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1. Principal issues arising from pre-visit review  

 

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

Scottish Trainee Survey, a scheduled Deanery visit was arranged to the Anaesthetics Department at Glasgow 

Royal Infirmary.  This visit was requested by the EMA Quality Review Panel which took place in September 

2018.  

 

The visit aims to further investigate issues highlighted and to advise on steps towards addressing and 

resolving them where required. The NTS 2018 results for speciality trainees show white flags for all indicators 

which is neither bad nor good, except for regional teaching which has a red flag and educational resources 

which is grey & means that not enough trainees responded to the questions that make up that indicator. The 

STS results for ST trainees showed that all indicators are white. The STS freetext comments made by ST 

trainees show they think that their exposure to general cases during their general block was decreased by 

having to cover the ICU rota due to a lack of trainees on that rota.    

 

The NTS 2018 Core results show pink flags for induction and educational governance and a grey flag for 

educational resources. The STS results for core trainees show white flags for all indicators which is neither bad 

nor good. The STS freetext comments made by core trainees show that they think that everyone is 

approachable and friendly and that the teaching programme is much improved & is now weekly. However, 

there are a reported number of rota gaps which require more shifts in ITU, teaching is quite minimal & could be 

more tailored to trainee needs and the rota is very demanding – one trainee said they feel tired and too burnt 

out to care for patients. There were also some concerns expressed about study leave, the amount of exposure 

to sick/resus patients and insufficient teaching/learning opportunities.      

 

There is no previous visit report as this site has not been visited in the last 5 years.  

A summary of the discussions has been compiled under the headings in section 3 below. This report is 

compiled with direct reference to the GMC’s Promoting Excellence - Standards for Medical Education and 

Training. Each section heading below includes numeric reference to specific requirements listed within the 

standards. 

 

The panel met with the following trainee groups: 

Core Trainees 

Specialty Trainees 

 

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. 
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3.1 Induction (R1.13) 

 

Trainers: Trainers described a very effective induction for those commencing in post and a bespoke induction 

for those out with the normal rotation. Trainees are given a tour around the department and meet with all team 

members and are sent an induction booklet before starting in post. A colour coded badge system has been 

newly introduced within the health board for all grades of trainees. Trainees also have access to the induction 

APP. Trainers are currently in the process of creating a novice induction booklet.  

 

Core and Specialty Trainees: All trainees received both hospital and departmental induction and felt 

equipped to commence in post. The hospital induction is completed online, not all trainees found this 

beneficial. All reported a good departmental induction and received an induction document before starting in 

post. All trainees were given a tour of the department and access to a departmental APP. Induction worked 

well for those who started work out-with the normal rotation period.  

 

Non-Medical Staff: Staff are heavily involved in induction and contact trainees before they commence in post.  

 

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

 

Trainers:  Local weekly teaching is held for all grades of trainees. Trainees have protected time to attend but 

some trainees are in emergency theatre or on-call which is not protected. There is currently one teaching 

session delivered which all grades of trainees attend. The session itself is tailored to the different groups 

attending however the chief resident would like to develop this further by creating sub groups of trainees so 

that the whole session is relevant to each group.  Teaching topic suggestions can be given to the chief resident 

at the Educational Faculty meeting or through JADAC/ADAC if a trainee has a specific teaching requirement. 

Regional teaching has changed this year as the previous primary teaching course which ran historically has 

now ceased. An exam technique course will take place this year which is run over 3 days. Trainees currently 

organise fellowship and viva teaching. 

 

Core and Specialty Trainees:  There is local mandatory teaching once a week for all grades of trainees which 

is senior trainee or Consultant lead. ICU teaching is held once a week and all trainees are invited. A CPD 

programme is held weekly for the department, open to all trainees. Senior trainees rarely attend local weekly 

teaching due to rota and theatre lists. Trainees would like to have post FRCA teaching on a more regular 

basis.  

 

Non-Medical Staff: Staff are sent a list of trainees who require protection to attend teaching and staff would 

only contact them in an emergency.  
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3.3 Study Leave (R3.12)  

 

Trainers: Trainers have no issues supporting study leave provided trainees give notice.  

