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1. Principal issues arising from pre-visit review  

 

The NTS and STS data was positive for Gartnavel Royal Hospital overall with all white flags 

for Core trainees, 8 green flags for General Psychiatry trainees, 6 green and 1 light green flag 

for GP trainees. However, there were several pink flags in FY for induction, teamwork, 

curriculum cover and educational governance. 

We received limited numbers of completed PVQs from trainees and there were differing views 

on these for both foundation and GP levels. On the whole these were all positive with no 

particular areas highlighted for concern. 

 

There is an open GMC Deanery Report entry which arose from the 2016 freetext comments 

and raised concerns regarding undermining and bullying at the site. 

 

2.  Introduction  

This is a scheduled visit as part of the Deanery’s five-year plan to visit each unit delivering 

training once every five years. The visit team will take the opportunity to gain a broad picture 

of how training is carried out within the department and to identify any areas of innovation or 

good practice for sharing more widely. The visit provides an opportunity for trainees and staff 

within the unit/department to tell the Deanery what is working well in relation to 

training; and also, to highlight any challenges or issues, the resolution of which could 

be supported by the Deanery.  

Gartnavel Royal Hospital has six psychiatry inpatient wards with approximately 150 beds and 

covers a range of specialties. 

3.1 Induction (R1.13) 

 

Trainers: The panel were advised that induction is held over a period of two days with multi 

professional speakers and a site tour. Induction is for all levels of trainees and runs several 

times a year at change over. The Rota is designed so new trainees are not scheduled for out 

of hours at the beginning of training to limit them missing the induction sessions. There is an 

electronic handbook to accompany the sessions. Trainees are asked to provide feedback 

following the sessions and adjustments have been made to the sessions and handbook 

following trainee feedback. 
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FY and GP Trainees: The trainees confirmed they had all attended a formal hospital 

induction and a more informal introduction at community sites. They felt the induction was 

good and covered a variety of topics including a tour and talks including role of junior doctor, 

medical emergency process, referral process, rota and Child and Adolescent Mental Health 

Services (CAMHS). The only suggested improvement was more emphasis on the admission 

referral/on call process, this is covered but is particularly complicated so could be more in-

depth. 

 

Core Trainees: The trainees all confirmed they had attended an induction and felt it met their 

needs. Trainees advised they are asked for feedback on the induction sessions and their input 

is valued. 

 

Higher Trainees: The trainees confirmed they had all attended induction and felt it was of a 

good standard. They advised there were additional sessions just for higher trainees and they 

did not think there was anything additional that was required. We were told that last year the 

induction did not occur until approximately a month into the post, but feedback had been taken 

on board and this years was at the start of the program. They confirmed that the rota is 

configured so trainees who have already been at the site cover the initial OOH rota sessions. 

 

Non-Medical Staff: Several senior charge nurses confirmed they run sessions at the 

induction including a safety session and medical emergency training. They felt there was still a 

lack of understanding of the nurse’s role and the Scottish Patient Safety Programme following 

induction. 

 

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

 

Trainers: Local teaching takes place on alternate Thursday mornings in term time. It 

comprises two half hour sessions where consultants and trainees have the opportunity to talk 

with discussion following. The sessions are well attended by consultants and trainees. The 

teaching program is coordinated by the site educational supervisors.  

 

FY and GP Trainees: The trainees confirmed local teaching takes place on alternate 

Thursdays and is attended by all levels. The training was described as being of a high 

standard and “some of the best” they had experienced. There are no clinics scheduled for 

Thursdays but there is one duty doctor on call. We were told of an instance where the same 

trainee was scheduled on call for up to half the training sessions (this is a recommendation 
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but should not be in this part of text). All levels of trainees attended regional teaching on a 

regular basis with no impediments.  

 

Core Trainees: The trainees confirmed that both local and regional teaching is held on 

Thursdays and no clinics are scheduled for this day. They advised there is one doctor on call, 

but this is occasional and does not prevent them attending the majority of sessions. They felt 

the training was well prepared and relevant with good consultant input. Training was 

described as better than they have received at other sites. They felt the simulation training at 

the regional training was good. 

 

Higher Trainees: The panel were advised that the local training was well attended, had good 

consultant input and allowed opportunity for “quality discussion”. They felt it was easy to 

attend training as there was a general awareness that Thursdays were teaching days and 

apart from occasional on calls and emergency cases there were no barriers to attendance.  

