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[bookmark: _Toc5114557][bookmark: _Toc5114764][bookmark: _Toc17874693][bookmark: _Toc34126401][bookmark: _Toc449452202]1.	Executive summary 
[bookmark: _Toc17874694][bookmark: _Toc34126402]1.1	Background and objectives
The GMC commissioned independent researchers, Community Research, to carry out a piece of research to gain greater knowledge and insight relating to the following questions: 
How common are issues with inductions for doctors?
What does a safe and effective induction for a doctor look like? 
What factors are likely to be causing good and bad practice with regards to doctors’ inductions?
To what extent does bad practice with regards to inductions affect doctors’ and, therefore, pose a risk to patient safety?

What comprises a safe induction has come under greater scrutiny recently given the fact that, since the completion of the research fieldwork, the Covid-19 pandemic has seen many doctors return to practice, take up different roles and/or move departments
[bookmark: _Toc449452203][bookmark: _Toc511322910][bookmark: _Toc5110042][bookmark: _Toc5114559][bookmark: _Toc5114766][bookmark: _Toc17874696][bookmark: _Toc34126403]1.2	Methodology
[bookmark: _Ref42076788]The methodology comprised a rapid literature review of issues relating to doctors’ induction followed by a series of qualitative telephone interviews across England, Scotland and Northern Ireland[footnoteRef:1], which included: [1:  Note that Wales was not included in the sample as research relating to inductions in Wales had recently been conducted internally by the GMC.] 

41 doctors who had recently started a new post or returned to work (in the last 6 months) 
Across primary and secondary care and at different career stages.
Including doctors in training; locums; International Medical Graduates (IMGs); doctors returning to practice (returners); newly qualified consultants. 
9 stakeholders who were involved in delivering induction and/or had an interest in the induction of doctors. 
Including national bodies, deaneries and individual trusts/health boards.

	All interviews were conducted between 23rd September and 6th December 2019, so did not include doctors who had returned specifically due COVID-19, or doctors that were practising in that context. 


[bookmark: _Toc449452204][bookmark: _Toc511322911][bookmark: _Toc5110043][bookmark: _Toc5114560][bookmark: _Toc5114767][bookmark: _Toc17874697][bookmark: _Toc34126404]1.3	Overview of findings 
[bookmark: _Toc25841981][bookmark: _Toc25905137]How common are issues with inductions for doctors? 
Doctors’ experiences of inductions varied by setting, specialty and career stage. There were instances of doctors not receiving an induction at all (more common amongst returners and those starting a new role in the same setting) but for most, it was the variable quality of induction rather than the complete absence of it that was the issue. 

The majority of the doctors we interviewed had experienced a number of inductions and could cite both good and bad practice. In terms of their most recent experience, doctors in our qualitative sample had either received no induction, had a mixed experience (with good and poor elements) or received what they regarded as a reasonably good induction. However, even then many were able to identify some key areas which could have been improved.

Secondary care doctors were often frustrated that trusts/health boards appeared to place the focus on corporate induction and the associated mandatory training[footnoteRef:2], over departmental induction. Whilst secondary care doctors appreciated a general welcome to the trust/health board and foundation level doctors saw value in structured near-peer sessions, there was a shared feeling that corporate inductions often served the needs of the organisation rather than contributed to a safe and effective induction for doctors. Secondary care doctors called for the mandatory elements of corporate induction to be streamlined and more focus placed on the depth within, and consistency across, departmental inductions. Interviews with stakeholders highlighted that there is work being done in these areas and some examples of good practice are set out in this report. [2:  Is a training requirement determined by the organisation and stipulated as a minimum requirement without which the individual would be unable to carry out the full range of their duties, and is, therefore, compulsory. Mandatory training (which incorporates statutory training requirements) is concerned with minimising risk, providing assurance against policies, and ensuring the organisation meets external standards.] 


By their nature, primary care settings were well placed to deliver a practice specific induction. Several doctors provided examples of induction that highlighted how the core elements were tailored to their specific needs, delivered by the whole team and supported by a period of settling in. However, this was not every doctor’s experience of induction within primary care:  
Some locum General Practitioners (GPs) reported brief, if any, induction at times.
GPs returning after a career break did not always enjoy the benefit of a return to practice induction.

What does a safe and effective induction for a doctor look like?
Although doctors’ experiences of inductions varied across the sample, by and large, doctors and Associate/Directors of Medical Education agreed the key elements of a safe and effective induction should be:
Gaining access to workplace settings and systems.
A physical orientation of the workplace.
Team introductions.
Gaining knowledge of how things work – focussing on the day-to-day role.
Familiarisation with common cases/procedures that doctors may be dealing with.
This was particularly important for foundation level doctors who had limited clinical experience to fall back on.
Understanding what is expected, both of themselves and the wider healthcare team.

Doctors agreed that a safe and effective induction was best delivered at the most local level, within hospital departments or primary care practices – via a combination of:
Sending out practical information in advance of the doctors’ start date, for example, organograms. 
Face to face meetings/talks with key members of staff (including outgoing trainees) and walk-arounds to familiarise doctors with the team and setting.
E-learning modules relating to the trust or practice’s mandatory training requirements.
Video links to allow all doctors to participate in induction (who might not be able to physically attend)
A structure period of shadowing (particularly amongst lower training grades)
Access to handbooks and intranet (highlighting where to find key information)
Inclusion of role plays and simulations relating to key aspects of the doctors’ new role.
Opportunity to gain hands on experience of IT systems.

As well as exploring a safe and effective induction across primary and secondary care, the research looked at the induction needs of specific groups of doctors, including returners and IMGs. These groups reiterated the core elements of a safe and effective induction and raised several additional points: 
Returners referred to:
More help and information on managing their return.
Addressing the psychological needs of returners, such as the anxiety that is associated with returning to the workplace.
[bookmark: _Ref42076694]Whereas, IMGs and stakeholders echoed aspects of two recently commissioned GMC reviews and reports; namely recommendation 5[footnoteRef:3] from the ‘Independent Review of Gross Negligence Manslaughter and Culpable Homicide’ and the need for an ‘enhanced induction’ for IMGs as per Recommendation 1 of the ‘Fair to Refer’ report[footnoteRef:4]. Suggestions included addressing: [3:  Recommendation 5: The GMC should work with healthcare service providers, national bodies and representatives of overseas doctors to develop a suite of support for doctors new to UK practice. This should include information about cultural and social issues, the structures of the NHS, contracts and organisation of training, induction, appraisal and revalidation, professional development plans and mentoring. (page 28)
]  [4:  https://www.gmc-uk.org/-/media/documents/fair-to-refer-report_pdf-79011677.pdf] 

Issues outside of work relating to accommodation, banking and visas.
Culture, language and career progression within the NHS.
Specific clinical needs (emerging from differences in UK versus overseas training).

What factors are likely to be causing good and bad practice with regards to doctors’ inductions?
Doctors and stakeholders identified a number of drivers and barriers that affected the delivery of a safe and effective induction. 

Drivers included:
The organisation experiencing prior performance issues (where unsafe or poor induction processes were officially highlighted).
A clear understanding of the organisational risks of a poor induction – and ownership of the risk.
Recognition of risks specific to a department/GP practice.
Recruitment and retention issues.
Organisational (or departmental) culture.
Individual personalities and the presence of individuals with a specific interest/belief in induction.

Barriers to delivering a safe and effective induction included:
Lack of staff to deliver induction.
Frequent rotations and a large number of ‘out of sync’ starters.
The perception that induction offers a poor return on investment in the short term.
A lack of data within some trusts/health boards to help indicate which doctors might benefit from a more bespoke or enhanced induction. For example, one trust explained how it was difficult to identify IMGs within locally employed doctors and another that, until recently, they had not collected information on which doctors were currently out of programme and would benefit from an induction on their return.
Lack of clarity around which mandatory elements to include at the trust/health board level.
Expectations within the profession (placing the onus on the doctor to ensure that they can practise safely and effectively).
[bookmark: _Toc25841982][bookmark: _Toc25905138]Reticence amongst doctors to demand change (for example, due to not wanting to be perceived negatively by colleagues and the psychological pressures experienced by returners often making them feel vulnerable on their return).

To what extent does bad practice with regards to inductions affect doctors and, therefore, pose a risk to patient safety?
[bookmark: _Ref42091002]Doctors recognised that a poor induction impacts on them as individuals (for example, creating stress and anxiety), on the organisation they work for (resulting in inefficiencies, low morale, recruitment and retention, absenteeism), the profession they are part of (making them feel undervalued) and the patients they look after (sometimes resulting in poor patient experience). These issues are further highlighted and evidenced in the ‘Caring for doctors, Caring for patients’[footnoteRef:5] and ‘Fair to Refer’4 reports commissioned by the GMC.  [5: https://www.gmc-uk.org/about/how-we-work/corporate-strategy-plans-and-impact/supporting-a-profession-under-pressure/uk-wide-review-of-doctors-and-medical-students-wellbeing] 


Some doctors also linked poor induction and patient safety explaining that:
Doctors were vulnerable in an emergency situation if they were unfamiliar with procedures and equipment.
A poor induction is potentially a contributing factor to poor patient safety as doctors who feel stressed, undervalued and ‘out of their depth’ are more likely to make mistakes. 
[bookmark: _Toc25841983][bookmark: _Toc25905139]
“It impacts on everything, their performance, their mental health, their attendance, their team working, just everything. It probably makes clinical errors more likely; it is just multifactorial.” (Consultant, Paediatrics, Scotland)

[bookmark: _Toc449452206][bookmark: _Toc511322913][bookmark: _Toc366760509][bookmark: _Toc372029018][bookmark: _Toc416438940][bookmark: _Toc5110045][bookmark: _Toc5114562][bookmark: _Toc5114769][bookmark: _Toc17874702]


[bookmark: _Toc34126405]2.	Introduction
[bookmark: _Toc17874703][bookmark: _Toc34126406]2.1	Background
In the course of undertaking various functions, the GMC collects data and evidence from a range of sources. For example:
Through their employees who speak to doctors and NHS managers: those working within the outreach teams. 
Through their national training surveys, which take into account the views of trainees and trainers. 
Through research, revalidation, fitness to practice proceedings and participation in various working groups, workshops and cross-organisational groups etc. 
Directly from the profession, e.g. via social media and other engagement events.

This data and evidence indicated that there may be some potentially serious issues regarding induction for doctors. The issues identified include a high degree of variation within inductions, instances of inductions not taking place, inappropriate timing or insufficient content of induction. There is also anecdotal evidence of a lack of awareness of current resources relating to those who are returning to practice after a break and issues with guidelines not being implemented in reality. The hypothesis is that it is likely that these issues span a wide cohort of doctors, across many specialties, grades and locations. 

[bookmark: _Toc34126407]Furthermore, what comprises a safe induction has come under greater scrutiny recently given the fact that,  since the completion of the research fieldwork, the Covid-19 pandemic has seen many doctors return to practice, take up different roles and/or move departments.
2.2 	Objectives
The GMC commissioned this research in order to better understand the following questions and give the GMC greater knowledge and insight that can be used to better inform future policy decisions regarding induction for doctors.
How common are issues with inductions for doctors?
What does a safe and effective induction for a doctor look like? – and what are examples of good and bad practice? e.g. in terms of content, structure and implementation?
What factors are likely to be causing good and bad practice with regards to doctors’ inductions?
To what extent does bad practice with regards to inductions affect doctors and therefore pose a risk to patient safety?
[bookmark: _Toc25841985][bookmark: _Toc34126408][bookmark: _Toc17874706]2.3	Methodology
2.3.1 Overview of the approach 
The methodology comprised a rapid literature review of issues relating to doctors’ induction, followed by a series of qualitative telephone interviews, which included:
41 doctors who had recently experienced an induction. 
9 stakeholders who were involved in delivering induction and/or had an interest in the induction of doctors.
2.3.2 Literature review
The literature review examined existing evidence and research (within and beyond the UK) about ‘good’ and ‘poor’ doctors’ inductions, their perceived impact, and where possible, any observed relationship to patient safety. The review also sought to capture the types of induction that doctors are reported to find useful at different career or transition points: returning to practice, first post after medical school (Foundation Year 1 doctor), first consultant post, locum role, or IMGs with little prior experience or working knowledge of the UK health system. 

In addition to this, the review also included:
A check of literature relating to the perceived impact of induction of other healthcare professionals on patient safety.
A check of literature relating to the aviation industry to look for potential outputs related to inductions in this industry.

The literature review is referenced within this report and can be found in full in Appendix 3.
2.3.3 Interviews with doctors who had recently started a new post or returned to work
41 telephone interviews were conducted with doctors in England, Scotland and Northern Ireland who had recently started a new post or returned to work (within the last 6 months). Wales was excluded from the sample as the GMC had recently conducted an internal piece of research relating to inductions in Wales.

Interviews included doctors from a wide range of locations, grades, specialties, types of workplace and backgrounds (some had completed their medical education overseas). 

Doctors were recruited by Acumen Fieldwork to an agreed specification. A full profile of participants is provided in Appendix 1 and key points are highlighted overleaf:
[image: ]

Doctors were given a cash incentive, or an equivalent charitable donation, as a thank you for their participation in the interview and as a goodwill gesture to acknowledge the time taken to participate. 
2.3.4 Interviews with stakeholder organisations
In addition to speaking to doctors, nine stakeholders were interviewed from individual hospital trusts/health boards (Directors/Associate Directors of Medical Education, Return to Work Lead), deaneries (Postgraduate/Associate Deans) and national bodies (BMA, Academy of Royal Medical Colleges).

Stakeholders were not offered an incentive for taking part.
2.3.5 Fieldwork process
All interviews were conducted during a period from the 23rd September until 6th December 2019.

The interviews followed a semi-structured guide in order to allow participants to elaborate on and discuss their views and perceptions freely. All interviews were facilitated by Community Research. The interviews were audio recorded and transcribed. The discussion guides used are provided in Appendix 2. 
[bookmark: _Toc528653036][bookmark: _Toc482618889]2.3.6 Notes on reading the report
The definition of induction and returners has been taken from the GMC tender document which set out:
‘Induction’: the package of meetings/training/information/orientation provided for doctors joining a new hospital/directorate/department. 
‘Returners’: doctors returning to clinical practice after an absence of three months or more.

Where examples of good practice have been highlighted (in purple text boxes) it is important to recognise that, although they may have been evaluated by others, the GMC has not formally evaluated these examples. They are, therefore, considered good practice from the perspective of the interviewee(s) who outlined them as such.



[bookmark: _Toc5110049][bookmark: _Toc5114566][bookmark: _Toc5114773][bookmark: _Toc449452212][bookmark: _Toc511322917]



[bookmark: _Toc34126409]3.	Understanding doctors’ expectations of a safe and effective induction

	Section summary
Doctors’ experience of their most recent induction varied across the sample, with seven doctors of the 41 interviewed not receiving an induction for their most recent role.
Doctors across the sample identified several common elements to a safe and effective induction. However, for some there was a discrepancy between what they regarded as a safe and effective induction and the induction they received.  



[bookmark: _Toc34126410]3.1	Variability of recent inductions
An induction was considered vital for doctors to be able to effectively function in their new role from the outset. Doctors who had started a new role in a new setting and doctors on training rotations all expected and had received an induction (to varying degrees). However, there was less consistency of experience amongst locum doctors, doctors who had returned to practice or doctors who had changed role within the same setting. In a number of instances these doctors had not received an induction at all, nor did some think that one was necessary. 

Figure 1 overleaf is designed to highlight how inductions varied across the sample. It is a simple qualitative assessment[footnoteRef:6] of doctors’ most recent experience of induction - it does not take into account their wider experience of inductions. As highlighted in Section 3.2, many of the doctors we interviewed had experienced a number of inductions and could cite both good and bad practice. As shown in Figure 1, many of the doctors had had a mixed experience most recently and could identify how the induction they received could have been improved.  [6:  Qualitative research is not intended to be statistically reliable and, as such, does not permit conclusions to be drawn about the extent to which something is true for the wider population.
] 


As outlined in Section 4.4, primary care settings were perceived as being well placed to deliver tailored inductions, with several doctors highlighting good examples. However, this was not every doctor’s experience of induction within primary care with a number of GPs in our sample indicating that they had not received an induction when they returned to work or changed their role or setting most recently.



Figure 1 – Qualitative assessment of doctors’ most recent experience of induction in new role
[image: ]
[bookmark: _Toc34126411]3.2 	Past experiences of induction
Although some doctors were positive about their most recent induction, this was often contrasted with previous, more negative experiences of induction. In general, few secondary care doctors had high expectations of induction when starting a new role, with the exception of a consultant starting work at a children’s hospital. This doctor felt that the specialised nature of the work would demand a more thorough induction than they had previously experienced.

“I guess I’d been to enough NHS inductions that I didn’t have very high hopes. I think everyone buys a lot of coffee and they expect to be bored by fire lectures and computer system inductions.”  (ST1, GP, Returner, Scotland)

Given their low expectations, doctors moving into primary care were often pleasantly surprised by the induction process.

“I’d say my experiences at both practices were great, inductions I thought were fine, again, kind of being started off gently with a building up to full speed. Hospital inductions were a different story [laughs]. They are very generic; you almost learn by doing things wrong and then someone pointing out that you’re doing it wrong.”  (GP, Returner, Locum, England)


[bookmark: _Toc34126412]3.3	Key elements of a safe and effective induction
Although experiences varied across the sample, doctors expected the following elements to be part of a safe and effective induction.

Table 1 – Elements of a safe and effective induction
	Gaining access to places and systems
	Issuing of security passes/passwords
Enabling access to relevant areas of the hospital/practice
Logins and passwords for IT systems and specific machines/equipment

	A physical orientation of the setting
	Staff facilities (toilets, lockers, parking, staff rooms, study rooms etc)
Key equipment (from cannulas to crash trolleys) 
Key departments/offices
Tours of different settings if working across sites

	Team introductions
	Immediate colleagues
Relevant people within the wider setting/wider multi-disciplinary team
Including management staff

	Gaining knowledge of how things work – focus on the day-to-day
	An understanding of relevant HR processes:
How the rota works; how to request study or annual leave
How to resolve any issues with pay
An understanding of how a specific workplace is run:
Test requests, clinical pathways, referral pathways, discharge processes and any specific hospital/practice policies
What is the ward routine e.g. foundation trainees wanted to know what time senior colleagues attend
An understanding of any key equipment used

	Familiarisation with common cases/procedures
	An understanding of the types of cases frequently dealt with
Particularly relevant for doctors in foundation training

	Understanding what is expected
	Of them as a doctor (duties and responsibilities)
Of others (responsibilities of the wider healthcare team, what and how to delegate/escalate)


[bookmark: _Toc34126413]3.4	Discrepancy between perceptions of a safe and effective induction and reality
As seen in section 3.1, doctors’ experience of their most recent induction varied, some spoke positively of their induction and others held more mixed views. For many doctors there was a discrepancy between what they would regard as a safe and effective induction and the induction they received. This appeared to be particularly evident amongst secondary care doctors, who talked about trusts/health boards focussing on corporate induction and mandatory training, rather than on departmental inductions that doctors relied on to be able to function day-to-day. The discrepancy between doctors’ expectations and reality was also acknowledged by a Postgraduate Associate Dean.

