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1. Principal issues arising from pre-visit review  

 

The last visit to General Internal Medicine (GIM) at Inverclyde Royal Hospital (IRH) took place 

in January 2016. Trainees reported a good general medical experience with support from 

approachable and engaged consultants, and excellent feedback with respect to acute 

handover. The department was viewed as responsive to trainee concerns despite the lack of a 

formal junior doctor’s forum. Trainees also reported good access to teaching. 

 

Areas noted as requiring improvement were: ward handover, induction, rota management, 

clinic attendance, lack of culture around learning from clinical incidents, and some recurring 

instances of perceived undermining behaviours. 

 

As part its national review of Scotland, the GMC also visited the IRH on 11 October 2017. The 

full GMC report can be found here: https://www.gmc-uk.org/-/media/documents/gmc-national-

review---nhs-greater-glasgow-and-clyde-report_pdf-74412730.pdf. 

 

Following review and triangulation of available data, including the GMC National Training 

Survey (NTS) and NES Scottish Trainee Survey (STS), a further Deanery visit was arranged to 

GIM at the IRH in November 2018. The purpose of the visit was to explore whether sufficient 

steps had been undertaken by the IRH to address the areas requiring improvement highlighted 

at the 2016 visit. The visit team also took the opportunity to gain a broader picture of how 

training is carried out within the department and to identify any points of good practice for 

sharing more widely. 

 

The below highlights the areas that may require improvement according to trainee responses 

from the most recent data sources as follows: 

• NTS 2018 = National Training Survey (2018) 

• PVQ = Pre-visit Questionnaire (2018) 

• STS = Scottish Training Survey (2018). 

 

Issue  

Adequate Experience  NTS 

Clinical Supervision +OOH NTS, PVQ 

Educational Supervision  

https://www.gmc-uk.org/-/media/documents/gmc-national-review---nhs-greater-glasgow-and-clyde-report_pdf-74412730.pdf
https://www.gmc-uk.org/-/media/documents/gmc-national-review---nhs-greater-glasgow-and-clyde-report_pdf-74412730.pdf
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Feedback  

Handover  

Induction  NTS, STS 

Patient Safety  

Teaching (formal)  NTS, STS, PVQ 

Workload/Working Hours NTS, PVQ 

Study Leave   

Team Culture  

Environment/Undermining NTS, STS 

Learning from adverse incidents  

Educational Governance PVQ 

Overall Satisfaction NTS, STS 

 

 

2.  Introduction 

 

Inverclyde Royal Hospital is situated in Greenock. It serves a population of around 125,000 in 

the urban and rural areas of Inverclyde, Largs, Bute and the Cowal Peninsula. The hospital 

provides a range of services including inpatient beds, general medical and surgical specialties, 

orthopaedics, ophthalmology, and accident and emergency. 

 

This report is compiled with direct reference to the General Medical Council’s (GMC’s) 

Promoting Excellence - Standards for Medical Education and Training. Each section heading 

includes numeric reference to specific requirements listed within the standards.  

 

The panel met with trainers and non-medical staff as well as the following groups: foundation 

trainees (FY), core medicine trainees (CMT), GP specialty trainees (GPSTs) and specialty 

training registrars (STs) working in general internal medicine. 

 

3.1  Induction (R1.13) 

 

Trainers 

There is an NHS Greater Glasgow and Clyde (NHS GG&C) online induction for trainees prior to 

starting work. This outlines key areas such as ethos, culture, policies and the major clinical risk 

areas for the organisation. Trainees also complete mandatory learnPro modules. 
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Face-to-face induction this year was ad hoc due to unexpected circumstances. Trainees were 

welcomed by one of the medical consultants at the Education Centre, and trainees were 

walked around the wards and the receiving unit. Information provided to trainees included how 

the hospital works at night, and information about Trakcare and Portal. Trainees later met one-

to-one with their educational supervisors. 

 

Trainees who are unable to attend their normal inductions are inducted by the supervisor on 

the ward who will help to orientate trainees in their work. 

 

Trainers advised that discussion had taken place with trainees about improving induction. One 

of the CMTs is working on a training booklet to improve induction for future trainees. 

 

FY 

FYs confirmed having received passwords in advance and having completed online induction 

covering generic topics such as TrakCare and Portal. One trainee did not receive a log in for 

the Picture Archiving and Communications Systems (PACS) until 2 weeks after starting in post. 

 

Trainees enjoyed spending time on their base wards for induction. 

