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1. Principal issues arising from pre-visit review  

 

A visit was confirmed for all levels of trainees within the Neurology department at the Queen 

Elizabeth University Hospital (QEUH) on 30 November as an output of the annual deanery 

quality review panel (QRP) in 2016 for medical specialties. The visit brought to light several 

training issues, which led to the panel making 8 requirements to improve training at the QEUH.  

 

A revisit took place on 26 June 2017 to assess progress made. While improvements were 

noted, the panel found the following matters to be addressed: 

• Lack of consultant support within the physically disabled rehabilitation unit (PDRU) and 

handover during the out of hours period. 

• Datix needed to be included in induction. 

• The escalation process from PDRU to general medicine required review, with the need 

for an agreed escalation policy to be put in place. 

• The quarterly frequency of the neurology morbidity and mortality (M&M) meetings 

required review (some trainees potentially had no experience of the M&M meeting as 

they will have rotated to a different specialty before the meeting was scheduled to take 

place). 

• Access to suitable clinic space.  

• Phlebotomist cover. 

• Handover needed to be refined and recorded on Trakcare to allow prioritisation of 

clinical tasks. 

• Arrangements for elective patients requiring central line insertion required improvement. 

• The cover for the dermatology unit (neurology trainees provided cover for this unit whilst 

on call) appeared to be inappropriate and had potential to cause a delay in a cardiac 

arrest response to the neurology ward by the neurology trainees. 

• The neurology specialty posts were not mapped against the curriculum to make sure 

that all trainees had access to appropriate training opportunities throughout their clinical 

rotation.  

 

The Director of Medical Education (DME) provided an action plan responding to the above 

requirements.  
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The below table indicates areas that may require improvement according to trainee responses 

from the most recent data sources: 

• NTS = National Training Survey (2017) 

• PVQ = Pre-Visit Questionnaire (2018) 

• STS = Scottish Training Survey (2018). 

 

Issue Foundation and Core ST3+ Cross reference to 

section  

Induction   NTS 3.1  

Adequate Experience  PVQ NTS 3.5 

Clinical Supervision 

+OOH 

 NTS 3.9 

Feedback PVQ PVQ, NTS 3.11 

Handover  PVQ (HaN) 3.13 

Educational 

Governance 

 NTS 3.16 

Overall Satisfaction  NTS 4 

 

2.  Introduction  

 

Neurology is a national programme with trainees currently in 4 sites across Scotland. This 

report relates to the training in the west of Scotland. The purpose of the deanery visit was to 

find out what improvements have been made since the last visit, what is working well, and also 

to highlight any challenges or issues, which with the support of the deanery, can be resolved in 

the future.  

 

A summary of the discussions has been compiled under the headings in section 3 below. 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. 
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3.1 Induction (R1.13) 

 

Trainers:  

 

Trainers confirmed that all trainees received both a site and hospital induction. A one-to-one 

‘catch up’ induction was arranged for those who were unable to attend the scheduled induction 

day. 

 

Induction included information about the neurology department, dermatology, the spinal unit, 

anaesthetics, and lumbar puncture simulation. Trainees were provided with an induction 

booklet that describes the different job roles within the department and photos of consultants. 

Registrars are responsible for updating and distributing the induction booklet. 

 

From August this year, induction will also include a face to face meeting with the local 

educational lead for the neurology programme in the west and some specialty trainees. 

Information will be provided about the responsibilities and duties of the on call registrar; and 

induction will also include common presentations and how to deal with them. 

 

Foundation and Core Medical Trainees: 

 

FY and ST1 trainees described a good 1-day department induction led by a neurology registrar 

present throughout the day. They had also met with the lead of each relevant unit (ambulatory 

care, spinal injuries, PDRU, dermatology), and the pharmacist.  

 

Some trainees felt that the pharmacist input into induction could be improved to help with the 

responsibility of prescribing using an unfamiliar system and dealing with more complex 

medications for the first time.  

 

Hospital induction could be improved with more thorough information on the Trakcare system 

(this had not been used by trainees in previous jobs), and further information on what is 

expected of junior doctors when covering dermatology and the PDRU out of hours. 
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Specialty Trainees: 

 

Specialty trainees confirmed both hospital and departmental induction. Induction was felt to be 

good, but could be improved with specific information about clinics and how to organise clinic 

experience. Specialty trainees were involved in induction and put together presentations. They 

also wrote the handbook last year and have continued to update it as induction becomes more 

formalised. 