“You go and you do this tick box exercise and most of it’s not relevant to your actual job but you’ve sat through six or seven hours of it, and what you want to know is where your ward is, you want to meet the staff, you want to know the really basic things, where are the staff toilets, is there a changing room, where is the vending machine, where can you go to get a coffee, where is the canteen, where are your secretaries, where does your consultant live, where does his secretary live. These are the important things that you need to know even if they’re never covered in an induction, and they’re the things that allow you to work more efficiently but also feel part of a team….What you need to do is, you need to be with the people on the ward, having a walk round, being taken on a guided tour, being able to ask questions, being told how things work, being given the inside knowledge of it, and being introduced to the people that are going to make a difference.” (Salaried GP, Northern Ireland)




[bookmark: _Toc34126414]4.	Exploring the induction process in depth
	Section summary
Doctors agreed that that a safe and effective induction was best delivered at the departmental or GP practice level. Examples of good practice included:
Sending out key information in advance of the doctors’ start date (organograms etc.)
Face to face meetings with key staff (including outgoing trainees) and walk arounds to familiarise doctors with the team and local setting.
E-learning modules (but not too many) relating to the trust/health board or practice’s mandatory training requirements.
Video links to allow all doctors to participate in induction (who might not be able to attend physically).
A structured period of shadowing (particularly amongst lower training grades).
Access to handbooks and intranet (highlighting where to find key information).
Inclusion of role plays and simulations relating to key aspects or the doctors’ new role.
Opportunity to gain hands on experience of IT systems.



[bookmark: _Toc34126415]4.1 	Overview
Doctors’ experiences of induction varied across the sample and were often unique to a particular role, individual circumstances and setting. This section looks at induction across primary and secondary care settings as well key elements of the induction process that are common to both, with the intention of highlighting good and poor or unsafe practice. Where relevant, differences between types of doctors are highlighted, however, further detail relating to IMGs, returners, FY1s and newly qualified consultants can be found in Section 5. 
[bookmark: _Toc34126416]4.2 	Pre-induction
The extent to which organisations liaised with doctors prior to them commencing their new role or returning to work was inconsistent. In the worst case scenarios, not receiving information in advance, or not receiving sufficiently detailed information, was linked to confusion and frustration. For example, one FY1 doctor had received no information in advance of starting their first rotation (even after asking for it) and had to rely on contemporaries to tell them where to go; another doctor had not been told how to locate the consultant they were reporting to on the first day which had resulted in hospital staff looking for them. 

Both doctors and stakeholders believed it was best practice to send out tailored information in advance of a doctor’s induction. The key information doctors called for before starting a new role was:
Names of key people in the organisation/department.
Who to direct questions to in advance of starting.
Map/instructions of where to go on the first day.
Information about rotas.
Details of any e-learning modules to be completed (along with associated log-in details).
Access to appropriate handbooks (print or electronic) to allow doctors to familiarise themselves with setting specific information.
GPs, in particular, liked to familiarise themselves with referral pathways in advance of starting a new position.

“So what works really well would be finding out about the unit or the department before you even started. When I used to cover my own department induction, you’d email out at least a couple of months ahead of them starting, at least six weeks is the minimum they say but earlier the better, and then inform them that this is your plan for the afternoon.”  (Postgraduate Associate Dean)

A number of doctors believed that such introductory information not only fulfilled a practical need, but also an emotional one. They explained how it helped ease the anxiety associated with starting a new role and made them feel valued.

“I think the fact that the college tutor had emailed myself and the other trainees weeks before we started, the email was to my name, it gave me the name of my clinical and my educational supervisor. It was welcoming you to the department, some useful bits of information for you to read beforehand and then also was very approachable in between via email about questions you had, whether it was to do with the rota or job specific. Compared to the ED induction I had last year which was very much you turned up on the day and you were told “these are your passwords, these are your logins, this is a tour of the department, crack on.” (CT2, Anaesthetics, England)
[bookmark: _Toc34126417]4.3 	Induction in secondary care
4.3.1 Corporate induction
Corporate inductions were scheduled at times of key changeover. Doctors (across all grades) reported attending their corporate induction, with several exceptions:
One contract locum doctor believed that as they were not classed as permanent staff the hospital policy did not require them to attend an induction.
Several doctors, who had previously returned to practice, had missed the corporate induction because they were ‘out of sync’.
Several doctors who had started work on a night shift did not have cover arranged and could not attend the full induction.
Several doctors in rural areas (away from where the main induction took place) had not been able to attend.

“Because I started in February so it wasn’t really during the doctors’ changeover or anything like that. I think I’m classed as a locum or zero hours contract, people like me don’t tend to go for trust induction because we’re not counted as permanent staff" (Locum, Secondary care, England)

The set, mandatory nature of corporate inductions led to several doctors attending ‘unpaid’ when they were not on rota to work.

“And they are also very inflexible. So, if for example you miss said corporate induction, obviously it’s really gutting, but anyway if you miss it, you get constant harassing e-mails saying right you’ve got to come on this date or that date instead. Now, irrespective of what else you might be doing, whether you’re a doctor, and are rota’d that’s your off day, irrespective of your lessons for time, irrespective of anything. It’s just like, well that’s when they are.” (ST4, Returner, England)

[image: ]

Regardless of the difference in length and content, doctors’ reactions to corporate induction were generally consistent across the sample. Doctors almost universally referred to corporate induction as a ‘tick-box’ exercise that met the needs of the trust rather than addressed the needs of individual doctors. Some doctors questioned how much of the information delivered in a corporate induction they took on board and how much of it was relevant to their day to day role. 

“So it felt like a bit of a tick box thing of “we’ve told you this now so, if anything happens, it’s not our problem” sort of thing.” (Specialty trainee, Northern Ireland)

“Because before you start in a hospital, especially if you’re starting in a new hospital, a lot of things that are given to you, thrown at you, during trust induction is not something you will directly keep in mind. So a lot of it just goes above your head, you don’t remember half the things, or even more than half the things, that are said during trust induction, it's like a whole day of a waste of time.” (Locum, Secondary care, England)



When talking about their experience of corporate induction, doctors consistently raised several themes:

There is value in being welcomed to the trust
Doctors were least critical of the ‘Trust Welcome’ and, when delivered by senior members of the management team, some doctors believed it helped demonstrate to a new cohort of doctors that they were a valued part of the team. They also recognised that members of the senior team were often more experienced and inspiring speakers. Several doctors felt there was scope to make the initial welcome more inspiring by including information on opportunities for career progression within the trust.

“I think we all just thought it was quite nice, like “oh, they can be bothered to come and speak to us for 20 minutes”. You feel quite valued, I think, that they’ve bothered to make some time, especially when it was like eight o’clock in the morning. And they always give kind of, not interesting but you get a feel for where you’re going to be working and things. It’s normally one of the more interesting and better talks.” (CT1, General Medicine, Returner, England)

Induction to trust IT systems is often generic and ineffective
Some doctors spoke of receiving an IT induction in groups or in a large auditorium. Depending on the format, the length of the induction was reported to last between 2 hours and a full day. Regardless of how familiar doctors already were with the hospital IT system, they spoke of having to sit through the same induction; reflecting the inflexible nature of corporate induction. 

“So a lot of our IT systems are regional so people will have used them before. So there is a sense that you have to go through this, everybody kind of tunes out until the coffee break.” (Specialty trainee, Northern Ireland)

“I just think it might be useful if before they are offered the induction, they can either say okay, I’ve worked here before I only need the minimum, my password and just some quick questions. Or, I’ve never worked here in my life, I’ve never used this system, please can you give me a proper session, along with anybody else who is in the same position.” (ST4, Returner, England)

Doctors of all grades questioned the effectiveness of a lecture-style IT induction and, to a lesser extent, an IT presentation delivered in a small group. Rather most preferred to receive a practical (hands-on) induction to IT.  Regardless of format, for doctors new to the IT system, it was difficult to gain the necessary information in one session.

“It was very lecture based as opposed to practical. One of the feedbacks I would have put down was there should have been more time for IT induction, getting used to the systems, because that’s the first thing people struggle with when they switch over. A couple of the lecture based things could have been based on the eLearning but I think the IT system should have been a half day at least just to get your hands on.” (FY2, England)

Suggestions to improve the IT induction included:
Tailoring the induction to the needs of specific groups of doctors (e.g. those who are familiar with the system and those who are not).
Giving doctors an opportunity to gain hands on experience of the IT system; getting them to practice working through relevant scenarios.
Ensuring that it is delivered by someone who uses the system as a clinician rather than from the perspective of the IT department.
Providing IT drop-in sessions or opportunities to attend a further IT induction after doctors had started their role and gained some hands--on experience of the IT systems – so they knew the questions they needed to ask.

An interview with a Medical Director of Education highlighted several issues linked to organising effective IT training in their organisation:
Lack of space within the hospital to accommodate hand-on IT sessions.
IT training not taking place on the ‘live’ system, preventing doctors from setting up favourites and shortcuts which would help them in the future.
Lack of IT staff (due to under-resourcing) to conduct ‘floor walking’ around key start dates and offer direct support to doctors. 

There is a need to streamline the mandatory training elements of corporate induction
Doctors called for the mandatory elements of induction to be streamlined, and for more time and focus to be placed on the all-important departmental induction. Suggestions to streamline the mandatory elements included:
The use of film to covey key points concisely and effectively.

“When I worked in an ITU trust and, rather than having an hour’s talk on infection control, they had made the hour’s talk into a five minute video that was played and you had to watch. So you watched a five minute video rather than listen to somebody talk for an hour about slides behind them but it meant if you had questions there was nobody to ask the questions to. But I don’t think that was a problem, they had no questions.” (CT2, Anaesthetics, England) 

Move more modules on-line, a suggestion that reflects what is already happening in many trusts. However, at the same time, doctors raised issues relating to the compensation (time and money) that doctors received for completing e-learning modules. (see section 4.5)

“I’ve actually had this conversation with the nursing staff in A&E because they were very keen to make our induction useful. What I would do is, I would try to get as much stuff online in terms of the statutory stuff that we have to do. Like I know that we have to have a fire lecture, there’s certain boxes that you have to tick so I would put that into online modules and then I would have a question and answer session. So you’d check that everyone has done it, that everyone was happy with it and understood it, you could even have a little quiz but I would keep that very brief, like a quarter of the day for the statutory stuff” (ST1, GP, Returner, Scotland)

A number of doctors and stakeholders believed that the ‘holy grail’ for streamlining the mandatory elements of induction was the creation of a mandatory training passport recognised across trusts. Several doctors and stakeholders explained that there was already work going on in this area, both locally and nationally but that it was not an easy ask (issues relating to content and corporate risk needed to be explored).

“The two trusts have this thing called a Kings Health Partners Passport. Which basically means that if you’ve done your induction at Guys and St Thomas’, Kings or the Maudsley Trust, that the induction that Guys and St Thomas’ have done for you, is of sufficient standard that they can therefore take it as red that you’re okay to work within their trust, and they will cover you. So, you don’t have to keep repeating your mandatory training.” (Newly qualified consultant, England)

Structured near-peer learning is welcomed as part of the corporate induction
Foundation year doctors welcomed structured learning from peers. They felt that those who had previously completed the grade or the rotation played a vital role in getting a new cohort up to speed; teaching what, otherwise, new doctors would have to learn the hard way. This is echoed in the literature review which highlights examples of structured near-peer learning in both corporate and departmental induction programmes.

Several stakeholders gave examples of how they had used or witnessed structured near-peer learning. For example, using peers to deliver presentations or to design and/or review induction materials.

“Even things like the trust intranet always comes up, so there might be some really useful information which is shared but, if you don’t even know how to navigate and get to that point, those are the bits which I find that the junior doctors do really well when they’re doing their sessions because they’ll literally put their computer on the big screen and show them that this is where this bit is, this is where the antibiotic policy is, this is where if you’re really struggling at night you’ve got all the contact numbers on here. That kind of really practical information that doesn’t always come from the seniors, that could come very easily from the junior doctors as well.” (Postgraduate Associate Dean)
4.3.2 Departmental inductions
Doctors primarily relied on a departmental induction to address their needs for a safe and effective induction; giving them vital information for their day to day role.

“Specific to this job in terms of where the patients come in in the morning for me to see them before their anaesthetic, do they go to the theatre, do I see them on the wards? How do I contact the consultant in the morning whose list I’m on, how do I find out which list I’m on, where’s the coffee room, roughly what time do the lists start, break for lunch, finish in the evening? Just day to day running questions that, after you’ve been there for two weeks, you think you can’t even remember not knowing” (CT2, Anaesthetics, England)

Departmental inductions varied in length between one hour and one week and there were several stories of doctors not receiving a departmental induction at all. Again, it was the variable quality (rather than complete absence) of a departmental induction that appeared to be the most common issue.

The table overleaf sets out examples given by doctors of where departmental induction did and did not deliver against being safe and effective, highlighting the variability of experience.
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Table 2 – Variability within departmental inductions
	Physical orientation

	Shown around the setting and told where key equipment, forms and staff are located
One doctor gave an example of a unit putting on a ‘scavenger’ hunt as way of helping new doctors familiarise themselves.
	Received no orientation 
 “I had to find the consultant, it took me 5 minutes to even find like who was in charge on that day (ST5, A&E, England, IMG)

“There wasn’t really an induction there because the induction period for that took place at the same time as my psychiatry induction. So I didn’t attend both.” (FY1 England*)


	Introduction to the team

	Introduced to team members
Unit displayed a picture board of local staff 
Pictures of team sent out in advance (organigram)
Unit ensured staff wore name badges during induction
Doctors reported that it was easier to track down the right person; ask questions of named individuals.


	Team not introduced and roles not articulated

“But we had no idea that she existed and that she should be doing all the venflons on our ward, and we spent most of our nights going around doing bloods and venflons which was somebody else’s role, but we had no idea that we should be declining to do that work because nobody told us she existed.” (Salaried GP, Northern Ireland)


	Gaining knowledge of how things work – focussing on the day to day

	Introduction to key equipment to be used.
As one senior anaesthetist explained:

“We use anaesthetic machine to deliver anaesthesia, which could be variable degree of complexity and, by the time you’re more senior, you get used to most of the machines you use but there will be slight differences in the set up. So the hospital I work at is actually quite good because I had to have a session to show me all the different types of machines they use and how to use them and some tips about the differences which I think is good because not all the hospitals provide this. I worked in three different places, like I said, this is the first time I have got really a formal introduction to the machines that I have to deal with every day” (Consultant, Anaesthetics, Locum, IMG))

	No explanation of commonly used terminology and abbreviations

“So a lot of things didn’t make sense to me in the beginning. In a day shift, the nurse came up to me and said “changes” and I was like “what does that mean”, and then she just looked at me “I’m asking you for changes”. I told her “it doesn’t make a difference that you are raising your voice because I still don’t know what that means.” (FY1, Scotland)


	Familiarisation with common procedures

	Use of role plays and practical scenarios

“There was another role play we did, when there’s a deteriorating patient or when there’s a crash call, what you have to do then, and they got all of us to try every single side of it. So one person would find the patient and assess their response, one person would start the chest compressions, one person would manage the airway, one person would manage the crash trolley and would actually deliver the shocks. So everyone got to do everything, those kind of things. That one was quite good because obviously you play a lot of different roles in crash calls” (FY1, England)

Meeting/shadowing peers 
“I also think the shadowing was quite helpful as well because, obviously, you need to get used to the environment and how it works on a daily basis, kind of doing small things that are applicable to each ward and how to request certain tests” (FY1, England)
	Solely reliant on any information in the trust handbook.

“Paediatrics we got a very big booklet of everything under the sun, which was great but maybe a bit too overwhelming again to get all this information and it was like “everything you need to know is in that booklet so crack on”. Because I started on paediatrics and I was on nights that first week which means that you’ve only got this booklet and the consultant, are you going to wake them up in the middle of the night to ask a question, which could be a really stupid question but you don’t have anyone else around, any other junior doctors to ask” (GP, Locum, Returner, England)

	Setting expectations

	Encouraging FY1 doctors to ask for help and reassuring them they are not expected to know everything.

“He got us all to write down his number for texting. It was quite a personal thing; he was trying to get at us that “it's fine for you to text me if you’re worried about something”. Obviously, there are other medics you can go to before you get to me but, if you’re really struggling and you’re really lost, don’t hesitate to text someone. So that was quite nice” (FY1, England)
	No guidance given about new role and what to expect with the transition to a new role.

“In terms of my job as a consultant, I’m a new consultant so I chatted to people before but I didn’t get a formal induction as to ‘this is consultant life and this is what you need to do, this is what you should be looking out for’ in terms of job planning, appraisals and stuff. I wasn’t told about that officially, just sort of as you go along the job that’s what you got.” (Newly qualified consultant, England)






[bookmark: _Toc25841992][bookmark: _Toc25905150]Shadowing
Shadowing was regarded as an effective way of delivering key aspects of departmental induction. Most FY1 doctors had experienced shadowing, however, it was not limited to doctors in foundation training. 

“Because it’s the whole week a shadowing week for me but I had one specific day named as my induction day. But, in fact, the whole induction week was shadowing behind people and doing different stuff as it came.” (Consultant, Locum. England, IMG)

“I definitely felt that the four days we shadowed the previous F1s was very, very useful. Maybe it was a bit short but definitely very useful, especially because I have never trained in that hospital. The hospital I trained in had different systems and different ways of working so this was quite different and it was very helpful to learn during the shadowing period. I believe our next two rotations we don’t actually have these two shadowing days so maybe we go straight into the job; it will be a little more difficult because our first job we had at least four days on the ward and then the next two rotations we don’t” (FY1, Scotland)

Whilst shadowing was appreciated, several FY1s suggested improvements:
A more structured approach to provide some consistent content within the shadowing period, as it was currently dependent on individuals.
The need to ensure that an FY1 is available to shadow (given several reports of outgoing FY1s on leave at the time of changeover).

[bookmark: _Toc25841993][bookmark: _Toc25905151]Handbooks/intranet
A number of doctors in training saw value in a Junior Doctors’ Handbook provided by trusts/health boards, which tended to include, for example, common investigations that might be ordered on the ward. There was also a reference made to a specific ‘Asked To See Please’ (ATSP) booklet entitled ‘The ultimate guide to being a confident FY1 out of hours’.[footnoteRef:7].  [7:  https://www.bfwh.nhs.uk/onehr/wp-content/uploads/2019/08/ATSP-Booklet-2019.pdf] 


“I usually access it on the computer rather than carrying around with me because I tend to leave things around a lot, I don’t want to lose it. But also it's just easier to ask ‘control F’ and find something by word on the computer rather than going through all the pages in a book. Yes, I’ve used it a good amount of times but I don’t know if other trusts do that, I haven’t talked to anyone about that but I thought that was quite helpful.” (FY1, England)
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[bookmark: _Toc34126418]4.4	Primary care inductions
Inductions in general practice often compared favourably to inductions received in secondary care; although this did not mean that inductions in primary care settings were without problems. 