 

Core and Specialty Trainees: Trainees are not always clear if study leave has been granted therefore it is 

difficult to plan. Core trainees have had issues obtaining exam leave due to rota issues. Trainees reported 

working more hours before and after scheduled annual leave to fill in shifts.  

 

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

 

Trainers: Trainers email annually asking for educational supervisors. There have been several new consultant 

appointments who will have the opportunity to become an educational supervisor in the coming years. Dual 

training causes additional work for trainers. All trainers have time in their job plans for educational roles and 

have attended the relevant training.  

 

Core and Specialty Trainees: All trainees have met with their educational supervisor and agreed a learning 

plan.  

 

Non-Medical Staff: Staff reported that trainees can access senior support at all times. A twilight rota was 

introduced where a Consultant is available from 6pm till 12:30am.    

 

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

 

Trainers: Trainers work closely with trainees and are aware of training requirements for each level of trainee. If 

a trainee requires a specific learning experience or competencies these can be discussed and arranged. 

Airway management is now undertaken at QEUH, but trainees can rotate with no issues.  

 

Core and Specialty Trainees:  Trainees described a busy department which is hard work but a very good 

training experience. There are no issues completing the required competencies. Core trainees may backfill ICU 

which minimises exposure to General. Solo theatre lists for senior trainees are variable. Trainees stated there 

are service requirements which can sometimes impede training and suggested junior trainees spending more 

time in theatre would benefit all.    

 

Non-Medical Staff: Nursing staff contribute to on the job training and are available for support should the 

trainees require it. Staff would feel comfortable reporting any concerns they had regarding a trainee.  
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3.6. Adequate Experience (assessment) (R1.18, 5.9, 5.10, 5.11)   

 

Trainers: Trainers advised that there are no issues completing assessments for any of the trainees.  

 

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

 

Trainers: All staff are invited to the M&M meetings. The GRI trauma group is attended by a wide range of 

multi-disciplinary staff. Clinical risk reviews are held weekly and open to all trainees –The Chief resident is 

involved but not all trainees. The ICU department hold a weekly quality improvement multi-disciplinary meeting.  

 

3.8.  Adequate Experience (other) (R1.22) 

 

Trainers:  The Quality Improvement group meet quarterly, trainees can come up with their own ideas or take 

part in projects.  

 

Core and Specialty Trainees: Audit and quality improvements are part of the Curriculum and there are 

opportunities to undertake these.  

 

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 advised that there is always someone available for trainees to contact both during the day 

and at night.  

 

Core Trainees:  Core trainees always feel supported and have someone available to contact both during the 

day and out of hours and do not feel they have to cope with problems beyond their competence.  

 

Specialty Trainees:  Trainees have access to senior support if required but reported that Consultants are 

variable in the level of support they wish to be contacted about.   

 

Non-Medical Staff:  Staff stated that there is always one trainee based in recovery which they feel is beneficial 

to training as it is a challenging environment and a contingency for critical care. There is a clear escalation 

policy if a trainee felt they had to cope with problems beyond their competence. The department is a pilot for 

an International Healthcare pilot which manages patient flow.   
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3.10. Feedback to trainees (R1.15, 3.13) 

 

Trainers: Trainers currently use loaf and bread as feedback to trainees (LOAF - learning objectives, 

assessment and feedback) (BREAD -  best practice, reflection, education agreement, assessment and debrief. 

Morning handover is also used as feedback as consultants meet with trainees from overnight and discuss 

challenging cases. Both positive (Greatix system) and negative feedback are given regularly.  

 

Core Specialty Trainees: Trainees receive formal feedback at the end of a block. Informal feedback is given 

whilst in ICU but not as routinely in Theatres. Trainees received an email to say thank you if they stay over 

their shift.    

 

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

 

Trainers: The department has a bespoke survey which is sent to trainees 3 times a year which asks for 

feedback. Issues from the survey are highlighted and targeted to pre-empt any problems. JADAC is a trainee 

forum for trainees to discuss any issues.  

 

Core and Specialty Trainees: Trainees can feedback through a department trainee survey or to the Chief 

Resident who attends the Consultant meeting once a month. Feedback can also be given to college tutors.  

