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

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

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.

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.

Lian A, Rippey JCR, Carr PJ. Teaching medical students ultrasound-guided vascular access - which learning method is best? The Journal of Vascular Access. 2017 Apr
20;18(3):255-8.

Hoskins MJ, Nolan BC, Evans KL, Phillips B. Educating health professionals in ultrasound guided peripheral intravenous cannulation: A systematic review of teaching methods,
competence assessment, and patient outcomes. Medicine [Internet]. 2023 Apr 21;102(16):e33624.

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.
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Revising The Medical Night Handover Protocol — Improving The Clinical And Educational The Royal Wolverhampton

. NHS Trust
Merits Of Departmental Handover Processes
A. Hackney, E. Steer, F. Rees, M. Whitsey New Cross Hospital, The Royal Wolverhampton NHS Trust

) RESULTS AND DISCUSSION
INTRODUCTION Medical On-Call Handover — 2100

Topic: Education, training and medical

Standardised clinical handover should... Initial feedback themes directed protocol design towards safety,
The general internal medical (GIM) handover is a critical Split into simultaneous Acute Take and Ward Cover handovers efficiency  and  developing  clinical/leadership  training
juncture where preventable causes of patient harm can be setUP - Confirm presence of davmm members— 1) Be imbedded in hospital policy and culture opportunities. 75% of respondents strongly-/agreed innovations
addressed."? Variations between handover systems have been And - Introductions for all present (to include): Name, grade and role Ward cover doctors: were an improvement, providing formal structure and early
reported, with poor human factors and systemic errors being Stafﬁng handover * S Eslbanie i indindtatar ol e B e identification of unwell patients. 75% of trainees strongly-/agreed
thought to arise in part from a lack of structured frameworks o “Ward handover was more formal and everyone had the opportunity to know about unwell patients”.

that handover was an educational experience post-innovation,

through which to practically guide handovers.'?

1) Silver Command (led by night Reg A/B) improving from 58.3% previously. Supervised handover leadership
- PhysAandB 2) Involve training in handover and communication o " .
X ) i ) X . and workload prioritisation opportunities were particularly valued
In line with General Medical Council regulatory guidance, UK - Day/night Reg Aand B .
X Ward cover doctors: .
dical  traini furth i | In - Clerking doctors and Adcap - (Figure 2.).
medica raining  programmes urther outline  clear - ccoT * “Good practice for future handovers, including how long day doctors handover (SBAR)”.
recommendations regarding engagement with effective Attendance 2) ‘Other Room’ (led by Tier 2 doctor) S
— i Medical registrars: As colleagues from numerous healthcare practices are in
handover activities as a required component of professional - Tier 2 Doctor — Ensure to explain your role to all ward doctors i X X . _ 8 P
- Day/n ight ward cover doctors (x4) e “Organised, well led. Confidence and experience gained by the Tier 2 was well appreciated and attendance, handovers provided interdisciplinary learning
development.*8 Whilst optimising handover processes may - NNP positive [to develop] leadership skills”.
. ) - . . . opportunities, where those at earlier training stages could observe
improve clinical safety, they may also therefore serve as e “llike the new format, although it puts more responsibility on Tier 2, | would argue this was beneficial
ED Status - Number of patients waiting for AMU for their training”. role models coordinating effective practice. This is particularly
OBJECTIVES - Trust Bed-state and capacity issues important in the local context of our hospital’s medical on-call
ED (Reg A) For each area — SBARD handover for patients that: 3) Command designated time and location team structure, ‘Tier 1’ ward cover doctors comprising of junior
We present the implementation of a re-structured,
. . . \l, . " . Ward cover doctors: clinical fellows, foundation and GP trainees. A sample of the
simultaneous acute medical take and ward GIM night handover Patients: I.  Are unstable and require medical review _
atients: SDEC (Reg B) (with involvement of CCOT) e “Good to have a quiet space. Dedicated space for this was good”. qualitative data collected was mapped onto the themes of the RCP

protocol in a large West Midlands district general hospital,

Acute Take J’ & [What changes would you like in the night handover procedure?] “Dedicated room for ward
aiming to standardise and embed recommended clinical and Il.  Require a clear escalation plan handover”. CONCLUS'ONS
AMU (Reg A/B) -

educational principles into this important activity.

