7: Do you have any other comments on the proposed standards, the 

objective of the Academy to establish a register for Higher Specialist Scientists, or 

this consultation process? 

 

o Detailed responses below 

 

Stakeholders who responded to the survey were also given the opportunity to leave more 

detailed comments against each question. 

 

 

Consultation Response 
 

1. Do you support our overall approach to these standards? 

We feel that the consultation responses show that there is widespread support for our 

overall approach to the HSSR Standards. The SOPs will be reviewed for repetition in 

the content of each standard. Whilst clearly the presence of Standards themselves cannot 

reduce risk, if individuals practice to these Standards then patient safety is prioritised. 

These Standards should be considered in the context of each individual’s scope of 

practice. We will be publishing an HSST Equivalence guidance document which will 

outline a route to registration based on these Standards for those who have not 

undertaken formal HSS training, but who may demonstrate equivalent experience, 

training or qualifications.  

 

2. Do you think the Standards are at a threshold necessary for safe and effective 

practice?  

We were surprised that one response felt that the route to registration appeared to be 

‘largely academic’ and did not sufficiently consider work-based experience. This did not 

reflect the majority of the consultation responses, although we will review the language 

of the Standards in light of this issue. The idea of an annotation on the HCPC register to 

denote a Consultant Clinical Scientist has been discussed at length; however it remains 

the position of the Academy and HCPC that the correct approach would be to create a 

separate part of the AHCS’s Accredited Register that is underpinned by HCPC statutory 

regulation. If an applicant were to find the Standard’s threshold level consistently too 

high, it is likely that they are not working at the required level for HSS registration. 

However, we do agree that financial probity should be included in the SOPs, and after 

internal discussion we will also be including demonstration of integrity as an explicit 

part of the Standards. 
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3. Do you think the standards are adequate to mitigate risks posed by Higher 

Specialist Scientists? 

The Academy agrees that the maintenance of Continuing Personal and Professional 

Development (CPPD) should be clearly emphasised in the Standards. However, due to 

the breadth of healthcare science practice we have concluded that the Standards will 

need to remain sufficiently generic in terms of language. We are grateful that issue of 

indemnity insurance has been raised by respondents; applicants will be asked to 

complete a self-declaration at time of application to the HSSR indicating that they have 

the correct level of employer indemnification or personal indemnity. It should be noted 

that this is also a requirement for Clinical Scientist statutory registration with the HCPC. 

The Standards will be reviewed and updated to require demonstration of financial and 

budget handling skills, but we do not agree that they are more focussed upon historic 

achievement rather than ‘current ability’. The SOPs clearly state that an applicant ‘must 

demonstrate that’ they exhibit these standards at the point of registration.  

 

4. Are there any standards that require particular attention and why? 

 Standards 1.3 and 9.1 – We acknowledge that there is no mention of the role of 

carers in patient management. Standard 9.1 will be amended to reflect this. 

 Standards 2.4, 2.5 and 2.6 – The possibility of including communication skills 

as a unique standard has been considered; however it is not felt that there is any 

need for an additional specific standard on communication. 

 Standard 5.3 – This Standard will be amended to reflect some of the comments 

received. Rather than ‘directing and leading a clinical service’, ‘directing’ will 

be removed and this will then read as ‘leading clinical services’. We will also 

remove the phrase ‘a broad range of’ from this Standard. 

 Standard 8.2 – We will review this Standard and amend it to further reflect 

‘patient involvement and engagement’. 

Standard 10.1 – We are grateful to a number of responses that have highlighted 

that there are two standards labelled 10.1 within the document.  We will also 

update this standard to reflect the need for prioritisation skills.  

5. Do you think there are any standards which should be reworded? 

A number of survey responses noted that the Standards for HSS registration are similar to 

the HCPC Standards at the point of Clinical Scientist statutory registration. However, it 

should be noted that in the event of a Fitness to Practise (FtP) case being brought against an 

individual on the Academy’s Accredited Register at HSS level, the HCPC would be notified 

and the individual would be subject to its FtP procedures.  

 

Below we have indicated our specific responses to some proposals received for re-wording 

some of the Standards. 

 

 Standard 1.1 – We feel that it is important to demonstrate an understanding of  

Good Scientific Practice. 
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 Standard 2.1 – It is not considered that ‘as appropriate’ would be a correct 

amendment here. The Academy believes that this Standard would always be 

appropriate to individuals working at HSS level.  

 Standard 3.3 – We believe that this Standard is appropriate to individuals 

working at HSS level and do not feel that it requires an amendment.  

 Standard 3.5 – This Standard will be altered to read ‘ensure adverse effects are 

investigated…’ and we consider it a valid point that an individual cannot be 

solely responsible for this undertaking.  

 Standard 4.3 – We agree that ‘provision’ is not the appropriate word for this 

Standard and will use the term ‘arrangements’ instead. 