 

Trainees felt that they could benefit from more practical advice at induction and specifically 

suggested a step by step guide to discharge planning (including prescription of medication and 

immediate discharge letter writing). They were shown a video on TrakCare which they found to 

be generic rather than of practical use. Trainees commented that they did not know how the 

receiving unit worked and had to seek the advice of the advanced nursing practitioner (AHP) 

who was really helpful and supported them. 

 

GPST 

GPSTs said induction was not received on the first day of starting in post. They enjoyed 

walking around the wards but had the impression that some consultants were not aware they 

were starting. 
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GPSTs felt that more could be done at induction to prepare them for starting in their role, 

particularly considering that there were no existing junior colleagues to liaise with, who could 

provide them with the more practical advice they needed. 

 

CMT 

CMTs described induction this year as ‘chaotic’ as mixed messages were received about 

where to meet. They recognised that this was probably due to unforeseen circumstances. They 

said ward induction was good. There was a formal hospital induction about the hospital at night 

that they found helpful, although they considered this could have been scheduled earlier. 

 
ST 
 
STs said the same as the other cohorts. They felt there was little in the way of induction to the 

hospital at night and acute receiving. They consider there is a disconnect between what 

trainees actually find useful and what consultants think they need to provide within induction: 

trainees would appreciate more practical information, for example, how clinics work. 

 

Non-Medical Staff 

Non-medical staff said that induction gave trainees a general overview. They felt that as a small 

district hospital the consultants are all very visible and can provide support to trainees if they 

are unsure of anything. 

 

3.2  Formal Teaching (R1.12, 1.16, 1.20) 

 

Trainers 

Local teaching at Inverclyde Royal Hospital comprises a Wednesday postgraduate teaching 

session, which is consultant delivered. Consultants deliver the teaching on a rotational basis. 

There is no allocated individual responsible for the oversight of the overall teaching 

programme. This teaching is available to all training grades from FY1 to ST3. 

 

FY1 specific teaching is delivered by the Royal Alexandra Hospital (RAH) on a Tuesday 

lunchtime and trainees at Inverclyde Hospital link into these sessions using videoconference 

(VC) facilities. FY teaching is 1 hour per week. 
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Feedback received from previous FY trainees suggested that they would like to have some 

teaching available onsite, and this feedback has been implemented with more local face-to-

face teaching at IRH. 

 

CMT/ST regional teaching is primarily delivered at the Deanery in Glasgow, or at the teaching 

hospitals in Glasgow and sometimes in Perth. Consultants at Inverclyde are involved in this 

programme of teaching and travel to these locations as necessary when they are delivering the 

teaching themselves. 

 

There are also Royal College of Physicians (RCP) of Edinburgh online evening sessions and 

trainees are invited to attend these. 

 

FY 

When asked about the VC sessions with the RAH, trainees said the teaching content is good 

but felt it can be more difficult to engage with when you are a participant by VC. Trainees can 

attend teaching (the only usual obstacles to attending teaching is if they are on annual leave or 

working nights). Trainees said teaching is not bleep free, but they were not bleeped often. The 

local teaching sessions are excellent and the trainees find these to be educationally valuable. 

 

GPST 

GPSTs confirmed that they have teaching sessions built into their rotas and they are expected 

to attend two sessions within their 6-month rotation. They can also attend the Wednesday local 

teaching sessions although workload can prevent their attendance, for example, the Larkfield 

Unit was cited as being ‘too busy’ to allow GPSTs to attend teaching. 

 

Generally, GPSTs felt they are lacking formal relevant teaching experiences and said that their 

teaching could be improved, for example, by having pharmacy specific teaching. 

 

CMT 

There is specific regional core medical teaching once a month. Study leave is built into their 

rota so that they can attend this teaching in person, but there is always the option to VC if 

trainees ask. The only obstacle to teaching attendance is if they are working the acute 

receiving shift. 
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CMTs considered that the local teaching could be improved with more targeted teaching aimed 

at the different levels of training.  

 

CMTs described good one-to-one teaching at clinics. 

 

ST 

Specialty trainees described the Wednesday local teaching sessions and also confirmed there 

was a monthly regional teaching programme in place which generally takes place on Friday 

afternoons at Glasgow Royal Infirmary which is available for West of Scotland cardiology 

trainees. They also attend a regional general medicine teaching programme. They confirmed 

that there is no formal local lead for medical teaching. 

 

3.3  Study Leave (R3.12)  

 

All trainees can access study leave. Requests go through to a local coordinator who approves 

the leave, or it is escalated to a consultant for further consideration if the approval may impact 

on staffing. Trainees reported good access to study leave with no concerns. 

