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1. Principal issues arising from pre-visit review 

 

General Internal Medicine at Forth Valley Royal Hospital (FVRH) has been visited on several 

occasions as listed below: 

• 24 May 2016 (The May 2016 visit was part of the deanery’s five year “scheduled” visiting 

programme, whereby all units delivering medical training are visited by a deanery panel) 

• 28 February 2017 

• 22 May 2018 (re-visit). 

 

The last visit to General Internal Medicine on 22 May 2018 showed that actions had been undertaken 

to address the requirements identified by the last visit panel but many of these were still in their 

infancy. The panel noted that the board had put investment in a significant cohort of Clinical 

Development Fellows (CDFs) which were to be recruited and were expected to be in post 

commencing August 2018. A new Director of Medical Education (DME) has also been appointed. 

 

However, 10 requirements, that is aspects where General Medical Council’s (GMC’s) standards were 

not being met, were identified as needing to be addressed: 

 

1. Feedback to all levels of trainees on their management of acute medical receiving cases must be 

provided to inform their learning and training (aiming for this in at least 40% of the acute medical 

caseload). 

2. Ward rounds in downstream wards must provide feedback to trainees on their management of 

medical inpatients. 

3. The training opportunities provided to General Practice specialty trainees must be tailored to their 

needs – and must provide significantly more opportunities to manage acute medical referrals and 

to manage patients in outpatient clinics, among other opportunities. 

4. Doctors in training must have greater continuity of attachments to their base-wards to support 

continuity of patient care and of supervision. 

5. The rota must provide opportunities that reflect differences in seniority among trainees. 

6. Outpatient opportunities must be accessible to all trainee cohorts from foundation year 2 and 

above and must enable core medicine trainees to meet the target numbers. 

7. Wifi must be provided to support the learning needs of doctors in training. 
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8. The burden of non-educational administrative tasks performed by foundation trainees must be 

reduced. 

9. Doctors in training of all grades must be enabled to attend the good range of formal locally 

provided education meetings. 

10. The efforts to eradicate use of ‘senior house officer (SHO) terminology’ must include use among 

the doctors in training themselves. 

 
The DME provided an action plan responding to the above requirements. 

 

2.  Introduction  

 

FVRH has 25 wards, 16 operating theatres and 4000 rooms with 860 beds/day care spaces. The 

Hospital provides a wide range of inpatient, outpatient and day services including critical care (high 

dependency and intensive care services), cardiology, medical services, renal unit, oncology (cancer) 

unit, and an ambulatory care (endoscopy, day medicine services and day surgery) day unit. FVRH is 

supported by four community hospitals, in Stirling, Falkirk, Clackmannanshire and Bo’ness to provide 

an integrated network of care across Forth Valley. 

 

This report is compiled with direct reference to the 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 year 

(FY) trainees, core medicine trainees (CMT) and an acute care common stem (ACCS) trainee 

working in acute medicine, GP specialty trainees (GPSTs) and specialty training registrars (STs) 

working in general internal medicine. 

 

3.1  Induction (R1.13) 

 

Trainers: Trainers said they had evolved induction to cover both educational aspects on training, for 

example, how to access clinics and teaching available, and service aspects such as the rota, 

sickness and annual leave. Trainees are sent their rotas 6 weeks in advance. 

Separate induction materials are available for the acute medicine unit. Slides are emailed to trainees, 

but copies are also available on a shared drive. 
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Departmental induction occurs on the wards. If a trainee misses departmental induction, it is the 

consultant’s responsibility to ensure they meet with the trainee and provide induction. 

 

FY: All foundation trainees had received an hospital induction. Trainees confirmed having received a 

departmental induction. Acute medicine and gastroenterology were described as having formal 

departmental inductions. Respiratory medicine was an ‘informal 10-minute talk’ with information 

packs sent to trainees; this was felt to be sufficient with trainees knowing what to do. Diabetes and 

endocrinology had a 30-minute department induction and again, trainees knew what to do following 

induction. Infectious diseases followed a similar formal. Ward A31 was described as having a good 

induction for infectious diseases but not for the general medicine component of the ward. Geriatric 

medicine was said to have provided a poorer induction with trainees not really knowing what they 

should do, or what was expected of them daily. Trainees said the induction could have conveyed 

more practical information, about what was expected of them for example explaining to FY 2 trainees 

how they should do a ward round. 

 

CMT and ACCS: All trainees (except when they started on nights) confirmed they had received a 

hospital induction. Trainees starting on nights, they had received induction materials by email and felt 

this was satisfactory. 

 

All received induction to their departments. However, trainees in this cohort said induction could be 

improved by providing: 

• information on all of their roles and responsibilities including to acute medical receiving and out 

of hours (OOH) responsibilities and how handovers work. 

• Information on how day medicine works (for example, information on what is expected of 

trainees and how to find appropriate supervision for procedures). 

• Information on the escalation of care at FVRH (it has a critical care unit which covers medical 

high dependency unit). 

• timely access to log-in codes. 

 

Trainees confirmed there is a handbook for the acute medicine unit but felt it lacked clarity. Exact 

details of what is involved and who to contact for senior support would be helpful. 
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GPST: All trainees had received a hospital induction and were generally happy with the information 

they received before they started work. They received their rotas before starting work and were 

pleased about this. GPST trainees also confirmed having a departmental induction, but some trainees 

reported having no log-in access for 10 days after starting. They were advised to complete online 

modules but this information was sent out late - they got it 8 hours before starting work. 