Il Have significant investigations outstanding Although scarce, reports of formally implemented improvements
) 4) Determine clear arrang ts for ongoing care of patients ) . .
MATERI AND METHODS Haem/Cardio/Gastro (7278) ) - . targetting medical handover processes have evidenced positive
IV.  Are potential twilight discharges Wariorer oo
wlr - outcomes.®? Our local handover developments were well received,
PDSA methodology was utilised throughout. A novel proforma - P AT e “Useful for senior doctor to delegate urgency of jobs list”.
Patients: Renal/Oncology (1850) V. AMU Book —Outstanding EPM Es Syl emphasising a sustainable, standardised and educational approach.
was devised to standardise the night GIM handover, in line with 0 \L * “Useful for Tier 2 to provide feedback regarding patient management”.
recommendations by the Royal College of Physicians (RCP Wards PP . .
v v & v (REP) Resp/D&E (1156) Note: this list is not exhaustive, any further Consultant: Following local GIM steering group review, our protocol has been
toolkit (PLAN).! Handover was split into parallel acute take, J{ otential clinical concerns may be raised. However, “ i »
F;here <hould be no need to Ii:t eve Atient in EDJ e 1 feéttassurenli :hat 1h_e wartil‘ doctors had reported to a senior doctor who could assess if there was a permanently implemented into the night handover standard
(medical registrar-led) and ward (‘Tier 2'— IMT1-2/senior clinical COTE/Stroke (1757) e B e
operating procedure. Suggested improvements have prompted
fellow-led) handovers; detailing a specific structure, time and - e
g a sp DAY TEAM LEAVE Figure 2. Sample of Cycle 2 qualitative data responses, collated and plans to introduce ongoing educational forums focused on
location for handover, compared to previously where ward -
1) Contact Arrangements - WhatsApp Group & Bleep/ASCOM numbers mapped developing effective and educational handover leadership styles.
doctors would handover informally (DO). A 3-day trial was
2) Tier 2 -> Reg B Handover - of any unwell patients on the wards
undertaken (n=7), and following positive feedback a further 7- REFERENCES
day trial was held (n=12) (STUDY). A 03:00 huddle was 3) Signpost to 0300 Overnight Huddle (Silver Control Room) 1. Royal College of Physicians: Acute care toolkit 1 - Handover. London: RCP 2011. https://www.rcplondon.a acute-c Ikit-1-handover [Accessed 3 September 2023].
*%* To be attended by ALL clerking and ward doctors *** 2. National Confidential Enquiry into Patient Outcome and Death: Emergency admissions - a journey in the right direction? Executive summary. London: NCEPOD 2007. www.ncepod.org.uk/2007report1/Downloads/EA_summary.pdf [Accessed 3 September
introduced during the second trial, acting as a mid-shift ‘check- 2023
3. Dixon-Woods M, Martin G, Tarrant C, Bion J, Goeschel C, et al. Safer clinical systems: evaluation findings. London: The Health Foundation 2014. https://www.health.org fe i |-sy: Il find ?
in’ and further opportunistic educational juncture. Feedback 4) Cardiac arrest team brief (led by Reg B) gelid=CjwKCAjw3dCnBhBCEIWAVvLcuOGej8NF--61BgLReeDOMN8XZG71xpCHzbXEOz8D633yhrTROVBrhoCSvWQAVD_BWE [Accessed 3 September 2023]
i . . . - Role allocation based on experience and skillset 4. Outcomes for graduates, plus supplementary guidance. London: GMC 2018. https:, .gme-uk.org/educ: -and-curr d omes/outc for-gr for-grads [Accessed 3 September 2023].
from on-call colleagues during trial periods guided further 5. Chapter 32: Structured patient handovers Emergency and acute medical care in over 16s: service delivery and organisation NICE guideline 94 London: NICE 2018. https://www.nice.org.uk/guidance/ngd4/evidence/32.structured-patient-hand
. X X X pdf172397464671 [Accessed 3 September 2023].
proforma iterations (Figure 1.) (ACT). The second trial focused Figure 1. GIM night handover proforma — Post-cycle 1 iteration 6. UK Foundation Programme: Curriculum. Cardiff: UKFPO 2021. https://foundationprogramme.nhs.uk/curriculum/ [Accessed 3 September 2023].

particularly on surveying the perceived educational benefit of 7. Curriculum for Internal Medicine Stage 1 Training. London: JRCPTB 2019. https://www.jrcptb.org.uk/sites/default/files/IM_Curriculum_Sept2519.pdf [Accessed 3 September 2023]

8. Bhabra G, Mackeith S, Monteiro P, Pothier D. An experimental comparison of handover methods. Ann R Coll Surg Engl 2007;89:298-300.
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=rerg MEDWRK: ASOLUTIONTO
MEDICAL NETWORKING

INTRODUCTION AIM WHAT 15 MEDWRK

Madical networking in the UK faces challenges that hinder This study exarmines the views of cumrent and prospective Mad Wik iz an initlative begun by a diverse range of healthcane
effactive collsboration and sccass 1o opportunitios, particulardy hasfthcare profassionals sbout medical networking ard tha profassionals siming to create the madical network that has
as compatition for spacialty posts intansifies. Gumant and potential benefits of a specialised medical networking bean absent for us &l
progpective heahthcare professionals must build streng application.
portfnling to enter and progress in trainmg,

METHODOLOGY RESULTS WHAT ARE THE AIMS OF MEDWRK?