Doctors based in primary care all reported receiving an induction as a new starter, but not always when returning after a career break, working as a locum or taking on a new role within the same practice or Clinical Commissioning Group (CCG). The induction was reported to last between half a day and one week (with those in training grades receiving the longest inductions) and included mandatory training; a setting-specific induction and a longer period of shadowing and/or settling in. 

What doctors working in primary care wanted from an induction is in line with  the information in Table 2, however, the more agile nature of primary care settings meant the elements were often delivered more effectively (and better received) than in secondary care settings. For the following reasons:
Tailored to individual needs
Doctors working in primary care recognised that there was scope to tailor the content of inductions to a doctor’s individual needs. New starters often had a first meeting with a GP partner to establish any specific learning or development needs the doctor had.

“Then they had days where they would just give you a block of a solid two hours with the computer or discuss anything you needed with the reception staff about how things work or repeat prescriptions, all that kind of stuff. They gave a lot of time for it, it was over two weeks really, and then they just adapted to how you felt.” (Salaried GP, Returner, England)

“They did have, not the time perhaps, because they were busy people, but they were just more, they just be a bit more personalised, and take much more account of me as a person. And as a result, the placement it went well, and I actually finished feeling competent and happy.” (ST4, Returner, England)

Involved the whole team - a system approach 
Doctors often reported spending time with a range of staff members during their induction, including nurse practitioners, district nurses and receptionists.
Enabling them to gain an in-depth understanding of individuals’ roles and responsibilities across the practice. 
Ensuring that different aspects of the service, referral pathways and IT systems were well understood.

Time to settle in
In a number of instances, doctors reported having time to settle in, take on the information received during induction, and familiarise themselves with their role. This was thought to be important for the following reasons:
Salaried GPs explained that it was hard to cope with back to back 10 minute appointments when IT systems and referral pathways were unfamiliar and therefore, if they weren’t offered, some negotiated longer appointment times or blocked out appointments initially. 
GP Partners needed to be confident of their staff, especially trainees, and therefore accepted that some might need an extended settling in period:

“The FY2 that I have currently was a full two weeks, and even now I would still call it an induction period because I’m still having to hold her hand all the time rather than just let her do things she wanted to do, or wishes to do, because I can’t be fully comfortable with her expertise or her comfortableness, as it were, when dealing with situations.” (GP Partner, England)

[bookmark: _Toc25841995][bookmark: _Toc25905153]Shadowing
Doctors in primary care settings also had the opportunity to shadow a colleague for a period of time. This was commonplace across doctors in training roles but more senior GPs were also given the opportunity to sit in during consultations. Shadowing was considered an effective way of imparting some of the elements of a safe and effective induction, for example:
Doctors benefitted from gaining hands on experience of IT systems (during the consultation of another doctor).

[bookmark: _Toc25841996][bookmark: _Toc25905154]Handbook/intranet
As in secondary care settings, all doctors working in primary care settings, including locum doctors,  mentioned that they too enjoyed access to information on the intranet or a handbook that they could use to familiarise themselves with key information: from how to apply for annual leave through to referral pathways. 
[bookmark: _Toc34126419]4.5	E-learning modules
Within many trusts/health boards and general practice settings, e-learning modules play a key role in the induction process, with most doctors having to complete modules prior, or soon after, starting a new role. As mentioned in section 4.3.1, whilst doctors were not averse to e-learning, they did raise several issues:
Lack of allocated or preserved time: Doctors were concerned that the time needed to compete e-learning modules was not sufficiently acknowledged by their employer. Even when time was allocated for e-learning, it was often not thought to be long enough.
Lack of recompense: Doctors felt forced to complete e-learning in their own time and highlighted that this added to the pressure they worked under and did little to make them feel valued. Some had asked for recompense but felt that it was given grudgingly (if at all).
Lack of monitoring: Several doctors, for the reasons highlighted above, reported that they had not completed their e-learning modules and there had been no negative consequences, a situation that was echoed by a stakeholder.

“Well, it was in your own time. Now, the trust have said that they are going to pay staff but I as yet have had no information as to how to claim that back. I think it’s been criticised before in trainee feedback about the amount, because it takes hours to do, so I think that they are planning to pay people for it, or give them time in lieu, but I’d say you’d probably have to go looking for the information as opposed to it being automatically given to you. (Specialty trainee, Northern Ireland)

“One trainee told me that they were trying to complete their mandatory training in their lunch break, between doing a clinic and then going to theatre. And so, each day, they were just grabbing little bits of time to try and get it done. And that can’t be satisfactory or good for anyone.”  (Junior Doctors Return to Work Lead, NHS hospital trust)
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[bookmark: _Toc34126420]4.6	Mentoring
Few doctors spoke of receiving formal mentoring beyond that offered by appointed clinical and educational supervisors. However, many recognised that a mentoring system would be of benefit (if well implemented) when starting a new role and several had sought out their own informal mentors. 

“Yes, I think it definitely would be very useful to have one. There’s a lot of evidence that mentoring does prove useful at any medical grade. Yes, I think that would be certainly very useful. We don’t have formal rules here” (Newly qualified consultant, England)

“Well, actually, I’m trying to develop an informal mentor. One of the consultants at xxx has offered to meet up with me and kind of talk everything through. But he’s extremely busy because he’s the clinical lead there. But that’s the kind of informal mentor I suppose. But I don’t have anything else in the pipeline.” (Newly qualified consultant, England)

Doctors raised several points in relation to establishing an effective mentoring system:
The process has to be simple.
Needs to consider logistical challenges (e.g. lack of time) and administrative barriers (e.g. paperwork).
Needs to consider the most appropriate person – it can be easiest to arrange with those working with the individual directly, but the doctor may be unwilling to share issues with their mentor in this case.
Include opportunities for near-peer mentoring.

“So there has been talks of mentoring schemes and allocation of mentors but, I know that when I was a foundation doctor and I e-mailed my mentor a couple of times, oh yes, we’ll meet for a coffee, let me know when? We just never managed to do it”. (CT1, Psychiatry, Scotland)
[bookmark: _Toc34126421]4.7	Workarounds[footnoteRef:8] [8:  A workaround is a method for overcoming a problem or limitation in a program or system.] 

Some doctors reported that they had to use informal workarounds to supplement the formal induction process. Furthermore, several senior doctors (including consultants and GP partners) suggested that some form of ‘self-induction’ was expected and appropriate and that organisations did not need to ‘spoon feed’ doctors. This form of self-induction appeared to be reliant on understanding the system and having existing networks – so called ‘social capital’ – which could potentially disadvantage doctors new to an area or country.
Utilising informal networks
A number of doctors (from foundation level through to GP partners and clinical directors) sought information about their role and responsibilities from networks they had established at medical school and/or through the course of their career. 

“So we have friends who have done that rotation just before so we tend to ask them how things work. I guess in a way we sort of do our own research and we find out what time things get done and just basically the way that the ward works”. (FY1, Scotland)

“You normally work around it. You learn it as you’re taught it very quickly. People say talk to this person. The nursing staff or the senior colleagues will let you know. You learn how to deal with problems by asking people in the department around you, if there are flaws in the induction. We all do it because we have to. There simply isn’t enough time to do a 5-day induction. …. We are thrown into on-call situations with a bleep, with the trauma bleep, on the first day. Do I think it impacts on patient safety? It can do, but I think we compensate very well. Because we talk to the right people, we’ll text each other, not about patient information, but where is this, what does anyone know this.” (CT2, Surgery, Northern Ireland)

Relying on junior colleagues/other members of staff
Numerous doctors reported relying heavily on colleagues in the first few weeks, with some concerned that they were adding to the workload of the team they had just joined. 
Newly qualified consultants sought support from doctors in training. 
Foundation Year doctors sought support from the nursing team.

 “So I just completed the jobs for the first night in order of the nurse telling me ‘you should do this now and then do this later’.” (FY1, England)


[bookmark: _Toc34126422]5. Differences by type of doctor

	Section summary
Certain groups highlighted additional needs and areas for consideration within their induction:
Newly qualified consultants wished to receive an induction in managerial issues; felt more consideration should be given to the timing of their induction; advocated for informal networks to be set up.
Locums recognised that settings were not always able to give them an in-depth induction and were open to workarounds.
IMGs believed that they would benefit from an enhanced induction that took into account the practical difficulties of getting established in a new country and a completely new work environment.
Returners requested more information and advice about returning and stressed the need for psychological support within induction.
FY1s showed particular appreciation for shadowing, near peer approaches, simulations/role plays and ‘survival’ handbooks.  



Different types of doctor did not expect a completely different approach to induction but they did highlight additional areas for consideration, support and content that would complement the core content of a safe and effective induction (as outlined in Table 2).
[bookmark: _Toc34126423]5.1 	Newly qualified consultants
Four newly qualified consultants were interviewed during the research. They raised several specific points regarding their inductions:
Require knowledge and understanding of managerial issues (e.g. complaints handling, how to establish a new clinic, quality improvement methods).

“A consultant's core induction is different to junior doctor I think when you’re a consultant it's more about what are the values of the trust, how do you do a quality improvement project, how do you do root cause analysis or coroner’s, or who’s the trust’s legal department, what legal support do you get, how you address complaints, those kind of things". (Newly Qualified Consultant, England)

“But then there’s all the other stuff around like patient safety meetings and governance and risk meetings, and all these other senior management meetings that as a reg, you don’t really get involved with, but as a consultant you do get involved in.” (Newly qualified consultant, England)

The timing of an induction - Two of the newly qualified consultants had previously been ‘Acting up’ for a period of 3 months (recommended by NHS Employers’ Gold Guide) but only received an induction when they took on their substantive consultant post.

“You’re acting as a consultant but you’re still a trainee, and so you have to have supervision and stuff which is great, and it’s a really good opportunity. But there is no induction per se. So, there were various things that I needed to take on, like triaging referrals and stuff like that. Which nobody had kind of said this is what you need to do, and you need to get a login so you need to do this training and that, it was just like oh tomorrow you’re the consultant so you can just crack on. It’s only a three-month period you’re allowed to do that for, so maybe they just don’t think that you need an induction, because you’re already within the trust and you’re quite well supported and it’s a short period. It slips people’s minds really.” (Newly qualified consultant, England)

The benefit of an informal network of consultants (within trust, across specialties) to help consultants settle in and exchange ideas.

“So, it’s a kind of, is there an informal social like we all go to the pub on a Friday, or we all have a coffee on the second Thursday of the month, that kind of thing. Which I think sounds really stupid and soft, but actually probably is one of the most important parts of feeling supported and feeling that you’re able to make changes and make improvements when that’s kind of what part of the role is.” (Newly qualified consultant, England)

"It's hard enough transitioning from being a registrar to a consultant, no amount of training can prepare you for that but, if you’re sent to a brand new department where you don’t know anyone and you’re not sure how things work, not sure what the culture is, it massively amplifies things" (Newly qualified consultant, England)
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[bookmark: _Toc34126424]5.2 	Locums
GP locums and secondary care locums participated in the research and, in the main, they were employed on a contract rather than via an agency. Their responses reflected those of the broader sample of doctors in that they perceived a safe and effective induction to be grounded in the local setting where there were working day-to-day. Points of difference included:

One locum doctor suggested that trusts operate different HR policies for locums that do not mandate corporate induction.

One locum doctor reported that mandatory training elements were completed before starting a role, at the request of a locum agency.

“they also then made me do… they wanted to see evidence of the ALS training, safeguarding, adults and children, and then they made me do an online package as well which covered a whole list of things which I can’t all reel off the top of my head but it covered fire safety” (GP, Locum, England)

Locums did not always receive (or expect) a very thorough induction due to the pressures that the work setting was under (the reason for them requesting a locum was because they were understaffed). 

“So every time you start somewhere new you actually require a mini induction just to get a handle on how they work things and quite often they just expect you to come in, turn the computer on and just fire on, which you can essentially do but a little bit of background knowledge is quite useful.” (Salaried GP, Northern Ireland)

Locums suggested their own ‘workarounds’ to make up for this.
One GP had a standard list of questions that they asked in each new setting. 
Other suggestions for workarounds to a full induction included sending out the locum handbook in advance (rather than just receiving it on the day) and getting locums to turn up half an hour before their session to run through any questions. 

“So you’re locuming next week, here’s the handbook in a file, come half an hour early, someone will be with you and check are you okay with whatever, the consulting room and the IT, and for questions”. That would be the better way to do things, receiving a locum file or whatever they call it, instructions folder, before you start, yes."  (GP, Locum, IMG)


[bookmark: _Toc34126425]5.3 	International Medical Graduates (IMGs)
Eight IMGs took part in the research but they were not necessarily new to the UK. Some of the stories they shared echoed findings set out in the GMC’s recently published ‘Fair to Refer’4 report in that they, and other IMG colleagues, had encountered issues when new to the UK that could potentially have been addressed by an enhanced induction. At least one IMG acknowledged that an enhanced induction could help address future performance issues.

“It would be fair to say people coming from abroad there might be slightly disadvantaged because you come intimidated by the system anyway, you come with your own problems and you struggle. Then you don’t have enough guidance and support and you start performing poorly maybe, not because you don’t know [your clinical skills] but because the priorities are different and the way you communicate things is different” (Consultant, Locum, England, IMG)

Suggestions of what an enhanced induction for IMGs should cover included: 

Assistance with living and financial arrangements. Several IMGs and one stakeholder spoke of how difficult it was to establish new living arrangements on arriving to the UK and the catch-22 that IMG doctors found themselves in: not being able to set up a bank account because they had no proof of address but not being able to rent anywhere because they had no bank account. 

“A friend of mine, and I had the same problem as well, we couldn’t get any bank account when we came first to work because we don’t have proof of address, and then you go and rent a house and they don’t give you a house because you don’t have a bank account.” (Consultant, Locum, England, IMG)

“I kept thinking “why is he always here so very late in the day” but it was simple things like he can’t open a bank account until he’s got a contract, the contract hadn’t been sorted, he’d not settled into the bedsit where he was supposed to live so he was sleeping in our junior doctors’ office, and you just think “oh my God, so what happened at induction”, “oh, I didn’t really have an induction, I just got introduced with a few people in and around the wards, shown the computer, given my passwords and there I am doing the ward rounds” and then you wonder why then they leave or don’t settle in.” (Postgraduate Associate Dean)

More support and understanding of issues with visas. Two doctors gave examples of when they had to take time off work to deal with visa issues. One stakeholder reported that some IMGs missed induction due to visa issues.

An induction into the culture and language (of the NHS). IMGs acknowledged difficulties in adapting to the culture and language of the NHS and raised several points:
That in some cultures it was not acceptable for doctors to be criticised by other healthcare professionals which was challenging when working within a multidisciplinary team.
That they had not anticipated the level of racism amongst patients (and sometimes colleagues) that they felt they were expected to tolerate.
That they experienced difficulties understanding common phrases and acronyms used in the NHS and the more colloquial phrases used by patients.
That they experienced difficulties understanding the different training grades/pathways in the UK.
That they did not always know how best to communicate with colleagues (i.e. the tone of emails)

“I think one of the major issues is doctors have to get used to work with other professionals who would be on the same level as they are, but who are not doctors. They should be able to also handle criticism from other professionals who are not doctors. Where I come from you cannot really criticise a doctor’s work unless you’re a doctor yourself.” (CT1, Psychiatry, IMG)

“I knew nothing when I came here, and no one talked to me about the system saying you can get into training. So, for 2 years was a waste of time, obviously. I wouldn’t say a waste of time, I got a lot of experience. By the third year I had to apply for the next visa, so I couldn’t afford to get into training and pay all the extra visas. I basically shelved my training for 5 years because of the catch-22 situation of visa fees, ignorance and a lack of information.” (ST5, A&E, England, IMG)

The need to address a lack of some clinical skills. IMGs themselves did not raise issues relating to clinical skills, however, two stakeholders suggested that it was important to recognise that some IMGs might have specific gaps in their clinical skills as a result of having trained outside the UK.

“So, there’s a lovely FY from Italy 4 years ago who came up to me after the skills training at the end of the few days, and just went, ‘I’ve never been taught how to put in a cannula and I’m on nights next week, I don’t know how to do it, I don’t think I can do this’. I don’t think I can be a doctor. And I’m like no…. I’m going to sort you out with the training, they are going to give you one-to-one tomorrow afternoon after your simulation. And that’s what they did. And I got a lovely e-mail back from him at the end of his nightshift saying he’d done really well. That he’d put in 18 cannulas’ on his own.” (Associate Director of Medical Education, NHS Lothian)



The findings from the primary research with doctors are broadly supported by the literature review which identified the following recommendations regarding induction and orientation of IMGs:
A mandatory national induction programme for overseas doctors complemented by existing local hospital inductions, with content on British culture and language, the NHS, and clinical skills (Jalal et al 2019)
Induction to be an ongoing learning process for IMGs, with peer support, and monitoring of progress after an induction programme (Kehoe et al. 2016)
Individual needs assessment prior to an induction (Kehoe et al. 2016)
Attention to culture, language and how the UK health system operates (Rothwell et al. 2013; Jalal et al 2019).
[bookmark: _Toc34126426]5.4	Returners
Nine doctors who took part in the study had returned to practice in the last six months and several more recalled earlier career breaks. The majority of these were out of practice for less than a year (as a result of a maternity break, travel or sickness) and returned to the same place of work. They recognised that their needs as returners were driven by their specialty, how long they had been out of practice and the reason for being out of practice. 

Some doctors just wanted to know that the practicalities of their return had been sorted (for example, car-parking passes, security badges, passwords and log-ins) whilst others required more emotional and clinical support. The need to tailor induction for returners is supported by Recommendation 28 from the Independent Review of Gross Negligence Manslaughter and Culpable Homicide commissioned by the GMC[footnoteRef:9] which sets out that ‘Healthcare service providers should provide induction and support for all doctors returning to clinical practice after a period of significant absence. These doctors should have a return to work meeting and appropriate supervision and support during the induction period tailored to the needs of the individual.’ [9: https://www.gmc-uk.org/-/media/documents/independent-review-of-gross-negligence-manslaughter-and-culpable-homicide---final-report_pd-78716610.pdf] 


Several doctors returning to the same work setting highlighted that the setting had changed in their absence, sometimes quite radically (for example organisational mergers, new premises or new IT system). They felt that the importance of induction was sometimes overlooked because colleagues/employers were unaware of quite how much change had occurred. 
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Again, returners believed that the foundations of a safe and effective induction lay in gaining an understanding of the local work setting, however, in addition they raised several points specific to returning to practice that had an impact on induction.
Lack of consistency in how return to practice is managed. There appeared to be little consistency in terms of how return to practice was managed by employers, and it was often unstructured and informal. In the case of absence due to sickness, the doctor received support from occupational health but, in the main, individual doctors appeared to take responsibility for managing their own return.

“So, this is a generalisation, trainees were going out of programme and coming back in with no structured support. It was all very ad-hoc.”  (Junior Doctors Return to Work Lead, NHS hospital trust)

Importance of ‘keeping in sync’. A number of doctors in training positions made a conscious decision to return in either August or February, to coincide with key induction dates. Doctors returning outside of these times believed they were disadvantaged by being ‘out of sync’ and that individual inductions were harder to arrange (in secondary care).