 

ST: ST trainees said they had received a hospital induction and that ‘it served its purpose. 

 

All but two trainees had received a departmental induction. Trainees said that cardiology and ageing 

& health do not have a formal induction and there was potential to improve their inductions. 

 

Induction arrangements were not consistent around the February changeover. 

 

Non-Medical Staff: Non-medical staff said that induction was key in preparing doctors to work during 

the day and out of hours. Nurses said they know in advance who they will be working with and that 

they help prepare them for the role. 

 

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

 

Trainers: Trainers described a suite of teaching available at FVRH including: 

• Monday - medicine division ‘grand round’ meeting (all grades). This is consultant-led with trainee 

input. Not bleep-free. 

• Tuesday - General Medicine meeting (alternate weeks). 

• Wednesday - FY1/2 teaching (bleep free). 

• Thursday - FY1/2 teaching (bleep free). 

• Geriatric Medicine meeting and also Infectious Diseases ward teaching sessions on Fridays. 

Diabetes/Endocrinology teaching on Thursdays. Acute Medicine teaching on Wednesdays. 

Weekly Gastroenterology teaching. 

• Morbidity and mortality (M+M) meeting across all medicine departments. 

• Quarterly quality improvement meetings. 

• Royal College of Physicians updates on Tuesday evenings. 

• Simulation (SIM) – Clinical Skills for FY 2 trainees and twice yearly SIM experience for core 

trainees. 
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The Associate Medical Director has appointed Dr Matthew Embley (using 1 session from the medical 

directorate budget) to refresh and coordinate the teaching and they report that it is running very well. 

 

Furthermore, trainees have access to the simulation laboratory: FY trainees spend an afternoon or 

morning here as part of induction in September and in April. Some competencies for the core medical 

training curriculum are achieved via the simulation training laboratory. 

 

When trainers were asked how they enable trainees to attend regional teaching they said they are not 

aware of any trainee who has not been able to attend regional teaching. 

 

FY: FY trainees confirmed the local teaching programme described above. In the past, trainees could 

choose whether to attend the FY1 or FY2 training (these are usually registrar-led). These sessions 

were combined 3 weeks ago. When asked how much of the local hospital teaching FY trainees can 

attend, trainees said they could attend both teaching sessions when they are working during the day 

on the wards. They might not be able to attend if they are working on the acute medical rota, on 

weekends or on night shifts. FY2s also said they can attend teaching in Glasgow if they are a bit short 

on teaching sessions. FY trainees estimated that on average they can access 2 hr /week of local 

teaching. 

 

CMT and ACCS: On average, trainees in this cohort could attend about 2 hours of teaching per week 

(usually the Monday grand session and individual department teaching.) Trainees said that the 

teaching offered is good. 

 
Dundee and Glasgow trainees are split on the rota according to their regions and can attend their 

respective regional teaching programmes. These are usually attended by videoconference, but 

trainees consider it is more useful to attend these sessions in person as it is more interactive. 

Trainees had mixed responses about their attendance. On average, they had attended between one 

to five sessions of regional teaching so far. Some wards can be short-staffed, and this affects 

trainees’ attendance. 

 

GPST: GPST trainees were aware of the local teaching but as they had not been in post for very long 

were unable to provide much comment. Their perception was that they should be able to attend 

teaching. 
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GPSTs thought they would be able to attend their regional teaching. 

 

ST: ST trainees described the meeting programmed listed above. Most ST trainees had managed to 

achieve between 2 and 4 hours of teaching per week depending on the rota. Examples of when 

attendance was difficult was when working on nights, and working at ‘the front door’. 

 

Regional teaching takes place on a Friday. On average trainees had only been able to attend four out 

of ten sessions so far. 

 

Non-Medical Staff: Non-medical staff said that trainees have dedicated teaching days. Trainees let 

nurses know that they will be attending teaching and will advise of any tasks that need completing so 

that trainees do not need to be interrupted while at teaching. 

 

3.3  Study Leave (R3.12)  

 

Trainers: Trainers advised that study leave has always been approved for courses and exams. 

Trainees are told at induction to give at least 6 weeks’ notice of the intention to take study leave and it 

will be granted. If trainees request study leave within 6 weeks, it falls to the discretion of the team as 

to whether the request can be granted. 

 

FY: No issues raised. 

 

CMT and ACCS: This cohort did not report any problems about access to study leave. 

 

GPST: GPST trainees said it was easy to request and take study leave so long as there is enough 

cover on ward. 

 
ST: ST trainees said it is easy to request study leave when working 9am - 5pm days. If working on 

call, the expectation is that trainees should organise their own swaps to allow them to take study 

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

 

Trainers: Trainers told us that the postgraduate education manager has a list of all supervisors. The 

postgraduate education manager will liaise with the GP training champion, Dr Santosh Salunke, and 

the DME to allocate supervisors for all new trainees starting in post. Each trainer has 0.25 ‘supporting 

professional activity’ (SPA) sessions per trainee in their job plan to provide educational supervision 

and each educational supervisor has a maximum of two trainees assigned to them. If two trainees are 

assigned, the trainer will have 0.5 SPA sessions. Consultants are allocated to the same cohort of 

trainee so that they need to only familiarise themselves with one curriculum. 