& survay was conductad using Googhs Forms to gathar W strive o provide an application and platform for healthcare professionals to find and

Promeate their regearch, audits, and work esperiencs. Fod Open aGtess 1o LSeTs can Sesk

fesdback on a proposad medscal networking
application. distributed amongst & range of healthcans opportunities withem and beyvond medicine. The three key aims we have ane
s ed & gl & ra o are

profassionals

. | . _
I * OCASY NEMWOrk far rnes
t consisted of binary questions for quantitative data on F Y 1ok =
e T A e e T e professionals wolld be bamrefici 1o
networking and thelr perceptions of existing challenges * ennance NETWOrkNY 1o SROOTANTES
fi Gbtalmmg netwsdking opgariunmes, as wall as frea - -
taxt boxas for additional explanation, including thair Ha

gatlook on the future af medcal netwadking

CONCLUSION

These resulis underseore the shortcamings of the current state of medical netwarking in the UK.
Many participants ancounter difficultias accessing networking opportunities and resowces, ﬁ

amphasiging the need for a comprehensive medical networking apghcation.
Addrassing these challangas through a dedicated platform could fostar collaboration, knowledga-
sharirg, and exploration of diverse opportunities, both within and Beyord the medical space, ard In
tum, advenca patiant care. ':""'

for aif fevels of

medical professionsls




Non-Invasive Ventilation (NIV) training - the Kent, Surrey and Sussex (KSS) experience: Still just optional in the post-COVID
curriculum?

Background *,#” Objectives ¥ The established KSS RTD ,
: Acute N1V is the standard of 3 1)Tobenchmark current training provision in NIV for IMTs "A regional training day with a comprehensive agenda focused od
: care for acute hypercapnic "\ 2) To evaluate the NIV training provided by KSS deanery ’:: both theory and practical sessions for Non-invasive ventllatlonl
E respiratory failure secondary : _."ur TP T LS ST T ST ST T T P ST ST T P ST T ST ST T ST T LA O __’ and Plcurﬂ-l procedures for Internal Medicine Trainees training:
:to COPD1). However, across ’ Method E
: From 2014 to date, HEKSS has mandated NIV training ]
workshops for all IMTs. These comprise of presentations, case
scenarios and hands-on experience and both qualitative and

: despite the fact that itis Jumor.. quantitative feedback/data is collated following every workshop.

across Kent Surrey Sussex has been established and mandated :

Englan d, e doctors since 2014 by KSS training programme directors. The course is !

: training in NIVis generally Respiratory clinicians. The course has trained 762 IMTs at 29!

courscs orgamsed over ten ycar penod.

'

I

I

'

1

: led by a Respiratory Physician and facilitated by practising :
: i
: variable and not mandatory, :
I

-

A survey via mobile conversations, texts and social media 2\
L -~

4 W LT Y PP Y LT Y. PP, Y LT YL LT, YL PR L PR, L LT L PELLYYL L LY, L,
e

: doctors who inevitably look A . ) -
: communication was also carried out to ascertain NIV training

: after these patients and

] : arrangements across England and Wales.
: responsible for crucial clinical : . 08 5 : : RESULTS
: p 1 ¢ i 'The satisfaction scores of the course attendees regarding the i
: decision, especially out o S R : . . e
M » €SP y individual stations were attained by using CSAT, Customer 'At 23 out of 29 courses, the attendees' satisfaction scores\‘
ours. satisfaction score calculation equation as below. L Vi
1 of Initiation, monitoring and weaning NIV session was |}
3 - u ) [
bl s i 2 100 %. r
CSAT = x 100 u N e e e e e e e e e e -
Total number . Sy !
of responses - \.‘ ’:
o" E L
M ;;;;;;
Valle-, deaneriesiprovidel g "
g“-.lth Res 1ra.t0n‘phv%1uanq %
presentersytrainersl(EigI® NIIV fliraining, é .
e iz O
S
3’
=
S ¥
References o & t_,:f'\" Authors' Dr Burhan Khan, Dr Thaw Thu

1. Davidson AC, et al. BIS/ICS guideline for '||1. \r.nhlaiory management of acute hypercapnic respiratory failure in adults. Thorax 2016;71:ii1-ii35.
doi:10.1136/thoraxjnl-2015-208209
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Are Junior Doctors In The UK Stressed Out During Their On-call Shifts?

