


SHOULD WE TEACH FOUNDATION YEAR 1 DOCTORS 
ULTRASOUND-GUIDED CANNULATION?

Ahmed Alhussni, Lewis Greenan-Barrett  - Leeds Teaching Hospitals NHS Trust

CONCLUSIONS
Recently graduated doctors want to
learn ultrasound-guided cannulation.

Most new doctors have no experience
with ultrasound-guided cannulation.

A 1 hour workshop significantly
increased confidence in cannulation.

KEY RESULTS
❖ Before the ultrasound workshop, recently-graduated FY1 doctors were unable to do an

estimated 31% of cannulas and 89% had previously needed to escalate a cannula to a senior.

❖ 81% had never attempted ultrasound-guided cannulation and 100% wanted to learn how.

❖Mean confidence in cannulation increased significantly from 46% before the course to 72%
afterwards (p<0.001).

❖ 94% felt they will use ultrasound-guided cannulation as an FY1. 100% would recommend the
course to other FY1 doctors starting their training.

INTRODUCTION
Ultrasound-guided cannulation is an increasingly useful skill, yet it is unclear whether newly
trained doctors are proficient in its use. Our aim was to evaluate the confidence of Foundation
Year 1 (FY1) doctors before and after an ultrasound-guided cannulation workshop.

METHODS & INTERVENTION
We surveyed 57 recently-graduated FY1 doctors in two UK NHS trusts on their cannulation and
ultrasound-guided cannulation abilities.

We enrolled the same individuals in a 1 hour ultrasound-guided cannulation workshop run by
FY2 doctors. The workshop consisted of a demonstration, practice session and an assessment. The
group were then re-surveyed after the workshop.
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The general internal medical (GIM) handover is a critical

juncture where preventable causes of patient harm can be

addressed.1,2 Variations between handover systems have been

reported, with poor human factors and systemic errors being

thought to arise in part from a lack of structured frameworks

through which to practically guide handovers.1-3

In line with General Medical Council regulatory guidance, UK

medical training programmes further outline clear

recommendations regarding engagement with effective

handover activities as a required component of professional

development.4-8 Whilst optimising handover processes may

improve clinical safety, they may also therefore serve as

important educational forums.1

We present the implementation of a re-structured,

simultaneous acute medical take and ward GIM night handover

protocol in a large West Midlands district general hospital,

aiming to standardise and embed recommended clinical and

educational principles into this important activity.

PDSA methodology was utilised throughout. A novel proforma

was devised to standardise the night GIM handover, in line with

recommendations by the Royal College of Physicians (RCP)

toolkit (PLAN).1 Handover was split into parallel acute take,

(medical registrar-led) and ward (‘Tier 2’– IMT1-2/senior clinical

fellow-led) handovers; detailing a specific structure, time and

location for handover, compared to previously where ward

doctors would handover informally (DO). A 3-day trial was

undertaken (n=7), and following positive feedback a further 7-

day trial was held (n=12) (STUDY). A 03:00 huddle was

introduced during the second trial, acting as a mid-shift ‘check-

in’ and further opportunistic educational juncture. Feedback

from on-call colleagues during trial periods guided further

proforma iterations (Figure 1.) (ACT). The second trial focused

particularly on surveying the perceived educational benefit of

medical handovers.

Initial feedback themes directed protocol design towards safety,

efficiency and developing clinical/leadership training

opportunities. 75% of respondents strongly-/agreed innovations

were an improvement, providing formal structure and early

identification of unwell patients. 75% of trainees strongly-/agreed

that handover was an educational experience post-innovation,

improving from 58.3% previously. Supervised handover leadership

and workload prioritisation opportunities were particularly valued

(Figure 2.).

As colleagues from numerous healthcare practices are in

attendance, handovers provided interdisciplinary learning

opportunities, where those at earlier training stages could observe

role models coordinating effective practice. This is particularly

important in the local context of our hospital’s medical on-call

team structure, ‘Tier 1’ ward cover doctors comprising of junior

clinical fellows, foundation and GP trainees. A sample of the

qualitative data collected was mapped onto the themes of the RCP

Recommendations for good standardised clinical handover toolkit

(Figure 2.).1

Although scarce, reports of formally implemented improvements

targetting medical handover processes have evidenced positive

outcomes.8-9 Our local handover developments were well received,

emphasising a sustainable, standardised and educational approach.