 

Non-medical staff: 

 

Non-medical staff confirmed induction for trainees. They felt more could be included about the 

practical aspects of the job (personal protective equipment, sharps, used equipment, hand 

hygiene). 

 

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

 

Tuesday Led by consultant of the week, who usually focuses 

teaching on his or her own subspecialty. 

Wednesday (11:00 am–12:00 pm) 

 

Wednesday (12:30pm–13:30pm) 

Department academic teaching 

 

A case based discussion led by one of the registrars. 

There is a coordinator who creates a schedule and 

allocates slots to trainees. 

Thursday X- Ray meeting 

 

Foundation and Core Medical Trainees: 

 

FY and ST1 trainees stated that Tuesday teaching sessions were good, but could benefit from 

a more formal approach. Topics for a Tuesday were chosen ad hoc by the consultant of the 

week. There had been little input from trainees about what they might want to learn (although 

some consultants were noted to have asked for suggestions). Compared with other units that 

have junior doctor specific teaching, FYs and ST1s felt that Tuesday teachings were often not 
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relevant to them. X-ray meetings were interesting, but again not particularly relevant for FYs 

and ST1s. 

 

By contrast, trainees said Wednesday teaching sessions were well organised and had clear 

objectives and key learning points. 

 

Specialty Trainees: 

 

Specialty trainees appreciated Tuesday teaching and said the quality of teaching is excellent. 

They confirmed that the Tuesday teaching was ad hoc, but felt that it was suitable to their 

curriculum. Specialty trainees also appreciated the reinstatement of x-ray meetings. 

 

There were no issues raised about regional teaching for any cohort of trainees. Regional 

teaching is organised by one of the registrars and is scheduled into the rota so that it is 

allocated fairly.  

 

Non-medical staff: 

Non-medical staff support doctors in training so that they can attend teaching. All trainees 

attend teaching at the same time, and Non-medical staff felt that this can impact on patient 

flow. 

 

3.3 Study Leave (R3.12)  

 

There are no challenges supporting study leave. 

 

Specialty Trainees: 

 

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

 

Trainers: 

 

The local education lead allocates educational supervisors to trainees. Trainers felt that there 

were not enough educational supervisors in the department. Most trainers interviewed were 
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responsible for the supervision of 2 trainees, whereas the local educational lead was 

supervising 4 trainees. This does not impact on training, but these trainees may feel that their 

educational supervisor is less accessible. In August there will be 2 more educational 

supervisors within neurology.  

 

Trainers consider that the 9:1 contract is a potential barrier for new consultants taking on the 

educational supervisor role. This problem was not unique to neurology, but was likely to be a 

board-wide issue with most new consultants being appointed to the 9:1 contract. It would be a 

positive step if new consultants could take on the educational supervisor role and have 

additional time allocated in their job plans for such activity. 

 

Trainers had completed the requirements for the Recognition of Trainers programme. New 

consultants on the 9:1 contract might not have time to complete training. Both national and 

local training events take place but new consultants find it difficult to attend. 

 

Trainees (all): 

 

All trainees confirmed having met with their educational supervisor. There were no issues 

raised about the availability of the educational supervisor, or the quality of support. 

 

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

 

Trainers: 

 

Trainees can achieve the requirements for their curricula. Trainers said that trainees will report 

access to clinics as an issue, because there were not any available clinic spaces. Trainees 

achieve the mandatory 2 ½ clinics per week, but mainly observe consultants in clinics. More 

experienced trainees are more proactive about accessing clinics.   

 

Foundation and Core Medical Trainees: 

 

FYs and ST1s gain adequate experience in the investigations unit (ward 68) because they 

have the opportunity to review patients and have good exposure to lumbar punctures. Trainees 
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comment that ward 67 does not benefit their training because there is little opportunity to see 

patients first hand: registrars see the patients coming in to the ward and FYs and ST1s are not 

included as part of the assessment team. FYs and ST1s describe learning about how to 

manage patients by looking retrospectively at the care of patients on the wards.  