Chowdhury Sirajum Munira', Md Sufiullah?, Golam Yahia?®

Internal Medicine Trainee, Sheffield Teaching Hospitals NHS Foundation Trust

2Bank Doctor, South Yorkshire, 3Consultant, Portsmouth University Hospitals NHS Foundation Trust

‘ 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]

. S

‘ 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.

N S

‘ Methodology

4 view of the above, a cross-sectional cohort study was carried out at Queh

[ 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.

Grade Of Doctors

= FY1l
" FY2
usT1
sT2
155 = 573 or above

Results

The study’s findings indicate that stress is prevalent during on-call shifts, with 85% of doctors reperting its presence.
In the context of the healthcare workplace our survey has identified several key factors contributing to this issue.

® Stressed

= Not Stressed

Factors
contributing
to this stress.

Unable to have the
designated break due to
being a bleep holder

Getting bleeped for doing
Cannulation, Venipuncture,
Catheterization

62% 43%

Inadequate training in context
of challenging patients

Inadequate staffing level

D
67% 31%

Inadequate access to senior Doing consecutive 4 nights/3
help long days

Inadequate days off before
on call shifts

21% 20% 19%

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

\\
,éconclusion, 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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Exploring the experiences of Widening Participation (WP) and non-WP students in medical school:

A Qualitative Study
Dr Christy Varghese (IMT 2), Dr Kelsey Inouye (Supervisor)

Widening participation is the active
process of ensuring that the higher
education cohort within the UK is
representative of the general
population (Connell-Smith and Hubble,
2018)

There are significant improvements
happening in terms of widening access
to medicine. The proportion of WP
students progressing to higher
education increased to 80%

'Permeable habitus' is the theoretical
framework used in this study built on
the work of Pierre Bourdieu (Reay et
al, 2009). Habitus is described as a set
of internal dispositions that
encampass both the external social
structures and the history of the
individual

Bourdieu theorised habitus prevents
individuals from being part of
'‘another’ world. 'Permeable habitus'
states that individuals can learn

to adapt to new environments and
social classes

Participant
sampling
7 Universities from
England, Scotland and
Wales were included in
the study

34 Participants: 20 WP
and 14 non-WP

Recruited through social
media, emails, university
notifications

N

Data collection

Online qualitative
surveys

15 open-ended
questions were used

The questions were all
developed using the
literature review

Data analysis
Thematic analysis carried
out using NVivo 12 and
was based on Braun and
Clarke (2006)

Used a combination of
inductive and deductive
analysis

10 pre-existing themes and
2 themes emerged

Widening Participation (WP)
students face discrimination

before and during medical
school.

All students generally
become more confident,
mature and organised after
joining medical school.

in medi

Conclusion

WP students constantly
compare themselves to
their peers and have

feelings of not fitting in.

Discrimination based on race
happens regarding both WP

and non-WFP students.

Costs involving resources,
extra-curricular activities
and social life area
significant barrier for WP
students.

Non-WP students realise

their privilege for the first

time in medical school.

"My school actively
discouraged me
from applying te
medicine, stating T
waulda't fit in*

I often get
impaster syndrome Comparisens and
and feel like Tam  + not fitting in

not smart enough to

be here”
'Tt does still feel

Effects of the like most of it is
curriculum “* based on the
average white

an "

“their parents are
doctors also, so

‘ i f
they seem to have as—- e
better
understanding”

background

“Doctors should
Opinions on . represent the
diversity population they
serve”

°I think I've become __
more confident over Individual
my time at changes

university"
“I've had multiple
Discrimination in consultants ask
medical school (LAY | IS * which school T went
to and whether my

"

parents are doctors
"I started spending
more quality time

with people who I+~
wanted to spend time
with”.
"My family and T had
been through a lot

——u and sacrificed too

much for me to drop
aut”

Quitting medicine

“financial hardships
have also made me »-——

feel out of place"

Costs in medical
school

"I didn't realise how
Realisation of fortunate T was
priviliege = financially growing up
before coming te
university”