 
 

3.4  Formal Supervision (R1.21, 2.15, 2.20, 4.1, 4.2, 4.3, 4.4, 4.6) 

 

Trainers 

A lead clinician allocates trainees to supervisors as soon as the trainee allocation for IRH is 

known. Each trainer has 0.5 ‘supporting professional activity’ (SPA) sessions in their job plan to 

provide educational supervision and each educational supervisor has a maximum of two 

trainees assigned to them. Trainers are allocated an educational supervisor for a year, whereas 

clinical supervisors may change over this time as they allocated according to the unit in which 

the trainee will be working in. Usually educational supervision is split by trainee cohort. 

 

Trainees 

All cohorts confirmed knowing who their educational supervisor is and having had a useful 

initial meeting with them to set learning objectives for their post. 
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Non-Medical Staff 

Non-medical staff confirmed that all trainees have access to formal supervision. They advised 

that consultants work in the receiving unit from 9am – 9pm. After 9pm there is always a 

consultant available on-call. 

 

3.5  Adequate Experience (opportunities) (R1.15, 1.19, 5.9) 

 

Trainers 

Trainers said that trainees get good exposure to outpatient clinics under consultant supervision. 

Specialty trainees may have additional patients booked specifically for them, otherwise trainees 

are supernumerary at clinics. 

 

Trainers said that trainees have no problems meeting their competencies for their respective 

curricula. They have regular meetings to identify any training needs for individual trainees. 

Trainers said that trainees can develop the required procedural skills. It was acknowledged that 

at weekends phlebotomy access may be limited and that trainees have to pick up the workload 

of non-educational tasks. 

 

FY 

FY trainees work on the ward for 4 months and enjoy the stability of this experience. They 

perceive their workload to be fifty percent service provision and fifty percent training, although a 

clinical support worker has recently been appointed to help with routine tasks such as ECGs 

and bloods. FYs also spend some time in receiving and on nights but do not have any allocated 

clinic time. 

 

FY trainees described having a suboptimal experience on the Larkfield unit (refer to section 3.9 

for further details). 

 

GPST 

GPSTs reported being treated more like foundation trainees and are responsible for the 

clerking of patients on the wards. By contrast, they appreciate their experience on acute 

medical receiving as they get immediate feedback on their management of these patients. 

GPSTs found holding the admissions referral phone helpful to gain perspective on the interface 
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between primary and secondary care. It was felt that their work at the Larkfield unit in the 

rehabilitation wards (not the stroke ward) was entirely service provision, with little to no 

educational input.  

 

GPSTs report that their curriculum stipulated that they carry out a certain number of specific 

examinations or procedures including breast examinations and joint injections and were unable 

to attend the breast clinic which takes place on a Monday morning. That said, they realise that 

the focus of their time at Inverclyde is general medical experience and that these other 

competencies can be achieved during the remainder of their time in general practice or on 

secondment to specific hospital clinics later in their training. 

 

CMT 

CMTs said that the rota is currently well staffed and they are able to attend clinics at least once 

per week. They are sometimes on call for the high dependency unit (HDU) and gain relevant 

experience within the HDU, although central line insertions are difficult to achieve. 

 

CMTs also appreciate their experience of acute medical receiving. They consider that they 

have a good balance of learning and service provision. 

 

ST 

Specialty trainees felt that their training experience was good. The rota is fully staffed, and this 

has been helpful as they have been able to access appropriate clinic experience as timetabled. 

Certain procedures such as central line insertion and pleural procedures are difficult to achieve. 

 

Non-Medical Staff 

AHPs help improve the experience for trainees. 

 

3.6  Adequate Experience (assessment) (R1.18, 5.9, 5.10, 5.11) 

 

Trainers 

All trainers have completed the Recognition of Trainers programme and are aware of the 

various assessment tools required for trainees. 
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FY 

Although FY1 trainees found it easy to gain their assessments, FY2 trainees found this more 

difficult with limited opportunities and reported having to chase senior colleagues to complete 

assessments for them. 

 

GPST 

GPST trainees also reported difficulty in getting assessments completed by consultants. Their 

curriculum requires that a certain portion of their assessments are completed by senior 

colleagues (ST4+). As there are no senior specialist trainees at Inverclyde, they need 

consultants to observe them and this is challenging. GPSTs would appreciate dedicated time 

with a consultant to complete assessments. 

 

CMT 

CMTs said that consultants are pre-emptive and request that trainees send assessment forms 

to them following learning opportunities. CMTs have developed a matrix with consultant 

support to help maximise practical procedure experience and assessments. 