 Standard 8.1 – The opening sentence of this Standard will now begin ‘ensure 

the provision of highly developed…’ We also agree that ‘overall clinical 

responsibility for patients resides with medical staff’ needs to be altered for 

accuracy and to remain consistent with Standard 9.2. To this effect, this will now 

read as ‘overall clinical responsibility for patients resides with an accountable 

medical consultant or General Practitioner’.  

 Standard 9.2 – We feel that is not possible to have an ‘accountable team’ as a 

standard for registration and that accountability must ultimately sit with an 

individual.  

 Standard 9.3 – This Standard will be changed to read ‘enable patients to have 

improved and safer access to information about their care’.  

 Standard 10.1 [to become 10.2] – Although the phrase ‘cutting edge’ has 

appeared increasingly in recent healthcare science publications, we agree that it 

is not appropriate here. This will be replaced by ‘advances in’. We will also be 

amending ‘especially in the areas of genomics and personalised medicine’ to 

‘especially in the areas of genomics and personalised / precision medicine’.  

 Standard 11.2 – We do not believe that that this Standard is an inappropriately 

high threshold for an individual working at a Consultant Clinical Scientist level 

and, on review, do not feel that it requires alteration. 

Standard 13.1 – It is felt that this Standard is specific enough in its intentions 

not to require an amendment beyond ‘design and lead a strategy to achieve 

and/or maintain service accreditation’. 

6. Do you have any comments about the language used in the standards? 

The overall response to the language used in the standards is very positive, with 

particular praise for its transparency and appropriateness. We have considered 

suggestions that it is perhaps not specific or precise enough in certain areas, but we 

would reiterate that the broad nature of the healthcare science workforce at Consultant 

Clinical Scientist level necessitates a generic approach.  
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7. Do you have any other comments on the proposed standards, the objective of the 

Academy to establish a register for Higher Specialist Scientists, or this consultation 

process? 

We are in the early phase of the HSSR and wanted to consult early in the process on the 

Standards.  We acknowledge that we need to further communicate the purpose of the 

HSSR, our relationship with the HCPC and particularly the fitness to practice process 

and our relationship with PSA.  We will ensure that we focus on the communication 

plan as the processes are piloted throughout 2015.   

There will be an equivalence route to HSS registration that is being piloted during 2015. 

As soon as the process is finalised the handbook, guidance and all documentation will 

be published. 

By creating a single HCS accredited register with different parts, the Academy aims to 

reduce the cost and bureaucracy of regulation.  Including a Higher Specialist Scientist 

register for those Clinical Scientists working at consultant level as part of these 

arrangements, will enhance assurance for patients and the public.  

Registrants will need to maintain their HCPC registration. We will develop a CPPD 

programme with frequency and audit built into the process once this has been developed 

and piloted. As this revalidation/CPPD process is developed we will take account of 

existing systems and ensure the process adds value and does not duplicate current 

processes. We will work with expert stakeholders to ensure this.   

There is further work on-going work outside of the AHCS, focussing on the role and 

definition of a consultant clinical scientist. As this develops we will ensure 

communications are shared with our stakeholders via the website and VOX. 
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Appendix 1: Consultation Response Highlights 

 

 
Do you support our 

overall approach to 

the Standards?  

 

 
 The exclusion of a significant group of staff from the HSST 

pathway who currently provide Consultant level services in the 

cervical screening programme not only puts future service 

provision at risk but is also discriminatory.  

 Some comment on whether current roles and evidence would be 

allowed to satisfy these requirements (rather than having to 

repeat tasks already being fulfilled just to fit in system) would be 

helpful. 

 Yes - I think the standards are comprehensive. The one area I 

could not see, was details that consultant scientists challenge or 

report incompetent/unsafe practice that they see or is reported to 

them ( whistleblowing) 

 The standards place a great deal of emphasis on academic 

achievement, avoiding the key need to ensure pragmatic ability 

achieved through experience. 

 Some of the standards relate to service issues rather than 

individual skills and competence. e.g. 3.3 Ensure the service 

meets service accreditation standards has resource implications 

and requires organisational political will. Also some standards 

and even categories may not apply to some roles. e.g. some 

clinical science roles do not involve patients directly e.g. 

radiation protection 

 Given the current HCPC arrangements, it is illogical to have only 

one level of registration for an entry level clinical scientists and 

consultant clinical scientist. 

 The term 'standard' is misused throughout this document. Most 

of the so called 'standards' detailed require purely subjective 

evaluations. Without a clear and transparent defined standard it is 

not possible to compare individuals across specialities or within 

speciality. Many of items detailed as standards are in fact 

essential requirements for practice as a clinical scientist (i.e. at 

the lower level of registration) their inclusion within this 

document is merely superfluous 'padding' and strays into the 

province of HCPC governance 

 Yes, I believe standards of competence and equivalence, to allow 

scientists from different backgrounds to achieve consultant 

clinical scientist status is necessary. The approach seems slightly 

too flexible at present though and core necessities, such as a 

lower threshold of qualification, minimum number of years 
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relevant laboratory experience or research experience has not 

actually been specified. 

 Basing these as an extension to the existing GSP Standards is 

commended. Having Standards is also useful in workforce 

planning and staff development. 