 

80% of work was felt to be service based tasks (discharge letters, taking bloods and 

prescribing), whereas only 20% was of educational value. One trainee alleged they were told 

that department would struggle to provide training in this block. Trainees said there was no 

distinction between their roles (between FY2 and ST1). Trainees commented on the lack of 

clinic space and would like to see patients in clinic themselves with consultant oversight, rather 

than watching the consultant. Time spent with the physiotherapist was informative. 

 

FYs and ST1s sometimes feel uneasy about prescribing. To improve this, more information on 

subspecialised drugs, such as Methotrexate and biologic agents, and information on the 

electronic prescribing system, could be provided at induction. FYs and ST1s said their role in 

prescribing is to decide whether the patient is fit to receive their medication at any given time, 

The decision to prescribe a given medication has already been made by a consultant, although 

the dose and supporting details provided in writing varies depending on the consultant 

involved.  

 

Specialty Trainees: 

 

Specialty trainees confirmed a good mix of core experience and subspecialty experience in 

neurology. Trainees thought that how to get experience in subspecialties (for example, neuro-

paediatrics) could be better signposted as trainees were initially unsure who to contact to gain 

such experience. This information could be provided at induction. 

 

Trainees would like a more formal timetable for clinics and it would be helpful if they were 

notified of any available clinics. Trainees told us they spend a lot of time trying to negotiate 

access to clinics. 
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Non-medical staff: 
 

Non-medical staff confirmed good experience for trainees. When asked about the prescribing 

concerns raised by junior trainees, non-medical staff stated that they would expect the FY/ST1s 

to seek advice from the training registrar or consultant if they had any concerns about 

prescribing. They did not consider there was any pressure coming from nurses, and if a trainee 

did feel this way they would expect them to raise it via an appropriate channel. 

 

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

 

Quality improvement and audit projects were supported and this was confirmed by all cohorts 

interviewed. 

 

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

 

Trainers: 

 

Clinical supervision is available to all trainees, including out of hours. The previous issues 

around the potential for trainees to act out with their experience in the PDRU have now been 

resolved by recruiting a supervising consultant, and with the implementation of a new 

admissions policy. There has been no negative feedback from trainees. 

 

Foundation and Core Medical Trainees: 

 

FYs and ST1s receive supervision from the registrars on the wards. The consultant of the week 

model is positively received. FYs and ST1s do not often work on the PDRU and if there was an 

issue they would contact the medical registrar or the neurology consultant. FYs and ST1s 

predominantly ask registrars complete their assessments. 
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Specialty Trainees: 

 

Specialty trainees praised the consultant of the week model. Not only has it improved patient 

safety (there is now an on call person available in the building, whereas previously this was not 

the case), it has also provided better opportunities for trainees to complete workplace based 

assessments as trainees now have access to a consultant for advice and the consultant can 

help with admissions and carry out case reviews with trainees. A more structured timetable for 

the consultant of the week could improve the existing model so that trainees are not faced with 

variation. There were no problems reported with supervision out of hours. 

 

Non-medical staff: 

 

Trainees are well supported on the ward. It is a busy, fast paced environment. The consultant 

of the week programme has substantially increased the support available to trainees, although 

there is variability in the visibility of the consultant of the week. Non-medical staff understand 

that trainees are at different levels of training and said that they have a good conversation with 

them at the start of placement to find out their work history and past experiences so they can 

manage how to best work together as a team. 

 

A phlebotomist is available to take bloods Monday to Friday. The department is currently 

looking at appointing another phlebotomist for additional support. 

  

3.8. Feedback to trainees (R1.15, 3.13) 

 

Trainers: 

 

There are no issues around formal feedback. Trainers acknowledged that trainees might wish 

to receive more regular informal feedback. Trainees receive feedback at ward reviews. 
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Foundation and Core Medical Trainees: 

 

FYs and ST1s receive feedback and have assessments completed by the registrars. They can 

also take part in ward round where good clinical discussion takes place. Consultant feedback is 

scant, although they do receive consultant input at teaching forums. 

 

Specialty Trainees: 

 

Specialty trainees reported no problems around feedback although they did suggest that there 

are some consultants who they would not approach for assessments. 