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

Background

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

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

Aims
Increase junior clinicians' confidence during OP clinics

Conduct a new patient and follow up appointment

Write a clear and coherent letter

Course plan

New 15 min stations

Patient
Assessed according to
agreed expected
actions

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

Write a
letter
Crisis

manage

Quantitative data

Attendees FY1 3| FY2 4 | IMT

Self rated confidence pre and
post course

Overall New Patient Follow up Writing a letter

100% attendees would recommend this to colleagues

Qualitative data

What skill have you developed?
Prioritising issues

Managing workload

Confidence speaking to patient

What else would be helpful?
Presenting to a consultant

Dealing wit frustrated/angry patient
Surgical scenarios

Telephone clinic

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

References
1. Royal College of Physicians. Outpatients: the future — adding value through
sustainability. London: RCP, 2018.
2. Oliveira Franco RL, Martins Machado JL, Satovschi Grinbaum R, Martiniano Porfirio
GJ. Barriers to outpatient education for medical students: a narrative review. Int J Med
Educ. 2019;10:180-190.
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Simulation

B . " Students How To Manage The Acutely Unwell Patient e

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

. i i . Barts Health
Clues And Codes: The Use Of Escape Room Simulation To Teach Medical 3.2, J

Background and Aims Results- Qualitative- Skills Developed

o _ : : e _ Results — Pre- and Post-Session Comparisons
It is widely recognised that a key skill required for junior doctors is the

. . s In total, 45 students participated in the escape room simulation i Application of
management of acutely unwell patients as they may have this responsibility Communication ErF:owledge

from their first day. For patient safety reasons, it is rare for students to Self-rated Average pre- Average post- | Average

experientially learn these skills on their clinical placement and, consequently, Confidence levels session (/10) | session(/10) | Change Working Time
students reported feeling nervous and insufficiently prepared to manage A'to E Assessment o 8.2 +1.7 i% Assessment under
these scenarios. Therefore, we sought to develop a novel method for teaching : Teamwork Pressure &

students how to safely and systematically manage these, potentially Sepsis Management 6.4 8.1 +1-7

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

As gamification becomes more popular in medical education, the use of * = Statistically significant result (Paired t-Test) .

medical escape rooms is increasing. During these sessions, participants are , "mw“ ” Results —Qualitative- Themes: Pros and Cons

‘locked’ in a room and are required to solve a series of puzzles related to a Pros Cons
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.

Encourages Teamwork Game distraction
Structured Assessment Unrealistic lack of flexibility
Develops Problem Solving Skills | Can lose patient focus

Working under pressure Simulation artefact

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

Consolidation of knowledge Reliant on team dynamic
Practise Communication

Fun and engaging

* During the simulated on-call scenario, students encountered barriers in the Conclusion and Next Steps
form of locked boxes and clues during their management. The aim was to . Students had an overwhelmingly positive response to the escape room and requested additional sessions
recognise sepsis and safely treat and refer the patient before ‘escaping’ . 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

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

) o T i . Evaluation suggests that it can be used to consolidate clinical knowledge and simulate a pressured environment, not
mixture of qualitative and quantitative questions dissimilar to clinical practice, while practising technical and non-technical skills required in emergency scenarios
« A debrief discussion took place following completion of the scenario . 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

* Feedback was evaluated and used for quality improvement room and the development of new clinical scenarios using the escape room format



RaMH: Proposing a Curriculum Framework for Refugee and Migrant Health for UK Medical Students

Authors: Warrens Hilary 1, Jeyapala Jeyapragash 2, Blakeway Helena !, Craig Amy 1, Tol Isabel !
Affiliations: St George's University Hospitals NHS Foundation Trust?, Imperial College Healthcare NHS Trust?

Results and Discussion:

69 67 publications were identified by Pubmed search,
and a further 2 papers by citation searching.

Introduction:
> Refugee and migrant health (RaMH) needs are complex.

» The UK offered protection to 175,142 people ) &z : % L _— : : o
: ublications met inclusion criteria.
between June 2022 and June 2023, and this 24 P

KN
lation | ! .
population Is growing . ) L 3  publications were UK-based.

» However, UK medical training does not
equip graduates with the knowledge and » Learning objectives were formulated from recurrent

skills required to confidently care for this ) topics and grouped into 5 core themes.

vulnerable population.? . > Learning objectives aligned with GMC
outcomes for graduates (Figure 1).

Materials and Methods: » Teaching modalities were also considered
for onward curriculum implementation.

A PubMed Literature review identified
papers related to RaMH education.