 

If there are concerns about the performance of a trainee, this will be highlighted by the postgraduate 

education manager and fed back to the educational supervisor. Steps will be undertaken to ensure 

that the trainee is well supported in the unit. Trainers described an instance where the Deanery’s 

professional support unit was utilised, and this was found to be a very positive resource. 

 

All new supervisors have undergone the formal ‘Recognition of Trainers’ approval process. The 

educator role (and any requirements in this regard) is formally reviewed at appraisal. 

 

FY: All trainees confirmed having met with their educational supervisors. About a third of the trainees 

we met with had met their educational supervisor twice. 

 

CMT and ACCS: This cohort confirmed having an educational supervisor and all trainees had met 

with them. Trainees said that their educational supervisor is the same person as their clinical 

supervisor, and this does not change if they move blocks. This was not felt to be ideal if an 

educational/clinical supervisor is not located in FVRH or in any of the departments in which the 

trainee works. 

 

GPST: GPST trainees all confirmed having an educational supervisor within their general practice 

surgery. None of the GPST trainees we spoke with had been allocated a clinical supervisor at FVRH 

at this point, one month into the post. The matter had already been raised by trainees with the FVRH 

GP training champion. 
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ST: All trainees (but one) confirmed having an educational supervisor (who is also their clinical 

supervisor). ST trainees had met with their educational supervisor between one and six times so far 

during 6 months in post. 

 

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

 

Trainers: Trainers said that with the appointment of the CDFs there is increased support on the 

wards which has enabled doctors in training to access clinics. 

 

Trainers feel that a cultural shift needs to take place so that trainees take up the opportunity to go to 

clinic when there is appropriate support available on the wards. Trainers report having to actively 

encourage some trainees to attend clinic when there are enough doctors to support the wards. 

Trainers said some wards schedule time at clinics within their rotas and even despite this, there is a 

reluctance from some trainees to attend clinics. Respiratory medicine consultants tend to send 

trainees to the clinic following the ward round. 

 

A consultant responsible for overseeing the rota has introduced ‘clinic weeks’ to encourage trainee 

attendance. Clinics tend to have space for trainees to attend, so it their view that it is the responsibility 

of the trainees to ensure their attendance at clinics. 

 

FY: FY1 trainees told the visit panel that they spend 4 months on a base–ward and many have an 

acute block scheduled at another point during this year. FY2s described improved continuity of their 

attachment to base-wards with the majority of each 4-month post being on the same ward, apart from 

6 weeks’ undertaking OOH duties or medical receiving. 

 

FYs said that FVRH is a very friendly hospital with approachable and helpful staff. They said that it 

was good to have teaching onsite and the FY2 trainees considered that working in the acute medicine 

block was an excellent training opportunity with access to procedures. All were content they would 

achieve their curricular requirements. 

 

FY2 trainees in respiratory medicine confirmed they have clinics rostered into their timetables. FY2s 

in diabetes and endocrinology said they can go to clinics but feel that core and GPST trainees are 

prioritised. Not all FY2s had had managed to get to clinics. 
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Day Medicine was challenging in regard to getting supervision. The protocol was to page their ‘own’ 

registrar but they could be tied up and the default then was to call the on call medical registrar. 

Trainees felt that it was not always clear who they should call, but that they would always get 

someone ‘in the end’. They felt that it would be better to have a dedicated registrar. They were 

confident in not doing anything beyond their competence. 

 

CMT and ACCS: The trainees that had worked in the clinical assessment unit (CAU) described this 

as an excellent training environment. It is easy for them to get their assessments done and have their 

competencies signed off. A consultant available is always available within the CAU who provides 

consistent supervision. One trainee said it was the best job they had done in terms of training so far. 

Most procedures for the whole CMT year can be achieved within the CAU. 

 

On base wards CMTs said that they felt that they were doing the same job as an FY2 and were not 

developing as doctors. Access to procedures can be difficult for CMTs, as they are not rostered to 

day medicine they do not get access to the procedures that can be acquired there (lumbar puncture, 

aesthetic drains, pleural aspirations and central lines) making it difficult to get competencies signed 

off. There were noted to be potential opportunities around procedures in Day Medicine. 

Access to clinics was satisfactory. Some trainees reported having clinics rostered into their rotas, but 

it depends on clinic room availability. In the last 4 months, trainees had attended three to six clinics 

on average. 

 

CMT2s are on the senior rota and can be the most senior doctor on medical receiving overnight. 

Their confidence/competence for doing that role is not discussed in advance of them doing this. 

 

GPST: GPST trainees also said that the CAU was a good environment for receiving feedback, on 

their acute medical arrangement. Experiences on the wards were a bit more variable. Some were 

assigned to a dementia ward for a full 6 months. GPST trainees said they are required to cover “day 

medicine” which they do not mind doing; however, they did not see the relevance to GP training, but 

they had opportunities to do lumbar punctures and ascitic taps. GPST trainees were of the opinion 

that the infectious diseases/general internal medicine ward lacked any feedback opportunities. 

 



12 
 

Only one of the trainees the visiting panel had met with had attended a clinic within the last month but 

in infectious diseases and general internal medicine clinics were built into the rota. In geriatric 

medicine, clinics were not scheduled – but opportunities were available. 