 

ST 

ST trainees said they often needed to remind consultants to complete assessments for them 

but said that post receiving feedback is excellent with ready access to acute care assessment 

feedback (ACATs). 

 

Non-Medical Staff 

Non-medical staff did not raise any concerns about the assessment of trainees. 

 

3.7  Adequate Experience (multi-professional learning) (R1.17) 

 

Trainers 

Trainers described the following multi-professional learning experiences: 

• A stroke multi-disciplinary teaching (MDT) that takes place every Tuesday 

• A neuroradiology meeting takes place on Friday every fortnight (RAH).  

• Daily ward huddles between nurses, physiotherapists, occupational therapists. 

• Diabetes clinics and community multidisciplinary clinics. 
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• Of the two geriatrics wards, one has more MDT opportunities than the other. 

 

FY 

FY trainees did not recognise any specific multi-professional teaching sessions aside from a 

prescribing tutorial they had received in their first week of training. One trainee also reported 

that a nurse once spoke about resuscitation at one of the local Wednesday teaching sessions. 

On a day-to-day basis, trainees considered that they had lots of contacts with the multi-

disciplinary team. 

 

GPST 

GPST trainees described the following: 

• Monday morning meeting where physiotherapists and occupational therapists are present. 

• Pre-handover feedback after conducting ward rounds - patients expected journeys are 

mapped out in full. Potential options for additional community support are also discussed. 

 

CMT 

CMT trainees described: 

• Handover on J North. 

• A multi-professional simulation session that they attended at the start of training at the RAH 

(this was a half-day session with nursing staff purposely built in their rota) which was 

excellent. 

 

ST 

STs could not describe any formal multi-professional educational sessions. They described a 

hospital wide grand ward round that takes place once a month including the surgical 

specialties. 

 

3.8  Adequate Experience (quality improvement) (R1.22) 

 

Trainers 

Trainers confirmed that there are quality improvement (QI) opportunities available for trainees 

and that some have led to continuous improvement. Trainers advised that one of the 

consultants at Inverclyde was the local lead for QI projects. 
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Trainees 

All cohorts of trainees confirmed that there are QI opportunities available to them (although FY 

seemed less aware of the opportunities available). Some trainees said that they could probably 

present their project at the local Wednesday teaching if they asked to. 

 

The chief resident informed the panel that one of the items on the ‘to do’ list is to set up regular 

QI meetings on a Friday. 

 

3.9  Clinical supervision (day to day) (R1.7, 1.8, 1.9, 1.10, 1.11, 1.12, 2.14, 4.1, 4.6) 

 

Trainers 

Trainers said that they use the curriculum to differentiate between what is required of trainees 

at different stages of training. Trainees know who to contact for support during the day and out 

of hours. This is covered at induction. 

 

Consultants are always available on the wards and trainees will have already met the 

consultant at night who will be available for the post take shift. All consultants take 

responsibility for this on a rotational basis. Due to the small size of the unit, trainers were 

confident that trainees would know all of the consultants. 

 

Trainers said that trainees may feel they have had to cope with problems that are beyond their 

competence in instances where patient cases fall between specialties. For renal, neurology and 

cardiology cases there are clear escalation pathways. Trainers said that this may not always be 

clear in the HDU. A middle grade medical trainee is the primary doctor responsible for patients 

in the HDU, but some patients may be surgical patients and it can be difficult contacting a 

surgical registrar for help. 

 

Trainees 

Trainees reported varied experiences about clinical supervision. Trainees knew who to contact 

in the medical wards, both in and out of hours. However, trainees advised the panel of three 

scenarios at work where they feel that appropriate support is lacking. These were: 
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1) Larkfield Unit 

Trainees describe delays in ward staff recognising the clinical deterioration of patients, 

difficulties in clarifying escalation plans and ceilings of treatment including resuscitation 

decisions with supervising consultants, and the lack of consultant support even when directly 

approached for help. They found instances where prescribed medication was not given and the 

reasons for this were unclear to the medical staff.  

 

2) High Dependency Unit (HDU) 

There is no consultant ownership of the HDU as a whole and the day to day running of the unit 

is left to weekly rotating FY1 trainees who describe feeling isolated and concerned about the 

safety of patients in the unit. Patients may be admitted without clear consultant ownership if 

transferred after the morning lists have been made up. This leads to delays in clinical 

assessments by senior decision makers. Medical middle grade staff are used to make 

decisions on surgical patients because of difficulties in contacting members of the surgical 

teams involved. 