 As a clinical scientist training to be a RPA, and knowing the 

involvement of radiation protection in many specialities I worry 

that this expertise is not represented enough. 

 Some are probably too complex and would not always reflect 

practice, e.g. clinical scientists in biochemistry would not always 

have significant direct patient contact 

 In some cases it is difficult to see how compliance will be judged 

 It is appropriate that the Standards of Proficiency for Higher 

Specialist Scientists complement the Health and Care 

Professions Council. To support the careers framework 

embedded as part of Modernising Scientific Careers, it is also 

helpful that the language is consistent with the Academy’s 

practitioner standards. 

 A 5 year training programme is not an appropriate way to select 

those suitable to be consultant medical physicists from amongst 

the pool of physicists on the HCPC clinical scientist register.  

 

 

Do you think the 

standards are at a 

threshold level 

necessary for safe 

and effective 

practice? 

 

 

 The route stated is largely academic - For consults and scientists 

(more so than medical staff)the requisite leadership skills require 

demonstration of ability in key roles (not training roles) prior to 

adoption of consultant level responsibility 

 See comments above. Also the details in assessment of levels are 

substantially wrong for many areas of physics at lower levels. 

 No, as presently constituted this document does not define a 

'standard' to be achieved. If the evaluation is subjective it cannot 

be accurately measured and compared. I wonder if anyone 

thought to consider involvement of the Higher Education QAA 

body perhaps they may be able to provide guidance on how 

assessment and standardisation is to be achieved and correct the 

deficiencies of this document 

 Minimum standards need to be specified more clearly and a list 

of actual examples which fulfills every competency should be 

listed. 

 Threshold too high in many cases. e.g. standard such as ‘cutting 
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edge science’ national training etc. In reality few will be working 

at that level 

 I think you should also include financial probity - there does not 

seem to be a requirement for training to handle the funds! 

 The standards are very much focused on the leadership role of 

the higher specialist scientist and the relationship between this 

role and the wider clinical team, along with patients, their carers 

and representatives. Understanding this relationship is essential 

to ensure that practice is patient-focused, safe and effective. 

 
 

Do you think the 

standards are 

adequate to 

mitigate risks 

posed by Higher 

Specialist 

Scientists? 

 
 

 

 It would be helpful to make clear what forms of medicolegal 

protection would be required - i.e. would Union or IBMS 

medicolegal cover be sufficient? 

 Yes - is CPD is maintained, and there is support for this 

 I am unsure what this question means - The main risk is to 

deliver consultant based roles based on academic performance 

rather than practical ability and observed leadership in practice. 

 These standards are too generic. At this level they need to be 

matched to the roles and be profession specific to be meaningful 

 The fact that the standards complement those set by HCPC 

means they are adequate to mitigate the risks posed by higher 

specialist scientists. Nevertheless, we believe there is an 

opportunity to expand standard 8.2 and, in particular, the 

reference to the need to support patient involvement. There is an 

opportunity to identify what is meant by patient involvement, it 

is suggested this will help to strengthen the standard and, again, 

ensure that patients are at the centre of the standards of 

proficiency for higher specialist scientists. 

 The control of risk is already embodied within their HCPC 

registration as a clinical scientist. This requires their practice 

within their area of competence. What higher level registration 

should be about is competence. Competence to practice at a 

higher level. 

 Some standards still too flexible. 

 I wonder if governance responsibilities (especially clinical and 

research) could be made a little stronger. Similarly for resource 

management, especially financial governance and probity. 

 The standards talk more about what you have done than what 

you are capable of doing and do not measure current ability. The 
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issue of revalidation needs to be addressed (the current CPD 

measure is insufficient to be reliable: something like the 

RPA2000 process is required). 

 I think some standards might be a little difficult. While 

supporting being at the 'cutting edge' for example, often an 

employers’ budget / role may limit people’s attainment. 

 Knowledge of standing financial instructions should be 

necessary as well as good HR practice at this level. 

 This is a difficult question to answer largely because Standards 

per se cannot mitigate against risk/s. I think that more 

appropriately, these Standards are used to ensure that individuals 

who get on the register are sufficiently trained and have 

demonstrated in their practice that they achieve them. It is the 

demonstration of this which mitigates against risk, not the 

Standards themselves. That said, I think that the Standards, if 

used in this way, will mainly mitigate against risk. 

 

 
 

Are there any 

standards that 

require particular 

attention and why? 

 

 

 Entry requirements do not include that of Advanced specialist 

diplomas in cervical and non-gynaecological cytology 

 Some of the standards fail to mention the role of Carers in patient 

management - for example, points 1.3 and 9.1 

 On paper the standards look good. The key to deliver them relies 

on a solid training programme and proven experience - the latter 

has been neglected and is an important part of the equation 

 Clinical Leadership: it is unclear whether this HSS register will 

be applicable only to Consultant Clinical Scientists or those 

aspiring to achieve the post. This standard may prove difficult to 

evidence for those awaiting a Consultant vacancy, as the 

opportunities may not be available in their current position. Will 

they still be able to apply to join the register? 