“What I found really difficult, as soon so you’re out of sync, which naturally most people who have taken maternity leave are, it makes life very, very difficult. You’re starting in a department everybody else has started in already, therefore, you’re basically ignored at lot of the time because that’s not the time when everybody’s rotating and a lot of people don’t even know that you’re new because it’s not change over time.” (GP, Locum, England) 

“Some of the barriers that I’ve observed are that the trust inductions are at set times, and if you’re a returner and you return outside of those times, there isn’t a trust induction that you naturally fit into. And so, you often have to do the trust induction in piecemeal parts in that first week or two when you return back, and that isn’t always satisfactory. You can’t always find time to do it……And then there’s often a service level induction which again, is usually delivered at the main change over time. But again, they might not join the service at that time, and so they don’t get the benefit necessarily of the service level induction either. And resolving issues of all the other barriers just by not having access to networks and the hospital Intranet, and the e-mail system. Which I think when you joint at the main change over time, they are generally sorted out in bulk, on mass, with all joining doctors. But when you’re one person joining, at a random time, you’re pretty much left really to try and navigate that yourself. Which can be difficult and frustrating.”  (Junior Doctors Return to Work Lead, NHS hospital trust)

Lack of information and advice about returning. Both returners and a stakeholder focussing on a return to work project highlighted the need to better signpost information and advice for doctors returning to work after a career break. The lack of awareness of Keeping in Touch days, amongst doctors on maternity leave, was given as an example by several doctors. 

“There’s no central information point. It’s very hard to get information on the rules and regulations. It’s hard to find contacts. It is all very informal” (ST4, Returner, England)
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Using Keeping in Touch (KIT) days as a form of induction. Several doctors who had returned after maternity leave recounted how they had used Keeping in Touch days as a way of proactively managing their return and induction, using them to re-familiarise themselves with the work setting and build confidence about returning.

“I think it seems to be very much on an individual practice/person basis as to how you want to return to maternity leave, I decided that a good way to do it would be to use some Keeping in Touch days to get back into the swing of things. …. If I hadn’t instigated it so early, whether they would have suggested anything I don’t know, because I’m one of those people who likes to be organised and on top of the game and I feel like they probably wouldn’t have said anything until my first day back.” (ST3, GP, England)
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The need for psychological support. All returners highlighted issues relating to confidence and anxiety (to varying degrees) and felt that an induction for returners needed to address this. These issues seemed to heighten the longer a doctor was out of practice. 
One doctor returning after several years out of practice referred to a sense of shame:

“The vast majority, I would almost say universally, are doctors who were out of practice feel very ashamed. They are deeply ashamed of being out of practice.  It can be quite a painful area for them. They don’t have to have left for a bad reason. Because for all sorts of reasons they feel guilty they’ve let their colleagues down, they feel they are not worth it anymore and they can see the NHS is under pressure, they feel guilty they had all the education and they are not using it for what maybe it was originally intended. They feel that if they come back into practice that all their peers will be consultants by now and they are whatever…. And so, I do think for a return to practice, what they do need is the offer of more psychological support. They need to have specific input into things like Imposter syndrome and contemplating if you like, ageism, contemplating the difficulties perhaps of being someone who’s older and who’s working with somebody who’s younger. These things need to be acknowledged and thought about.” (ST4, Returner, England)

Other doctors who had been out of practice for a relatively short period shared concerns about how they would be perceived by colleagues.

“I didn’t want people to look at me as if I was not competent just because I’d taken a year out. So there was that anxiety around what people’s expectations of me would be.” (CT3, Psychiatry, England, IMG)

Issues relating to confidence and anxiety were also recognised by a stakeholder working on a returning to practice programme
 
“But the other thing I’m looking at potentially piloting, is running some, a course of something like art therapy sessions. Where trainees can come and engage with a form of therapy, maybe a monthly, I think we’ve got funding probably to support that. I’m quite interested to see how that benefits trainees who are perhaps struggling with anxiety or, difficulty coping, or confidence on returning to work.” (Junior Doctors Return to Work Lead, NHS hospital trust) 
[bookmark: _Toc34126427]5.5	Foundation Year 1
FY1s reported mixed experiences of inductions and some had struggled with the transition from medical school to regular clinical practice. Key aspects of induction welcomed by FY1s (identified in the literature review and supported by this research) were:
Shadowing 
Structured ‘near-peer’ approaches 
Realistic simulations (and role plays) 
Helpful ‘survival’ guides, including junior handbooks produced by trusts. 

Issues raised by FY1s relating to induction were often common to all doctors, but perhaps felt more acutely amongst those starting their first role because they had less experience and fewer networks to fall back on (Note that the literature review highlights a study by Hamel and Jenner in 2015 that identified high levels of ‘pathological anxiety’ amongst FY1 doctors via an online survey). These high levels of stress, will be explored further in the next section.
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[bookmark: _Toc34126428]6.	Drivers and barriers to delivering a safe and effective induction

Section summary

Figure 2 – Summary of drivers and barriers to a good induction 
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Doctors identified a number of barriers and drivers to delivering a safe and effective induction.
[bookmark: _Toc34126429]6.1 	Drivers to delivering a safe and effective induction
Prior performance issues. Several doctors and stakeholders acknowledged that organisations were driven to deliver a better induction when they had previously been found lacking by a formal inspection process. 

“Sometimes it’s been the trusts which have had recruitment retention issues as well as performance issues from years gone by who have really turned it around.” (Postgraduate Associate Dean)

A clear understanding of the organisational risks of a poor induction – and who owns the risk. There was suggestion that some organisations were more aware that they owned the risk of a poor induction. 
One stakeholder who had worked on transforming the induction process within their trust explained: 
 
“Because actually, you have the risk because you have the patient. If you’re in the NHS and you’re providing the care, you have the risk, you have the duty of care to your patient and your staff. And therefore, you have the problem.”   (Associate Director of Medical Education, NHS Lothian)  

Whereas, one GP partner recognised that they owned both the risk to patient safety and the financial risk of a poor induction.

“But also, it may cost the practice, they’ve not been told about referral pathways or prescribing or review systems and they may be bringing back patients when someone else could do the review. It could be self-referral to psychotherapy rather than having to do a formal referral letter, wasting their time, wasting the secretary’s time, when the patient can just call up and get their appointment directly.” (GP Partner, England)

Recognition of risks specific to a department/unit. Some doctors believed that some departments/units were more readily associated with risk (to patient and doctor safety) and that they tried to address this risk via induction.

“So A&E does that. They get all the regular hospital trainees that would rotate on one day and then they get all the general practice trainees that rotate a month later and they set aside a day for each of you. So no matter what shift you started on, the first day you were in nine to five with the induction. So, again, no one started on nights or anything like that, you were supervised. We had a nine to five in the A&E department with the supervising consultant and, again, that’s the computer system and anything else in the hospital as well as the fact that it’s A&E which is different. So they took the time. The thing is, if they don’t do that it’s just going to waste more time and be dangerous going forward, so that was a really good induction.” (Salaried GP, Returner, England)

“I think it’s also really important that they get it right, because actually, it’s patient safety, but it’s also doctor safety when you’re working with psychiatry. You’re working with some very acutely mentally unwell patients that can be quite violent. So, you have to make sure that our doctors are inducted in such a way that they are both following the Mental Health Act and acting in accordance with the law. In respect of the patients but also keeping the doctors safe.” (CT1, Psychiatry, Scotland)

Recruitment and retention issues. Several doctors in rural areas referred to recruitment and retention issues driving changes to the induction of doctors. This was echoed by  two Associate/Directors of Medical Education who recognised the role that induction played in creating a lasting impression of their organisations.

“And, again, the [region] is in a situation where it’s trying to recruit, we’ve got shortages in the [region] that you might not have elsewhere and a lot of people don’t necessarily want to be located in the [region] because they’re comfortable where they are, they want to go to [city]. So there are competing drivers and they need to try to overcome that, so they usually put a bit more effort into the induction that they provide.” (CT3, Psychiatry, England, IMG)

“There is a very important part of induction, which is making sure that they feel competent, capable and safe. But the knock-on effect of doing that well is they are more likely to stay for a longer period of time, which can only benefit our workforce.” (Associate Director of Medical Education, North West)

Organisational/departmental culture. Some doctors believed a safe and effective induction was dependent on the culture of the organisation/department and the value it placed on induction and training. Associate/Directors of Medical Education explained that they issued local guidance but that the delivery of departmental induction remained varied. 
  
Individual personalities. Several doctors suggested that a safe an effective induction was driven by passionate individuals working at a local level and that more needed to be done to ensure that doctors, with the right aptitude for and interest in induction, were in the right roles.

“The right people doing it. A lot of the time medics and nurses, we tick boxes because we have to do it for appraisals, we have to do it for the GMC appraisals.  It’s about people who want to do this sort of thing enabling a pathway to provide that care and mentoring for their colleagues, at a lower level. Rather than it being just something on a CV, truly feeling like, you know what, great if I can make people feel welcome. And that’s what sometimes hard to find the right person.” (CT2, Surgery, Northern Ireland) 
[bookmark: _Toc34126430]6.2	Barriers to delivering a safe and effective induction
Lack of staff to deliver induction. Some doctors highlighted that there was a lack of available staff to carry out a safe and effective local induction, especially in specialties and locations that were experiencing severe recruitment and retention issues.

“And in one of the areas, the largest, there’s only two substantive consultants, the rest are all locums. And so, when you try to organise induction programme for things like risk assessment and anti-psychotic medication and all this kind of stuff for new doctors that come, you need clinical consultants to do that. Now, the problem is, locums won’t and can’t do it. And so, you’re just running out of people to populate the programme. The Fire service or the HR, they have people, they have people to do that.”  (Consultant, Scotland, IMG)

One stakeholder highlighted that staffing issues could be better addressed by early engagement with rota co-ordinators to plan cover and allow doctors time to take part/run the induction.

“I’ve recruited some of my research doctors who are out of programme to man the wards and the clinics on the afternoon of the induction, so they would have a protected time when the induction can happen” (Postgraduate Associate Dean)

Frequent rotations and increasing number of ‘out of sync’ starters. Several doctors and stakeholders believed that the frequent rotation of doctors in training and the increasing numbers of locally employed doctors starting ‘ad hoc’ resulted in organisations and departments needing to deliver more inductions than they had in the past. 

“So that we actually have doctors at all different levels starting on all different days, times of the year. We have some set days, there are a bulk of specialist trainees who will start the first Wednesday in August, and the first Wednesday in February. However, not all, not all specialty schools rotate their specialties in August some do in September and March. If we include locally employed doctors and that will include International Medical Graduates, we have doctors who can start work at any time. So major pressure is delivering a high quality induction that meets the needs of a new starting doctor within a day or two of them starting within the trust. It's almost impossible to deliver that consistently as things stand at the moment in my view.” (Associate Director of Medical Education in the North West)

“At the end of the year when you finally know how to do everything, you forget what it’s like. Everyone has eventually figured it all out and there is not the incentive to do it for the next person because you are leaving” (Specialty trainee, Orthopaedics, England)

Perception that induction offers a ‘poor return’ on investment, especially in the short term. There was a perception amongst some doctors that staff were becoming jaded by induction - as they did not reap the benefits of their investment in induction:
Doctors who give up their time to deliver induction get little recognition and an increased workload.
Doctors in training grades move on frequently so permanent staff within a department have to continually repeat the induction process.

This was an issue that also affected returners, who naturally required more from the induction process.

“And it all depends on whether they see, to an extent, the value of that person to their department long-term. And that’s one of the problems in that, perhaps if you want to induct someone back, but you don’t think they are going to go off and get a training position elsewhere, but you put in quite a lot of work into that person. Where’s the impetus to do so?  The people I’m talking about who for example, have had quite long-term induction programmes. They were always very clear that geographically they were happy for them to stay in that department, and so the department can see their value.” (ST4, Returner, England)

IT systems do not always provide the information needed to tailor inductions. One stakeholder highlighted how IT systems in Human Resources did not always provide granular details of the medical workforce, making it difficult to provide more individualised elements of induction and orientation. For example, a trust would not necessary be able to identify the educational backgrounds of locally employed doctors or identify doctors who are out of programme and will need an induction on their return.

“Some people have really good systems to track who their staff are and what denomination they are, if you like. But some don’t.” (Director of Medical Education, North West England)

Lack of clarity around mandatory elements. One stakeholder reported that the lack of clarity around what mandatory elements should be included within a trust/health board induction made it difficult to say ‘no’ if and when others in the trust wished to add more content to the induction – this could lead to overload within the corporate induction.

“Whenever you have a critical incident in an organisation, yes, it will go through a process of learning and investigation. That is only right, and they should always do that. What you often see is a recommendation at the end of that that a certain type of training should be provided, and it might need to be included as a part of induction. Which you kind of think superficially the logic of that seems reasonable. But it’s not necessarily an evidence-based solution to resolving it. And I come back to again, without some kind of mandate from the higher regulator saying what fundamentally is required, it’s hard to give an absolute push back on that. Because there’s too many different stakeholders in that decision making.” (Director of Medical Education, North West England)

Expectations within the profession. Some doctors suggested that the profession demanded them to be competent and that there was an expectation that they would find out what they needed to know (rather than have to rely on induction).

“I think doctors are highly trained people, they’re highly capable people, the mere fact that they’ve gone through the Med School, the mere fact that they’ve been selected for a few places after A level results, they’re capable. Why not make them… there is a bit of this spoon-feeding isn’t always a good thing either, you still need to give these highly capable individuals to source their own needs, learn as it were. As long as they’re not harming the patient.” (GP Partner, England)

However, not all doctors believed that the onus for a safe and effective induction should be placed on individual doctors.

“When something goes badly wrong, like in the Bawa-Garba situation, it was just a whole load of things going wrong, then I feel it’s a bit unfair to place all the blame on the doctor to have said “oh well, they should have ensured that they knew x, y and z, or that they’d covered x, y and z” because, in practice, it’s quite hard to always do that.” (GP, Locum, England)

Reticence amongst doctors to demand change. Several doctors indicated that they would not be inclined to ask for training and information during induction if they were not offered it. They believed that such demands might affect their professional standing.

“To be honest, if I didn’t get that training, I probably wouldn’t have asked for it because the expectation, what am I, I’m somebody who’s dealing with machinery, the same machines. That’s my day to day job for the last eight years. So, if I can’t deal with this, there’s probably going to be big questions. So I would probably have just got on with it and used it.” (Locum, Secondary Care, England)

More than that, several doctors in training spoke of their reluctance to give accurate feedback in post-induction evaluation forms. Whilst, the feedback was anonymous, they felt that they might be identified and that providing negative feedback could be detrimental to their position. One doctor suggested that feedback should be sought once new doctors were more established in their new role in order to encourage honest feedback.
[bookmark: _Toc34126431]6.3	Grounding drivers and barriers in behavioural insight
As shown in Figure 3, the drivers and barriers can be grouped using the prism of the Individual, Social and Material (ISM) behavioural insight tool[footnoteRef:10]. The three contexts of I, S and M can be understood as follows: [10:  Categories taken from ISM tool https://www.gov.scot/publications/influencing-behaviours-technical-guide-ism-tool/] 

The individual context - includes the factors held by the individual that affect the choices and the behaviours he or she undertakes. These include an individual's values, attitudes and skills, as well as the calculations he/she makes before acting, including personal evaluations of costs and benefits.
The social context - includes the factors that exist beyond the individual in the social realm, yet shape his or her behaviours. These influences include understandings that are shared amongst groups, such as social norms and the meanings attached to particular activities, as well as people's networks and relationships, and the institutions that influence how groups of individuals behave.
The material context - includes the factors that are 'out there' in the environment and wider world, which both constrain and shape behaviour. These influences include existing 'hard' infrastructures, technologies and regulations, as well as other 'softer' influences such as time and the schedules of everyday life.

This helps identify the sphere in which actions need to be taken to help dismantle some of the barriers or leverage the drivers in order to facilitate good induction.




















Figure 3 – Drivers and barriers to a good induction by influencing factors

[bookmark: _Toc34126432][image: ]6.4	Positive examples of induction
Interviews with stakeholders highlighted that there is already work underway in some trusts/health boards to improve the effectiveness of the induction process for doctors.
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More information on this case study can be found in Appendix 4.
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[bookmark: _Toc34126433]7.	Impact of a poor induction

	Section summary
Many doctors believed a poor induction resulted in:
Increased levels of stress and anxiety.
Organisational inefficiencies.
A sense that that the profession was undervalued.
A number of doctors also suggested that a poor induction could impact directly or indirectly on patient safety.




Most doctors were very clear about the impacts of poor induction on individual doctors, the profession, the organisation and the patient.
[bookmark: _Toc34126434]7.1	Impact on the doctor
Doctors believed that a poor induction impacted individual doctors in a number of ways:
Increased stress and anxiety because doctors felt unprepared for the role).
This was felt across all doctors, but acutely so amongst FY1s who were starting their first roles.
Although, one stakeholder highlighted that there were other transitions that were equally difficult and less well supported.

“There are key transition points that we know people find really, really difficult.  We’ve already mentioned return to work. So that’s one really tough transition and that doesn’t matter whether you’re foundation, core training, higher specialist training, consultant, whatever. But there’s also transitions like moving from a first on-call rota to a registrar or a second on-call rota where you may now be on-call for different sites. Moving up to consultant level, there are lots of transitions which are really, really stressful and I think sometimes that failure to recognise that”. (Associate Medical Director, North West)

Caused embarrassment for doctors as they had to (continually) ask colleagues for help, which further exacerbated anxiety.
Made doctors feel undervalued, sometimes to the extent that they questioned their choice of profession.

“So, the personal effects are that you are a lot more stressed if you don’t actually feel prepared for running an on-call, and essentially as a registrar or as the consultant, you’re in charge of it, you’re running the whole lot. And also, there’s a degree of embarrassment. Because often the registrars often rotate in a different time period to the junior doctors, which is a good thing. But you’re often having to turn to them and say so, could this patient go to the medical assessment unit? What do you guys normally do with these patients. Then you look like an idiot. You know what you need to do medically, but you’re just not quite sure what the trust policy is on PEs for example. Whether they can be given an injection and go home and come back tomorrow or, whether actually in this trust they all get admitted. So that’s on the personal level, there’s the stress and slight embarrassment.”  (Newly qualified consultant, England)

How the stress and anxiety experienced by individual doctors impacts on patient experience and issues around recruitment, retention and absenteeism within the medical profession is well documented in the ‘Caring for Doctors Caring for Patients’ report5 commissioned by the GMC. The report highlights that:
Over a third of doctors working in secondary care indicated that they’d been unwell as a result of work-related stress in the previous year (37% of doctors in the 2018 NHS Staff Survey in England; 36% of doctors in the 2015 Health and Social Care Northern Ireland (HSCNI) Staff Survey; and 34% of doctors in the NHS Wales Staff Survey 2018). 
Just under half of doctors working in hospitals and other secondary care organisations in England are considering leaving the organisations in which they work (47%, 2018 NHS Staff Survey in England).
[bookmark: _Toc34126435]7.2	Impact on the patient
Doctors readily recognised that a poor induction could lead to a poor patient experience. For example:
Several doctors reported making patients wait as they worked out how to request diagnostic tests, carry out discharges, make referrals etc
They believed this increased stress and anxiety for the patient as they waited and/or got moved (incorrectly) around the system.
They were concerned that this resulted in patients questioning the ability of doctors. One GP felt this was very detrimental to establishing an ongoing relationship with the patient.