 

ST: ST trainees said that working at the ‘front door’ in acute medicine only offers level 1 care. All 

patients with level 2 requirements have their care taken over by an anaesthetic registrar. The number 

of hours committed to the out-of-hours rota is significant for ST trainees. The view was expressed that 

this commitment could be perceived as inappropriate for trainees on their 'specialty' years. They have 

raised this with senior management. Clinics, as described, are rostered in by some departments. 

 

Non-Medical Staff: Non-medical staff contribute to the training of doctors via the multi-source 

feedback tool. 

 

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

 

Trainers: When asked if there were any curriculum competencies that are more difficult for trainees 

to achieve, trainers advised that achieving the ACATs (acute care assessment tool) was not a 

problem. ACATs after a night shift can be more difficult to achieve but can be done later, having 

identified which patients would be covered. 

 

FY: Trainees said they can achieve the required assessments. However, trainees said completing 

assessments is ‘opportunistic’ and they would appreciate formal time being set aside for this. 

Consultants often need prompting to complete assessments for trainees. 

 

CMT and ACCS: Trainees said that ACAT assessment were easy to achieve. 

 

GPST: GPST trainees felt it was too early in their training to comment on assessment but thought it 

should be easy to complete the assessments required of their post. They noted a lack of formal 

feedback on ward 31 but good feedback at the front door and CAU. It was noted that in the geriatric 

department, attachment to one ward for the 6 month period would limit breadth of experience and 

they wondered if being attached to two wards, each for three months, might be better. 
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ST: Trainees reported their perception that there had been renewed efforts by consultants to provide 

on the job feedback, most often in the form of a cold de-brief. Consultants will respond to assessment 

tickets when they receive them. 

 

Non-Medical Staff: Non-medical staff contribute to assessments primarily via the multisource 

feedback tool. 

 

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

 

Trainees: Trainees said that each ward has a multi-disciplinary team (MDT) meeting that all 

disciplines are invited to, including occupational therapists, physio therapists and nursing staff. FYs 

said that sometimes they are taught by specialist nurses. 

 

Non-Medical Staff: Non-medical staff said that ward rounds can be multi-disciplinary with nurses 

shadowing them.  

 

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

 

Trainers: Trainers said that CDFs organise the QI forum and it is well run. 

 

Trainees: Trainees all confirmed being encouraged to undertake QI projects. Trainees were aware of 

the QI forum organised by a CDF and receive emails about getting involved in the forum. There are 

plenty of QI opportunities. 

 

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: Dr Salunke has held a meeting with senior charge nurses to give advice regarding ‘SHO 

terminology’ and the current distinction among the different grades of doctors in training. This has 

been disseminated across all nursing staff. Trainers said they have made every effort to eliminate the 

‘SHO terminology’. Within AMU there is an introduction every morning where trainees introduce who 

they are and their grades, but often trainees themselves use the term ‘SHO’. Trainees are gently 

challenged when they do so. 
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The AMU induction booklet advised that the on call ST3 trainee is the person to contact for senior 

support. A consultant physician, an acute physician and a consultant geriatrician work on AMU 5 days 

a week and provide additional support. The introduction of CDFs has increased the number of 

doctors on the wards. Trainers said there is a ‘consultant of the week’ present on the ward both 

Monday and Friday. 

 

Trainers were not aware of any instances where trainees have felt they have had to cope with 

problems out with their experience or competence. Trainers said that trainees had not raised any 

issues about clinical supervision at the junior doctors’ forum. Trainers were aware that trainees in Day 

Medicine have been asked to sign repeat prescriptions on behalf of oncologists which had been 

deemed to be inappropriate. Nurse prescribers are being trained for this task. 

Within day medicine, trainers said that investigations are pre-planned so trainees know what they will 

be faced with. At induction it is made clear who to contact to provide supervisory support for 

procedures. Trainees are made aware of the procedures to be undertaken in advance (approximately 

2 days before their shift in day medicine), therefore trainees can request the support they require in 

advance. 

 

FY: FY2 trainees described their job as carrying out ward rounds usually of between ten to sixteen 

patients. Trainees report doing this daily and they can do so for many days without consultant input or 

supervision. This was thought to be challenging for trainees, especially for those who may have little 

experience of doing ward rounds. There was an issue of wards which didn’t have a regular ward 

round. Also some trainees felt that they were working outwith their competence. Overall, trainees said 

they felt confident carrying out ward round but said it would be helpful if they received some form of 

regular feedback from consultants. They were able to escalate acutely unwell patients to other 

consultants, as necessary, when the need arose. On nights, FY2 trainees can be the most senior 

person on the ward and this can be challenging if the medical registrar is busy at the front door, or 

they are not very accessible. 

 

In AMU, trainees said they are clerking patients all day. Trainees said they can escalate issues easily 

to the medical registrar and seek immediate help if required. Due to the volume of patients received in 

the AMU, the workload is busy, and it can be a struggle to find beds for patients which may later 

result in a boarding problem. Trainees said they feel pressured to discharge patients on the wards. 
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CMT and ACCS: Overall, trainees had access to clinical supervision and always knew who to contact 

for support. Trainees did not feel that they have had to cope with problems beyond their competence 

or experience. Overnight it was clear who they should get in touch with. 