 All of these so called 'standards' are impossible to implement as 

presently constituted. Clinical Science is a broad church and 

what higher level registration should be capable of demonstrating 

is comparability of registrants across all specialities. Without 

clearer definition of what is required this cannot be achieved. 

 Should be a minimum educational threshold (of an MSc in a 

relevant subject or other postgraduate learning) and published 

evidence of research such as an MPhil, PhD or published journal 

as well as a minimum number of years relevant laboratory 
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experience (which may include work as a technician or in a 

relevant clinical environment). 

 Standards 3.1, 5.3, 11.1 and 13.1 should be reworded to reflect 

the level of experience the scientists eligible to gain entry on the 

register would have gained. My concerns are detailed in a later 

question. 

 There is no mention of insurance in Professional practice. It has 

been mentioned as being a requirement for registration but there 

are very few policies that can cover. Therefore it would be very 

difficult for a professional to meet the standard and comply with 

your registration unless this is addressed with risk assessors in 

the insurance industry. 

 I think it would be useful if these Standards refer to both Good 

Scientific Practice and Good Clinical Practice descriptions. That 

would place our profession quite strongly in the healthcare 

environment. Similarly the Declaration of Helsinki relating to 

trials and research that senior HCSs work on. At each domain, 

should there be a statement along the lines of 'Registrants must 

demonstrate compliance to the GSP Standards, plus the 

following: ...’? Standard 2 - 2.4 and 2.6, communication is such 

an integral part of the job that it could be seen as a stand-alone 

Standard within this domain. In 3.2, say ‘... clinical governance 

of clinical and scientific services ...’. New Standard, 3.6 - ‘Lead 

and encourage good clinical and research governance in all 

services and activities.’ In Standard 4 - also include ‘Maintain 

accreditation to training programmes’ Standard 5.3 - does this 

therefore imply only Heads of Departments will be on this 

register? New standard 5.6, to ‘Provide high quality in resource 

management, especially financial governance and human 

resources’ In Standard 7 - refer also to quality standards and 

assurance, ‘Lead and ensure that services operate to high quality 

standards and assurance and maintain accreditation to 

appropriate standards and accreditation.’ Standard 8.2 - only the 

NHS? In standard 8.3 - also in ‘promoting and delivering 

innovative services’ in standard 10.1 (which is numbered twice!) 

- why a specific mention to genomics and personalised 

medicine? Standard 13.1 - I would suggest merging this in 

standard 3.3. Standard 13.2 - I would suggest merging this within 

standard 10. Combine standards 15.3 and 15.4. 

 4.2 and 4.6 - the MSC programme discourages change: you may 

advise but will be consistently ignored. Therefore these should 

not be requirements. 9 - direct patient management is not 

possible for some disciplines (e.g. Radiation Protection, Medical 

Equipment Management). Likewise the opportunity to discuss 

with patients and families is often rare (a consultant 
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Radiotherapy Physicist rarely - if ever - meets patients to discuss 

their individual cases, for example). While the relevance of the 

service provided to direct patient care should be understood, this 

is covered in standard 8. 13 - the link between research 

governance and service accreditation is unclear, especially in 

Physics & Engineering. 

 You refer to clinical practice and patients notes etc. but not all 

Consultant clinical scientists deal with patients directly (e.g. 

research, clinical engineering, radiotherapy calibrations) 

 The standards are generic enough to be relevant to the range of 

specialisms that are included in the broad category of healthcare 

science. It is also helpful that the standards acknowledge that 

there is a difference between the standards and the scope of 

practice for a higher specialist scientist. Consequently, the 

standards retain an element of flexibility required by a senior 

post and responsibility is placed on the higher specialist scientist 

to ensure they are practicing safely and effectively within their 

scope of practice.  

 The heading of standard 10 includes a reference to ‘priority 

areas’. Prioritisation is a key skill needed when leading a service, 

so maybe a standard on the ability to prioritise within available 

sources for maximum patient benefit would be appropriate? 

 They are very comprehensive and are consistent in their 

relationship to GSP. 

 

 
Do you think there 

are any standards 

which should be 

reworded? 

 

 
 Should take into account advanced specialist diplomas 

 Standard 10 refers 'especially to genomics and personalised 

medicine'. I think this should be omitted as overly selective and 

not necessarily relevant to all disciplines within clinical science. 

 See earlier comments not all roles require or allow clinical 

involvement/ research/training or other aspects. That does not 

mean that they are not critically important roles for the NJHS 

just that they are very specialised - surely exactly what we want 

from HSST! 