Knowledge .
Conclusions:

Culturally-sensitive >
o [0) . .
consultations L The increasing need for RaMH
Papers were critically appraised by o o competency is not reflected in
a panel of five UK-trained NHS doctors . Advocacy Language barriers G5 the UK Medical Education literature
with experience in Medical Education. and interpreter use 6 or medical school curricula.?#
23 o
.. . O .S
: Communication with L0
e g SRR vulnerable populations 2 £ I
fterature findings and educational theory - S3 2 The RaMH Curriculum address this
informed curriculum development. ISR
ISS and has scope to cover all current
§ & GMC Outcomes for Graduates.

Trauma-informed oS c§

£
care o©
&

Learning objectives were mapped to the 52, 2
General Medical Council’'s (GMC) outcomes

for medical school graduates.? Experiential learning initiatives with refugees

and migrants have high student and service
user satisfaction. However, structured student
support mechanisms must be in place.>8
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Generalism in Internal Medicine Training:

Nurturing Holistic Clinicians

England
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Background

The UK's ageing population with complex multi-morbidities is well
documented.! 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. demonstrates the programme’s
core themes.

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. 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.

Acute Home Visiting Services

Mortality Review Group
DEMENta RalliativeCarenneanm:

Nursing/Residential Home Ward Round
Frailty Team Community Physiotherapy

Yinhaoatace E
DIABELIES! E

OrVICE
1 VILC

ducation S
Rehabilitation\Ward:
Sexual Health Clinic

Word Cloud demonstrating community activities

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.

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. 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.

Changing Futures
Nottingham

Improving the lives of people facing SMDs
] (Severe Multiple Disadvantages)

Service provided to the marginalized population
. who have complex or unmet needs

Inclusion Health
Leicester

Where they provide specialist support for

Nottinghamshire Sexual J :
~ survivors of sexual violences

Violence Service
Services that we collaborate during immersive placements

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.

&

System
Working
Person .
i) Population
Health

Practice

Comp!ex ‘ Environmental
Multi- Sustainabilit
Morbidity .

Demonstrating core themes of Enhance program

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.
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Introduction

The transition into the medical registrar role continues to be perceived as a
challenging and stressful period of Internal Medical Training (IMT). Trainees
often work in high pressure environments, managing acutely unwell patients
whilst also coordinating other, often non-clinical, management issues.!?
Historically, medical trainees have voiced that they felt inadequately equipped

with the experience and skills to step up to the registrar role.®

There is a growing appreciation of the role of non-technical skills underpinning
a large part of this responsibility, however, formal purposeful reflection on
these aspects of practice can be difficult due to their nature and timing.24

High fidelity simulation-based education is a prevailing modality through which

these skills can be explored and reflected on.5

MED | + Sometimes
17% Disagree
2023 17%
Always Agree
50% 50%

requently ol
0
33% S

Figure 2. Figure 3.

Are you ever anxious thinking
about being a medical registrar?

"The teaching | have received so
far in IMT has prepared me for
the role of medical registrar.”

Material/Methods

Results

Reported trainee anxiety and preparedness towards the medical registrar
were echoed in our pre-course survey responses (N=6) (Figure 2., 3.). All
trainees agreed that simulation scenarios gave a realistic representation of
clinical practice and that debriefing facilitated exploration of non-technical
learning outcomes. Pre- and post-course questionnaire self-reported trainee
confidence to take on the medical registrar role improved across both clinical

and non-clinical aspects (Figure 4.).

Pre-Course Post-Course

Neutral
17%

C

Unconfident
33%

Confident

Neutral 83%

50%

Figure 4. Overall, how confident do you feel in stepping up to the Medical
Registrar Role?

- irad Simulation 9 \
2 ‘ Scenario AL
. 020 © o
/ ‘ Figure 1: Structure of simulation session

NHS

Sandwell and West
Birmingham Hospitals

NHS Trust

= Half Day Pilot with Six IMT2 Candidates
= 3 Sim scenarios modelled on trust serious

incidents

= Qutcome mapping to IMT Stage 1 Curriculum 4

= Paired trainees undertook 15 min Sim

= Group debrief for 30 min led by senior medical
(ST5+) & experienced sim faculty

=+ Anonymous pre & post-course qualitative data

collected via online form

Discussion

100% of trainees either agreed or strongly agreed that further simulation would help
improve preparedness for the medical registrar role and that non-technical skills-
focused simulation should be a mandatory part of the IMT Stage 1 curriculum. Notably,
no trainee felt that they had received sufficient feedback on these skills in their day-to-
day practice. Though the IMT Stage 1 curriculum recognizes the importance of

developing these skills it does not require human factors simulation until IMT Stage 2.4
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Ql Foundation: Putting Quality into Quality Improvement NHS!
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Quality Improy

Figure 1: Spider Chart showing change in knowledge following the QI training programme
PROJECT DESIGN 9 P g g 9 ! 9 g prog

QI IN HEALTHCARE: The Challenges Training on CA and QI was delivered to Foundation Doctors (FY1 & 2) and Advanced Care Practitioners (ACPs) over 2 sessions,

% who know what a driver
facilitated by the Chief Registrar, with speakers from the Clinical Effectiveness and Improvement teams.