 

3) Cardiology transfers 

Trainees are asked to seek support from senior cardiology trainees at the Queen Elizabeth 

University Hospital (QEUH) for patients not on a primary percutaneous intervention pathway, 

especially if temporary cardiac pacing is required. When Inverclyde trainees do so, cardiology 

trainees at the QEUH have stated that they do not cover Inverclyde and reject the referral. The 

pathway needs to be clarified to ensure trainees are supported in escalating patients. 

 

Non-Medical Staff 

Non-medical staff felt that trainees were well supported. 

 

3.10  Feedback to trainees (R1.15, 3.13) 

 

Trainers 

Trainers said that feedback to trainees was provided at ward rounds and through reflective 

practice on eportfolio. Trainers meet after a night shift and consider whether formal feedback is 

required about any patients managed overnight. Trainers try to use handover as a formal 
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learning opportunity by making this trainee led and seeing patients in the order that trainees 

wish to discuss them. 

 

FY 

FY trainees said that feedback during medical receiving is good. FY trainees commented that 

most consultants provided constructive and meaningful feedback although some can be more 

abrupt in the feedback they provide. 

 

GPST 

GPST trainees considered they get regular informal feedback but limited formal feedback. 

 

CMT 

CMT trainees also considered they get regular informal feedback but limited formal feedback 

but confirmed that post-receiving feedback and access to ACATs is good. The design of the 

consultant rota and timing of ward rounds supports formal feedback during medical receiving. 

 

ST 

STs considered that feedback provided to them is variable. Some consultants are proactive 

and seek out trainees to offer constructive feedback. Trainees reported the rheumatology 

department as a positive experience training environment for feedback. Trainees considered 

that feedback provided by some cardiology consultants could be provided in a more 

constructive way. 

 
3.11  Feedback from trainees (R1.5, 2.3) 

 

Trainers 

Trainers gather formal feedback from trainees at the end of their rotation. However, trainers tell 

trainees at induction to raise any concerns as and when they experience them and not to wait 

until the end of their placement. There is also a chief resident with whom trainees can feedback 

about their training. 

 

 

 



16 
 

FY 

FY trainees stated that they had fed back in a meeting held last week about their experience of 

teaching. FYs were aware of the chief resident role and a junior doctor’s forum. 

 

GPST and CMT 

GPST and CMT trainees said that they could provide feedback to their educational supervisor if 

they wished to and were aware of a newly formed trainee forum which met recently for the first 

time. 

 

ST 

STs added they can provide feedback about their supervisors specifically through the multi-

source feedback tool and were also aware of the newly formed trainee forum. 

 

3.12  Workload/ Rota (1.7, 1.12, 2.19) 

 

Trainers 

Trainers said they had changed the rotas based on feedback from trainees from previous 

years. Trainees are allocated blocks on receiving, and also spend substantial time on the 

wards so to ensure they experience continuity in their training. This year the rota is fully staffed 

which has made the process easier. 

 

Trainers are not aware of any rota issues that may affect patient safety. There was a gap in the 

rota to cover on call at nights and a consultant provided cover for this shift. 

 

FY 

FY1s said it was a good manageable rota. Out of hours is fair and manageable and the rota 

works even if there are a few people on leave. 

 

FY2s commented that their rota can be a bit tighter, especially when there are only three FY2s 

covering three wards. This happens about once every 3 weeks. The stroke ward was felt to be 

very well supported with nurses and consultant access, whereas the rehabilitation ward could 

benefit from more support particularly with more routine tasks such as phlebotomy. 
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FY2s commented that it would be helpful if, during the initial stages of their training, consultants 

routinely spent time with them reviewing patients to build confidence and to ensure patients are 

receiving the best possible care on the wards. 

 

GPST 

GPST trainees said that their workload is variable according to who is on rota. For the past few 

weeks they feel that some wards, particularly G North, have been quite understaffed. 

 

GPSTs get a week-long rota and find out their shifts on a week by week basis. GPSTs said 

they might know a month in advance, however whenever this is the case the rota is subject to 

change due to absence or study leave. Trainees can often be required to provide cross cover. 

GPSTs receive their rotas on a Friday to start on Monday which they find challenging. 

 

GPSTs acknowledged that management were trying their best to fill rota gaps, for example 

caused by long-term sickness and the service has not managed to find cover for this which has 

made night shifts difficult. They are paid extra for additional shifts worked. 

 

CMT 

CMTs said that receiving can be busy. From 9am until 2pm it can be very busy because they 

carry the GP referral phone (which is ‘hectic’), attend deep vein thrombosis clinics, and receive 

referrals from accident and emergency. 

 

Overall, the rota is manageable. One CMT commented that it was one of the best staffed jobs 

they had been in, although acknowledging that this could change at any time leaving the rota 

vulnerable. 