 

Non- Medical Staff: The panel was advised that Thursdays were teaching days and nurses 

would try to limit contacting trainees to allow them to attend. 

 

3.3 Study Leave (R3.12)  

 

Trainers: Trainers advised there were no known issues with trainees getting study leave. 

 

Trainees: All levels of trainees had no issues obtaining study leave. 

 

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

 

Trainers: The educational supervisors receive details of new trainees around June and they 

are all assigned a clinical supervisor and split between two educational supervisors. For 

issues with core trainees, the trainers would receive information if there were known concerns 

about a trainee as they have a good relationship with colleagues in other units and TPDs. 

However this information is more difficult to achieve for GP trainees as the unit receives 

trainees from four different areas. The trainers felt it would be helpful to receive one 

centralised list. All supervisors have access to training and time in their job plan for supervisor 

roles. 

 

Non-Medical Staff: It was felt the trainees are all aware who to contact for support and the 

level of support they receive is helpful to their training. 
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Trainees: All levels of trainee met with their educational supervisor at the start of their 

placement, at midpoint and at completion of training. 

 

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

 

Trainers: The panel were told that all trainees meet with their supervisor at the start of their 

placement to set up a development plan and discuss their expectations. All trainees receive 

one hour protected supervision per week and their progress is monitored at these sessions. 

GP and Foundation trainees have regular meetings with their tutors to monitor their progress.  

It was felt trainees do not have problems achieving their competencies as they have a broad 

range of exposure and enough flexibility within their training to achieve them all. Trainers felt 

there was a good balance between education and service as the trainees have extensive 

access to informal learning as well as formal teaching.  

 

FY and GP Trainees: The trainees felt the training experience at this site was good and that 

the focus was on training rather than service provision. They told the panel they are given 

sufficient time with the patients to learn and they have not been faced with situations that have 

made them feel out of their depth. The trainees advised they had all been assigned to clinics 

and had shadowed for two weeks before seeing patients with supervision. There were no 

competencies they felt they would struggle to achieve and had received support for their 

ARCP. Trainees felt on call duties were more weighted towards service provision as there is 

less support for bloods and ECGs out of hours, but as this was not their main role they felt this 

was not an issue. 

 

Core Trainees: Overall the core trainees felt the training experience was good at the site. 

There was one post that was felt to be too busy and involved covering three wards (one IPCU 

and two rehabilitation wards). Due to the workload and limited variety of cases it was felt it 

was difficult to achieve their competencies in this post. All core trainees attended clinics and 

felt there was a good balance between training and non-educational tasks with less of a 

balance whilst on call. 

 

Higher Trainees: The higher trainees felt the workload was appropriate and they were on 

track to fulfill all their competencies. They felt the balance was right between training and 

fulfillment of non-educational tasks. It was noted that it can be difficult to get a long case for 

special interest and the trainees need to source a psychotherapy case, however we were 
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advised that staff at the centre are very helpful and this can be achieved if the trainee takes 

the initiative to approach them. 

 

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

 

Non- Medical Staff: Staff advised they are asked to complete 360 degree feedback for the 

trainees and that joint assessments with the crisis team are mandatory on the wards. 

 

Trainers: The trainers felt the trainees were aware of what they need to achieve and talk it 

over with their supervisor at clinical supervision sessions. They were not aware of any 

trainees who were struggling to meet their assessments. The trainers had access to training 

for workplace-based assessments but there is no benchmarking in place. 

 

Trainees: All levels of trainees advised the panel that it was easy to complete their 

assessments and they felt the assessments were fair and consistent.  

 

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

 

Non- Medical Staff: Some senior nursing staff are involved in local teaching and they felt the 

nurses contribute to on the job learning opportunities. 

 

Trainers: The local teaching program involves multi professional sessions including pharmacy 

and the hospital chaplain. Trainers felt there were many opportunities for multi professional 

learning especially within community roles. 

 

FY and GP Trainees: Trainees advised there are many opportunities for multi professional 

learning including weekly MDT meetings and attending home visits with the Old Age team. 

 

Core Trainees: The panel were advised there are many opportunities for multi-professional 

learning including visits with the CPN and social work team. We were told there are sessions 

included in the induction program for example pharmacy and at weekly teaching sessions.  

 

Higher Trainees: Trainees attend MDT meetings and work with the community teams.  
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3.8.  Adequate Experience (quality improvement) (R1.22) 

 

Trainers: Trainers advised they are supportive of trainees wishing to carry out audit projects 

and they run sessions allowing these to be presented. 