% aware of what support is available

diagram is when undertaking Qlfaudit

.

Quality Improvement (Ql) in healthcare has a key Sessions:

celplimprovnolpaisnlicaklandioutconos ¥ Covered the difference between CA and QI, QI tools and methodology, how to undertake CA & QI (including how to register a project)

« The GMC states that doctors ‘must take part in andiowjielpientanl mercvemegiipmorect
systems of quality assurance and quality ¥ Were interactive: a mix of taught work, small-group work and practical activities.
improvement to promote patient safety’. As such,
Clinical Audit (CA) and Quality improvement (Ql) Following the training sessions, participants undertook a QI project in groups of up to 3 people, with support from the Clinical Audit and
are key components of the Foundation Improvement teams, including 4-weekly drop in sessions. % who know process 9% whao know how to register
Programme curriculum. ) . ) mapping is a project
Projects were presented at a poster presentation event at the end of the year. Everyone was encouraged to present, even if they had not
+ Despite this, fraining in QI does not consistently completed their project. This was in order to acknowledge their work and to discuss ways to overcome any barriers that may have arisen.
(el medu:a_:l .SCh.ml GG, G 0 An additional session was held, titled “How to get your QI work published”, which included a presentation from a BMJ representative as
postorsduate]iatoinclnethodologylemais well as tips and advice from trainees who had prior success in publishing their work.

variable. Consequently, lack of knowledge of QI
methodology remains a significant barrier to
undertaking successful QI for junior doctors, and
Ql work is often considered as secondary % who know whata fish-bone
importance compared to one's clinical role. RESULTS (cause & effect) diagram is

Pre- and post-course data were collected to ascertain the impact of the training.

% aware of difference
between QI and audit

.

The need for improved QI training for junior
doctors has been acknowledged, and the » The QI programme was attended by 21 delegates (10 FY1s, 5 ACPs 4 FY2s, 2 other). SIGNIFICANCE AND IMPACT
Healthcare Quality Improvement Partnership
recommends that hospital trusts should provide
Foundation doctors with half-day teaching
IS’?SS'D“S on each of (?"_”'CE‘ audit and Quality J Pri_or to the programme, 80% listed lack of knowledge of or confidence with QI methodology as a barrier to them undertaking QI & audit. + The programme led to improved confidence in undertaking QI and by the end of the course, lack of knowledge of QI
mprovement, as a minimum. This fell to 8% following the course. ) L . )

methodology was no longer considered to be a significant barrier to undertaking Ql.

- Woefound increased confidence in knowledge and understanding of QI tools following the programme, as demonstrated in Table 1 and ) . ) .
Graph 1. + We have demonstrated improved knowledge of QI tools and methodology following the implementation of a dedicated
QI teaching programme.

» However, within our trust, there is still only limited + Feedback from the course was overwhelmingly pasitive — 100% of participants reported that they were likely or very likely to recommend + Fallowing the poster presentation event, delegates were signposted to link up with individuals working on the wider
training on QI methodology and a lack of formal the course to others and 84% reported that they were likely or very likely to use to tocls they had learnt about in future. Free text trust objectives relevant to their project area, which will allow for collaborative working and will help to promote
su.!pporl with prolecl.\mp\ementatlun. With th‘|§ in feedback can be seen in Box 1. continuous Q.
mind, we sought to improve access to Ql training . . . ) _—
for foundation doctors within our trust, by % answering yes + In view of the success of this pilot programme, the course is being rolled out to include junior doctors at all levels. The

. - . Questi - N ) : X
developing a QI training programme aimed at b Brecourse Postcourse courge w“'.b? adapted as appropriate in .response to feedback received from the first ctl)h.orr: The ultimate goal is lg
enhancing knowledge of QI methadology and Have you had any training in audit or QI previously? 5% NA provide training to other MDT members, in the hope that we can encourage a fully multidisciplinary approach to QI in
tools and therefore removing this as a barrier to Are you aware what support is available to you when undertaking QIP or audit? 0% 85% the future.
undertaking successful QI Table 1: Do you know how to register a QIP or audit? 25% 100%