 

CMTs consider that there is a duplication of effort on occasions when they spend the morning 

seeing existing receiving unit patients, and then consultants see the same patients later in the 

day. The timetabling of ward rounds of existing patients has improved recently but multiple 

teams may be involved in the unit for this cohort of patients. 
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ST 

ST trainees were overall happy with the rota, but stated it was ‘fragile’ and dependent on full 

staffing without vacancies. They suggested that the weekend downstream ward cover could 

benefit from an additional staff member. 

 

Overall, trainees felt that there could be improved communications about staffing. 

 

Non-Medical Staff 

Non-medical staff were not aware of any concerns about the rotas of doctors in training that 

may impact on their well-being. 

 

3.13  Handover (R1.14) 

 

Trainers 

Morning handover is structured. It is trainee led with consultant oversight. There is an informal 

handover at 5pm amongst trainees and another formal handover in the evening to the hospital 

at night team. 

 

Handover from receiving to downstream wards is currently undergoing development. 

Trainers advised that 6 to 8 weeks ago they had started to use TrakCare for handover. The 

implementation of TrakCare is improving handover. 

 

Trainees 

Trainees were satisfied overall with the handover processes that take place at the IRH. They 

felt that patients moved from the medical acute receiving ward to the high dependency unit had 

the potential to be missed at handover, but this too had improved with the implementation of 

TrakCare. It was also noted that handover from J North did not involve colleagues from the 

HDU or CCU. 

 

Trainees felt it was unfortunate that the AHPs work from 8pm – 8am; this affects the handover 

of information to the medical staff who start at 9am. Ward nursing staff highlight unwell patients 

to the medical staff on arrival. 
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Handover on a Friday to the weekend team works well and is documented. Handover from the 

receiving unit to the downstream wards is not included in TrakCare. 

 

Non-Medical Staff 

Non-medical staff reported that they have safety huddles but trainee doctors do not attend. 

 
3.14  Educational Resources (R1.19) 

 

The visiting panel noted that improvements were being made and trainees were aware of the 

doctors’ mess which will shortly have computer access. Trainees noted that access to 

computers on G South was limited and was only available at nursing stations but that office 

space was being created for trainees with improved computer access planned. 

 

3.15  Support (R2.16, 2.17, 3.2, 3.4, 3.5, 3.10, 3.11, 3.13, 3.16, 5.12) 

 

There were no issues raised with respect to providing additional support for trainees who may 

require it. This would be the responsibility of the educational supervisor, who may also seek the 

further support of the training programme director. 

 

Non-Medical Staff 

Nursing staff would raise any concerns about the performance of a trainee with their 

supervising consultant. 

 

3.16  Educational governance (R1.6, 1.19, 2.1, 2.2, 2.4, 2.6, 2.10, 2.11, 2.12, 3.1) 

 

Trainers 

Trainers described a local educational lead for core medical trainees and a local coordinator for 

foundation trainees but not a clear local structure for the oversight of medical education. 

 

Trainees 

Trainees were unable to describe any educational governance structure or any local leads for 

education and training. Some trainees were aware of the junior doctor forum. 
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3.17  Raising concerns (R1.1, 2.7) 

 

Trainers 

Trainers expect that trainees would raise concerns about patient safety with their clinical or 

educational supervisor. Concerns about training would be raised with their educational 

supervisor. 

 

Trainees 

All trainees were comfortable about raising concerns with senior colleagues or nursing staff. 

 

3.18  Patient safety (R1.2) 

 

Trainers and Non-Medical Staff 

Trainers and non-medical staff considered that the environment is very safe for patients. They 

acknowledged that boarding is not ideal, but they try to minimise this where possible. 

 

Trainees 

On the whole trainees felt that the environment at Inverclyde is safe for patients. Trainees felt 

that certain aspects of their work requires increased support to ensure the best outcome for 

patients (refer to section 3.9). GPSTs commented that they are often asked about which 

patients can be boarded before they have even conducted the ward round. Trainees receive a 

list of boarded patients every morning from the secretaries. The issue of allocation of 

consultant ownership of patients transferred to HDU after the list is compiled is described 

elsewhere and was a concern for trainees. 

 

3.19  Adverse incidents (R1.3) 

 

Trainers and Non-Medical Staff 

Trainers and non-medical staff said that trainees are encouraged to report adverse incidents 

using the Datix system. 
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Trainees 

Trainees report any adverse incidents through Datix. There was uncertainty about what 

happened as a result of reporting incidents through Datix, although the CMT group recognised 

that local Morbidity and Mortality (M&M) meetings take place every 1-2 months, and that there 

is a hospital wide M&M meeting every 4 months. 