 

Trainees: All trainee levels advised they were supported to carry out audit projects if they 

desired and they would have an opportunity to present them. 

 

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: There are no formal processes currently in place to identify the different levels of 

trainees We were advised that some trainers hold a meeting to discuss with their teams the 

level of trainees starting post and their training needs.  

 

Non-Medical Staff: The senior nurses confirmed there is no process in place to allow them to 

differentiate the different levels of trainees. Some senior nurses are involved in the induction 

sessions where they may be introduced to trainees but overall, they rely on the trainees to 

advise of their level and supervision requirements. There is still a culture amongst some 

nursing staff around using terminology such as “ SHO”. The senior nurses were not aware of 

any situations where trainees have felt they had to cope with problems beyond their 

competence level. 

 

FY and GP Trainees: The panel were told the trainees were always aware of who to contact 

for supervision both day and night. They felt they were well supported and consultants were 

‘very lovely’ if they contacted them for advice. They felt the staff were very approachable and 

supportive. 

 

Core and Higher Trainees: The trainees all advised they knew who to contact for support 

and had not experienced incidents where they felt they had to cope with situations out with 

their level of experience. They felt the consultants were accessible and supportive. 

 

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

 

Trainers: The trainees mostly work with an assigned consultant and will receive regular 

feedback on a day to day basis. They can discuss any complex cases (or out of hours cases) 

at their weekly supervision session. 
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Trainees: All levels of trainees were happy with the level of feedback they received during 

their day to day role. They advised it can be more difficult to obtain feedback on cases that 

they saw out of hours however if they contacted the consultant directly they would be able to 

discuss this over the phone. They also confirmed that they could discuss any cases at their 

weekly supervision session.  

 

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

 

Trainers: There is no formal procedure for gathering trainee feedback on their training 

however this is gathered informally. The trainers felt the trainees would know who to contact 

and be comfortable to do so. There is also an active trainee forum in place. 

 

FY and GP Trainees: The trainees advised they were asked their opinions on the standard of 

training at weekly supervision sessions and felt confident their views were taken on board. 

 

Core Trainees: Trainees advised they could pass on feedback to their clinical supervisors or 

educational supervisors. They also felt the Balint group was a good forum to discuss matters. 

We were told there is an active trainee forum and a representative will attend the monthly 

divisional meeting to feedback trainee concerns to management.  

 

Higher Trainees: The higher trainees advised they complete the NTS and STS to provide 

feedback to the site and have weekly supervision sessions as well as midpoint and end 

reviews with their educational supervisor. 

 

3.12. Workload/ Rota (1.7, 1.12, 2.19) 

 

Trainers: The rota is compiled with training sessions in mind so there are no clinics assigned 

on a Thursday. Trainees take it in turns to cover on call and in the first two weeks the more 

experienced trainees are asked to cover out of hours. The rota is compliant, and it was not felt 

there were any issues that would impact patient safety. 

 

FY and GP Trainees: In general, the trainees felt this was one of the better rotas they had 

worked on and were happy there were no issues that would impact on patient safety. They 

advised that as there is a large number of trainees finding someone to swap with if required is 

straightforward. There were some suggestions for improvement made regarding covering 

clinics in more remote areas. The trainee that covers the clinic in Helensburgh had to arrange 

with the clinic secretary to factor in travel time when arranging the clinic appointments. The 
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trainees indicated that this could be made a formal arrangement, so it is in place at the start of 

placement. It was also highlighted that for trainees who are based at the Vale of Leven 

Hospital, there may be issues with attending Gartnavel Royal Hospital for on call duties for 

part of a day if the trainee is unable to drive. 

 

Core Trainees: The trainees felt the workload was manageable during the day but could be 

variable during on call. They had no concerns that their workload would impact on patient 

safety. We were advised the rota is very complicated and is compiled by a trainee which can 

take some time. There has been some discussion among trainees that it may be beneficial to 

change from having one doctor on call between 5pm and 9pm to having two. It is felt that this 

can be a busy period as there can be patient referrals remaining from later in the day that 

have still to be seen.  We were told this has not been raised with the Consultant team yet, but 

the trainees felt that it should be. There is a system in place where a backup on call doctor 

can be called for assistance from The Vale of Leven Hospital however it is up to the trainees 

to assess when this is required, and they usually try to avoid doing this. 