“I think it probably delays things for them. I guess people do things wrong, say it’s a request for a scan but they didn’t realise that they had to go down and discuss it, so maybe that doesn’t get picked up until the next day and then the patient’s had to stay an extra day in hospital where they didn’t have to. I think as well, it’s hard to really focus on the patient when your bleep’s going off, you don’t know how to answer it or you don’t know where the phone is. Even simple things like if you’re walking through a ward and a patient says, “can I go to the toilet” or “can I have a drink”, you don’t even know where to direct them to if you’ve never worked there before. I do think it has an impact for the first few weeks anyway, I don’t think it should take that long for people to settle in but, unfortunately, I think it does.” (CT2, Psychiatry, England)

“Even if you just don’t know where to direct the patient to ask for something, or you send them back to reception desk because you think they’ll know, it just looks poor and the patient gets a bit fed up of being pushed from pillar to post.” (GP, locum, Returner, England)

A number of doctors explained that a poor induction could be directly and indirectly linked to patient safety. 
Direct: Several doctors questioned the safe practice of doctors in training who were unfamiliar/uncomfortable with escalation procedures; others identified issues with not being informed where the crash cart was kept or how to respond to a crash call.

“Certainly, if it was a crash cart situation then the outcome’s going to be a lot better if everything happens quickly and smoothly than if you’ve got someone panicking thinking “where was it, where was it, oh, I can’t get to that room”, just being uncertain about it. There’s always going to be an element of that but, if it’s because actually no one ever showed them and they kept meaning to get round to asking or something then, yes.” (GP, Locum, Returner, England)

“I was talking before of me seeing all the trainees who then run into difficulty afterwards, some of the bits could all be avoided, and that’s the worst bit, isn’t it, when you see things further down the chain and you think “oh God, this shouldn’t happen”. I’ve had things like people not being ALS, who then cardiac arrests happened and things have gone badly, and then you’ve tracked back and nobody’s picked up that person didn’t have advanced life support training.”  (Postgraduate Associate Dean)

Indirect: Some doctors recognised that the stress and increased pressure caused by lack of induction resulted in doctors not functioning at their best - which could lead to mistakes.

One stakeholder referenced the report of Mid-staffs and Morecombe Bay, and several doctors spoke of Black Wednesday[footnoteRef:11] and Bawa-Garba[footnoteRef:12]. [11:  The start date for new junior doctors is referred to as “Black Wednesday,” coined after a 2009 study (by Dr Foster Unit and Imperial College in London) showed that patients admitted to hospital in the first week in August had a 6-8% higher mortality rate than those admitted in the last week of July]  [12:  https://www.bmj.com/bawa-garba] 


“So, if you think about some of the national reports into incidents like Mid-Staffs, or Morecambe Bay…..They talk about what the provision for the frontline tired overworked medical staff is, part of that is about appropriate supervision.  But linked to that is their initial orientation as to how you do the work here.” (Director of Medical Education, North West England)


[bookmark: _Toc34126436]7.3 	Impact on the organisation
Doctors frequently cited that a poor induction created organisational inefficiency.
Doctors explained that everything took longer as they had to work out how to do things as they went go along.
For example, GPs sometimes left the consultation to seek answers which impacted on the time a consultation took.
Some doctors reported that they unnecessarily referred or kept patients in hospital longer than they needed to because they were unaware of appropriate clinical pathways.
Doctors reported that they disturbed their colleagues with questions and, therefore, affected the efficiency of others in the team.

“It just meant I was a lot slower on the job in A&E. I was having to call over nursing colleagues, other doctors, for help saying, “how do you do this?”. People have been mostly very helpful but it’s also frustrating, in an A&E environment you could be spending five or 10 minutes looking for something and everyone’s running around very, very busy. It definitely made me slower on the job than otherwise.”  (FY1, England)

“So I guess, on a trust level, I think the impact is that sometimes you play it safe and you admit people that maybe the trust has a pathway that allows them not to be admitted, but you don’t know about that pathway so you think well I’m not going to just let this patient go home and fall through the gap.” (Newly qualified consultant, England)

Some doctors believed that a negative impression at induction impacted on staff morale and exacerbated recruitment and retention issues for an organisation.
Leading several doctors to suggest that creating a good impression with doctors in training might make them more likely to stay with an organisation as consultants.

“So I think inductions are really important. They’re a gateway to understanding how an organisation works, who is involved in the organisation and where the points of contact lead to. So, from that point, they are definitely important and they kind of begin to define the experience you’re going to have within the organisation.” (CT3, Psychiatry, England, IMG)

Finally, one stakeholder highlighted the impact of stress and anxiety on a doctors’ health resulted in increased absenteeism for the organisation.


[bookmark: _Toc34126437]7.4	Impact on the profession 
There was concern that a poor induction could have a negative impact on the profession as a whole.
It demonstrated that doctors were not valued and increased an individual’s stress levels which may cause some doctors to question their decision to practice medicine.

“I think, if you show that you value people, as part of your induction you are valued as a person and that we want to help develop you as a person, then I think that will certainly help boost numbers probably for the medical profession, and we’re not just being seen as “oh yes, they’ll just crack on, we just need to fill these empty slots.” (Newly qualified Consultant)



[bookmark: _Toc34126438]8.	Conclusions
There is clear consensus in terms of what doctors would like from their induction which applies across the board i.e. that their induction is: 
Tailored to their individual circumstances, their specific needs and level of expertise.
Timely – that the physical induction is provided at the right time for them (with some information ideally provided in advance of starting).
Focussed – that is focussed on what they need to do the job and is expertly designed by people who understand their role (i.e. by both senior colleagues and by those who are currently doing the role or have done so recently).
Engaging – provides new information in an engaging, interactive way rather than duplicating.
Welcoming & inspiring – that it sets the tone for their future career and they understand the culture and ethos of the organisation and where they fit within it.
Evolving – that it isn’t static but that the content changes to ensure that it is up-to-date and responsive to feedback.

However, this is not always what doctors get. From our research the quality of induction is variable and patchy within and across settings. Too often positive interventions are down to individuals putting in extra effort outside of their usual working hours because they are convinced of its importance rather than due a more systemic approach. The induction process is often a missed opportunity to create and foster a positive working relationship. Instead of feeling valued and part of high functioning team, instead new starters and returners can "feel like a tiny cog in a big machine - they are just slotted in to make the machine work." (Junior Doctors Return to Work Lead, NHS hospital trust)

There are numerous barriers to the provision of a safe (and engaging) induction as outlined in Section 6 of this report. These can be grouped[footnoteRef:13] in the following way: [13:  Categories taken from ISM tool https://www.gov.scot/publications/influencing-behaviours-technical-guide-ism-tool/] 

Individual and social factors - These include an individual's values, attitudes and skills, as well as the calculations they makes before acting, including personal evaluations of costs and benefits. The social context includes the factors that exist beyond the individual in the social realm, yet shape their behaviours. These influences include understandings that are shared amongst groups, such as social norms and the meanings attached to particular activities, as well as people's networks and relationships, and the institutions that influence how groups of individuals behave. Clearly individual attitudes of those responsible for induction and the wider social norms associated with induction have a bearing on how induction is delivered and received. There are pervasive low expectations regarding induction. Cultural factors appear to be pertinent - a perceived ‘lack of return’ on investment in the short term and the belief that doctors should be more responsible for their own induction appear to be significant barriers to the provision of more comprehensive inductions.
Material factors - These can be described as those in the environment or wider world which constrain behaviours, in including 'hard' infrastructures, technologies and regulations, as well as other 'softer' influences such as time and resources. In this context, material barriers to a safe induction can be a lack of time or a lack of staff to plan and deliver inductions. Regulations per se aren’t a barrier to an engaging induction but the interpretation and the way that they are adhered to can be i.e. delivering mandatory training in an inaccessible or unengaging way.

Behavioural theory[footnoteRef:14] shows that people are disproportionately more motivated by costs and benefits that take effect immediately than those delivered later. This is often called ‘present bias’, and is explained by the fact that the present is tangible but the future is abstract and hypothetical. This means that people are likely to feel that the short term cost of induction provision outweigh the longer term gains. Behavioural theory also shows that seemingly irrelevant details that make a task more challenging or effortful (deemed ‘friction costs’) can make the difference between doing something and putting it off – sometimes indefinitely. [14: https://www.behaviouralinsights.co.uk/wp-content/uploads/2015/07/BIT-Publication-EAST_FA_WEB.pdf] 


This means that sharing good practice relating to induction is important. Examples of good practice will need to demonstrate how to implement inductions in a way which isn’t too onerous as well as clearly identify the tangible impact of getting induction right. Given that there appear to be some strong examples of work in this area (identified as case studies in this report), there appears to be an opportunity to do this well. There also appear to be some ‘quick wins’ that are possible to implement to improve the effectiveness of inductions, for example using clinicians to deliver (part of) IT inductions and sending out pictures/organograms of the team in advance.

The literature review concluded that there was a paucity of research about the impact and effectiveness of doctors’ inductions and their influence on patient safety and doctors’ performance. However, our research demonstrates that many of the doctors interviewed had experienced at least one poor induction. This was not a quantitative study and we cannot extrapolate from the findings to make any firm conclusions about the wider population of doctors as a whole. However, the consistency of the qualitative findings, coupled with the stakeholder interviews who had a broader experience base than the individuals doctors, suggest that there are issues to be addressed. 

There was a broad consensus amongst our sample that a poor induction can be damaging to a doctor’s mental health and adversely affects organisational performance, efficiency and the reputation of the profession as a whole. This is important as it is in the context of a profession that is under pressure, with concerns about the wellbeing of doctors being well documented5 [footnoteRef:15]. Addressing the shortfalls in inductions could be one partial solution to this wider problem. [15:  https://www.gmc-uk.org/about/what-we-do-and-why/data-and-research/research-and-insight-archive/adapting-coping-compromising-research-exploring-the-tactics-and-decisions-doctors-are-applying] 


Furthermore, a lack of a good induction is perceived to be a contributing factor to poor patient experience and, potentially, patient safety. As without a safe and effective induction doctors can feel stressed, undervalued and ‘out of their depth’, resulting in delays in treatment and possible clinical errors.

Finally, since completing this research the Covid-19 pandemic has seen many doctors return to practice, take up different roles and/or move departments – the value of a good induction has never been so clearly in the spotlight.





[bookmark: _Toc34126439]9.	Appendices
[bookmark: _Toc34126440]9.1	Appendix 1 – Sample breakdown and notes on reading the report

	[bookmark: _Hlk517265669]Quotas
	Number recruited

	Total
	41

	Care setting

	Primary care, including:
A mix of GP Partners & others
Some in rural practices
	10

	Acute care, recruit a mix of specialties, including:
Surgery and anaesthesia 
A&E 
	26
7
3

	Other setting (e.g. community care, mental health trust) 
	5

	Country (NB must include a spread within each country)

	England
	30

	Scotland
	8

	Northern Ireland
	3

	Type of setting

	District General Hospital
	10

	University/Teaching Hospital
	16

	Other
	5

	Career stage/type

	Trainees (FY1)
	8

	Newly qualified consultants
	4

	Locums (mix of agency locum & those with a regular contract)
Secondary care (may also hold a regular post)
GP
	5
2
3

	Newly appointed to management role (i.e. Clinical Director, Medical Director) 
Primary care (GP)
Secondary care
	2

	Other secondary care doctors new to post (recruit a range of other grades from FY2 upwards)
	15

	GPs (who do not fall into other categories)
	7

	Career break
	

	Returnees from planned leave of 3 months or more (i.e. maternity/paternity/voluntary break)
	6

	Other returnees from unplanned leave of 3 months or more (i.e. sickness, family issues, F2P suspension)
	3

	Gender

	Male
	17

	Female
	24

	Other

	BAME
	9

	Qualified inside EU (not UK)
	3

	Qualified outside EU 
	5




There are a number of caveats to bear in mind when considering the research findings.

It is worth noting that the doctors who participated in this research ‘opted in’ to the process and actively responded to communication about the research saying that they were willing to participate. It could be that those who opted into the process are different in some way (in terms of their experience of induction) than the wider sample of doctors eligible to participate. 

It is also important to note that qualitative research is not intended to be statistically reliable and, as such, does not permit conclusions to be drawn about the extent to which something is true for the wider population.

Throughout the report, quotes have been included to illustrate particular viewpoints. It is important to remember that the views expressed do not always represent the views of all doctors who participated. In general, however, quotes have been included to illustrate where there was particular strength of feeling about a topic.

[bookmark: _Toc34126441]9.2	Appendix 2 – Research instruments
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[bookmark: _Toc34126442]9.3	Appendix 3 – Literature review
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One trust had established a video link to allow doctor working in satellite
settings to join the corporate induction.

"We won't deliver it in loads of different small places, we'l just deliver it twice a year
here and twice a year here” and video link in so the trainees 40 miles down the
motorway, can access the training. Which was a big problem, how do they get back to
the hospital for their induction sessions when theyre here, theyre on a rota, some of
them are doing nights. So the video conferencing is hugely helpful”

Another trust had developed a set of podcasts for doctors starting out of
sync.
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A positive example of induction given by a CT1 in General
Medicine who described the induction as ‘thorough’

Overall

1 had one whoke day corporate induction, I then had probably about two or three
hours of departmental induction, and then I had another day of comporate
induction. Then I had half 2 day induction to my medcal training scherme.

Corporate

It started with just induction from the Medical Diector, he came and introduced
himself: Then there was taks about hospial spedific polcs that we needed to
know about, so End of Life care, how to get hold of different specilist nurses,
things like that. Ok, and the mandatory training stuff we had t do, lke washing
your hands, fie safety, manualhanding.

General Medicine

So we have a portfoli that we have to complete through the years, so that was
an induction on how the online systerm works, how you bg in, what’s appropriste
to by, the different amounts of each check in you've got to get, things lke that.

Departmental

That was when I started on a Gare of the Ederly ward, everyone was new, allthe
Junior doctors, about 12 of us. S0 one of the consukants did a tak for about an
hour about how the department works, kind of the dey to day workings of the
ward, our different rokes, things lke that, orientated us round the ward, where
was stuff kept that we need. Then another hour about study keave, annual kave,
how that all works, and also common things in care of the elderly that we need to
be aware of o things that are quite common that we'd need to use. I'e just
remembered, I then had an hour ksson as well of acute medcire induction,
because all the medcal specaties cover the on cal rota. So we had an hour
induction as to how the on cal rota works.

1¢5 just nice to know where allthe equipment is kept to take blood and whatever
and where you put the different forms and who the ward sister & and how the
ward generaly runs, like the ward round happens at nine o'cbck and a big
meeting at eleven o'Clock. Thatkind of thing, it just makes ife a bit easkr.
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Improving e-induction at NHS Lothian
Allotted time — personalised to individuals — carried over

e Allotted time on site to complete the e-induction.

- FYs get concentrated time in the first 4 days of their 6 day
induction programme.

- Evidence has shown that most actually compete it within the
first 48 hours.

- Other training grades have a 2 hour window (across all sites)
where they can complete e-induction on site before going to
their clinical teams.

. Working to create a personalised e-induction programme.

- Work underway to pre-programme inductions for the ‘Med team’
so that when a doctor logs in they find a personalised induction
programme.

. Creating a record of what modules have been completed.

- Doctors upload completed modules to their portfolio so that there
is a record of every single induction completed whilst at NHS
Lothian.
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Newly qualified consultant talking about a two day trust-wide
induction of newly qualified consultants in a substantive post.
Aimed at making doctors feel welcome and supported in their
new role.

... I think that to me really demonstrated that the trust do think its
important. We were all released from our jobs to do that. Every new
substantive consultant in the whole trust, which is huge, is invited. Top
people come down to speak to us. Members of the Executive Board, and
there was lots of really good information.

In stark contrast with the local induction the doctor received
when starting as locum consultant

Id kind of been told in advance ‘we'll cancel some of your dlinics so youll
nhave some days where you don 't have too much on, and so you can have
a gentle introduction;, and then when I arrived, that hadn't happened.
And so, I ended up having to work dlinics immediately without having had
any time to settle in or really meet everyone.

I didnt even know where the patients had to get blood tests. I didnt
know how to get printers to work in outpatients. I hadnt met everyone,
so I didn't know who the secretaries were, I didnt know who the
receptionists were. And I think at the time I remember feeling quite
overwhelmed about it because I didn't even know where I was going
when I was walking around.
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Health Education England (HEE) developed the SuppoRTT project to
provide targeted assistance to help doctors get back “up to speed” when
they return to training. Programmes are co-ordinated by local HEE offices
and, according to one Associate Director of Medical Education , are starting
to have an impact:

Id say the last 12 months, but you know it's been going on before then, but it's
become very much a feature in the North West in the last 12 months. And they've
put their money where their mouth is, so they funded it within local organisations,
they've devolved it down to the trust level. There’s been some really good regional
resilience training for returners. Work has been done to ensure that doctors
returning to training, get what they need in the way of a kind of package, access to
KIT days, access to return to work support.
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University Hospitals of Leicester NHS Trust explained how they
were in the process of setting up a support pathway for returners

The support pathway will indicate that:

« Each trainee should meet with their educational supervisor a month or so
prior to returning.

» They should make an individualised plan for the return with the
educational supervisor.

"Because it might differ depending on the specialty or what level you are,
and so theoretically, everybodys return to work plan should be
individualised to them, in terms that it should be agreed between the
trainee and the educational supervisor. And so, whether they have an
enhanced period of supervision or whether they have certain KIT (Keeping
in Touch) days, or whether they go on certain courses beforehand, or
whether they do some SIM training, should be agreed at that meeting”
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Creating a database of doctors out of programme at University
Hospitals of Leicester NHS Trust

Being proactive about identifying doctors who may be taking a break from
their training rather than finding out about them when they return to work.

"We've got a list of trainees now and any sort of newsletters that come out

from the Deanery about return to work support, we will then send out
through this contact list from the database”
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[AnFY1 talking about their recent, unsatisfactory induction. |

Corporate induction

A general ane like how to use your TrakCare and wikat the shifs are like and|
what your pay’s like...hospital at night, your working hours, your pay. Some|
doctors would talk about how you can find support and, in 2 general sense,
whatyour job comprises of

Clinical elements.

1 think there was one lady who was showing us the ABG machine to 20
Students. The ABG machine & in a room with a narrow corridor o the first
three people could hear her and everybody at the back was completely out
of the room s0 we had no idea what she was saying. She was pressing these
buttons to tel us "if you do this and this will happen” and half the group
didn' see what she was doing and she didnt bother to repeat hersek.

Ididnt get any induction on where the aash carts are. They said they were
going to do it but I didnt get .

E-induction

There was probably ke 30 things that we needed to get done. They give
you an introduction and you have to click ‘next next next’. So at the end|
therefs o test where they quiz you on 10 questions and then in total you
probably spend about three to fire minutes going through one. IS a very|
Jong time.