 

3.20  Duty of candour (R1.4) 

 

Trainers and trainees are aware of duty of candour. Trainees considered they would be well 

supported in an incident where things had gone wrong and would discuss incidents with their 

educational or clinical supervisor. Trainers said they lead by example. Non-medical staff were 

not aware of any specific policy but were confident that they were working in a transparent 

environment where everyone is aware of their duty to raise concerns. 

 

3.21  Culture & undermining (R3.3) 

 

Trainers and Non-Medical Staff 

Trainers said they foster a team-based approach. At induction it is made explicit to trainees that 

undermining behaviours are not tolerated at any level. If there are concerns about this, they 

should be raised immediately. 

 

Trainees 

Overall, trainees felt that the environment is a supportive one but felt that some individual 

consultants could exhibit undermining behaviours. Further details of this will be shared with the 

Director of Medical Education outwith this report. 
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4.  Summary 

 

All groups of doctors were asked to rate their overall experience of their placement and the 

average scores are presented below: 

 

Foundation:  Range = 4 - 9, Average = 6.3 out of 10  

CMT:    Range = 7 – 9, Average = 8 out of 10 

GPST:   Range = 4 – 7, Average = 5.6 out of 10 

ST3+:   Range = 5 – 7, Average = 6 out of 10. 

 

The areas requiring improvement noted by the visiting panel in 2016 were: handover, induction, 

rota management, clinic attendance, lack of culture around learning from clinical incidents, and 

some recurring instances of undermining behaviours. 

 

The 2018 visiting panel noted that the rotas appear to have improved and are working well. 

There is a full complement of trainees and consultant vacancies have been filled by locum 

consultants. Clinic attendance has improved as a result of formal timetabled allocations to 

maximise trainee experience. 

 

TrakCare is seen as a positive development which is improving existing handover 

arrangements. It is unfortunate that the gap in the morning between AHP finishing and the 

medical staff starting does not allow formal handover in the downstream wards. There are still 

some ongoing concerns with respect to handover from the HDU and CCU to the out of hours 

teams. 

 

IRH intends to have trainee input to improve its induction process for the future. The 

circumstances around induction this year were unfortunate and IRH should have a contingency 

plan in place to ensure that a structured robust induction can be delivered to trainees and is not 

dependent on a single consultant. 

 

A trainee forum has been established with chief residents facilitating trainees in raising issues 

about training. This is in its infancy but is a positive development to ensure trainees have a 

mechanism by which they can raise concerns about their training. The educational governance 
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of training and clinical leads should be made explicit to trainees. The visiting panel feel that 

more can be done in this respect and also with regards to sharing learning from adverse 

incidents via Datix. 

  
Aspects that are working well: 

• Trainees were generally very positive of their experience of GIM and found their GIM 

supervisors to be supportive and approachable. 

• The rota is currently fully staffed with fewer vacancies than in previous years allowing for 

a manageable workload. The rota also appears to be maximising opportunities such as 

clinic experience. Some trainees described it as the best rotation they had been on. 

• Trainees had good access to study leave. 

• Trainees found it easy to meet with their educational supervisor. 

• The four-month block rotation has improved the continuity of training. 

• A trainee forum has been established with chief residents facilitating trainees in raising 

issues about training, although it was noted that this was in its infancy. 

• Trainees have a doctors’ mess. 

• GPSTs found holding the admissions referral phone helpful to gain perspective on the 

interface between primary and secondary care. 

• Post receiving feedback is excellent with ready access to ACATs. 

• The clinic experience is valued by trainees who reported valuable training opportunities 

and feedback from consultants. 

• CMTs had developed a matrix with consultant support to help maximise practical 

procedure experience and assessments. 

• Handover overall was found to be effective with recent developments including 

electronic transfer of information on TrakCare. 

 

Aspects that are working less well: 

• Larkfield - Trainees describe delays in ward staff recognising the clinical deterioration of 

patients, difficulties in clarifying escalation plans and ceilings of treatment  including 

resuscitation decisions with supervising consultants, and the lack of consultant support 

even when directly approached for help. 

• High Dependency Unit (HDU) - There is no consultant ownership of the HDU as a whole 

and the day to day running of the unit is left to weekly rotating FY1 trainees who 
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describe feeling isolated and concerned about the safety of patients in the unit. Patients 

may be admitted without clear consultant ownership if transferred after the morning lists 

have been made up. This leads to delays in clinical assessments by senior decision 

makers. Medical middle grade staff are used to make decisions on surgical patients 

because of difficulties in contacting members of the surgical teams involved. 