 

Higher Trainees: The higher trainees were happy with the workload and felt it was 

manageable both during the day and at night. They did not have any concerns that would 

impact on patient safety or any suggestions for improvement.  

 

Non-medical staff: The senior nursing staff advised the rota has been changed so the 

trainees do not spend as long on nights and are able to get more rest, which they feel has 

been a positive change. They raised concerns that one duty doctor over the weekend is not 

always enough to cover the workload as this can get busy with patients being referred from 

multiple sources. 

 

3.13. Handover (R1.14) 

 

Non-Medical Staff: The senior nursing staff advised the nursing team are not involved in the 

junior doctor’s handover but felt they would be advised of any information that would be 

relevant to them. 

 

Trainers: The panel were advised that the junior doctors will meet in the doctor’s mess 15 

minutes before shift change to have a handover. There is a diary where information that 

needs to be relayed is written in however an electronic handover document has recently been 

implemented. The handover is carried out several times per day at shift change and is peer to 

peer with no other levels involved. 
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FY and GP Trainees: The trainees confirmed the handover is at peer level and is carried out 

at shift change throughout the day and night in the doctor’s mess. An electronic document has 

been implemented which they feel reduces the chances of information being lost. They felt the 

process could be formalised. 

 

Core Trainees: The Core trainees are the main trainees involved in the handover. They have 

recently implemented the electronic handover document and feel this is helpful for recording 

the information better and it means it can be accessed from clinics etc. It was felt that the 

document is very effective for recording information for the next day but there was a risk that 

actions needed in several days’ time may become overlooked.  

 

Higher Trainees: The specialty trainees are not involved in the daily handovers and do not 

see the electronic document. If there is information they require or want to pass on they will 

contact the junior doctor coming on shift directly. The higher trainees carry out a Saturday 

handover by phoning the trainee who is due to be on call next. 

 

3.14. Educational Resources (R1.19) 

 

Trainers: The regional mental health library is based in the administration building at 

Gartnavel and all trainees have access to this. The librarian runs a session at induction, 

covering items such as how to do a literature search.  All trainees have access to IT training 

which included sessions on statistics and the resource network as examples.  

 

Trainees: All levels of trainees advised they had adequate access to computers and a library. 

The nursing staff raised that not all trainees have access to the ward shared drives before 

starting their placements which can slow them down at first. Trainees also suggested it would 

be useful to have cross regional IT access prior to starting in placement in the Helensburgh 

clinic. They reported that this can take some time to gain and in the interim they cannot 

access any patient information or update notes. 

 

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

 

Non-Medical Staff: The senior nursing staff advised that if they had concerns regarding the 

performance of a trainee they would speak to the trainee, consultant or supervisor as 

appropriate. 
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Trainers: The trainers felt there were several forums where trainees could feedback concerns 

about their training including the Balint group that is run on a weekly basis or the trainee 

forum. They felt the trainees would feel comfortable approaching them if they required 

additional support. Trainees are given career support at weekly supervision sessions. 

 

Trainees: All trainee levels felt there was a good level of support available at the site and 

would feel comfortable going to their supervisor with any issues. None of the trainees we 

spoke to worked less than full time or had returned from a career break, but they were all 

aware of trainees who this applied to that were supported in their role and felt the site would 

consider any requests. 

 

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: The trainers advised if they had concerns regarding the quality of education at the 

site they would liaise with the TPD or Deanery. However they had a lack of understanding 

regarding the role of Educational Governance for the site. 

 

Trainees: All trainees levels were unsure about the governance arrangements for the quality 

of education and training at the site. 

 

3.17 Raising concerns (R1.1, 2.7) 

 

Non-Medical Staff: The senior nursing staff advised every patient has a continuous real time 

risk assessment document which is updated with all changes to patient treatment or 

information and can be accessed by all levels of staff. 

 

Trainers: The trainers advised that trainees are encouraged to raise concerns regarding 

patient safety to their consultant tutor or educational supervisor. Trainers are also encouraged 

to raise concerns and can speak to their educational supervisor who will take appropriate 

action. 

 

FY and GP Trainees: The trainees told us they had not had any incidents where they had to 

raise concerns regarding patient safety but would feel comfortable speaking to their 

supervisors and felt it would be taken seriously. If there were concerns regarding their training 

they would speak to their GP supervisor or clinical supervisor in the first instance. 
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Core Trainees: The trainees advised there had been instances in the past where concerns 

have been raised and although action was taken it did take some time. It is felt that the IPCU 

combined role is educationally rich but proves challenging for trainees to complete their 

assessments.  This has been raised with supervisors and some adjustments have been made 

but is still an ongoing issue. 