Following local GIM steering group review, our protocol has been

permanently implemented into the night handover standard

operating procedure. Suggested improvements have prompted

plans to introduce ongoing educational forums focused on

developing effective and educational handover leadership styles.
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Figure 2. Sample of Cycle 2 qualitative data responses, collated and 
mapped 

against RCP “Recommendations for good standardised clinical 
handover”.1

Figure 1. GIM night handover proforma – Post-cycle 1 iteration
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Are Junior Doctors In The UK Stressed Out During Their On-call Shifts? 
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Background

On-call duties have been rated to be among the most stressful aspects of physicians’

work. On-call work has been associated, for example, with medical errors, injuries

and lower well-being. Thus, because it is not possible to remove on-call duties,

measures to decrease the negative ramifications of on-call work are needed [1].

Doctors across hospitals and general practice who are experiencing burnout are

twice as likely to be involved in a patient safety incident and three times as likely to

leave their job, according to a new research paper that included 239,246 doctors

from across America, Europe and the UK.[2]

Objectives

To highlight the factors causing stress among junior doctors during their on-call

shifts.

Subsequently, taking steps to address these factors and escalating them to the

management level for implementing changes that enhance working conditions,

thereby improving efficiency in patient care.

Methodology

In view of the above, a cross-sectional cohort study was carried out at Queen

Alexandra Hospital in Portsmouth. This study focused on junior doctors

representing 24 different departments, with the aim of investigating the presence

of stress during their on-call shifts and identifying potential contributing factors.

The study employed a semi-open questionnaire as part of its methodology. A total

of 117 doctors have participated.
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Results

The study’s findings indicate that stress is prevalent during on-call shifts, with 85% of doctors reporting its presence.

In the context of the healthcare workplace our survey has identified several key factors contributing to this issue.

When asked which patients they found most challenging, respondents highlighted mental health crises as the top

difficulty. Following closely, acutely deteriorating patients were also mentioned as particularly challenging. Moreover,

healthcare professionals expressed challenges in dealing with acutely confused patients, cases of cardiac arrest, and

patients experiencing alcohol intoxication.

Interestingly, the study also revealed a noteworthy demographic distribution among respondents, with 53% comprising

international medical graduates (IMGs) and 47% representing UK medical graduates. What added to the intrigue was

the discovery that 57% of the participants indicated this wasn't their first NHS position. Surprisingly, despite having

more than six months of NHS experience, these doctors continued to experience significant stress levels. An equally

surprising revelation was that a substantial portion of the respondents had embarked on independent on-call duties

within less than a month of commencing their posts. This juxtaposition of prior NHS exposure and the rapid initiation

of independent on-call responsibilities raises compelling questions about the dynamics of stress in this professional

context.

Discussion & Conclusion

In conclusion, this study sheds light on the prevalent issue of stress among

junior doctors during on-call shifts. Notably, our findings highlight that stress

affects a significant majority of doctors, regardless of whether they are

international or UK medical graduates. The surprising aspect lies in the fact

that a substantial number of doctors had prior NHS experience, yet the stress

persisted.

These insights underscore the critical need for addressing stress among junior

doctors, recognizing its direct impact on both their well-being and the quality of

patient care they provide. Collaborative efforts between the rota team,

recruitment team, and HR are paramount to ensure adequate staffing levels

and address rota gaps, ultimately enhancing patient care.

Moreover, incorporating medical technicians for procedural support,

particularly in tasks like cannulation and venipuncture, can significantly

alleviate the time constraints on junior doctors, allowing them to focus on more

complex medical responsibilities.

Enhancing the trust induction program by incorporating simulation training on

managing acutely deteriorating patients, understanding the Mental Health

Capacity Act and navigating mental health crises, familiarizing with trust

protocols and guidelines presents an opportunity to maximize the efficacy of

the staffs. These proactive measures will not only contribute to junior doctors'

well-being but also promote the overall efficiency and quality of healthcare

services.
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Quantitative data

Using A Simulated Outpatient Clinic To Improve Trainees Confidence And Performance
Colette Davidson, Emma Lewin, Jessica Little, Paula Lee, Stephen Hamshere - Education Academy, Barts Health NHS Trust

Aims
Increase junior clinicians' confidence during OP clinics

Conduct a new patient and follow up appointment

Write a clear and coherent letter

Background
Most secondary care patient interactions occur in 
outpatient clinics,1 yet junior clinicians perceive many 
barriers to learning in OP setting.2

We propose using simulation to educate clinicians on 
outpatient encounters before regular practice, 
enhancing their skills and confidence in delivering 
effective care.