 

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

 

Trainers: Trainees are allocated lists tailored to each training level and can discuss any specific training 

requirements with their educational supervisor or college tutor. Duty 2 shifts are 24 hours shifts which are 

allocated based on the amount of OOH per month. A new rota will commence in February 2019 which 

incorporates the 46-hour break. Trainers do not feel there are any rota issues that affect training or patient 

safety.   

 

Core Trainees: Trainees described the department as a great place to train with fantastic enthusiastic trainers. 

Junior trainees are highly supervised during the day therefore nightshift can sometimes be daunting. If junior 

trainees attended theatre during the day trainees feel this would alleviate current pressures for seniors whilst 

giving juniors experience. Trainees stated that their feeling is that three 24 hour shifts in 7 days can imped 

judgement. Trainees describe their experience of the rota as being the most problematic element of the job; 

they describe receiving it at short notice, some rota-based impediment in progressing competency progression, 

and a perception that there are not sufficient junior staff to meet the workload needs. A new rota is planned 
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from February 2019 which incorporates the change in law regarding the length of recovering time after shifts 

which should improve the current arrangements. Trainees would like advance notice when receiving the rota.  

 

Non-Medical Staff: Staff are not aware of any concerns in relation to the rota that impact on a trainee’s 

wellbeing. College tutors have good engagement with trainees and offer support. Staff confirmed a good 

balance between service and training and trainees know where they are going for the next 12 months. There is 

a good system in place for annual leave and if trainee request this as early as possible there are no issues.  

 

3.13. Handover (R1.14) 

 

Trainers: Handover is effective and there are no concerns.  

 

Core and Specialty Trainees: Trainees have no concerns with handover. 

 

Non-Medical Staff:  Staff stated that handover is effective when ensuring information about sick patients is 

passed onto the next team and is used as a learning opportunity.  All staff attend safety huddles and have 

access to senior support.  

 

3.14. Educational Resources (R1.19) 

 

Trainers: A new trainee room has recently been set up which has computers. An airway training room will then 

be created using the old room.  

 

Core and Specialty Trainees: A new trainee room has been created which has computers and can be used 

for learning opportunities such as VIVA practice.  

 

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

 

Trainers: If trainees had any concerns about their training they can speak to their Educational 

Supervisor/college tutor, mentor or a trainee guardian. There is also the performance support unit available 

through NHS Education for Scotland or the Director of Medical Education.  

 

Core and Specialty Trainees:  Trainees described a supportive environment. There can occasionally be 

pressures on trainee staffing levels in ICU.  
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Non-Medical Staff: If staff were concerned regarding the performance of a trainee they would discreetly speak 

to their college tutor who would agree appropriate support. Clinical managers keep a database of all sickness.  

 

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 are very aware of the role of the Director of Medical Education who manages the quality of 

education and training in this hospital (and is a consultant in the department).  

 

Core and Specialty Trainees: Trainees reported that college tutors are responsible for higher training and are 

aware of the Director of Medical Education. There is an educational faculty meeting quarterly. 

 

3.17 Raising concerns (R1.1, 2.7 

 

Trainers: Trainees are encouraged to raise concerns about patient safety by using Datix which is used as a 

learning opportunity and all Datixes are discussed at the Clinical Governance meeting. Trainers have local 

courses available for educational supervisors and an annual educational supervisors meeting which all find 

very useful.  

 

Core and Specialty Trainees:  Trainees have previously raised a patient safety concern, and this was 

discussed and addressed appropriately. All Consultants are very approachable and supportive. If a trainee had 

any concerns about their education and training they would contact their educational supervisor or college 

tutor.  

 

Non-Medical Staff: Datix is used to raise any patient safety concerns. There is a very good SCI system and 

clinical governance meetings address the top 5 issues and discussions are held to minimise risk. Staff also 

have reflective practice on both good and bad practices.  

 

3.18 Patient safety (R1.2) 

 

Trainers:  There is a formalised governance committee which addresses patient safety concerns as well as 

clinical governance and M&M meetings. Safety issues are raised both formally and informally and all are used 

as a learning opportunity.   