 

3.9. Feedback from trainees (R1.5, 2.3) 

 

Trainers: 

 

Trainees are asked for feedback at induction. The local programme lead holds a monthly 

meeting with trainees where trainees can pass on relevant issues.  

 

Foundation and Core Medical Trainees: 

 

FYs and ST1s could not think of any formal opportunities within the department to provide 

feedback about their training. 

 

Specialty Trainees: 

 

Specialty trainees described the monthly meeting with the local programme lead at which they 

could provide feedback about their training. 

 

Non-medical staff: 

 

Non-medical staff provide on the job day to day feedback to trainees and also take part in 360º 

assessments. 
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3.10. Workload/ Rota (1.7, 1.12, 2.19) 

 

The rota is organised by a registrar. 

 

There are currently 2 gaps in the rota. This does not affect patient safety but can impact on 

training. Overall the rota is well managed and often internal locums are sought to fill gaps. 

 

3.11. Handover (R1.14) 

 

Trainers: 

 

Trainers said that registrar handover is much more structured than what it used to be. A ward 

list is printed off from the computer and each patient is reviewed. The handover at night is 

multidisciplinary and includes a maxillofacial trainee and an anaesthetist.  

 

Handover from the weekend to the weekday is difficult for the trainee working on the on call 

weekend shift. As the trainee has the following Monday off, this trainee relays information by 

telephone to the weekday team. 

 

Trainees (all): 

 

Trainees all confirmed an improved handover process than previous years, although FYs/ST1s 

felt that registrars could provide better handover to them. 

 

Non-medical staff: 

 

Non-medical staff also confirmed thorough handover. They have not experienced any issues 

with doctors handing over sick patients. Medical staff are also encouraged to attend the daily 

huddles. 
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3.12. Educational Resources (R1.19) 

 

Trainees: 

 

Trainees report good access to computers in the learning centre and appreciated lumbar 

puncture simulation at induction. Induction is held at the learning centre. There is Medlink 

subscription.  

 

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

 

Trainers: 

 

Trainers with concerns about a trainee would contact the local programme lead for support. If 

external input is required, the matter would first be escalated to the national training 

programme director, who may also consider involving the deanery’s performance support unit. 

 

Trainees: 

 

Trainers approach their clinical or educational supervisor for support. They also recognise the 

role of the designated pastoral care consultant for those who may require occupational support. 

 

Non-medical staff: 

 

Non-medical staff expect that trainees would raise any concerns to their supervisors. 

 

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

 

Trainers: 

 

There is a 3-monthly educational governance meeting held with the director of medical 

education and all department leads. There is also a general education manager providing 

support. 
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Foundation and Core Medical Trainees: 

 

Trainees were not aware of any forums or committees but would feedback to their educational 

supervisor about any training issues.  

 

Specialty Trainees: 

 

Trainees were not aware of any formal governance at the hospital, although did refer to 

‘informal meetings’ with the local education lead. They also meet informally amongst 

themselves daily. 

 

3.15 Raising concerns (R1.1, 2.7) 

 

Trainers: 

 

Educational supervisors would be the first point of call if trainees wished to discuss an adverse 

incident. 

 

Foundation and Core Medical Trainees: 

 

Trainees said they would speak to their supervisor if they had any concerns about patient 

safety. They could also speak with neuro ITU or neuro anaesthetics, or a charge nurse, subject 

to the nature of the concern. If their concern is a systemic issue they would contact their 

educational supervisor. 

 

Specialty Trainees: 

 

Specialty trainees said they would speak to the attending consultant or the charge nurse to 

raise concerns.  

 

Trainees spoke of improved transfer documentation. There is now a checklist of questions to 

determine how unwell a patient is before agreeing to transfer them to the QEUH.  
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Non-medical staff: 

 

If there was an immediate concern about patient safety arising from a trainee’s practice, non-

medical staff would have no problems intervening to prevent harm. They would also raise the 

matter with the trainee’s supervisor. 

  

3.16 Patient safety (R1.2) 

 

Trainers: 

 

There are 21 beds on the ward and 33 consultants, so there are no concerns with respect to 

patient safety. Nurses have a safety huddle in the morning and there is a unit huddle for the 

whole department in the afternoon huddle. There are no boarded patients. 