 3.1 Assume overall accountability for ensuring compliance with 

the governance and risk management requirements for a broad 

scientific service - Is it reasonable to expect every HSS on the 

register to have overall accountability for governance and risk 

management? In a laboratory with several consultants and senior 

laboratory staff, this role may be assigned to another member of 

the management team. Perhaps a contribution to governance/risk 
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management might be more appropriate? Also trainees would be 

able to demonstrate a contribution towards governance/risk 

management through their training but not overall accountability 

so this seems unrealistic. 5.3 Direct and lead a clinical scientific 

department offering a broad range of services creating a culture 

of continuous improvement and innovation - Again, is it 

reasonable to expect a candidate who has just completed the 

HSST to have experience of directing and leading a clinical 

scientific department? I understand this a duty they may be 

expected to perform once on the register, depending on the role 

they apply for but they would direct and lead a clinical scientific 

department during the HSST and so would not have gained this 

experience. 11.1 Develop and apply a strategy to optimise the 

impact of clinical audit to deliver outcome focused quality 

improvement programmes - A candidate may have been involved 

in optimising a clinical audit schedule and should certainly have 

experience in performing regular audits quality and improvement 

programmes. However, I don’t think that a candidate that has not 

developed and applied an optimisation strategy would be an 

unsafe or unsuitable HSS and do not think they should be refused 

entry onto the register. It would be better worded as ‘contribute 

towards’ or ‘participate in’ or simply ‘develop and perform 

audit…’ 13.1 Design and lead a strategy to achieve service 

accreditation - Change to ‘contribute towards the development of 

a strategy…’ or ‘participate in the development of a strategy…’ 

Scientists applying for entry onto the register would have gained 

experience in preparing a department for service accreditation 

but it may not be in their remit as a HSST to design and lead the 

strategy, particularly for direct entry trainees. In-service trainees 

who already hold a position as departmental lead may be able to 

demonstrate this competence but it certainly would not be 

possible for all HSSTs. 

 All mentions of ‘leadership’ should be clarified to avoid 

implications of staff management (possibly in a header). ‘Patient 

involvement’ is not always easy to achieve and should be 

appropriately defined - e.g. MRI pulse sequence development 

Also see comments on previous question 

 Standard 10 does not discuss research /development funding, 

grant -writing skills 

 I don’t think they will make any difference whatsoever to the 

risks posed by consultant medical physicists. 

 1.2 and 1.3 are required at registered HCS level. So this standard 

could be reduced to ‘HCPC clinical scientist registration’. 2.3 - 

In diagnostic radiology and radiation safety physics specialisms 

it is rarely appropriate for the physicist to have direct patient 
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contact, let alone have the authority to dictate the culture to those 

professions (radiologists, radiographers, etc.) who do have direct 

patient contact. So it is difficult to see how those in these fields 

would meet this standard, or why they should? 2.4 is a 

requirement for band 5 Healthcare Scientist Practitioner; see 

http://www.nhsemployers.org/~/media/Employers/Documents/Pa

y%20and%20reward/Healthcare_Science_Generic.pdf . It would 

seem rather odd to use a band 5 requirement as the standard for 

consultant level. 2.5 ‘Liaise with . . . . the public on all aspects of 

service delivery’. All aspects? Why? e.g. calibration of 

dosimeters, internal training programmes, use of private or 

pooled cars, holiday cover, etc. 3.4 is required of all staff from 

band 1 to Chief Executive, so again a little odd as a standard for 

a consultant healthcare scientist. 4.1 and 4.2 would require a 

staggering breadth of knowledge across all workforce in all the 

healthcare science professions. Drop the reference to ‘breadth of 

… scientific workforce’ as this is unrealistic. 4.5 – would 

teaching postgraduates be sufficient demonstration of being able 

to teach undergraduates? 5.4 These are required for a band 7 

Healthcare Scientist Advanced; see 

http://www.nhsemployers.org/~/media/Employers/Documents/Pa

y%20and%20reward/Healthcare_Science_Generic.pdf . It may 

be worth AHCS looking at the job profiles for healthcare 

scientists as part of this process, to try to avoid using the same 

term to mean different levels. E.g. what I think 5.4 means by 

‘complex’ would be referred to as ‘highly complex’ under 

Agenda for Change, etc. 5.5 You forgot affordability, good 

governance, value, equality, and transparency on this shopping 

list. 6.1 – they should be doing this at registered level. 7.3 – 

While this is relevant where the environment is controlled by a 

consultant healthcare scientist (e.g. Path Lab), we in medical 

physics frequently deliver services in someone else’s 

environment (e.g. cath lab in another Trust) where we cannot 

‘ensure’ the state of that environment. Instead a consultant needs 

to train their staff to assess the environment and empower them 

to refuse to work in it if it is not in a fit state. 9.1 is not relevant 

to diagnostic radiology and radiation safety physics specialisms. 

Their job rarely involves direct management of complex patients 

as required by this standard. There are two paragraphs 10.1. I 

presume the second one should have been deleted as we are not 

all geneticists. First 10.1 and 10.2 are overlapping and could 

easily be a single standard.  

 [I] suggest that perhaps 10.1 and 10.2 should include the words 

‘continuous quality improvement’. 