 

GPST: GPST trainees did not raise any concerns about knowing who to contact for support both 

during the day and out of hours. They said that colleagues are accessible and approachable and did 

not report having to feel to cope with problems beyond their experience. 

 

ST: ST trainees said they always know who to contact both during the day and out of hours for 

clinical support. 

 

Wards: We heard that there are infectious diseases consultants in A31 who look after their own 

patients (about 12) on this ward. The remaining twenty patients on the ward are under ‘general 

medicine’ consultants. There is lack of clarity around which consultants have ongoing responsibility 

for these patients. Trainees referred to inconsistency and infrequency of consultant clinical 

supervision of the trainees’ input to the management of these patients and inconsistency and 

infrequency of the senior review of these patients’ care. The visiting panel heard that some patients 

on A31 have not had a consultant re-review for weeks (the most concerning example given was a 

patient who was last reviewed by a consultant 4 weeks ago). Because formal consultant ward rounds 

for these patients do not take place, the general medicine component of ward A31 is perceived to be 

a poor learning environment. Trainees were of the view that there are no opportunities to receive 

feedback here. The workload on A31 is reported to be excessive and is also a barrier for trainees 

accessing formal learning opportunities elsewhere in the hospital. 

 

By contrast, A12 has six dedicated consultants to the ward and there is a regular routine for the 

review of patients. There is a consultant of the week assigned to the ward each week and every 

patient is automatically under the consultant’s care for the week or 2 weeks for which they are the 

consultant of the week. As the consultant does a ward round of half of the ward three times a week, 

there is ample opportunity for education and trainees receive feedback for their work. 

 

In general, in the geriatric medicine ward there are 2 weekly consultant ward rounds and feedback is 

given to trainees on the round. 
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Day Medicine: Trainees provide cover for ‘day medicine’ when they are rostered on the wards. 

Within their 4-month post on the ward, a trainee will spend one week within day medicine. 

Supervision and senior support for trainees working within day medicine was said to be variable. 

Some trainees working in day medicine are unable to perform the procedures required of them 

because they have not yet acquired the skills needed for this area of work (for example, lumbar 

puncture and drains) and require supervision for these tasks. Trainees said they are unsure which 

registrar to contact. They knew that their default contact would be the medical registrar on call; 

however, the on call medical registrar is often too busy reviewing unwell patients to be able to 

prioritise helping with elective procedures. This leads to delays in these procedures being carried out 

(trainees reported sometimes up to 6 hours), patient complaints and trainees feeling unsupported.  

 

A concern was raised about trainees in day medicine being asked to prescribe medications that they 

are not familiar with, with limited clinical information (referral letter, bloods, explanation). 

 

Non-Medical Staff: Non-medical staff said that trainees wear coloured lanyards which allow staff to 

differentiate between the different training grades. Not all non-medical staff present were aware of 

this. In the past, there were laminated posters on the walls describing this, but these have since been 

taken down due to infection control. On the wards, doctors introduce themselves and tell staff who 

they are. Non-medical staff said that there was no confusion with CT2s being on the higher rota. 

 

Non-medical staff said that doctors can always access senior support. They said that consultants can 

be inconsistent with carrying out ward rounds but that the senior charge nurse can offer support if 

needed. 

 

3.10  Feedback to trainees (R1.15, 3.13) 

 

Trainers: Trainers said that feedback to trainees on the wards has improved because trainees now 

spend more time on their base wards following the recruitment of CDFs to help with routine tasks. 

Trainees who conduct morning ward rounds can always discuss patients on their ward round with a 

consultant afterwards. Trainers advise that they are encouraging reflective practice amongst trainees. 

Greater continuity on wards has meant stronger interpersonal relationships and therefore better 

feedback. Twice daily board rounds also help with feedback. 
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On the AMU trainees can receive consultant feedback but this continues to be difficult to the volume 

of acute work. 

 

FY: Trainees said they generally do not receive feedback on their decisions during the day and out of 

hours. They need to ask for feedback. The exception to this was the gastroenterology department 

where feedback was deemed excellent. 

 

CMT, ACCS and GPST: This group of trainees said that they rarely do ward rounds with a consultant 

and described the continued practice of parallel ward rounds. They said there is time at the end of the 

parallel ward rounds to discuss new/complex/unwell patients with the consultant so that they can 

raise issues to and seek advice if need be. These opportunities do not exist on A31. 

 

The gastroenterology department was reported to be a good training environment for receiving 

feedback from the consultant of the week who you can get to go on ward rounds with. Cardiology and 

stroke have similar models, and trainees said that respiratory medicine is trying to implement the 

same. In B22 there is regular consultant support but limited feedback. 

 

When feedback is received, trainees said it is constructive and meaningful. Trainees would prefer if 

there were consistent timings for consultant ward rounds. 

 

ST: ST trainees said feedback can be received on consultant led ward rounds (when these take 

place). Feedback is constructive. 