You get two weeks to complete it from the day of induction. So they tell you
about it but you have to complete it on your own. That is outsice of your
working hour you should complete it By the end of it we need to shaw that|
we've completed everything, otherwise we wouldn't pass.

Specialty (cardiology) induction

There was one but the day itelf I was not in [city] so they let me off with
that. But I think from what my colleagues were telling me, it was just 2
supervisar "this is cardiology” type of thing, nothing much, rothing specifc
When we talked to each other we said "actuall there wasnt much induction
that was given in cardiology’, we were all not very sure of the rules

‘Shadowing out going FY1s

We were brought around by the F1s. So you go to your own department and|
the FYs who are in that department who haven't keft bring us around the
hospital i their own wards. s not fixed, so they wil just show you what
they think is relevant, I think it varies depending on who you are shadowng.
Some of them will show you the job but some of them will say it's seif.
explanatory. So a lot depends on who you get.

Localinduction (starting on night shift)

1 didn't know what I was doing. So I went to work and they gave me a
phone and 2 arash bleep and they sid "oh, kt’s do the handover” and then
that was It. So Iwas sort of brought around by the nurse who gave me jobs|
instead of actually knowing what I'm here for.
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Material factors — these can be described as those in the environment or wider world which constrain behaviours,
including ‘hard’ infrastructures, technologies and regulations, as well as ‘softer’ influences such as time and resources

Material

 Lack of staff

-~ * Volume of
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trusts

« Lack of clarity about what to
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«  Prior performance issues
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Understanding of risk to - Expectations within the
organisation —and who owns it profession

Recognition of risk specific to a + Reticence amongst doctors to
department/practice demand change

Organisational culture « Perception of poor return on
Individual personalities investment

Social/Individual factors — these include an individual’s values, attitudes and skills, as well as the calculations he/she
makes before acting , including personal evaluation of costs and benefits. The social context includes the factors that
exist beyond the individual in the social realm yet shape his or her behaviours —so called social norms
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A summary of how a trust in South East England made
improvements to their induction programme

Background

The trust wished to make their induction programme more

clinically relevant and engaging so that new doctors would be:

. Warmly welcomed to the hospital.

. Less likely to fall asleep or use mobile phones during
induction.

. More aware of local clinical policies, guidelines and clinical
support available out of hours.

. More confident in handling common emergency situations.

. Introduced to senior clinical staff and Faculty.

How they did it?

. They severely pruned their induction programme to create
time to introduce a carousel of 6 clinical stations (OSCE
style) in the second half of the morning.

. Each station was designed by a consultant based on themes
identified from Serious Incidence investigations in the Trust.

Implementation

. The new style OSCE stations were piloted in August 2018 and
then rolled out to subsequent August and October
inductions.

. Doctors in training were allocated to ‘colour coded small
groups’ based on speciality and grade so that the complexity
of scenarios could be adapted to suit trainee experience.

. PGME staff facilitated smooth running of the carousel with
strict time keeping.

. In October 2019 they introduced new feedback questions on
induction organisation, the welcome received and confidence
re new post
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A summary of how NHS Lothian set about making changes to their
induction programme

Adopted a quality improvement approach focussed initially on FY1s.

Involved consulting a range of different groups (e.g. trainees and
trainers) to establish key areas of concern, as well as interrogating
Datex data.
Resulting changes included introducing lecture style talks on key areas
such as diabetes and sepsis (found to be key areas of concern for
doctors working out of hours) followed by simulations and ward based
training.
- In line with the Kilpatrick pyramid of Knows, Knows how, Shows,
Does.
Introducing changes to the induction programme resulted in around
192 Plan, Do, Study, Act (PDSA) cycles (testing an idea by trialling a
change on a small scale, assessing its impact, building upon the
learning from previous cycles in a structured way before wholesale
implementation).
- Approach is still continually tweaked based on feedback from
previous years.
Sought and acquired additional funding for the induction programme
(for a full six days).





image19.emf
GMC Doctors'  induction discussion guide FINAL.docx


GMC Doctors' induction discussion guide FINAL.docx


[image: ]



GMC Research into Doctors’ Inductions: 

Interview discussion guide v1

Objectives

The overarching aim of the research is to explore doctors’ expectations and experiences of inductions.



The main objectives are to explore the following:

What does a safe and effective induction look like?

How common are issues with inductions?

To what extent does bad practice with induction affect doctors and, therefore, pose a risk to patient safety?

What factors are likely to be causing good and bad practice?



Approach

40 x depth interviews held with doctors across a range of levels and work settings. 



This is a semi-structured guide, as such these questions are designed more as prompts than to be read out verbatim. The conversation will be guided by individual responses; it is therefore likely that the conversation will differ for each interview and may be conducted in a different order to that shown.





























NB: Before the interview, participants will be sent a consent form outlining the research and how it will be used.

(ALL) Researcher introduction (5 mins)

Introduce self and Community Research.

Explain the purpose of the interview briefly. 

Obtain permission for audio recording, check consent has been received.

Explain analysis and reporting process (that a research report will be produced based on all interviews but that contributors will not be identified individually).

Confirm confidentiality – will not break it unless something is said which indicates an imminent risk to an individual, in which case we will inform employer. 

(ALL) Participant introduction and establishing experience of recent induction (5-10 mins)

Participant to provide brief introduction and career history

Current job – specialism and work setting

Brief overview of previous roles/settings

IF NEW TO CURRENT POST:  Reason for new post

IF RETURNING AFTER A CAREER BREAK: What was the reason for the break and how long were they away from work?

Thinking about when you started your most recent post or returned to post (assuming in the last 6 months), did you receive an induction(s)?

What type of induction(s) did you receive?

Foundation Year/Foundation School induction (the Preparation for Professional Practice programme)

NHS Trust/Institutional induction

Departmental induction

International Medical Graduate/overseas doctor induction

Return to practice/refresher introduction

Others

Did you receive any additional support when starting your new role/returning to post? If so, what kind of support? 

Spontaneous and then prompt with the following:

Information/toolkits from your Royal College/Medical Defence Union etc.

Did you attend any specific courses? IF INTERNATIONAL DOCTOR PROBE FOR: 

Welcome to the UK course

Were you on an enhanced induction programme or on the Supported Return to Training programme?

Did you receive any other type of induction?

What did it involve?

Finally, have you been involved in the induction of others in the last six months?

In what capacity?

(ALL) Introduction to workplace/organisational culture and the perceived value placed on inductions (5-10 mins)

Briefly, how would you describe your current workplace(s)?

IF NEW ROLE IS IN NEW SETTING: How does it differ from other places you have worked? Anything that surprised you when you started working there e.g. in terms of how you are treated, what it feels like to work there, behaviour of colleagues? etc

IF THEY WORK IN MORE THAN ONE SETTING: Do your places of work differ in terms of their general culture? Or in terms of how you are treated or how it feels to work there? How?

I have a few words that may, or may not, describe the place(s) that you work. For each one I read out, can you tell me if you agree or disagree with them as a description of your workplace…

Supportive

Competitive

Political (in terms of office politics)

Consultative

Hierarchical

Open

Rules-based

Encourages learning and development

Has a ‘blame culture’

Pick out those descriptors agreed with: 

Why did you agree with these? Tell me a bit more about that

Probe on negative / positive experiences or ask for an example

How much do you think induction is valued in your organisation?

As far as you are aware, what processes are in place for inductions (of those new to post or returning to post after a career break) in your current organisation(s)?

What is mandatory vs. voluntary?

How is induction monitored? How are things documented?

Who is involved in the delivery of inductions?

How do inductions differ for different types of staff/situations?

How are they evaluated?

(ALL) Focus on individual needs and expectations of induction (5-10 mins)

How did you feel when you first returned to work/started your new role? 

How confident/comfortable were you in your role initially?

How supported did you feel?

Did you have any specific concerns or did your raise any specific questions in the initial few days/weeks?

What role could an induction play / have played in this?

Did you expect an induction?

And did you expect induction to be a positive experience? 

Why/why not?

What did you expect/would you have wanted the induction to cover? Spontaneous and then prompt with the following, if necessary / relevant:

Introduction to the NHS and its structures

Introduction to department and staff

Clinical skills and procedures

Leadership/management skills if appropriate (for example HR, resilience, media training, challenging colleagues etc.)

Facilities/software and technology

Health & safety; incident reporting

Corporate/organisational processes (including raising concerns; handling complaints)

Regulatory issues/standards (including understanding of the role of the GMC; professional ethics, consent and confidentiality; shared decision-making; raising concerns

Pastoral support & professional development – how to access support/lines of communication; buddying/mentoring; appraisal & revalidation; professional development plans; organisational training

Expectations in terms of personal conduct and presentation

Softer/cultural issues (such as familiarity with expressions; how to communicate bad news; the relationships between different healthcare professionals; how to work with other professionals and expectations about demonstrating insight if something goes wrong).



(ONLY THOSE WHO HAVE RECEIVED AN INDUCTION IN THE PAST SIX MONTHS): Actual experience of induction (10 -20 mins)

Explore the different types of induction set out in section 2 of the guide 

To start with, what one word would you use to sum up the recent overall induction process you went through?

Probe to explain the choice of word

Explore the following for the different types of induction received (assuming they are distinct in the mind of the participant):

Where on spectrum did it fall – from brief chat to structured programme?

How was it delivered? In person or e-learning?

Was it clear who was responsible for this induction?

Was this an individual induction or in a group?

Was the induction sufficiently bespoke/tailored?

Did it happen at the right time for you?

How much of the induction happened on a specific day vs. ongoing / on the job?

Were you sent any information in advance of starting?

Were different types/elements of the induction joined up or were there duplications?

How did you feel after (each part of) the induction?

If not happy with a particular part of the induction did they raise it with their employer at the time?

Why/Why not?

How did the induction process recently experienced compare to other inductions that you have experienced in the past? 

Probe for experiences at different stages of career; in different organisations or during different rotations for Foundation doctors.

If had previous inductions at the same organisation, was any information duplicated?

Were there any specific gaps in the induction process? What was missing?

What would be your key recommendations to others trying to create a positive induction?

At an organisational level

At a departmental level

(ONLY THOSE WHO HAVE NOT EXPERIENCED ANY INDUCTION IN THE LAST SIX MONTHS): Reasons for not having an induction and experience of previous induction (10-20 minutes)

Was an induction offered?

If YES, What were your reasons for not taking it?

If NO, why do you think that was? Did the organisation offer you any explanation?

Did you actively request an induction?

Why? Why not?

Explore reasons for not asking for an induction

What has been your experience of induction in the past? 

Probe for experiences at different stages of career; in different organisations or during different rotations if Foundation doctors.

Any experience of previous inductions at the same organisation, how did you find them?

Do you think you would have benefited from a similar induction at this stage of your career?

Why/Why not?

In what way?

(ALL) Perceived impacts (5-10 mins)

What do you believe are the impacts of not having an induction or having a poor induction?

On the doctor?

Probe on professional, emotional and personal impacts

On patients?

Safety; patient experience

On the organisation?

Morale; teamworking; management issues

On the profession as a whole?

Reputation; fitness to practise; public confidence

Probe how these impacts might differ for those returning to work after a career break and those starting a new post

Probe how these impacts might differ for different types of doctors:

Doctors in training

Newly qualified consultants

Locums

SAS doctors

	 

RESEARCHER TO EXPLORE ANY OTHER SPECIFIC EXAMPLES OF IMPACT THAT THE PARTICIPANT ALLUDES TO DURING THE COURSE OF DISCUSSIONS.

(ALL) Reflections, suggested improvements and final thoughts (5-10 mins)

What does safe practice in terms of induction look and feel like?

Where should the focus of inductions be?

How can inductions be improved in future?

Content, structure, implementation

Probe on cultural issues as well as practical

Who has responsibility for driving improvements? Who should/could act?

What would have helped you?  If not already mentioned, explore:

A more tailored approach

Greater staff input/near-peer induction e.g. interactive practical sessions delivered by outgoing FY1s

Mentoring/buddying

Digital/online tools

Supervision and ongoing support

Realistic simulations

More time dedicated to induction

More information about local processes (rotas, handovers, diagnostic requests etc.)

More information about cultural/language nuances (IMG only)

More support finding a home, opening a bank account, kids schools (IMG only)

Is there any best practice on induction that can be shared with other NHS trusts or more widely?  

Do you have any final thoughts?

Is there anything else you feel we should have covered?



Thank for their time and give incentive.
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GMC Research into Doctors’ Inductions: 

Stakeholder discussion guide FINAL

Objectives

The main objectives to explore with stakeholders are:

In general, how safe and effective (‘good’) do they feel the induction process for doctors is?

How common are issues with inductions?

What are the enablers and barriers to good practice?

To what extent do they believe bad practice with induction affects doctors and, therefore, poses a risk to patient safety?

How is effectiveness of induction measured? 





















NB Before the interview, participants will be sent a consent form outlining the research and how it will be used.

Researcher introduction (2-3 mins)

Introduce self and Community Research.

Explain the purpose of the interview briefly. 

Obtain permission for audio recording, check consent has been received.

Explain analysis and reporting process (that a research report will be produced based on all interviews and that organisations will not be named without their explicit permission.

 Participant introduction (2-3mins)

Participant to provide brief introduction  

Current role and responsibilities

NHS stakeholders: To include their role in the induction process 

Non-NHS stakeholders: To include their/their organisation’s interest in inductions and any work they have done in this area

Good practice in induction (5-10 mins)

What would a safe and effective induction programme look like for a doctor new to post or returning after a career break?

What elements are included?

Clinical, procedural, pastoral

How long does it take?

How is it delivered?

Who is responsible?

How is it monitored?

How is it evaluated/effectiveness measured?

Any specific examples of good practice?

How does good practice vary for different types of doctors?

For those in NHS settings: Does this reflect the induction process in your organisation?

Explore any differences

Challenges to delivering a good induction (5-10 mins)

On the whole how good are doctors’ inductions/how often is the induction you have just described happening?

Where is good practice happening?

Where is poor practice most common?

What, if any, seem to be the main challenges associated with delivering a good induction? What are the issues?

How do these vary by setting/type of doctor?

What can be done to address these challenges?

Impacts of induction (5-10 minutes)

What do you believe are the benefits of a safe and effective induction?

For the doctor?

Probe on professional, emotional and personal impacts

For patients?

Safety; patient experience

For the organisation?

Morale; teamworking; management issues

On the profession as a whole?

Reputation; fitness to practise; public confidence

Conversely, what do you believe are the impacts of not having an induction or having a poor induction (on the above)?

Probe how the impact might differ for different types of doctors:

Doctors in training

Newly qualified consultants

Locums

SAS doctors 

Reflections, suggested improvements and final thoughts (5-10 mins)

Where should the focus of inductions be?

More specifically, what does safe practice in terms of induction look like?

How can this be measured/evaluated?

How can inductions be improved in future?

Content, structure, implementation

Probe on cultural issues as well as practical

Who has responsibility for driving improvements? Who should/could act?

Is there any best practice on induction that can be shared with other NHS trusts or more widely?  

Do you have any final thoughts?

Is there anything else you feel we should have covered?



Thank you and close
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Introduction

1.1 Aim of the review

The aim of this literature review is two-fold: 

To inform the development of research materials to be used in forthcoming qualitative fieldwork to be conducted by Community Research.

To identify the nature and scale of the issues associated with doctors’ induction.

We set out to identify existing evidence and research about ‘good’ and ‘poor’ doctors’ inductions, their perceived impact, and where possible, any observed relationship to patient safety. The review also sought to capture the types of induction that doctors are reported to find useful at different career or transition points: returning to practice, first post after medical school (Foundation Year 1 doctor), first consultant post, locum role, or International Medical Graduates (IMGs) with little prior experience or working knowledge of the UK health system. 



The literature suggests there are several different types of induction currently: NHS Trust (organisational/corporate level) inductions; Foundation Year 1 doctor (FY1) inductions (i.e. first clinical placement, usually departmental level); refresher or induction programmes for returners, such as the GP Induction and Refresher Scheme; and, lastly, inductions for international doctors that qualified overseas. It is not always clear which of these are considered by healthcare providers as mandatory for clinical practice and which voluntary. There appears to be wide variation across deaneries, Trust and regions about implementation of inductions. There is also variation in length of inductions, such as short, mandatory induction programmes provided to all employees within a Trust (often lasting a full or half day) and in-depth and clinically-orientated programmes for Foundation Year doctors at departmental or speciality level. 



One consideration following this literature review is whether it might be helpful, given such variation, to develop a conceptual taxonomy describing the various types of inductions offered to doctors at different career points, thus helping to delineate how inductions and orientation programmes are tailored to doctors’ levels of experience and knowledge. In this report, we have identified the following forms of induction programmes, some of which would appear to overlap in practice:



Foundation Year / Foundation School induction (the ‘Preparation for Professional Practice’ programme)

NHS Trust / institutional induction

Departmental induction 

International Medical Graduate / overseas doctor induction

Return to practice and / or refresher induction.

1.2 Methodology

We combined a structured search of academic databases and a grey literature search using Boolean search string to identify relevant reports and published, peer-reviewed articles about doctors’ inductions. Our final search range was the period 2009-2019. The databases and sources we searched were:



MEDLINE

Web of Science 

CINAHL (Nursing and AHPs)

Embase

Health and Medical Education (Proquest)

Educational Resources Information Centre

Scopus

Health Management Information Consortium

The Cochrane Library

National Institute for Health Research (NIHR) Journals Library

Open Grey

TRIP



The structured search identified 15 relevant peer-reviewed papers and the grey search 66 articles, the latter of which were narrowed down to a smaller sample of around 20 articles, webpages and reports. To do this we applied the following criteria:

Relevance to research questions and topic 

Source credibility (e.g. peer reviewed journal)

Published in English, 2009-2019.



We used the following critical appraisal questions to prioritise papers:

Is the publication of interest and relevant to the research objectives?

How was the study conducted (methods)? What was the nature of the intervention?

What was found?

What are the implications for doctors’ inductions? What are the implications for specific types of career breaks/transitions that doctors experience?

What might be of interest for the GMC from this paper/report/output?



It should be noted that in this review, there was a lack of large, high quality published studies comparing induction approaches and their outcomes, therefore we cannot ascertain with any certainty relationships or correlations between doctors’ inductions and patient safety. We found no evaluations of doctors’ inductions and their impact involving comparator or control groups. Instead, many studies use questionnaires/surveys or interviews to understand doctors’ confidence levels, explore preparedness for practice and induction and new starter experiences. We have also included systematic and other rapid literature reviews to provide an up-to-date picture of available research and knowledge relevant to this topic and to ascertain how others have assessed the literature on doctors’ inductions.  



In this report we present headline findings from a selection of relevant and interesting articles, providing a longer reference list of at the end. Appendix A provides more detail about the search strategy. A supplementary check of civil aviation literature was conducted to check for potential outputs related to inductions in this industry. Whilst there has been the application of the civil aviation literature to health care, particularly in surgery, we did not identify many studies about civil aviation and inductions. A brief summary of these findings are covered in Appendix C. 