 

  

http://www.nhsemployers.org/~/media/Employers/Documents/Pay%20and%20reward/Healthcare_Science_Generic.pdf
http://www.nhsemployers.org/~/media/Employers/Documents/Pay%20and%20reward/Healthcare_Science_Generic.pdf
http://www.nhsemployers.org/~/media/Employers/Documents/Pay%20and%20reward/Healthcare_Science_Generic.pdf
http://www.nhsemployers.org/~/media/Employers/Documents/Pay%20and%20reward/Healthcare_Science_Generic.pdf
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Do you have any 

comments about 

the language used 

in the standards? 

 

 

 I think it is transparent in what you are asking the HSS student to 

achieve. 

 The bulk of the standards seem vague to the degree that I 

question their value. 

 I am concerned that these have not been tested against enough 

professions and sub-professions to ensure they are fit for 

purpose, unfortunately this applies across the board to all 

standards. 

 Language is very clear; standards are easy to understand and 

assess whether one is compliant. 

 Abuse of the word 'standard'; much of the document simply 

reiterates (superfluously) the HCPC requirements to practice as a 

Clinical Scientist. 

 Very flexible. Needs more specific options. 

 The language used is appropriate, easy to read and not full of 

scientific jargon, and is suitable for professionals, patients and 

other members of the public. 

 I have a major issue with wording in a couple of places, as 

(unless training & working practice change completely) those 

specializing in diagnostic radiology imaging (in conjunction with 

radiation safety rather than nuclear medicine, in common with a 

large number of the current consultant scientific workforce) will 

not routinely be involved in interpreting x-ray images or direct 

patient management other than in relation to radiation risk 

related aspects. I find it hard to believe that radiologists & 

radiographers would welcome scientists taking over this role! To 

allow for this the following wording changes are recommended... 

Standard 6.2 should replace 'including' with 'such as' Standard 

9.1 should specify 'Within content of specialism play direct 

role...' and replace 'including' with 'such as'. 

 I thought it was mainly alright, but some terminology such as 

'cutting edge' sounds great, but is this always achievable and 

what does it mean? Be careful not to sound too much like an 

advertisement brochure as opposed to real life. 

 The language used in the standards is very ‘active’ and this is 

appropriate given the senior status of a higher specialist scientist. 

It is noticeable that at points in the proposed standards, 

references are made to service-users, whereas at other times there 

is the acknowledgement of patients and the public. It is 

suggested there is the opportunity to consider whether this 

reference should be standardised to aid clarity within the 
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standards. 

 As commented in 5, take a look at the healthcare science job 

profiles at 

http://www.nhsemployers.org/~/media/Employers/Documents/Pa

y%20and%20reward/Healthcare_Science_Generic.pdf  and try to 

match the description levels (e.g. ‘complex’ or ‘highly complex’, 

etc.). 

 I think that by and large the language is fine, but there are some 

grammatical and formatting errors that need some attention 

before final publication. 

 

 

Do you have any 

other comments on 

the proposed 

standards, the 

objective of the 

Academy to 

establish a register 

for Higher 

Specialist 

Scientists, or this 

consultation 

process? 

 

 
 This system is creating glass ceilings based on existing 

professional protectionism when MSC was originally supposed 

to provide seamless pathways. 

 There isn't much that I can find about leading and publishing 

research 

 I would like to see it made clear that HSST would be made 

available at an early stage to those individuals who practice as 

consultant BMS in cervical cytology. These individuals are all 

fulfilling roles which satisfy many of these standards already and 

both these staff and the service would benefit greatly from their 

becoming HSST trained. 

 Only in as much that I think the standards follow on well from 

the STP equivalency portfolio and I look forward to making my 

own application 

 No. The standards seem comprehensive. 

 A register for only 600 consultant roles is a poor choice of 

regulatory system. The rigid nature of the proposed training 

scheme and register do not fit the dynamic nature of senior 

positions within the NHS, For such a relatively small number of 

staff the additional bureaucracy of establishing and maintaining a 

register is an unnecessary burden on already stretched services 

and regulators. 

 Consideration needs to be given to the current workforce prior to 

establishing a register. If only newly trained staff are valid 

registrants, a great deal of inequality will be created on top of the 

currently perceived inequalities which still exists despite the 

objective of MSC to remove them. I’m not sure how the system 

will add to improved efficiency / costs or better patient safety - 

Without considering experiential elements there are increased 

http://www.nhsemployers.org/~/media/Employers/Documents/Pay%20and%20reward/Healthcare_Science_Generic.pdf
http://www.nhsemployers.org/~/media/Employers/Documents/Pay%20and%20reward/Healthcare_Science_Generic.pdf


 

 
 Page 19 of 24  

risks for all these areas.  

 Within Physics I already need to recertify via detailed portfolio 

twice every 5 years (RPA and LPA) I will soon need to recrtify 

as MPE as well. All of these are legal requirements and are more 

relevant to my role than the new standards. If reaching and 

maintaining evidence of compliance with the standards is 

onerous I and others will simply leave the professions and the net 

result to the NHS will be an increase of cost, loss of control and 

worse governance. I support entirely the principles of higher 

registration, however it needs to take account of existing systems 

and requirements on the different professions, what is in the 

scope of individual rather than employer and most important be 

thoroughly tested. At present the HCS system is broken for the 

physical sciences and the impact is already being felt at the sharp 

end- radiotherapy physics, nuclear medicine physics etc. 