Attendees

Self rated confidence pre and 
post course

100% attendees would recommend this to colleagues

0

2

4

6

8

10

Overall New Patient Follow up Writing a letter

Conclusions
Doctors have poor confidence about OP work

Confidence is improved by simulated practice

Doctors find this helpful and would recommend it

Future plans
Run follow-up sessions to demonstrate that
simulated OP clinic improve performance

Offer this teaching session to all FY2 doctors in the
trust

Incorporate conducting remote appointment and

discharging patient into future courses
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Course plan

New 
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Follow 
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Crisis 
manage

Clinic 
admin

Write a 
letter

15 min stations

Assessed according to
agreed expected
actions

Followed by a group
debrief focusing on
technical skills and
human factors

Qualitative data

What else would be helpful?
Presenting to a consultant
Dealing wit frustrated/angry patient
Surgical scenarios
Telephone clinic

What skill have you developed?
Prioritising issues
Managing workload
Confidence speaking to patient

FY1 3 FY2 4 IMT 1



Clues And Codes: The Use Of Escape Room Simulation To Teach Medical 
Students How To Manage The Acutely Unwell Patient

Emma Lewin, Jessica Little, Colette Davidson
Barts Health Simulation Department

Background and Aims
It is widely recognised that a key skill required for junior doctors is the 
management of acutely unwell patients as they may have this responsibility 
from their first day. For patient safety reasons, it is rare for students to 
experientially learn these skills on their clinical placement and, consequently, 
students reported feeling nervous and insufficiently prepared to manage 
these scenarios. Therefore, we sought to develop a novel method for teaching 
students how to safely and systematically manage these, potentially 
unexpected, situations.

As gamification becomes more popular in medical education, the use of 
medical escape rooms is increasing. During these sessions, participants are 
‘locked’ in a room and are required to solve a series of puzzles related to a 
medical scenario in order to ‘escape’. A relatively novel educational method, 
further evidence is required to demonstrate its efficacy and potential 
applications in undergraduate teaching. This project aims to evaluate whether 
escape room simulation can be used to help third year (first clinical year) 
medical students develop their assessment of an acutely unwell patient and 
consolidate clinical knowledge from tutorials.

Methods
• A scenario, in which students were called to assess a patient with new 

breathlessness and confusion, was developed and integrated into the Year 

3 teaching timetable at St Barts Hospital

• During the simulated on-call scenario, students encountered barriers in the 

form of locked boxes and clues during their management. The aim was to 

recognise sepsis and safely treat and refer the patient before ‘escaping’

• Students complete pre- and post-session feedback questionnaires with a 

mixture of qualitative and quantitative questions 

• A debrief discussion took place following completion of the scenario

• Feedback was evaluated and used for quality improvement

Results – Pre- and Post-Session Comparisons
In total, 45 students participated in the escape room simulation

On average, the escape room was rated highly for enjoyability 
(9.53/10) and educational value (9.51/10)

Self-rated 
Confidence levels

Average pre-
session (/10)

Average post-
session (/10)

Average 
Change

A to E Assessment 6.5 8.2 +1.7

Sepsis Management 6.4 8.1 +1.7

= Statistically significant result (Paired t-Test)

Conclusion and Next Steps
• Students had an overwhelmingly positive response to the escape room and requested additional sessions
• Evaluation suggested that participants valued applying their A to E assessment and revising sepsis management in an 

enjoyable setting, which they felt stimulated easier recall of these key concepts
• Evaluation suggests that it can be used to consolidate clinical knowledge and simulate a pressured environment, not 

dissimilar to clinical practice, while practising technical and non-technical skills required in emergency scenarios
• Further research is required into the longevity of this effectiveness and the long-term outcomes
• Next steps for this project include objective evaluation of knowledge using SBA questions before and after the escape 

room and the development of new clinical scenarios using the escape room format

Results –Qualitative- Themes: Pros and Cons

Pros Cons

Encourages Teamwork Game distraction

Structured Assessment Unrealistic lack of flexibility

Develops Problem Solving Skills Can lose patient focus

Working under pressure Simulation artefact

Consolidation of knowledge Reliant on team dynamic

Practise Communication

Fun and engaging

Results- Qualitative- Skills Developed
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Reasoning
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A to E 
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Application of 
Knowledge

Time 
Management
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`RaMH: Proposing a Curriculum Framework for Refugee and Migrant Health for UK Medical Students
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Introduction:

➢ Refugee and migrant health (RaMH) needs are complex. 