1.3 Key findings

There is a paucity of research about the impact and effectiveness of doctors’ inductions and their influence on patient safety and doctors’ performance. We found no experimental studies reliably demonstrating differences in performance outcomes associated with different induction approaches. There is however evidence that organisations and other doctors are attempting to improve local inductions in the NHS and some are documenting this process and evaluating the results, typically at the departmental or specialty level. These efforts have led to small-scale evaluations and pilots which report positive findings. The majority of published studies apply qualitative and/or survey designs to collect data about doctors’ perceptions with a particular focus on Foundation Year trainees (primarily at Year 1) and international medical graduates. We struggled to identify studies addressing inductions specifically designed for consultants, locums or acute or surgical ‘returners’ looking to refresh their skills after a period of absence from clinical practice (the exception being for General Practitioners). 



In terms of specialty-level observations, there is a subset of literature about General Practitioners whose inductions and support needs are likely to be different from acute-based doctors and surgical trainees. We also identified some insights from the Australian healthcare system and about the nursing profession which concords with much of the research on doctors’ inductions in the UK. Yet overall, like other reviewers of this topic, we found a paucity of high-quality research about the effectiveness of doctors’ inductions and workplace orientations, and numerous knowledge gaps in the published, academic literature. In particular, we did not find any longitudinal studies that follow-up cohorts of doctors in their first few years of training or at different career points - such as going through the first consultant post (Gordon et al. 2017 provide a longitudinal, qualitative study about doctors’ transitions, yet this did not span multiple years). 

Therefore, there is an apparent lack of systematic data and analysis at the national level about doctors’ inductions, such as how they compare in terms of length and content, and the level of institutional support offered to new doctors across the NHS; also how organisational inductions fit with departmental or specialty-level inductions and other programmes of support offered by deaneries. In addition, it is worth noting that whilst there are a number of studies about medical career transitions, under-performance and adverse patient outcomes or events, ‘the links between transitions and medical performance have not been systematically investigated’ (Kilminster et al. 2010). We also observe that many studies rely on doctors’ self-reporting; however, that high levels of self-reported confidence do not necessarily translate to greater patient safety, clinical competence or better performance. 

Based on the limited studies available about doctors’ induction, we can however suggest that positive inductions are likely to involve:



Design around learner needs (e.g. adapting to a new country and the NHS, F1 trainee, refreshment of skills for more experienced returners)

Staff input - at different levels of experience (e.g. outgoing F1s supporting new FY1s, senior staff input and expertise, involvement of doctors and nurses)

Shadowing (FY1s)

‘Near-peer’ approaches (FY1s) (e.g. learning from peers at a similar level)

Realistic simulations (FY1s) (e.g. simulations that recreate the types of challenges found in real clinical settings)

Helpful ‘survival’ guides (FY1s) (e.g. tips and essential knowledge for new starters)

Mentorship from positive senior mentors and role models 

Structured and standardized content (but more flexible for returners)

Adequate learning time (more than one day, yet not too condensed)

Detail about practical skills delivered in clinical settings (i.e. ward, clinical simulation or department)

Information about local processes (e.g. handover, rotas)

Relevant topics, such as patient safety, prescribing, escalation / crisis support 

Department / site tour



The literature suggests a number of recurrent issues with doctors’ inductions and orientation programmes, such as: 



No induction provided at all (or missed)

Too short (e.g. one day)

Too intense (e.g. too much content in one day)

Inconsistent and unstructured approach 

Content with insufficient focus on clinical practice

No shadowing or not enough time for shadowing

Trust-led only, rather than trainee and expert-led (i.e. lack of clinical input)

Insufficiently learner-focused (i.e. lack of tailoring to experience)

Use of poor language and NHS jargon (especially for IMGs)

Performed on an ad-hoc basis 

No consideration or adaptation to the particular needs of newly qualified doctors, overseas doctors or other reasons for a career transition and return to practice

No focus on the issues faced by inexperienced and novice doctors or those new to the NHS - the topics that they consider important (i.e. where to find things in their department, the various teams they would be dealing with, consultant preferences for how they should work, being on call and procedures at night, who to contact for help and, at a very basic level, what their role and responsibilities are).





Recommendations about the content that should be included in doctors’ induction is set out in Section 3 and a more detailed breakdown of recommendations by source is presented in Appendix B of this document.



Detailed findings 

2.1 State of knowledge and research about doctors’ inductions

There is limited research available about the effectiveness and impact of doctors’ inductions in the UK, and internationally, although there is consensus that doctors’ inductions are varied in content and approach. 



Inductions in the NHS have been described as ‘formulaic and uninspiring’ – a missed opportunity ‘to introduce new colleagues to the vision for the NHS, to develop insight in to the local health care organisation and population health needs, and to create a sense of teamwork and institutional loyalty’ (Stanton and Lemer 2010).  It is further argued that: 



Robust inductions coupled with continuous reinforcement of good practice in the workplace and promotion of a non-complacent culture, are key components for further advancing patient safety. (Nathavitharana 2011). 



Evidence and monitoring of doctors’ inductions appears to be patchy across the NHS and there is uncertainty about the overall impact of inductions on groups of doctors over time, or their organisational benefits. By contrast, there is a wider literature available on topics such as doctors’ preparedness for practice, socialisation in medical careers, medical education and workplace learning, and increasing attention to doctors’ confidence levels and well-being in healthcare settings (e.g. avoiding burnout). A large proportion of the literature we identified in this review focused on inductions for early career doctors, notably Foundation Year 1 (FY1) doctors which are often referred to in the literature as ‘junior doctors’. Less is known about the how inductions can best support returners, such as doctors returning to practice after maternity or paternity leave, a period of sickness or disciplinary / Fitness to Practise investigation.



One-day standalone inductions for doctors have been criticised as unsatisfactory. But there is a lack of high quality, independent evidence about whether ‘longer, more structured induction processes’ result in ‘greater job satisfaction or increased morale’ (Lachish et al. 2016) and what types of institutional (NHS) interventions are most helpful for different types of doctors, at different points in their careers. Indications are that for Foundation Year doctors, ‘near-peer’ learning (i.e. learning from peers at a similar stage) coupled with senior mentorship is especially beneficial. NHS Trust inductions could also be better aligned with departmental or specialty-level inductions, the latter providing more time for doctors to build up their confidence, practical knowledge and clinical skills in core areas. 



For FY1s, gaining understanding of ward rounds, prescribing, patient safety and how to manage critically ill patients have been identified as key topics for local inductions. Involving doctors in the development of Trust-level and local level inductions is recommended (Thomson et al. 2014).

2.2 Early career doctors and Foundation Year doctors

The problems commonly reported by Foundation Year doctors in the literature when preparing for clinical practice are as follows: 

Lack of technical knowledge and skills

Lack of knowledge of internal organisational policies, processes and guidelines

Lack of knowledge of the NHS (especially for overseas qualified doctors)

High levels of anxiety

Low self-esteem or confidence 

Lack of knowledge about who to contact, particularly in emergencies

Lack of familiarity with rotas and annual leave

Lack of senior level support or mentoring.



Most of these challenges are also relevant to international doctors and returners lacking confidence when returning to practice after a break; however, they are particularly emphasised in relation to novice doctors and Foundation Year 1 doctors. 



The majority of literature we identified focuses on Foundation Year doctors or internationally qualified doctors. Studies suggest that new doctors often lack confidence when making the transition from medical school to clinical practice and real world health care settings. This learning period is described as particularly stressful and uncertain with new doctors often feeling unsupported in their institutions and anxious about performing tasks beyond their capabilities (Brennan et al. 2010; Hamel and Jenner 2015; Blencowe et al. 2015; Thomson 2014). 



A large national survey of 2,323 UK medical graduates in 2013 – conducted at the end of their Foundation Year 1 - observed that institutional support is critical and can positively influence retention of the medical workforce (Lachish et al. 2016). Yet despite negative anecdotes about inductions, in this particular survey most doctors reported having adequate support from their Trust, the results being spread as follows: 23.6% reported that the support they had received was ‘Very Good’ [N=541]; 40.9% ‘Good’ [N=935]; 27.4% ‘Adequate’ [N=628], 5.8% ‘Poor’ [N=133]; 2.2% ‘Very Poor’ [N=51] (ibid, p. 4). The authors write that:



These figures should be reassuring to those agencies responsible for ensuring the well-being of new doctors. There is, nevertheless, scope for improvement. We found that doctors’ enjoyment of the F1 year and ‘positivity’ towards many work-related issues increased linearly with increasing levels of perceived early institutional support. (p. 6)



There are various suggestions made in the literature to improve workplace orientations for Foundation Year doctors, particularly at departmental level. There is, however, ambiguity about the role inductions should play over time, such as over the period that Foundation Year doctors progress with their rotations given evidence that departmental inductions can be perceived as less helpful with successive rotations (Miles et al. 2015). Notable suggestions for improvement are that FY1s shadow and learn from outgoing FY1 doctors and that local, departmental inductions become more standardised across health care providers, presumably so that novice doctors around the country consistently have positive induction experiences given the variation reported around the country (e.g. Thomson et al. 2014; Miles et al. 2015).  Nevertheless, we comment that this does not mean that all inductions for all types of doctors should be standardised given recommendations elsewhere (i.e. for GP returners) that inductions should be tailored to the specific learning needs of the particular individual or group. 



Regarding FY1, shadowing comes up repeatedly as important. Sukcharoen et al. (2014) write that:



The NHS announced a compulsory shadowing period for all FY1 doctors in 2013. Its aim was to improve knowledge and skills specific for the new working environment. Anecdotal evidence suggests a variety in duration and content of induction programmes across the UK. A combination of shadowing and teaching are usually included, but some hospitals have a 2-week induction programme while others have 4 days. There is currently no national curriculum although guidance was issued to trusts for the induction period.



Blencowe et al. (2015) designed and evaluated a FY1 course building on findings from a survey of FY1s and medical students. Their new induction – ‘From Scared to Prepared’ – was led by FY1 doctors, at the end of their year, and involved a facilitator, role play and group-based tasks. An e-learning programme was included about safe prescribing and two days of shadowing of outgoing FY1 doctors. The programme was evaluated using a questionnaire completed by attendees in 2008 and 2009. The team also administered a questionnaire to the FY1 doctors to self-report any serious incidents resulting in patient harm and so better understand the potential impact of the programme. 



The evaluators concluded that doctors that completed the ‘From Scared to Prepared’ induction programme were at lower risk of experiencing a clinical incident in the following months based on the findings of the self-reported questionnaires. The study found that 97% of new doctors that attended the course in 2009 (n=38) felt adequately prepared for practice due to the new programme. A decrease in (self-reported) critical incidents was observed between 2008 and 2009 among those that had completed the course; the authors therefore conclude that FY1s that did not attend the longer induction programme were at a higher risk. There are limitations to this study however (e.g. single site, lack of control group), although it offers a promising model for improving doctors’ inductions and engaging outgoing FY1s in the training and support of new starters. The team made efforts to evaluate the outcomes of a new induction and orientation programme and to consider connections to errors and patient safety. 



Acharya et al. (2015) completed a small pilot study of FY1 doctors in neurosurgery using qualitative methods. These doctors felt they benefited from learning and refreshing practical skills in a safe environment, under senior supervision, prior to starting on the wards. The induction programme was of longer duration (3 days) meaning that doctors felt they had sufficient time to ask questions and address concerns while “on the job”. Attendees received practical sessions given by senior consultants and a presentation from outgoing FY1 doctors regarding their roles and responsibilities on the ward. The programme was designed with input from trainee doctors and the programme was devised to have ‘a clear structure that could be reproducible for other specialties and for successive groups of junior doctors.’ (p. 593).



Sukcharoen and colleagues (2014) developed a ‘near-peer induction’ also building on outgoing FY1 experiences, piloted scenarios and insights from the national Preparedness to Practice Survey 2012. This programme was a voluntary, day-long induction (10 hours) offered in addition to the Trust induction. The ‘near-peer’ induction was led by FY1 doctors and involved lectures, practical sessions and simulated tasks delivered in the location where FY1 doctors were shortly to begin working. The doctors received lectures on diabetes, pharmacy, and acute oncology from clinicians, and undertook simulated tasks such as death certification completion and making radiology requests. A before/after questionnaire was used to evaluate the induction and measure any changes in perceived confidence levels of FY1s (n=26); the questionnaire was administered in advance of a longer four-day shadowing period. Doctors’ perceptions of their confidence improved with regards to equipment, knowing how to request investigations; the e-portfolio; and knowledge of the working environment and what to expect.  Confidence in prescribing increased most about prescribing insulin. The course designers concluded that the induction would have been better split over two days given its intensity.



A ‘near-peer’ approach involves teaching and learning within a similar peer group, and it comes up comes up in several papers. The approach was used by Gee et al. (2015) at departmental level in orthopaedic surgery. Their article draws attention to local feedback amongst consultants that ‘junior doctors’ (i.e. Foundation Year 1 doctors) are often ill-prepared for practice, resulting in delays to ward rounds. There was concern that quality issues may arise that influence patient care and that these might be addressed through a better induction. The department therefore introduced a ‘near-peer’ induction with simulated ward rounds (off-site), produced a written guide and gave presentations to FY1s. A cohort of 13 trainees completed the induction and submitted questionnaires for analysis. Results were that these doctors perceived that their knowledge of orthopaedics improved and there was an increase in their perception of preparedness following the programme. There was also an increase in perceived preparedness for day-to-day tasks.  A follow-up questionnaire was administered and eight of the thirteen responses received indicated positive views about the placement. 



Hamel and Jenner (2015) identified high levels of ‘pathological anxiety’ amongst FY1 doctors via an online survey, yet found that these decreased with every additional day of induction. Similar to other studies, Hamel and Jenner note that FY1s state that shadowing is the most helpful part of an induction programme, followed by receiving tips from outgoing FY1s and performing scenarios to learn how to support critically ill patients. 



Finally, the work of Miles et al. (2015) chimes with that above. Miles et al. report results of an audit of inductions across 12 Trusts (13 hospitals) and a two-part questionnaire of FY1 doctors. The first part of the questionnaire focused on induction experiences and was completed by FY1s at Rotation 1 (N=192). The second part of the questionnaire was completed by FY1s at Rotation 3 (N=165) They found a significant correlation between the length of a departmental induction and its perceived helpfulness by FY1s. However, departmental inductions, as a whole, were perceived to be less useful over the training period, from Rotation 1 to 3. The induction components reported to be most useful were shadowing, talks from outgoing FY1s and meeting staff within a department. 



As already noted, publications identified in this review predominately focus on doctors’ perceptions rather than observations of clinical practice; the majority of studies use questionnaires/surveys, interviews or diaries to explore doctors’ preparedness for clinical practice and levels of confidence pre and post-inductions.



While this rapid review did not hone in on preparedness as a topic in detail, it is worth recapping the issues documented about novice doctors with regards to their early entry into clinical practice. A systematic review of literature looking at student transitions and their preparedness by Cameron el al. describes problems of low confidence and a need for proper organisational support (Cameron et al., 2014). The following knowledge and skills are described as lacking in newly qualified doctors:



prescribing

decision making, treatment planning and prioritisation

taking responsibility for one’s own learning

managing stress in the work- place

team working

interpersonal skills; and competence in carrying out clinical procedures 



In terms of the organisational factors that may help doctors feel prepared and more confident, Cameron et al.’s review stresses the importance of new doctors receiving support and feedback from senior doctors and staff, in a context of continuity (i.e. cognisant of changes in ward teams and rotas). The authors recommend that interventions should be designed to ease new doctors’ transitions to clinical practice in ‘real life’ contexts rather than in simulated environments (ibid). 

2.2 Specialty insights – General Practitioners

A revised Induction and Refresher Scheme (I&R) was introduced in England in March 2015 for General Practitioners (GPs). The programme is aimed at GPs who have qualified overseas or not worked in the NHS before (induction) and those who have worked as an NHS GP before but been away for over two years or more. According to the Health Education England website (HEE, 2019), there are three options open to doctors: 



· A doctor who has never worked as an NHS GP - induction route 

· A GP who has previously worked in the NHS but been out of NHS general practice for more than two years and wishes to return to work in England - refresher route 

· A GP who has worked in the NHS but been practising medicine abroad for less than 10 years - Portfolio Route (this route allows doctors to supply a portfolio of documents demonstrating that their skills have been maintained while overseas). 



There is a real lack of research about this Scheme for GPs (Bhatti and Waqar 2015) and GPs orientations and inductions generally. One of the few articles on the GP Returner Scheme, by Morrison et al. (2012), reinforces the point that ‘GP returners have different needs to general practice specialty trainees and therefore need to be re-inducted differently’ (p. 549). Returners may be isolated and lack self-confidence and returners are more likely to be women. 



Morrison et al. (2012) undertook a qualitative study of a small sample of 14 GP returners and five GP trainers based in one Deanery. They found ‘universal support’ for the GP Returner Scheme, yet problems with the criteria around funding and the ‘two-year rule’ – presumably this referring to the ‘refresher route’. Contrary to calls for more standardised approaches to inductions elsewhere for FY1s, the authors suggest that for returners ‘one size does not fit all’ and tailoring of content is required and dependent on the GP returner’s needs. There may also be missed opportunities for returners that have been working overseas to share their experiences and insights with fellow GPs upon return to practice in the UK. 



Bhatti and Waqar (2015) looked at feedback from GPs that had completed the new Induction and Refresher Scheme in London, in the period 2009-2014. This involved analysis of forms (n=34) and interviews (n=23). The interview sample had mixed representation from GPs trained in the UK, EU, outside the EU or who had had experience of performance concerns.



These authors also discovered positive feedback about the Scheme which was valued by returning GPs. Returners especially welcomed the opportunity to work under supervision in a practice, participate in peer support sessions and refresh their skills as part of a team. However, there was feedback (also noted in other reports) that some GPs have found it difficult to locate this Scheme. GPs returners seem to appreciate the opportunity to adapt and learn at their own pace, and not all will be looking to rebuild their confidence in core competencies, especially if they have been working abroad in senior roles. This suggests that a range of options are likely to be more appropriate for GP returners, with differentiation between those GPs that require light touch support – such as through e-learning modules and an early appraisal - and those looking for a longer, supervised placement in a practice. Again, there is a difference here between views about having flexible approaches for returners compared to calls for far more standardised and structured approaches for FY1 doctors.  

2.3 International Medical Graduates (IMGs) 

There are several studies about international and overseas doctors, their learning needs and period of adjustment to a new health care system (Warwick, 2014; Kehoe 2016; Morrow 2013; Jalal 2019; Cheung 2011).



Rothwell and colleagues (2013) discuss a qualitative study that explored support for IMGs entering FY1, from across five deaneries in the UK. 64 initial interviews were completed with both non-EU and EU qualified doctors. Follow-up interviews were conducted at 4 months (n=56) and 12 months (n=32). Doctors from outside the UK reported practical problems with immigration and visas, and GMC registration. Doctors thought they would have benefited from general information to assist them, such as about schools, accommodation, driving licenses, and banking.  In terms of clinical and health care knowledge, overseas doctors wanted to learn about: legal and organisational processes within the UK health care system (for example, death certificates; handover); team working; prescribing practices (including use of the British National Formulary); equipment; differences in terminology and language used (e.g. brand versus generic drug names); and health care responsibilities and roles. In many ways, this is similar to Foundation Year 1 doctors new to clinical practice in the NHS.