 

The issue regarding central lines has deteriorated. The proposed solution at the time was to 

approach the department of neuro-anaesthetics to provide this service; however, as the 

requirement for the number of central lines within the department has increased, this support 

has been withdrawn. The Golden Jubilee Hospital (Scottish pulmonary vascular unit) and other 

departments have been approached for support, however efforts have been unsuccessful. 

 

Foundation and Core Medical Trainees: 

 

Patients on ward 67 are sometimes cared for in ward 68. On rare occasions patients could be 

boarded to the neurosurgical ward.  

 

Specialty Trainees: 

 

Specialty trainees confirmed that there are occasional boarded patients, but these are kept to 

neurosurgery. They are responsible for caring for boarded patients. One specialty trainee is 

skilled in inserting central lines and is currently providing the service. This has the potential to 

impact on training.  
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Non-medical staff: 

 

Non-medical staff stated that neurology was a safe environment for patients. They confirmed 

previous comments about boarded patients and safety huddles taking place daily. There were 

no concerns with respect to patient safety.  

 

3.17 Adverse incidents (R1.3) 

 

Trainers: 

 

Adverse incidents are reported via Datix. These are discussed at the 3-monthly M&M meetings 

that are multidisciplinary (for example, doctors of different specialties, physiotherapist, nurses, 

pharmacist and service managers) and which is run by a senior trainee with consultant support. 

An appropriate action plan follows. If it is an issue with a trainee’s performance then the local 

educational lead would discuss this with the trainer’s educational supervisor, and the 

educational supervisor would discuss the matter with the trainee. Trainers reported that M&M 

meetings are evolving, and felt that it could be better supported by management. Attendance is 

voluntary.  

 

Foundation and Core Medical Trainees: 

 

Trainees feel supported by their supervisors and would report any incidents to them. All 

trainees knew about Datix as this was covered at induction. Trainees were aware that Datix 

submissions are discussed at unit operational management level. One trainee had raised a 

Datix but had not yet received feedback about the outcome. 

 

Specialty Trainees: 

 

Specialty trainees were also fully aware of Datix and the process following a Datix submission. 

Trainees reported that perhaps more could be done to audit changes and assess their impact. 
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Non-medical staff: 

 

Non-medical staff report adverse incidents to the charge nurse or clinical services manager. 

Nurses are involved in the review of Datix cases. A meeting is held to determine whether the 

incident should be reported as a significant clinical incident, and appropriate actions would 

ensue.  

 

3.18  Duty of candour (R1.4) and 3.21 Culture & undermining (R3.3) 

 

Trainers and trainees all confirmed working in a supportive and friendly department. There 

were no specific incidents or concerns raised about undermining or bullying. All understood 

their responsibility to raise concerns and would feel supported doing so. 

 

Non-medical staff: 

Non-medical staff stated that neurology is a very open and honest working environment. They 

were very positive about the doctor’s room and how this helps with flow of communication and 

accessibility of doctors to nurses. Non-medical staff had not witnessed any undermining or 

bullying behaviours. If there were any, they were confident that these would be handled 

appropriately according to corporate policy.  

 

Non-medical staff concluded that there is an engaged consultant body within neurology at 

QEUH who care about training. Service managers are trying to drive change forward. 

 

4. Summary  

 

Significant action has been taken at QEUH to address the requirements identified by the last 

visit panel. Many of the previous requirements have now been addressed (refer to ‘aspects that 

are working well’ below). There is improved support for trainees, both during the day and out of 

hours, and we commend the improvements made to address patient safety concerns.  

 

The insertion of central lines remains an issue. This is not a requirement for training but is a 

service issue that must be addressed to ensure that this does not impact on trainees who are 

competent in this skill. 
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The lack of time in job plans for trainers may impede the delivery of training and this should be 

explored. We recommend recognition of the local educational lead role and consider that local 

informal arrangements to support training should be formalised (refer to ‘aspects working less 

well’ below). 

 

FY and ST1 trainees feel their role is heavily weighted towards service provision rather than 

training (80/20). Measures will need to be undertaken to improve their training experience.  