• Cardiology transfers - Trainees are asked to seek support from senior cardiology 

trainees at the QEUH for patients not on a primary percutaneous intervention pathway, 

especially if temporary cardiac pacing is required. When Inverclyde trainees do so, 

cardiology trainees at the QEUH have stated that they do not cover Inverclyde and reject 

the referral. The pathway needs to be clarified to ensure trainees are supported in 

escalating patients. 

• Induction had failed this year and trainees described it as ‘chaotic’. Whilst 

acknowledging the unfortunate circumstances that led to this, the hospital should have a 

contingency plan in place to ensure that a structured robust induction can be delivered. 

Trainees would appreciate the opportunity to be involved in developing and refining the 

induction process. 

• Although there are regular educational meetings, these are not bleep free and trainees 

would appreciate targeted teaching to their needs and which is mapped to their 

curricula. 

• Trainees have found the VC link to regional teaching to be unreliable and have to ask for 

it to be provided. 

• Trainees refer to themselves as SHO. 

• Trainees did not recognise a local educational governance structure and were unable to 

identify local leads for education and training. 

• Access to some practical procedures including central line insertion and chest drains is 

difficult. 

• Senior staff described a boarding policy; however, this was not widely recognised by 

trainees. 

• Handover between the overnight team and the day doctors for the downstream wards is 

affected by the gap from 8am when the nurse practitioners finish until 9am when the 

medical staff start. This handover may be improved by the implementation of TrakCare, 

which was seen to be a positive development. 
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• The details of the undermining allegations will be shared with the Director of Medical 

Education. 

 

Is a revisit required? 

 

Yes No Highly Likely Highly unlikely 

 

5.  Areas of Good Practice 

Ref Item Action 

5.1 Post-receiving feedback with good access to 

ACATs. 

None 

5.2 Trainee forum with chief resident model. None 

5.3 Doctors’ mess. None 

5.4 Formal timetabled allocation of core trainees to 

clinics. 

None 

5.5 Procedural skills matrix mapping trainee 

requirements and opportunities. 

None 

5.6 Additional local foundation teaching sessions. None 

5.7 Weekday to weekend handover using Trakcare. None 

 

6. Areas for Improvement 

Ref Item Action 

6.1   
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7.  Requirements - Issues to be Addressed 

Ref Issue By when Trainee 

cohorts in 

scope 

7.1 Those responsible for educational 

governance must investigate the allegations 

of undermining behaviours, and if upheld, 

put in place an appropriate action plan to 

address these concerns. 

Immediately All 

7.2 HDU - Clarity should be provided to trainees 

around the consultant responsibility for HDU 

patients. 

Immediately FY, GPST, 

CMT 

7.3 Larkfield unit - Trainees describe difficulties 

in clarifying escalation plans and ceilings of 

treatment  including resuscitation decisions 

with supervising consultants, and the lack of 

consultant support even when directly 

approached for help.  

Immediately FY, GPST 

7.4 Cardiology transfer – Escalation pathway 

needs to be clarified to ensure trainees are 

supported in escalating patients. 

Immediately All 

7.5 There must be robust arrangements in place 

to ensure the tracking of all boarded patients 

and to support regular review by a 

Consultant. 

Immediately All 

7.6 The training opportunities provided to 

GPSTs must be tailored to their needs and 

must be equitable to other cohorts. 

19 August 

2019 

GPST 

7.7 There must be an educational governance 

process that links training delivery in the 

IRH, to NHS GG&C’s Board. Trainees must 

be aware of this. 

19 August 

2019 

All 



27 
 

7.8 All trainees must have timely access to IT 

passwords and system training through their 

induction programme. 

19 August 

2019 

All 

7.9 Departmental induction must be provided 

which ensures trainees are aware of all of 

their roles and responsibilities and feel able 

to provide safe patient care. Handbooks 

may be useful in aiding this process but are 

not sufficient in isolation. 

19 August 

2019 

All 

7.10 A process must be put in place to ensure 

that any trainee who misses their induction 

session is identified and provided with an 

induction. 

19 August 

2019 

All 

7.11 There must be active planning of attendance 

of doctors in training at teaching (including 

bleep-free attendance) events to ensure that 

workload does not prevent attendance. 

19 August 

2019 

All 

7.12 All references to “SHOs” must cease.  The 

“Say No to SHO” programme must be 

adopted, with all staff involved. 

19 August 

2019 

All 

 

 
 