 

3.11  Feedback from trainees (R1.5, 2.3) 

 

Trainers: Trainers said that they had run a monthly questionnaire to trainees to seek feedback on 

their training. Unfortunately, only two trainees returned the questionnaire in the last month. The 

feedback questionnaire was felt to be effective when it was initially implemented; however, with fewer 

respondents over time trainers feel there is little value in continuing this practice. Trainers have tried 

to use the PCAT tool to look at different ways of designing the rota, but have found it difficult getting 

trainees to engage with this process. The infectious diseases ward has an anonymous feedback box 

which was particularly helpful in garnering feedback when it was initially set up. 
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FY: FY trainees confirmed that there is a junior doctors’ forum where they can feed back on their 

training. Trainees said it can be difficult to feel genuinely supported on concerns they have raised 

when the default position amongst consultants is that ‘it was much worse in their day’. 

 

CMT and ACCS: This cohort of trainees was also aware of the junior doctors’ forum and chief 

resident model. They also mentioned the monthly feedback survey described by the trainers. 

 

GPST: GPST trainees acknowledged that Dr Salunke is the GP Champion at FVRH. They said 

initially that they would approach their training programme director if they wished to provide feedback 

about any issues with their training, but acknowledged they should probably approach Dr Salunke 

about any specific issues relating to FVRH. 

 

ST: ST trainees acknowledged the monthly junior doctors’ forum. 

 

3.12  Workload/ Rota (1.7, 1.12, 2.19) 

 

Trainers: Trainers advised that there had been a new rota in place since August and this was felt to 

be an improvement. The FY1 rota initially made it difficult for FY1 trainees to get to teaching, however 

this has been redesigned, working closely with FY1 trainees, and has improved. 

 

FY: Trainees said there is a rota representative to raise issues about the rota. Trainees felt that the 

rota coordinators really try to help them and said that ‘Julie’ was very understanding and supportive of 

requests. The rota was generally perceived to be manageable by day and out of hours. 

 

CMT, ACCS and GPST: This cohort of trainees said that the rota felt manageable both during the 

days and out of hours. Trainees recognised that the appointment of CDFs had allowed them better 

access to learning opportunities and to clinics than for trainees in previous years although they still 

felt their workload was ‘busy’ during the day. They noted that while the CDFs have designated 

development time, the CMT trainees don’t have designated development time. 

 

ST: ST trainees said their rota is well staffed and it feel manageable both during the day and out of 

hours. 
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Non-Medical Staff: Non-medical staff said that trainees seem to be happier with the rota now with 

fewer complaints than in previous years. 

 

3.13  Handover (R1.14) 

 

FY: FY trainees said that front door handover is very good. There is a handover at 8am and 8pm 

everyday where a full board round takes place and any deaths, discharges and unwell patients are 

flagged up. Handover follows an agreed format which is considered to work very well, although there 

is no written record. 

 

FY trainees advised that there has been extensive work in the last year for ‘back of hospital’ 

handover. Morning handover was reported to lack a formal structure. We heard that the Hospital at 

Night team hands over to the day shift on-call doctors who cover several wards and who start at 8am 

(earlier than the day team that starts at 9am). Handover is reliant on these doctors passing on any 

necessary information to the individual wards’ day staff (which largely does occur). This was not 

perceived to be a robust handover process. 

 

It was reported that there was a proposal to adopt a ‘Situation, Background, Assessment, 

Recommendation’ (SBAR) approach for the 4:30pm handover involving foundation doctors to 

increase learning opportunities for trainees. 

 

CMT and ACCS: This cohort of trainees said that handover is variable. They felt that the 8pm 

handover is not always effective – it sometimes feels it is a handover about bed numbers rather than 

of patient care, and that it lacked structure and protocol. Front door handover was reported to be 

good. Trainees noted that in the acute admissions unit, trainee shift runs from 20:00 – 08.30. There is 

a morning consultant board round from 08:00 – 08:30 then the consultant ward round starts at 08:30. 

Thus the trainees do not have the opportunity to accompany the consultant on the ward round and 

have feedback on the management of the patients that they have seen. 

 
GPST: GPST trainees also reported that front door handover was very good. They also commented 

on the gap with back door handover (between 8am and when the day team starts at 9am). 

 

ST: STs confirmed the same as previous cohorts. 
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Non-Medical Staff: Non-medical staff said there is a ward handover to people who are working the 

long day shift. They also said that handover to the hospital at night team is effective. They said that 

work is being done on escalation planning but that daily safety huddles are effective. 

 

3.14  Educational Resources (R1.19) 

 

Trainees: Trainees said that the library is adequate but the computers are slow and they are unable 

to use their own laptops. Access to computers was reported to be OK. All cohorts of trainees reported 

major concerns about the absence of effective wifi. 

 

Overall the following comments were made about resources including educational facilities: 

• The Clinical Portal was felt to be an outdated system. 

• The clinical system used for ordering bloods and radiology scans was felt to be poor because it 

does not allow requests to be altered; if a blood test needs to be added trainees need to phone 

the labs and make the request. The system does not allow labels to be reprinted. 

• Pagers exist with fixed landline phones placed throughout the building. However, not having either 

Wifi or a mobile phone signal is felt to be very unsatisfactory. 

• Sometimes trainees must go outside the main building to get a phone signal to phone or What’s 

App an ECG to Edinburgh. 

• The firewall in FVRH blocks journal access. 

• The version of internet explorer on the computers is not compatible with full functionality of e-

portfolio. 

 

Trainees reported that they didn’t at the time of the visit have a doctors’ mess but they noted that the 

health board has had plans since August to get this underway. Currently it is a work in progress. April 

was reported to be month when the doctor’s mess will be open. 