Another issue underlined by Rothwell et al. is the fact that overseas doctors sometimes miss NHS Trust inductions and shadowing orientations, especially if they are experiencing problems with visas and delayed entry to the UK. 



Several studies mention differences in culture, communication (verbal and non-verbal), ethics, language and the doctor-patient relationship that IMGs new to the UK must navigate to acclimatise to a new health system. IMGs may perceive UK patients to be far more involved in decisions about their care, and professional organisation to be less hierarchical and more team-based than they are accustomed to (Rothwell et al. 2013; Jalal et al 2019).



Regarding inductions and orientations for IMGs, the following recommendations are made in the literature:

· A mandatory national induction programme for overseas doctors complemented by existing local hospital inductions, with content on British culture and language, the NHS, and clinical skills (Jalal et al. 2019)

· Induction to be an ongoing learning process for IMGs, with peer support, and monitoring of progress after an induction programme (Kehoe et al. 2016)

· Individual needs assessment prior to an induction (ibid)

· Attention to culture, language and how the UK health system operates (Rothwell et al. 2013; Jalal et al. 2019).

2.4 Other healthcare professionals

Edwards et al. (2015) conducted a systematic review of interventions and strategies used to support newly qualified nurses as they transition to the workplace and their impact. The review identified 30 studies that met their inclusion criteria, most of which originated from the USA. As with the medical profession, the transition to the first clinical work placement is understood as a high anxiety and stressful period which can be mediated by successful transition programmes. Evidence suggests that orientation, simulation-based, mentorship/preceptorship and residency programmes promote confidence and perceived competence in new nurses and can improve workplace retention (p. 1256). Seven studies looked at orientation programmes for nurses and were found to be similar to nurse residency/internship programmes, lasting in the range of 1-20 weeks.  A problem with the studies on this topic is again that competence is self-rated by staff and few studies measure changes in nurse knowledge at the beginning and end of new employee programmes. This is similar to the research on doctors’ inductions and orientations.  

2.5 International reviews 

Boyd and Sheed (2014) reviewed literature on orientation and induction in healthcare focusing on Australia and comparable healthcare systems. They wanted to understand the function of inductions and orientations in healthcare and how they aligned with Australia’s National Safety and Quality Health Service Standards (NSQHS) which were introduced in 2013. Their review included 42 articles (out of 202) selected for their quality and relevance, combining a search of grey and research literature. They found a ‘dearth of studies in relation to orientation and induction in the healthcare literature’ and a lack of a ‘standardised framework’ or models to guide organisations about inductions (p.31). According to this review, there is ‘little agreement regarding the appropriate length, content and process for orientation and induction’ (p. 33). The authors conclude with recommendations for more research about inductions and orientations, and that programmes be informed by adult learning and educational theory, concept mapping, and support ‘workforce problem solving’ (p.36). 



Conclusions and recommendations

To conclude, recommendations for improving doctors’ induction programmes and newer induction programmes emerging from the literature review are:



Induction programme delivered over multiple days (examples ranged from 3 to 5 days)

Talks or sessions delivered by the outgoing FY1s and clinical experts (senior doctors, nurses, pharmacists)

Shadowing of outgoing FY1s for several days (use of ‘near-peer’ teachers)

Flexible approaches for returners and overseas doctors, depending on their skills, experience and knowledge of the NHS/UK health system 

Use simulations and create opportunities for doctors to practise / refresh clinical skills in real (or realistic) settings safely 

Small group sessions with interactive exercises, discussion of scenarios and role play

Induction booklet or ‘survival guide’ developed by other doctors

Summaries and hand-outs with essential information and ‘top tips’

Pre-induction learning needs assessment to identify the needs of the doctors participating in the induction and tailor it to their requirements (e.g. build programmes around a learner survey)

Mentoring and buddying schemes that extend beyond the induction

Involvement of foundation doctors in inductions and FY1 rotation handovers

Make clear team roles and responsibilities and that of the new starter/employee

Provide information about the NHS and important policies, terms and practice –e.g. glossaries

Consider cultural dimensions of health care systems and language for overseas medical graduates 

Use inductions as an opportunity to inspire students about the NHS, population health and other relevant topics such as patient safety

3.1 Implications for research

The literature review has several implications for the proposed research sample and discussion guides:

The sample design for the qualitative research into issues associated with doctors’ inductions will, as anticipated, need to address notable gaps about inductions, such as:

The requirements of inductions and workplace orientations for doctors transitioning to a variety of roles including but going beyond the initial foundation years, such as, speciality registrars (SpR), consultants, SAS doctors

The needs of doctors returning to clinical practice after a period of ill health, maternity or paternity leave or are absence due to research

The needs of doctors working in in locum roles.



There are several points raised by the literature review which can be reflected in discussions: 

The discussion guide will need to ensure that there is opportunity to cover a range of induction types experienced by doctors and facilitate clear distinctions between them

There is potential for the guide to gauge reactions to some of the specific recommendations for improving doctors’ induction programmes and newer induction programmes emerging from the literature review

There appears to be a lack of robust high quality, published studies comparing induction approaches and exploring relationships or correlations between doctors’ inductions and patient safety. Discussions with stakeholders could include exploration of reasons for, and reactions to, the apparent lack, if they concur that this is the case.

 

Looking further ahead, many studies rely on self-reported measures of preparedness rather than organisational assessments or longitudinal observations of doctors’ skills and knowledge and how these might change. Multi-site, independent evaluations of inductions and orientation programmes are less common than local evaluations, although national surveys have been identified exploring the topic. We hypothesise that due to limited funding, time and resources available for evaluating inductions, many inductions are designed, adapted and evaluated locally by busy doctors within hospitals.  More structured, multi-site evaluations that compare approaches and strategies and make links to quality and patient safety would be beneficial in future. 








Appendices

APPENDIX A – Review results and strategy



GMC rapid review

Synthesis of findings from peer-reviewed articles



Table 1. Characteristics of included studies (peer-reviewed articles)

		Number of studies	

		15



		Study location

		14 UK

1 literature review



		Publication date range

		2012-2019 (most 2015 onward)



		Study design (used mainly to evaluate new induction programmes)

		7 quantitative

1 literature review

1 mixed-methods

6 qualitative



		Professional group

		14 doctors

1 dentists



		Type of doctor

		10 F1

1 SHO/F2

1 GP (returner scheme)

3 IMG









Synthesis of findings from grey literature - articles 



Table 2. Characteristics of included studies (grey literature search)



		Number of publications identified

		66



		Number of publications reviewed

		16 (some overlap with articles identified in Table 1)



		Publication types

		Journal articles, reports, guidance, webpages



		Publication date range

		2010-2019 



		Professional group

		Doctors, nurses 



		Type of doctor

		Majority found to review Foundation Year doctors and international medical graduates 

 












Table 3: Search design and appraisal 

		Research question(s) / themes to be addressed



		

· What research evidence is available about effective workplace inductions and/or orientations for doctors and clinical professional in health care, both in the UK and internationally?



· What support is required for doctors to re-orientate into the work place after a break or as a new trainee? What helps them to be prepared for practice? Is this support currently provided within inductions?



· Do different specialities approach workplace inductions or return to practice differently? Are there any existing examples of excellent practice the GMC could learn from?





		Inclusion and/or exclusion criteria



		Exclusion criteria:

· Non-English

· Published August 2009 - July 2019 (10 years limit)

· General opinion or commentary pieces lacking supporting evidence or specific recommendations for practice 



Inclusion criteria:

· Relevant to research and themes above

· Published in quality and well-established journal or by professional association / body 

· Published research 2009-2019

· Grey literature 2009-2019





		Search and review process to be executed (rapid review)



		· Key words strategy and Boolean search strings

· Search across specified databases (see below)

· Search grey literature and relevant websites

· Two reviewers critically appraise and discuss findings

· Thematic organization of findings 

· Report writing



		Search sources and databases



		

1. Peer-reviewed, published articles:



· MEDLINE

· Web of Science 

· CINAHL (Nursing and AHPs)

· Embase

· Health and Medical Education (Proquest)

· Educational Resources Information Centre

· Scopus

· Health Management Information Consortium

· The Cochrane Library



2. Grey literature (research reports, guidelines etc)



· National Institute for Health Research (NIHR) Journals Library

· Open Grey

· TRIP

· Google Scholar





		Appraisal process (quality assessment and prioritization)



		

· Relevance to research questions and topic 

· Source credibility (e.g. peer reviewed/ organizational reputation/ research quality)



Critical appraisal questions:



· Is it of interest and relevant to the study objectives?

· How was the study conducted (methods)? What was the nature of the intervention?

· What was found?

· What are the implications for doctors’ inductions? What are the implications for specific types of career breaks/transitions that doctors experience?

· What else might be of interest for the GMC from this paper/report/output?









Table 4: Search terms and strings 



		Key word

		Synonyms and related terms



		Induction

		Workplace induction

Organisation / organization induction

Workplace orientation programme / program

NHS induction 

NHS Trust induction

Hospital induction

Orientation

Workplace orientation 

In-service training

Returner scheme 

Refreshment scheme

Institutional practice

Employee



		Doctor

		Trainee

Foundation programme 

Locum

Overseas doctor

International doctor

International medical graduate

Returner

Clinical academic 



		Transition

		Career break

Sick leave

Paternity leave

Maternity leave

Transition management 



		Preparedness

		Preparedness for practice

Workplace learning

Socialisation / socialisation

Mentorship / mentoring

Safety

Patient safety



		Health professional

		Nurse

Paramedic

Allied Health Professional / AHP

Surgery

Medicine

Physician associates

Anaesthesia associates

Dentists



		Safety

		Patient safety 



		Evidence

		Evaluation

Impact

Effectiveness

Efficacy 



		Support

		Interventions

Mechanisms 

Recommendations










APPENDIX B Recommendations for inductions and orientations in health care – highlights from 11 publications 



		Authors and date

		Scope

		Recommendations for inductions/orientations in health care

		Type of publication

		Search strategy



		Boyd and Sheen (2014)

		Healthcare workforce - general

		Safety and quality roles

The organization’s risk management system

Governance structures

Operational processes and procedures

Patient-centred care

Antimicrobial stewardship 

Clinical handover

Escalation / emergency assistance



		Article - literature review

		Grey literature 



		Acharya et al. (2015)





		Foundation Year doctors -new specialty trainees - neurosurgery

		Learned-centred induction approach 

Standardized and structured approach

Clinical skills training (practical sessions) led by senior surgeons

Shadowing 

Discussion of roles and responsibilities 

		Cohort observational study within a UK hospital - ethnographic, small-scale pilot 

		Database search



		Blencowe et al. (2015)

		FY1 doctors

		Learning from outdoing FY1 doctors (shadowing)

5-day structured programme

Interactive teaching involving outgoing FY1 doctors

Simulation Centre training 

E-learning for safe prescribing

Paid attendance

		Article  - design and evaluation of an induction programme for a cohort of FY1 doctors in a UK hospital

		Database search



		Morrison et al. (2012)

		GP returners

		Regular contact with an accessible course lead/organizer

Good engagement with a GP trainer 

Opportunity for returners to share their unique learning experiences acquired in other countries with their peers

Flexibility 

Update on skills and knowledge

		Qualitative study and analysis of GP Returners Scheme - interviews

		Grey literature



		Warwick (2014)

		International medical graduates (IMGs) – general practice 

		Learned-centred approach 

Conduct learning needs assessment

NHS culture and systems knowledge 

GP roles and early GP placements

Buddy system/peer mentoring

Avoid jargon, attend to language – NHS terms and glossary 

		Focus groups – two groups, each with six IMGs

		Grey literature 



		Rothwell et al. (2013)

		International medical graduates (IMGs)

		Concern that not all overseas doctors are able to attend their general induction and shadowing periods due to immigrant and visa issues

		Interviews with overseas doctors at three intervals

		Database search 



		Miles et al. (2015)

		FY1 1 doctors

		Shadowing 

Time with, and talks from, outgoing FY1 doctors

Meeting staff in the department and other new FY1s 

Senior support (and how to contact them)

Ordering tests

Discharge policies

Handover and rotas 

Location of equipment

Role expectations and duties

Tour of department and/or hospital 

		Questionnaire at two rotation points 

		Database search 



		Kehoe et al. (2016)

		International medical graduates (IMGs)

		‘A rigorous and mandatory induction should be provided as early as possible before IMGs begin practice’

Content to cover communication skills, cultural awareness, and practical and ethical guidelines

Follow-up sessions and monitoring throughout the year 

Reflective practice. 

Prior individual needs assessment and flexible induction to accommodate the identified needs. 

		Realist synthesis – literature review and discussion  

		Database search 



		Gee et al. (2015)

		‘Junior doctors’ – foundation year – orthopaedic trainees

		Simulated ward rounds

Hand-out – ‘survival guide’

Near-peer approach 

		Small cohort study of trainees following new local induction in surgery. Questionnaire. 

		Database search



		Hamel and Jenner (2015)

		FY1 trainees

		Apprentice-style experiences during the final year of medical school

Longer FY1 inductions

“Top tips” for FY1s from outgoing FY1s

Shadowing

		National online surveys of FY1 trainees and  FY1 supervisors. 

		Database search 



		Thomson et al. (2014)

		

		Departmental induction prior to starting in role

Advice booklet

Focus on learner needs

Trainee input on induction design and content

Multi-disciplinary (doctors, nurses, outgoing trainees)

Introduction to key members of team 

Local policies/protocols/guidelines

Roles

Consent procedures 

Speciality-specific advice 

On call duties 

Rota / timetables/meetings 

Useful telephone numbers 



		Survey – FY1 and FY2 in one deanery region

		Database search 








Appendix C 	 A brief search of the literature on civil aviation as applied to health care



A brief search was conducted to identify available literature about civil aviation and health care with a focus on work place training, inductions and patient safety. The following additional searches were carried out in September 2019.



		Search 

		Results



		Search 1: Web of Science (WOS)

Dates: 2009-2019

Restrictions: English only; article

Search string: TS=(aviation AND induction AND safety)



		8 articles found (limited relevance).  1 already identified in the main review and not included to avoid duplication.



None included.





		Search 2: Web of Science (WOS)

Dates: 2009-2019

Restrictions: English only; article

Search string: TS=(aviation AND orientation AND train*)



		15 articles extracted (mixed relevance). 



3 included.





		Search 3: Google Scholar (GS)

Dates: 2009-2019

Key terms: aviation, civil aviation, induction, patient safety, health care, health



		13 articles included (higher relevance)





		TOTAL (WOS and GS): 16 articles identified















Summary 



There is a wide and rich literature about the implementation of aviation‐style checklists and training in anaesthesia, intensive and critical care, and surgery to reduce medical errors and patient harm (e.g. see Kapur et al. 2016; Reader and Cuthbertson 2011; Zeltser and Nash 2010). Many authors make comparisons between the aviation and the health care industries due to a shared concern for safety and the grave consequences of human error. Of relevance to this review, we found articles concerning new initiatives in hospitals to improve team working in surgery, largely consisting of observational studies and evaluations of interventions inspired by processes used in aviation to mitigate risks and improve team performance. However, there was a lack of literature detailing how aviation principles are applied specifically to doctors’ orientation programmes or inductions in health care. The literature appears to be more broadly organised around the following themes: 



· surgical checklists and patient safety

· training (e.g. simulations, crew resource management)

· investigating incidences, incident reporting

· team working (including briefings, leadership, communication)

· human factors research 



Catchpole et al. (2010) observe that, “Aviation-style teamwork training can increase compliance and team performance”, but noted that this “was influenced by the attitude and collaboration of key individuals”. Zeltser and Nash (2010, p. 14-16) reviewed published empirical literature about Crew Resource Management (CRM) training in clinical settings. They found that “curricula generally focused on topics of situational awareness, leadership, interpersonal communication, and decision making” and identified a number of studies that used simulators originating from “line-oriented flight training (LOFT)”, which is practiced in both commercial and military aviation. The authors found benefit in these training methods yet recommended more systematic approaches to evaluating their impact. 
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Introduction

We critically reviewed our main hospital medical induction, as we were aware that
the programme had evolved over the years without due consideration of trainee
needs.

We wished to make the programme more clinically relevant and engaging so that

new doctors would be:

*  Warmly welcomed to our hospital.

e Less likely to fall asleep or use mobile phones during induction.

* More aware of local clinical policies, guidelines and clinical support available out
of hours.

* More confident in handling common emergency situations.

* Introduced to senior clinical staff and Faculty.

How did we do this?

*  We severely pruned our induction programme to create time to introduce a

carousel of 6 clinical stations (OSCE style) in the second half of the morning.

Each station was designed by a consultant based on themes identified from Serious

Incidence investigations in the Trust.

Much prefer smaller groups
to lectures

Best hospital induction I've
had, very clear. Will help with
first on -call

Clinical OSCE style
stations

20 mins per station

_ August 2018 | October 2018 | August 2019 | October 2019
95 41 81 56

Comparative scoring outcomes 2018-19

Number of trainees

Completed evaluations (%) 84 (88%) 22 (50%) 79 (98%) 40 (71%)
Average Lecture score 4.1/5 4.1/5 4.4/5 4.4/5
Average OSCE station score 4.6/5 4.7/5 4.7/5 4.8/5
Induction organisation - - - 4.9/5
Did you feel the induction - - - 4.8/5
welcomed you?
Do you feel more confident - - - 4.7/5

about your new post?

Best induction ever!

Excellent Fun

OSCE's managed to
make boring talks
interesting and
interactive

Good to do something
about common
scenarios

Short clinical scenarios

OSCE stations keep you
awake!

Simulation

Interactive discussion

OSCE stations were
excellent, supportive and
helpful

Implementation
* The new style OSCE stations were piloted in August 2018 and then rolled out to

subsequent August and October inductions.

* Doctors in training were allocated to ‘colour coded small groups’ based on
speciality and grade so that the complexity of scenarios could be adapted to suit
trainee experience.

* PGME staff facilitated smooth running of the carousel with strict time keeping.

* In October 2019 we introduced new feedback questions on induction

organisation, the welcome received and confidence re new post.

Analysis

e Structured feedback was obtained immediately after each induction.

* The traditional morning lectures and clinical stations were scored out of 5 and free
text comments for each were collated.

*  We compared the scores for the lectures and clinical stations and qualitatively

reviewed the comments.

Most pleasant
induction in 7 years

Well organised- please
continue OSCEs next year

Conclusion

* Introducing clinical OSCE style stations at medical induction has been highly
successful with very positive feedback from trainees and Faculty.

* The OSCE style clinical stations consistently scored higher than the traditional
lecture part of induction.

*  We have shown that with careful organisation it is feasible to include a carousel of
6 clinical stations at medical induction.

* We plan to use the average score from the new feedback questions on induction
organisation and administration, welcome received and confidence gained
regarding new post as a proxy measure of effectiveness of medical induction.

* This approach to induction is now being rolled out to other Trusts in South London.
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