 

Core and Specialty Trainees: If a friend or relative was admitted to the department trainees would have no 

concerns regarding the quality and safety of their care.  
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Non-Medical Staff:  Checklists are in place to ensure the predictably in theatres, good communication, 

cohesive teams who have a culture of openness and transparency and follow policy and procedure. There is a 

culture of professionalism and learning within the department and all trainees are involved in safety huddles.    

 

3.19 Adverse incidents (R1.3) 

 

Trainers: Trainers encourage trainees to complete a Datix if an adverse incident occurs.  

 

Core and Specialty Trainees:  Trainees are encouraged to complete a Datix if an adverse incident occurs. 

The department produce a significant clinical incident form which is audited and discussed at the departmental 

M&M meeting and used as a learning opportunity. There is a MM form which is completed and used for MM 

presentations and the MM presentations are recorded and monitored. The SCI process is separate from that – 

it’s a GGC SCI policy. 

 

Non-Medical Staff: Staff reported that adverse incidents are reported and addressed as quickly as possible 

and a comprehensive review is held to make improvements. There is a de-brief held with all staff and there is a 

no blame culture.  

 

3.20 Duty of candour (R1.4) 

 

Trainers: Trainees are supported to be open and honest with patients if things go wrong as this is a central 

part of teaching. This would be presented by the trainee at the M&M meeting and used as a learning 

opportunity.  

 

Core and Specialty Trainees: If trainees were involved in an incident they would feel well supported.  

 

3.21 Culture & undermining (R3.3) 

 

Trainers: Trainers are unaware of any undermining or bullying and would support and address any issues if 

they occurred. Trainers foster relationships with trainees earlier on and are supportive.   

 

Core and Specialty Trainees: Trainees described an environment which is supported, valued and respected. 

A historical incident was described by Consultants in relation to bullying and undermining not involving medical 

staff which was dealt with quickly and appropriately.  
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Non-Medical Staff: Staff reported no issues relating to undermining. The senior team are open and 

welcoming, and any issues would be taken seriously. Induction informs trainees of the HR process should a 

trainee have any issues. All trainees have a mentor and can always access someone for advice.   

 

3.22 Other 

 

Trainers: There is a trainee on call with the responsibility for recovery. This shift has been relabelled and 

discussed with trainees. Trainees are encouraged to attend theatre but to ensure the page is covered at all 

times. Trainers feel this is of educational benefit as complications in recovery can provide a wider training 

experience.  

 

Core and Specialty Trainees: Trainees cover recovery or theatre G from 1-9 some trainees find this 

educational some do not and feel time would be better spent in theatre.  

 

Trainees reported a lack of canteen in the evening and weekends which isn’t ideal when working 24-hour 

shifts.  
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4. Summary  

 

Is a revisit required? Yes No Highly Likely Highly unlikely 

 

This was a very positive visit that was part of the scheduled five-yearly programme of Quality Management 

visits.  

What is working well: 

• Approachable enthusiastic Consultants 

• Excellent Clinical Supervision 

• Culture of care, support and improvement 

• Learning from excellence (Greatix) 

• Support for trainers 

• Chief resident role/JDAC 

• Very good departmental induction 

• Excellent variety of training opportunities  

• Very good departmental teaching 

What is working less well: 

• Rota concerns – rota changes will take effect from February 2019  

• Uncertain educational value when trainees are on-call in the recovery slot 

• Potential to structure informal feedback  

• Regional teaching – reported lack of post-fellowship opportunities  

 

5.  Areas of Good Practice 

 

Ref Item Action 

5.1 Learning from excellence (Greatix)   

5.2 Chief resident role/JDAC  
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6. Areas for Improvement 

 

Ref Item Action 

6.1 Re-introduce post-fellowship teaching   

6.2 Clarity about the role and educational value when 

trainees are on-call in recovery  

 

6.3 Structure informal feedback  

 

 

7. Requirements - Issues to be Addressed 

 

Ref Issue By when Trainee 

cohorts in 

scope 

7.1 The rota which takes effect from February 2019 must: 

• Meet regulatory requirements 

• Realistically describe working arrangements 

• Be published in advance consistent with guidance 

• Support curriculum delivery for all trainee groups 

• Be evaluated with continued trainee input 

15 October 

2019 

All 

 

 