 

Higher Trainees: The trainees had not had first hand experience of raising concerns but 

knew of scenarios where trainees had spoken with their clinical supervisors, educational 

supervisors and TPDs and investigations have taken place and action taken. This gave the 

trainees confidence that they would be listened to if concerns arose. 

 

3.18 Patient safety (R1.2) 

 

Non-Medical Staff: The senior nursing staff felt this was a safe environment for patients and 

trainees with policies and processes in place to ensure this including continuous monitoring of 

patients, safety briefs, risk assessments and lone working policies. The panel were told that 

the practice of boarding has been reintroduced on request from the consultants. There are 

policies in place to ensure patient care but it is felt these are not always effective and boarding 

causes anxiety to the patient both when they are initially moved and when they are moved 

back. 

 

Trainers: The new Gartnavel Royal Hospital is ten years old but has been maintained well 

and was built for purpose with safety measures including anti barricade doors, windows in 

doors and alarms. There are lone working policies in place and trainees are encouraged to 

see patients with a member of nursing staff. It was felt this is a safe environment for both 

patients and staff. The panel were told there is an SBAR system in place on ward rounds and 

safety is part of the protocol. The discussion of patients will include what if scenarios to ensure 

patient safety. 

 

Trainees: All levels of trainees felt the environment was safe for staff and for the mental 

health care of patients. However, concerns were raised regarding the medical care of patients 

as there is no onsite cover. Patients with physical health issues need to be transferred off site 

by ambulance for treatment elsewhere.  As this is often classed as “non-urgent”, transfer can 

take a long time, an example given was five hours. In the interim, there is little opportunity for 

the team to provide medical care for the patient as the site does not have the ability to 

administer basic treatments such as antibiotics or fluids.  
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We were also told that there is a high level of boarding, but the patient is assigned to a 

consultant and the trainees felt they receive the same level of care as other patients. The one 

concern raised was that it is more difficult to provide patients with information on follow up 

care as it is not within the trainee’s area of knowledge. 

 

3.19 Adverse incidents (R1.3) 

 

Non-Medical Staff: The non-medical staff were all aware of the Datix system and how to 

report incidents. They advised there is a group debrief following a significant incident. 

 

Trainers: The panel were advised that incidents would be reported through the Datix system 

which all trainees are aware of. Following a significant incident, the Clinical Director carries 

out a clinical enquiry which trainees will be involved in and where feedback is given. The 

educational supervisor also seeks out any trainees involved to discuss the incident and if the 

trainee has since moved sites attempts will be made to contact them or their new supervisor. 

 

Trainees: All levels of trainee identified that the Datix system would be used for reporting 

incidents. There were limited examples of trainees having raised incidents, but the trainees 

felt they would be supported through the process. There is no evidence of formal processes in 

place which allow shared learning from incidents.  

 

3.20  Duty of candour (R1.4) 

 

Trainers: The trainers advised there is a Board policy in place for being honest and open with 

patients and that the consultants lead by example.  

 

Trainees: All levels of trainees felt they would be supported if they were involved in an 

incident where something went wrong. We were told of an example where a trainee was 

sought out by the clinical and educational supervisor following a significant incident to provide 

support to the trainee. The trainees felt the site had an open culture. 

 

3.21 Culture & undermining (R3.3) 

 

Non-Medical Staff: The non-medical staff felt there was an inclusive environment at the site 

and everyone worked towards the same goal of providing a good standard of patient care. 

The senior nursing staff were not aware of any recent incidents of undermining and would 

raise any inappropriate behaviour witnessed with the charge nurse or clinical supervisor/TPD. 
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Trainers: The trainers felt they work to ensure all staff feel part of a team and would hope if 

there was an issue with undermining or bullying, those involved would feel comfortable to 

raise the issue either with a supervisor or a trainee forum representative. There are regular 

managers meetings where issues can be discussed. There was a known historic concern 

regarding an undermining problem. It was felt that this was a culture issue but the service has 

made several staffing reshuffles and have worked at changing this. It was felt that with this 

awareness in place this issue is now resolved but the team would continue to monitor the 

situation. 