➢ The UK offered protection to 175,142 people 
between June 2022 and June 2023, and this 

population is growing.1

➢ However, UK medical training does not 

equip graduates with the knowledge and 

skills required to confidently care for this 

vulnerable population.2

Materials and Methods:

A PubMed Literature review identified 

papers related to RaMH education. 

Papers were critically appraised by 

a panel of five UK-trained NHS doctors 

with experience in Medical Education.

Literature findings and educational theory 

informed curriculum development.

Learning objectives were mapped to the

General Medical Council’s (GMC) outcomes

for medical school graduates.3

Figure 1. RaMH Curriculum Framework. Core Themes (inner ring);

Learning objectives (middle ring); GMC outcome-mapping (outer ring).2,4-6

Conclusions:

Experiential learning initiatives with refugees 

and migrants have high student and service 

user satisfaction. However, structured student 

support mechanisms must be in place.5,6

The RaMH Curriculum address this 

and has scope to cover all current 

GMC Outcomes for Graduates.

The increasing need for RaMH

competency is not reflected in 

the UK Medical Education literature 

or medical school curricula.2,4

Results and Discussion:

69

24

3

67 publications were identified by Pubmed search, 

and a further 2 papers by citation searching.

publications met inclusion criteria.

publications were UK-based.

➢ Learning objectives were formulated from recurrent 

topics and grouped into 5 core themes.

➢ Learning objectives aligned with GMC 

outcomes for graduates (Figure 1).

➢ Teaching modalities were also considered 

for onward curriculum implementation.
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Generalism in Internal Medicine Training:
Nurturing Holistic Clinicians

Khin Yadanar Kyaw1, Zuleikha Mistry2, Sacha Dowling2, Kandace Baggan1, Nebras Hasan1

University Hospitals of Derby and Burton NHS Foundation Trust1, Chesterfield Royal Hospital NHS Foundation Trust2

Background
The UK's ageing population with complex multi-morbidities is well 

documented.1 NHS England commissioned the innovation of a pilot 

programme - 'Enhancing Generalist Skills' - incorporated within 

Internal Medicine Training (IMT) in response to their Future Doctor's 

report2. The East Midlands was a trailblazer site, with 5 IMT 

doctors from Royal Derby Hospital and Chesterfield Royal Hospital 

started in August 2022. Figure 1 demonstrates the programme’s 

core themes. 

Reflection
From this programme, we were able to appreciate holistic 

approach in treating patients. This has enabled heightened 

awareness on the social determinants of health and the 

capabilities and limitations of the community services. This 

curriculum has facilitated streamlined communication between 

primary and secondary care which is beneficial to both patients 

and healthcare providers.

We believe that this is a great innovation to the Internal Medicine 

Training (IMT) program, we have gained Generalist skills 

alongside achieving progress and competencies as other IMT 

trainees. Due to the success of our first year of the Enhance 

program, it is now expanding to reach different levels of medicine 

trainees including medical students, foundation years and 

advanced clinical practitioners.

Immersive Placements
Through immersive placements, we continue to collaborate with 

organisations providing care to vulnerable communities on quality

improvement projects. We have been working with Changing Future

Nottingham, Inclusion Health and Nottinghamshire Sexual Violence

Service. Figure 3 demonstrates how these organisations work for 

vulnerable communities. We work with these teams to review care

pathways and train professionals on dealing with complex health
issues faced by vulnerable communities.

Figure 2: Word Cloud demonstrating community activities

Community Placements
The Enhance trainees undertook a novel 4-month ‘Leadership and 

Social Medicine’ rotation in the community, whilst still taking part in 

the on-call rota in our respective acute hospitals. Figure 2 displays 

the different elements which made up our four-month rotation. We 

were embedded in some of these services after a period of 

shadowing, allowing us to partake in decision making and having an 

impact on patient care in the community. Shared learning took place 

from all parties. 