 It is not clear to me if the Academy's register will replace the 

need for HCPC Registration or is an additional regulation. How 

frequently will compliance be re-assessed? Is there any plan for 

random audit, such as with CPD? 

 Q1 The introduction to the document does not make the point 

and purpose of AHCS clear. If HCPC is the regulatory body why 

is AHCS necessary? What is AHCS doing that has not been done 

by the Association of Clinical Scientists (ACS) in assessing 

training and experience for registration? If the regulatory body is 

HCPC and the title ‘clinical scientist’ is a protected title what is 

the purpose of registering with AHCS? Registrants without 

HCPC title and registered with AHCS will be what? The latter is 

particularly difficult to understand given that (page 6 of the 

consultation) ‘Entry on to the Higher Specialist Scientist Register 

can only occur for scientists who are registered as Clinical 

Scientists with the Health Care Professions Council (HCPC)’. 

Why does the AHCS need to replace the role of the ACS in 

assessing training and experience for registration with HCPC? 

The introduction could be considered superfluous to the purpose 

of the document as the document relates solely to higher 

specialist training. A role for AHCS in creating and quality 

assuring training toward an AHCS administered higher specialist 

register of (Clinical scientists or AHCS – unknown status - 

registrants) should be laid out more clearly. Is this new register 

to be administered by AHCS or HCPC or some other body? Will 

the registrants in this new higher specialist register attain a new 

protected title? Is this new title a ‘higher specialist scientist’?  

 Q2 The document mentions – under higher specialist scientists – 

the term ‘consultant clinical scientist’ but does not define what 

the term means? In certain disciplines an ‘ad-hoc’ definition of 
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‘consultant clinical scientist’ has evolved (e.g. Fellowship of the 

Royal College of Pathologists in a relevant discipline) - how 

does AHCS define a ‘consultant clinical scientist’?  

 Q3 The section (page 6) on scope of practice: ‘These standards 

are not the same as the scope of practice of an HSS. We define 

scope of practice as the area or areas of a registrant’s profession 

in which they have the knowledge, skills and experience to 

practise lawfully, safely and effectively, in a way that meets our 

standards and does not pose any danger to the public or to them. 

We recognise that the practice of experienced registrants often 

becomes more focused and specialised. This might be because of 

specialisation in a particular area of practice or within a 

particular group, or a movement into roles in management, 

education or research. As registrants’ scope of practice change, 

they may not be able to demonstrate that they meet each and 

every standard required in the Standards of Proficiency. This 

does not present any problems, provided they make sure that 

they are practising safely and effectively within their given scope 

of practice and do not practise in the areas where they are not 

proficient to do so.’ Is actually the province of HCPC not AHCS. 

A clinical scientist is required to be able to show that they have 

the competence to work within their area of practice and that that 

they are competent to practice (including a requirement to be 

able to provide evidence of continuing education). In this AHCS 

and HCPC would appear to be in conflict and as HCPC 

maintains the regulatory register it would the role of HCPC to 

strike off a clinical scientist who was unable to satisfy the terms 

under which they are registered by HCPC. Given this, the 

statement:- ‘Application to the Academy for the Certificate of 

Equivalence will require compliance with these standards in the 

context of the scientific specialism of the individual applicant 

and the evidence provided will need to demonstrate this 

context.’- appears to be meaningless. Standard 1.1 – neither 

‘Good Scientific Practice’ nor the term ‘Consultant Clinical 

Scientist’ appear to have been defined anywhere in the 

document.  

 Standard 1.2 - Compliance with the codes of conduct of the 

Health and Care Professions Council are requirement of 

registration with HCPC it is inappropriate suggest this – which is 

base requirement for registration as a clinical scientist is a 

responsibility of AHCS. If there is a requirement to ‘Comply 

with the codes of conduct of the Academy for Healthcare 

Science’ reference must be made within the document as to 

where these ‘codes of conduct’ are defined. Further it must be 

questioned how these codes of conduct will differ from the 

requirements of HCPC and what is the point of this compliance. 
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Failure to comply with the HCPC requirements results in a 

registrant being struck off the HCPC register with immediate 

consequences for their continued employment as a Clinical 

Scientist. Standard 1.3 – ‘Ensure that conduct at all times 

justifies the trust of patients and colleagues and maintains the 

public’s trust in the scientific profession’ – if a person is 

compliant with their HCPC registration as a clinical scientist 

how does this requirement differ? It appears to be open to 

subjective judgement, misinterpretation and abuse. Standard 2 – 

almost all of the subsections within this standard are purely 

subjective, if the subsections cannot be defined they cannot form 

a standard. Of the subsections only section 2.6 ‘Communicate 

research, innovation and development findings as appropriate, 

including peer reviewed journals and at national and 

international conferences’ could be evidenced based and a 

standard should state how these are to be measured and what is 

the minimum standard.  