 

Trainees: All levels of trainees felt the environment was very supportive. No trainees raised 

any current issues with undermining or bullying and would feel comfortable raising concerns 

with their supervisors. There was an awareness among the trainee group of a historic issue 

with undermining and some trainees had been told by those leaving placements of the 

situation and some of the longer standing trainees had witnessed it. One trainee advised they 

were told at the start of their placement by the site that there was an issue and they were 

offered additional support. We were advised that the service had investigated the undermining 

concerns and action was taken, although this took some time to be fully implemented. The 

trainees advised that the action that had been taken had resulted in the matter being resolved 

and newer trainees had no awareness of the problem.  

 

4. Summary  

Is a revisit required? 

 

Yes No Highly Likely Highly unlikely 

 

The trainees were asked to rank their overall satisfaction of their training experience out of 

ten, the scores ranged from: 

 

FY and GP Trainees: Scores ranged from 8 to 9 with an average of 8.75.  

Core Trainees: Scores ranged from 8 to 9 with an average of 8.33. 

Higher Trainees: Scores ranged from 9 to 10 with an average of 9.25. 

 

Overall it was obvious that trainees felt this was a good trainee placement and we were told 

they appreciated the continuity with their consultant which enabled day to day learning, 

support and feedback opportunities. The trainees all felt that education and training was 

encouraged, and service provision limited. 
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This was a scheduled visit as part of the Deanery five-year plan. There are areas that we wish 

to highlight as positives and some areas of challenge for the site listed below: 

 

Positives 

• There is a strong culture of learning and support within the unit 

• All grades of trainees receive 1-hour supervision weekly and have a close working 

relationship with trainers 

• Comprehensive induction, including shadowing for junior trainees at the start of posts 

for their on-call roles 

• Local teaching is of high quality 

• Improved handover process following introduction of an electronic document 

• Educational supervision arrangements work well 

• Workload in general is good and in general posts are well balanced between training 

and service provision 

• Positive and open culture contributes to a safe environment for patients and trainees 

• There are adequate resources, with on-site access to computers and library 

• Pastoral support especially following adverse incidents 

 

5.  Areas of Good Practice 

 

Ref Item Action 

5.1 The Induction program is comprehensive and well 

regarded by trainees. The trainees have an opportunity 

to provide feedback on the induction and changes were 

made accordingly to the programme and handbook. 

 

5.2 Local teaching is of a high standard and trainees felt it 

was well prepared and delivered. There is consultant 

attendance and multi-disciplinary sessions. Trainees 

are encouraged to attend, and no clinical work is 

scheduled for Thursdays to allow attendance. 
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6. Areas for Improvement 

 

Ref Item Action 

6.1 Handover arrangements which are currently peer-led 

could be improved by having a more structured 

approach to the information relayed and input from a 

senior clinician 

 

6.2 There are practical issues around working parts of days 

in off-site clinics, when there are duties scheduled at 

the Gartnavel site on the same day. This is particularly 

relevant for more remote sites and for trainees who rely 

on public transport to move between sites. 

 

6.3 Workload in the IPCU/Rehab post is busy for all levels 

of trainees and is a difficult post for some trainee 

cohorts to achieve their competencies, unless specific 

measures are put in in place to support their 

attendance at outpatient clinics. 

 

6.4 We would encourage the use of colour coded name 

badges to aid the easy identification of trainee levels. 

This has been implemented in other health boards 

across Scotland.  

 

6.5 Local educational governance arrangements, including 

the role of the DME/Deputy DME are poorly understood 

by trainers and by trainee cohorts and this should be 

addressed. 

 

6.6 The unit must ensure that trainees are 

adequately supported in the immediate management 

of physical health issues arising in patients on the site 

who require transport to another healthcare facility for 

ongoing care 
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7. Requirements - Issues to be Addressed 

 

Ref Issue By when Trainee cohorts 

in scope 

7.1 There must be a process in place that ensures 

trainees can learn from adverse incidents; even 

those which they have no direct involvement with.  

9 months All  

7.2 There must be awareness amongst the wider 

team including nursing staff of the different 

competency and supervision levels of different 

grades of trainee doctors. All references to 

“SHO’s” and “SHO Rotas” must cease.  The “Say 

No to SHO” programme must be adopted by all 

staff. 

9 months All 

7.3 All trainees must have the appropriate access to 

IT facilities at the start of their posts to support 

their role, including access to ward drives 

containing relevant information such as protocols 

and cross boundary IT systems used in outlying 

clinics.  

9 months All 

 

 