Teaching Opportunities
Teaching sessions were centred around population health, informing 

social policy and human factors. These have encouraged us to 

identify and address health inequalities in our day-to-day practice, 

whilst teaching on stress and trauma sciences has increased our 

awareness of how some of our patients’ own experiences can affect 

their own health choices and subsequently the healthcare 

services available to them. 

Leadership Opportunities
As the premier cohort, we participated in leadership opportunities at 

regional workshops and conferences with stakeholders and 

interested parties to co-create the future curriculum. After our first 

year of Enhance program, we are now well-equipped to 

provide peer-mentoring for new Enhance trainees. This involves 

offering guidance to overcome the challenges alongside sharing our 

own experiences. We also continue to work with our 

respective immersive placement organizations to have a 

meaningful impact on the surrounding communities.

Figure 1: Demonstrating core themes of Enhance programCommunity Hospital

Acute Home Visiting Services
Mortality Review Group

Dementia Palliative Care Team
Nursing/Residential Home Ward Round

Community Physiotherapy

Diabetes Education Service

Rehabilitation Ward
Sexual Health Clinic

Frailty Team

Changing Futures 

Nottingham
Improving the lives of people facing SMDs 

(Severe Multiple Disadvantages)

Inclusion Health 

Leicester

Service provided to the marginalized population 

who have complex or unmet needs

Nottinghamshire Sexual 

Violence Service

Where they provide specialist support for 

survivors of sexual violences

Figure 3: Services that we collaborate during immersive placements 
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Results: 

Prior to the project, 100% (n=11) of candidates had attended <1 
hour of teaching. 71% of candidates (n=7) surveyed following the 
2023/01 diet attended 3-4 hours of teaching per week (Figure 2). 
Qualitative feedback was overwhelmingly positive, and 
highlighted the utility of a consistent teaching programme in 
improving confidence prior to the exam.

Discussion:

A systematic approach has improved quantity and quality of 
PACES teaching provided. Work is ongoing to improve 
candidate confidence prior to the introduction of a new exam 
format later this year.4

Background and aims: 

The MRCP Practical Assessment of Clinical Examination 
Skills (PACES) is a critical progression point in medical 
training. It is notoriously difficult, with overall pass 
rates of only ~50%1. Because of clinical pressures, 
bedside teaching sessions can be infrequent and 
inconsistent. We identified local issues in supporting 
and mentoring PACES candidates. Inspired by others2,3, 
we sought to sustainably improve teaching provision in 
our large NHS Foundation Trust.

Methods: 

We sought to improve PACES teaching from October 2022 until 
present. We surveyed PACES candidates on baseline teaching 
provision to identify areas for improvement, and devised a driver 
diagram based on this (Figure 1). We received ongoing survey 
feedback over 3 examination diets and PDSA cycles. We developed a 
near-peer teaching programme, to provide a sustainable teaching 
model less dependent on senior staff, with tutors allocated on a 
weekly basis to deliver 2-3 sessions a week. A consultant colleague 
organised weekly consultant-led teaching. We provided Station 5-
focussed sessions, since this was highlighted as a high-stakes station.

Figure 1: Driver diagram  Figure 2: Teaching sessions per month  (hours) 





A novel course using highly realistic manikins to 
teach end of life care to final year medical students

1. Introduction

The General Medical Council expects newly qualified 
doctors to make appropriate clinical judgement 
around the care of patients at end of life.1 However, 
it is well recognised that newly qualified doctors feel 
under prepared to deliver end of life care.2 

To address this, we designed a novel course focussing 
on key areas of end of life care as detailed in the 
Foundation Programme curriculum.3

2. Course design

• Interactive 2.5hr session for final year medical students

• Follows the journey of a patient at end of life 

• Addresses key skills including sensitive communication, 
delivering individualised care and verification of death

• Use of highly realistic end of life manikins for students 
to interact with (see figure 1)

• Use of a communication role-play by faculty to mimic a 
conversation between a doctor and relative

4. Results

Confidence levels improved in all 5 areas of assessment after the course (see graph 
1). Free-text feedback from candidates reported the course was informative, highly 
relevant, engaging, and a safe environment for learning. 