 

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

 

Trainees: All (but one) trainees considered that FVRH is a supportive environment and that 

reasonable adjustments would be made for those who require it. 
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Non-Medical Staff: Non-medical staff said that if they were concerned about a trainee they would 

ask the trainee if they would be content that they would talk to their educational supervisors about it. 

 

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

 

Trainees: There were mixed responses from trainees with respect to educational governance. Some 

were aware of the DME’s role for managing the quality of education and training at FVRH. Most 

trainees indicated that they would feedback any issues about training to their training programme 

director. 

 

3.17  Raising concerns (R1.1, 2.7) 

 

Trainees were generally aware of the Datix system/IR1 systems. They would also raise concerns with 

their supervisors or with the consultant or senior nurse in a ward. ID had also introduced an informal 

feedback box. Trainees said they had raised concerns about ward A31. 

 

3.18  Patient safety (R1.2) 

 

Trainers: Trainers said there is a safety meeting every Thursday lunchtime which is multi-

disciplinary. Items brought to this meeting are discussed at governance meetings. Unit M&M 

meetings take place every Wednesday. Any significant or minor events that have the potential to 

occur in other wards are fed back to other wards to mitigate the risk of reoccurrence, and to ensure 

that learning from adverse events is shared. Every ward has a 9am huddle where safety issues can 

be aired. 

 

Trainees: All trainees felt that boarding was an issue at FVRH. Trainees said they felt they had to 

manage problems out with their competence when faced with the bed crisis this winter. Whilst 

recognising that boarding is an issue across most hospitals, trainees felt that FVRH was unique in 

that they do not have capacity to board to wards that are necessarily appropriate for patients’ needs. 

 

Comments from trainees about boarding were: 

• Boarding of patients to areas that are perceived to be unsuitable (with regard to care needs and 

safety) such as the endoscopy unit and the medical short stay. 



22 
 

• Non-clinical decision-makers being said to overrule clinical decisions around unsuitability for 

boarding). 

• Reported absence of a clear policy about boarders - who can and cannot be boarded. 

• No clear policy around who is responsible for the care of boarders. (Trainees report receiving 

phone calls about patients they knew nothing about and did not know whether patients had been 

boarded or sent home). 

• Trainees felt under pressure to discharge more people out of hours (when they felt they had 

already discharged everyone who was safe to discharge). This was particularly true of geriatric 

wards where trainees are responsible for elderly patients with multiple comorbidities and would 

feel uncomfortable sending patients on the home without consultant oversight. 

 

Trainees said they received as much clinical support as possible, but they felt the situation was 

overwhelming at times. 

 

3.19  Adverse incidents (R1.3) 

 

Trainers: Trainees are encouraged to submit an IR1 form. Trainers advised that IR1 forms are 

formally discussed by hospital management. There are M&M meetings that trainees can attend. 

 

FY: FYs were aware of the IR1 forms and two had submitted incidents in this way. Trainees had not 

received any feedback about the incidents they had raised. 

 

CMT and ACCS: CMT trainees also described the IR1 form. No one had received training, but they 

advised that information is available on the intranet and completing the form is straightforward. 

Feedback was given to those who had raised an IR1. 

 

GPST: GPST trainees were all aware of DATIX and were happy to submit a DATIX if needed. There 

was limited awareness of M&M meetings. 

 

ST: As above. 
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3.20  Duty of candour (R1.4) 

 

All cohorts of trainees and non-medical staff felt they would be supported if they were involved in an 

incident where something went wrong. This item was not discussed with trainers. 

 

3.21  Culture & undermining (R3.3) 

 

Trainees: All cohorts of trainees felt that FVRH is a supportive work environment and all senior 

colleagues are very approachable and helpful. GP trainees reported that they were regarded 

differently from other middle grade trainees, and perceived their status was regarded as lower. 

 

Non-medical staff: Non-medical staff said that they have not witnessed any incidents of undermining 

and that doctors at FVRH are all very professional. They have ‘coffee and cake’ days which help build 

a team culture. 

 

4.  Summary  

 

4.1. The visit panel noted the ongoing commitment of site leads, clinical and non-clinical managers, 

and consultant trainers to improve the training environment. Some of the improvements noted were: 

• The appointment of eight CDFs which had added to robustness of rota; it has facilitated outpatient 

clinic attendance and stability for the training environment. 

• A consultant in change of medical rota to help reduced frequency of movement from base wards 

and to optimise clinic attendance for trainees. 

• Introduction of the GPST training champion to help improve the experience of GPST trainees. 

 

4.2. Progress against previous requirements from 2018 visit: 

 

Progress against previous requirements recorded as ‘addressed’, ‘significant’, ‘some progress’, ‘little 

or no progress’. 
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Ref Issue Progress noted at 2019 visit 

7.1 Feedback to all levels of trainees on their management 

of acute medical receiving cases must be provided to 

inform their learning and training (aiming for this in at 

least 40% of the acute medical caseload). 

Little or no progress, see current 

requirements 

7.2 Ward rounds in downstream wards must provide 

feedback to trainees on their management of medical 

inpatients. 

Some progress 

7.3  The training opportunities provided to GPSTs must be 

tailored to their needs – and must provide significantly 

more opportunities to manage acute medical referrals 

and to manage patients in outpatient clinics, among 

other opportunities.  