 Standard 3 – as written, is much as standard 2 there is little to 

define standards. How are these elements to be measured 

(evidenced)?; what is the minimum requirement for compliance; 

Are all elements to be complied with? Standard 4 – the concept 

of directing the training of others is intriguing. Given the 

regulated nature of the healthcare science workforce (the domain 

of HCPC) and of medically qualified staff (the domain of the 

BMA and the Royal Colleges), the ‘wriggle room’ for ‘directing’ 

is somewhat limited. Perhaps an alternate term to ‘direct’ may be 

more appropriate. Again much of the subsections of this 

‘standard’ appear to involve purely subjective evaluation or 

broaches on areas without education and training; for example 

4.4 ‘Provide scientific staff with appropriate professional and 

personal development opportunities through robust appraisal 

processes, with access to appropriate training for their jobs and 

the line management support needed to succeed’ is, within most 

if not all settings in which a clinical scientist will work, a human 

resources requirement.  

 

 Standard 5 - almost all of the subsections within this putative 

standard are purely subjective, if the subsections requirements 

cannot be defined they cannot form a standard. Standard 6 – is a 

requirement of any employer what practicable role would AHCS 

have in regulating compliance with this. A serious breach of 

health and safety requirements involves criminal proceedings 

and criminal conviction would lead to HCPC intervention to 

strike off the clinical scientist from the register. Standard 8 – 

again subjectivity rather than objectivity would come into 

evaluation of compliance with this standard. It is difficult to 
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imagine what evidence could be brought to justify ‘Lead high 

quality patient focused clinical scientific services that promote 

excellent patient outcomes, support patient involvement and 

continually seek to improve the safety and quality of NHS 

clinical scientific services’. Within the NHS this is a service 

requirement – services failing to comply are subject to 

discontinuation – people cease to use their services. The AHCS 

surely has no role in interference with market forces. Standards 9 

to 12 - almost all of the subsections within these putative 

‘standards’ are purely subjective, if the subsection requirements 

cannot be defined they cannot form a standard. Standard 13 – 

these subsections would be a condition of continued employment 

they would be a condition imposed by the employer why would 

AHCS include them as a ‘standard’?  

 Not exactly sure how it would work in the private sector. 

 My overall view is that the standards are in general clear and fit 

for purpose. I think it is important to map the standards to 

training objectives and so that they are realistic and achievable 

for those completing the HSST. 

 If the idea of insurance requirements has been brought forward 

before for registered scientists and to be made a requirement for 

registration. However in practice this is very hard to find and 

extremely expensive. If you cannot get this to comply with your 

state registration, then you will not be able to comply with your 

standards as worded now. There needs to be clarification as to 

who will pay this - employer or individual. If it is to be the 

individual - then most senior scientists would not be happy at 

insurance premiums of over £10,000 which has been quoted to 

me. You are effectively making the scientist pay for covering 

insurance for public protection. There also needs to be dialogue 

with insurance industry to provide the correct level of cover for 

risk. They obviously do not understand the implications of 

decisions made by clinical scientists - especially in the fertility 

field. 

 I am not entirely clear how those scientists who work within a 

specialism will be able to fulfill all aspects of the register 

 The major issue is (along with the rest of the MSC programme) 

one of equivalence. At present the MSC themes are too 

restrictive thereby barring very able and well-qualified people 

from joining the register. The result will be many non-registered 

people operating at a high level, therefore calling into question 

the whole purpose of a register. For it to have meaning, the 

standards need to be flexible enough so that lab-based staff are 

not penalised for having no direct patient contact, for example. 



 

 
 Page 23 of 24  

 I am disappointed that there is no recognition of radiation safety 

as a specialism within HSST, and have serious concerns about 

the effect this may have on the future of radiation safety culture 

within the medical sector. While radiation safety is an issue all 

clinical scientists, particularly those at consultant level, need to 

have a good understanding of, there remains a need to have 

specialists in this area with a level of expertise & experience 

(across a range of modalities) that may be hard to attain for those 

whose primary specialism is in a different field. There may also 

be potential equivalence issues for the large number of existing 

consultant clinical scientists who would view their specialism as 

'radiation safety' or 'radiation safety & diagnostic radiology', 

particularly if the current wording of the standards is retained. 

 As a Consultant Clinical Scientist, I have only just been made 

aware of this consultation process through Regional scientific 

network. Nothing has come directly to me through ACB, 

RCPath, local Trust, Registration council etc. etc. The 

consultation does not seem to have been thought through very 

well. 

 I think a little more could be made about links with industry, 

HEI's and research funding bodies 

 There will be a proportion of staff that will go through the 

equivalence pathway, I guess until these standards are ratified 

then the standards required cannot be published. Equivalence 

guidance, examples of standards required etc. would be 

helpful?????? 

 I do not think patients will benefit one iota from this process. A 

bureaucratic scheme such as this one can only divert time, 

energy and money away from clinical work and so, if anything, 

lead to either a lower, or unnecessarily more expensive, service 

to patients. 
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