5. Conclusion

We have developed a course to better prepare final year medical students for caring for 
patients at end of life, and demonstrated that it increases their confidence in managing 
these patients. Our course has received overwhelmingly positive feedback, and we 
hope to expand the delivery to more sites in the future.

3. Methods

• The course has run twelve-times over a two-year period 

• 98 final year medical students have attended

• All students have been evaluated with pre and post 
course questionnaires assessing confidence in key areas 
of care of the dying using a 5-point Likert scale              
(0 = not at all to 4= very much)

• Free text comments were also gathered
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Stephanie Ainley, Lisa Saleh-Rasool, Zachary Tait, James Patrick, Anna Bradley, Ruth Caulkin & Louise Robinson
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Figure 1: Highly realistic end of life manikin
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1) Obtained baseline data of clinic attendance 
and identified potential barriers by 
generating a survey among IMT trainees 
based in SGH

2) Implementation of allocated clinic time 
3) Introduction of a clinic schedule to outline 

which speciality clinics are running and 
when, who to contact etc.  

Clinic experience is a crucial component of 
internal medicine training. IMT curriculum 
requires a minimum of 20 clinics attended in 
IMT1, aiming for 40 by the end of IMT2 and 80 
by the end of IMT3. This must be achieved for 
ARCP outcome. 
Clinic time also give trainees opportunities to 
review patients in different clinical approach 
and manage conditions which are not 
normally encountered on the ward.

Maximising Clinic experience in internal medicine trainees
Author – Dr Thwe Han  ( IMT1 )

Scunthorpe General Hospital (SGH) 

Introduction

Results

Methods

Trainees highlighted the following as benefits of 
having a clinic schedule:

0% 20% 40% 60% 80% 100%

Staffing issues on the ward

No allocated clinic time on the
rota

Not knowing which clinics are
available and when

Commitment to ward jobs and
on-calls

Initial survey revealed that 88% felt that they did not 
have enough opportunities to attend clinics and 
identified common barriers as:

Aims 
1) To improve clinic attendance 
2) To meet curriculum requirement for ARCP 
3) To  improve training satisfaction in managing 

clinics. 

Implementation of allocated clinic time with a 
schedule is an effective way of increasing 
opportunities for trainees to attend clinics, 
increasing outpatient experience, and meeting 
curriculum requirements. 

Conclusion

After implementation, 100% achieved minimal clinic 
attendance required for ARCP and found the clinic 
schedule useful. However, 56% found that they did 
not have enough opportunities to perform 
workplace-based assessments during clinics.

Analysis of feedback gave even more insights into 
barriers which included : no room availability for 
trainees to review patients, consultant’s workload 
and limited time in clinic leading to only 
observational experience.

0% 20% 40% 60% 80% 100%

Know who to contact to join
clinics

Diversify specialties to broaden
your experience

Pursue areas of special interest

Spend less time finding which
clinics are running and when





Evaluation Of The Delivery Of Pulsed Intravenous 

Methylprednisolone To Patients With Interstitial Lung Diseases
Alexander Emery [London,UK]1, Nazia Din1, Kritchai Vitipongsatorn1, Dhivya Ilangovan1, Abigail Harrison1, Richard Hewitt1, Melissa Wickremasinghe1 

1Imperial College Healthcare NHS Trust

Introduction Materials and Methods

Interstitial Lung Diseases (ILDs) are a spectrum of lung disease which cause

inflammation and/or progressive scarring to the lung parenchyma​. Pulsed

Intravenous (IV) Methylprednisolone (MP) is given for many progressive primary

ILDs with an inflammatory component​. Pulsed IVMP can be safely given in an

ambulatory setting and is occasionally currently delivered on an informal ad hoc

basis through our Same Day Emergency Care (SDEC) Centre​, or in an inpatient

environment.

We created a data collection tool to capture all patients with ILD who had been referred to SDEC for

IVMP over an 8-month period, and recorded whether historical locally agreed standards were being

met. We also recorded a number of factors that affected patient flow and experience in SDEC.

We then worked collaboratively with the planned and unplanned care teams in Respiratory and

Emergency Medicine / SDEC to design and implement a formal pathway for these patients. After a

year, we reaudited the same criteria to compare our performance.