Some progress 

7.4 Doctors in training must have greater continuity of 

attachments to their base-wards to support continuity 

of patient care and of supervision. 

Significant progress 

7.5 The rota must provide opportunities that reflect 

differences in seniority among trainees.  

Little or no progress 

7.6 Outpatient opportunities must be accessible to all 

trainee cohorts from FY2 and above, and must enable 

CMTs to meet the target numbers. 

Significant progress 

7.7 Wi-fi must be provided to support the learning needs of 

doctors in training. 

Little or no progress 

7.8 The burden of non-educational administrative tasks 

performed by foundation trainees must be reduced. 

Some progress 

7.9 Doctors in training of all grades must be enabled to 

attend the (good) range of formal locally provided 

education meetings. 

Significant progress 

7.10 The efforts to eradicate use of ‘SHO terminology’ must 

include use among the doctors in training themselves. 

Some progress 
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4.3 Aspects that are working well: 

• Clinical Assessment Unit as a training environment – providing very positive learning 

opportunities with frequent on the job feedback. 

• Supportive and approachable trainers. 

• Commend the Board’s support for and investment in the cohort of CDFs who have been an 

asset to the educational environment and have contributed to the medical workforce enabling 

improved access to learning opportunities for the doctors in training. 

• Medical staffing for workload by day and out of hours (helped by the appointment of CDFs). 

• Provision of and access to formal learning opportunities. 

• Greater continuity of base-ward attachments for all trainees. 

• Access to outpatient clinic learning opportunities. 

• Rota manager – ‘Julie’ was commended by trainees regarding her management of the rota 

and accommodation of trainees’ requests. 

4.4 Aspects that are working less well: 

• Ward A31 (General Medicine component) – trainees did not perceive this to be an appropriate 

training environment because of inconsistent, chaotic and often deficient consultant input both 

to patient care and to supervision of doctors in training. 

• Lack of named clinical supervisors for GPSTs. 

• Day medicine – concerns were expressed regarding lack of learning opportunities, lack of 

effective escalation and expectations around ‘remote prescribing’. 

• Boarding - we heard concerns about selection of patients for boarding (non-clinical decision-

makers being said to overrule clinical decisions around unsuitability for boarding) as well as 

that boarding occurs to areas that are perceived to be unsuitable (with regard to care needs 

and safety) such as the endoscopy unit and the medical short stay unit. 

• Need for progress in terms of general perception of the status of GP trainees. 

• Lack of ’on the job’ or ‘post-receiving’ feedback to trainees to inform their learning in relation to 

their management of acutely unwell patients. (Provision of ACATs as formal workplace-based 

assessments is, however, working well). 

• Lack of ‘on the job’ feedback to trainees on their work in downstream wards. 

• Ongoing issues with Wi-Fi and mobile phone signal access. 

• Departmental induction is inconsistent in terms of provision and content. 
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4.5 Overall satisfaction 

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

scores are presented below: 

• Foundation: range 3-9, average 6.2 out of 10 

• Core: range 5-9, average 7 out of 10 

• GPST: range 5-7, average 5.8 out of 10 

• ST3+: range 5-8, average 6.2 out of 10. 

4.6 Overall conclusion 

Is a revisit required? 

 

Yes No Highly Likely Highly unlikely 

 

5.  Areas of Good Practice 

 

Ref Item Action 

5.1 ACAT cold debrief – as a partial solution to 

supporting the provision of ACATs. 

None 

 

6.  Areas for Improvement 

 

Ref Item Action 

6.1 Poor perceptions around the status and value of 

GP trainees should be addressed. 
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7.  Requirements - Issues to be Addressed 

 

The health board needs to continue with its progression on the previous 2018 requirements. The 

following additional requirements should also be met: 

 

Ref Issue By when Trainee cohorts in 

scope 

7.1  Trainees must be provided with clearly identified 

seniors who provide effective clinical supervision in 

all clinical areas where they are based (A31, Day 

Medicine). 

7 December 

2019 

FY, GPST, CMT, 

ST3+ 

7.2 Clinical supervisors must be allocated at the start of 

training to avoid delays in this support and oversight 

of trainees. 

7 December 

2019 

GPST 

7.3 The site must develop an effective boarding policy of 

safe selection, tracking and monitoring of boarded 

patients which ensures they can be managed safely 

in appropriate environments with appropriate clinical 

ownership & oversight of patient care. The policy 

must be subsequently monitored to assess its 

impact and effectiveness. 

7 December 

2019 

FY, GPST, CMT, 

ST3+ 

7.4 Feedback to all levels of trainees on their 

management of acute medical receiving cases must 

be provided to inform their learning and training. 

7 December 

2019 

FY, GPST, CMT, 

ST3+ 

7.5 Wifi must be provided to support the learning needs 

of doctors in training. 

7 December 

2019 

FY, GPST, CMT, 

ST3+ 

7.6 Departmental induction must be provided 

consistently to ensure trainees are aware of all of 

their roles and responsibilities and feel able to 

provide safe patient care. 

7 December 

2019 

FY, GPST, CMT, 

ST3+ 

The requirements from the 2018 visit, listed in section 4.2 must be followed through to ensure 

complete and sustainable resolution. 

 