 

The persistence of training concerns over a prolonged period prompted consideration as to 

whether there would be benefit in escalating to the GMC’s enhanced monitoring process, but it 

was clear to the panel that significant improvements had been made. Trainees also reported an 

improved training experience. Therefore, it was the view of the panel that progress from here 

could be monitored by updates to the deanery. 

 

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

average scores are presented below: 

 

FY and ST1     = 5  

ST3+ trainees   = 7.8 

 

Aspects that are working well: 

• Consultant of the week model is now embedded: this has had a positive impact on 

teaching, on patient safety, and increased consultant visibility for trainees. 

• The previous issues around the PDRU have improved with a new admissions policy and 

recruitment of a supervising consultant. 

• Teaching has improved with the involvement of the consultant of the week and the 

reintroduction of a formal X-ray meeting, which trainees find informative. 

• The 3-monthly M&M meeting appears effective along with the Datix case review 

committee which benefits from specialty trainee involvement.  
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• Induction works well and the junior trainees (FY2 and core level) particularly appreciate 

the lumbar puncture simulation. The involvement of senior trainees in updating the 

induction materials is commended. 

• Study leave and access to regional teaching is good. 

• Specialty trainee handover with a shared ward information list is robust and safe. 

• Supportive environment. 

• Pastoral consultant role recognised by trainees.  

• Manageable workload. 

 

Aspects that are working less well: 

• Lack of time in job plans for supervision. The 9:1 contract is impeding the willingness of 

new trainers to be involved in trainee supervision and this appears to be a board wide 

issue. 

• Central line insertion – this is dependent on the availability of one specialty trainee who 

is competent but this is a service issue requiring a permanent solution rather than a 

training deficit. Neurology trainees are not usually expected to maintain competence in 

central line insertion and alternative appropriately skilled staff are required to fulfil this 

role. 

• Lack of formal recognition of the role of the local education lead for specialty trainees. 

• Lack of clinic space in QEUH and formal allocation to outpatient activity for specialty 

trainees. 

• Lack of formal signposting to subspecialty experience and structured allocations for 

subspecialty experience for specialty trainees. 

• Balance of service versus training for FY2 and ST1 grades with a lack of opportunity to 

assess patients and receive feedback on performance. 

• FY2 and ST1 prescription of complex drugs requires additional induction support. 

• Lack of specific targeted FY2 and core level teaching relevant to their curriculum.  
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Is a revisit required? 

 

Yes No Highly Likely Highly unlikely 

 

5.  Areas of Good Practice 

Ref Item Action 

5.1 Consultant of the week model None. 

5.2 New formal consultant led teaching 

sessions 

None. 

 

 

6. Areas for Improvement 

 

Ref Item Action 

6.1 Lack of time in job plans for supervision. It was 

indicated to the visit panel that the 9:1 contract is 

impeding the willingness of new trainers to be 

involved in trainee supervision and this appears to 

be a board wide issue that requires exploration. 

To be taken forward by the 

DME. 

6.2 Lack of formal recognition of the role of the local 

education lead for specialty trainees. 

6 months 

 

7. Requirements - Issues to be Addressed 

 

Ref Issue By when Trainee cohorts 

in scope 

7.1 The unit must make arrangements for safe central 

line insertion for those patients who require it when 

doctors in training lack the procedural skill. 

Immediately Central line 

insertion should 

not fall on 

neurology 

trainees and is a 

service issue 
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that must be 

addressed 

7.2  The department must address the balance of 

service versus training for FY2 and ST1 grades. It 

must create opportunities for FY2 and ST1 grades 

to assess patients and receive feedback on 

performance. 

6 months FY2 and ST1 

7.3 The department must provide training on the 

prescription of complex drugs for FY2 and ST1 

trainees. 

6 months FY2 and ST1 

7.4 The department must provide specific targeted FY2 

and core level teaching relevant to their curriculum.  

6 months FY2 and ST1 

7.5 The department needs to signpost subspecialty 

experience for specialty trainees at induction, and 

have structured allocations within rotas for 

subspecialty experience for specialty trainees. 

6 months ST3+ 

7.6 Trainees should have access to sufficient clinics of 

appropriate variety to enable them to meet their 

training and curriculum requirements. This applies 

to FY2, ST1 and ST3+ level. 

6 months FY2, ST1, ST3+ 
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