Conclusion

Our new pathway has standardised and streamlined the treatment of patients with ILD requiring pulsed IVMP in an outpatient setting in our Trust and can serve as a model for other services.

Results and discussion
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High levels of burnout

Feelings 
of 

isolation

Intensity 
of shift 

patterns

Not 
permitted 

to take 
leave

Minimising Burnout In Acute Medicine For Postgraduate Doctors

“Break the Block”

Dr F Hoskins, Dr H Niaz
With thanks to Dr Nel and Stephanie Beere

October 2023

High levels of burnout and their reasons 
were identified (fig. 1). Findings were 
distributed amongst the acute medical 
divisional leads, the Guardian of Safe 
Working, clinical directors, rota staff and 
trainee/BMA representatives. Feedback 
showcased that '3 x 2 week' block was 
favoured with almost all PGDs, potentially 
reducing outcomes of burnout (fig. 2).

Background – “the acute block”

Figure. 1

6 week block 

2 week 

block

2 week

block 

2 week

block 

The 6-week acute block accounted for 
significant burnout. Implementing change 
to trainee rotas was much favoured.
Feedback will be collected after 4 months
of the alternative rota and reviewed
analysed to determine its impact.

Results
At Southmead Hospital in Bristol, six continuous 
weeks of acute medicine consisting of on-call 
shifts form a mandatory part of the rota for 
postgraduate doctors (PGDs) rotating through 
medical specialties every 4 months. 

Anecdotal feedback from PGDs over the years 
has highlighted dissatisfaction and burnout.

Background – “the acute block”

• To explore the levels of burnout and its 
reasons 

• Implement an alternative acute block

Objectives

Qualitative survey feedback from 11 PGDs and 
discussion at PGD forums. Alongside senior and 
rota staff, alternative rotas were devised.

Methods

Conclusion and future

Alternative rota format

Figure. 2



Induction programme for new International Medical Graduates at University Hospitals Sussex

Pereira, R 1;Middleton, B 1; Beckley, S 1 ; Laffan, J 1 ; Yeo A, Choudhary, A1 ; Alhashimi, N 1 ; Ahmed, S 1 ; Nweze, C 2 ; Wusu, M 1

1 University Hospitals Sussex NHS Foundation Trust ; 2 Sussex Partnership NHS Trust ;

Introduction

One in three new doctors joining the NHS graduated abroad. This could increase to two in 
three by 20301. On relocation, these doctors face a myriad of problems and seem to have a 
higher rate of GMC referrals due to inadequate induction2,3. Adequate support in their 
transition to work in the UK directly impacts their wellbeing, career progression as well as 
their overall function within the NHS. National guidelines for IMG induction4,5 have been 
released in 2022 but these still rely on local effort to be established.

• Positive feedback and progressing
• Important step in the creation of a local network 

system for IMGs
• Source of accurate information for IMGs and 

their clinical and educational supervisors
• Plans of adapting material for other international 

health care professionals and acquiring funding 
for social eventsMaterials and methods
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Results and Discussion

Conclusion  WhatsApp group      IMG buddy IMG reception and map

      IMG Handbook - Table of Content IMG IRIS Induction Page

-Visa and immigration

-University Hospitals 

Sussex

-Public transport and 

driving

-Finances and discounts

-School placements

-Supermarkets

-Working at an NHS 

hospital

-Training and portfolio

Exciting Brighton, 

Haywards Heath, Worthing 

and Chichester

Exploring Sussex 

and the UK

-Faith and spirituality
-Health and wellbeing

-A word for the job-hunting 

spouse

-Facebook groups, BMA 

material, blogs and other 

links

-Training, CPDs and career 

progression

-IMG checklist

SBAR handover
DNA CPR discussion

Exploring a mistake

Datix guide

Breaking bad news

Death verification

NHS e-portfolio

Horus portfolio
How to take bloods

Scratch off map showing origin countries of IMGs 
at UHS (Purchased from myglobalwalkabout.com)

Providing IMG specific induction 
process has allowed an easier 
adjustment into the NHS for new IMGs. 
It is hoped that it can be 
replicated across UK to improve 
wellbeing and workforce development.

https://rise.articulate.com/share/E3lYB3WW19APvidf2kuy2Xwm75V7NTyY#/
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