Comparisoh of Are you aware of the difference between QI and audit? T0% 2%
pre- and post Do you know what a fish-bone (cause and effect) diagram is? 15% 92% CONCLUSION
course data Do you know what process mapping is? 15% 100% e o . . . ) L . )
AIMS Do you Know whet & driver Gagram 167 0% 100% + Quality improvement is vital to improving patient experience and outcomes, and junior doctors have a key role in this
% answering goodl/excellent process.
1) Toimprove understanding of Ql tools and How would you rate your overall understanding of audit and quality improvement? 0% [ 2% + Lack of understanding of QI methodology is a known barrier to undertaking QI.
methodology amongst Foundation Doctors. e + The provision of QI training for foundation doctors improves confidence in undertaking QI projects.
. X ) To what extent have the sessions increased your confidence in being able 1o undertake a N/A 7%
2) Toimprove the confidence of Foundation uccessful project? _ _ + Hospital trusts should therefore provide QI training to their junior doctors as standard practice.
Doctors in undertaking audit & quality % answaring (lkelyivery likety
improvement. How likely are to use the tools that you have learnt about when undertaking projects in fulure? NA [ 84% REFERENCES
1. JonesB, Vaux E, Olsson-Brown A, How to get started in quality improvement BMJ 2019; 364
. . . 2. Goodmedical practice: Domain 2: Safety and quality. https./fwww gme-uk.org/ethical-guid hical-guid -doctors, d-medical-p d fe &
3) Toimprove awareness of what help is available quality [Accessed 21 July 20231, : ’
when undsriaking QIP end audt, * :K Fcr;;’aifon mendandsharesoint KFPOT/E o Farms/All d=%2Fsites32FUKFPOTH:2FEd 920and %205upport#2
. - . . B . A et ttps: it al . tes/U rt/ Fary It id=92Fsites’ ucation! upport!
4) To optimise enjoyment and engagement with QI 5011. ; HVery interactive an_dheipﬂ.'_l course with practical gwdetfmesfo offer support to develop ola.u’,r:»rcajecil i oS PP 20202 152FFPC2021820Ro %2 Douts: 2FFPSFCurr S FOEL2 ISRy T 2Ep dfBparent=3 2Fsitest 2FUKFPOT pportkaFCurieslum
) : ) | nonymous free * ‘“Really useful practical advice. | feel very supported going forward and know who to ask if any concemns 2FFP3%202021%2FFPC2021%20R0lI%2Doutd p=trueBga=1 [Accessed 21 July 2023]
teaching, and to consclidate learning by putting text feedback ‘I feel much more confident to start a QIP and feel | have the tools to conduct it with good methodology” 4. DahillM, Bethune R, Carson-Stevens A, et al.. First-year doctors’ attitudes and beliefs relating to quality improvement and patient safety. Clin Risk 2015;21(2-3):47-9,

. . fi ttend o 9 P . preg 5. JamilF, Foley T, Bate A, et al. Barriers and enablers to the engagement of junior doctars in qualityimpravement, Archives of Disease in Childhood 2012,97:A157-A158,

theory into practice romatiendees I feel much more enthusiastic about QI now that | know more about how to do it 6. Guidels invalvingjunicr dactors in cllnicalaudllandquahryimprcvemenjl.hnps:h‘wv\.\u.hqu.crg ukfwp ploacs/2018/02/guid ving-| d linical
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Near-peer MRCP PACES Teaching: Improving Confidence, Skills And Satisfaction

Maria Francisca Rocha 1, James Bell 1 , Jonathan Spencer?, Benjamin Sacks?®, Charles Coughlan?
1. University College London Hospitals (UCLH) Trust, London, UK

Background and aims: :
8 Methods: Results:
The MRCP Practical Assessment of Clinical Examination . . .
. . o . L : We sought to improve PACES teaching from October 2022 until Prior to the project, 100% (n=11) of candidates had attended <1
Skills (PACES) is a critical progression point in medical . . . . ) .
o . . o . present. We surveyed PACES candidates on baseline teaching hour of teaching. 71% of candidates (n=7) surveyed following the
training. It is notoriously difficult, with overall pass .. . . . . . . . .
~e o/ . provision to identify areas for improvement, and devised a driver 2023/01 diet attended 3-4 hours of teaching per week (Figure 2).
rates of only ~50%!. Because of clinical pressures, . . . . . e : Y
) . . . diagram based on this (Figure 1). We received ongoing survey Qualitative feedback was overwhelmingly positive, and
bedside teaching sessions can be infrequent and . . o o . . .
. . o . ) ) feedback over 3 examination diets and PDSA cycles. We developed a highlighted the utility of a consistent teaching programme in
inconsistent. We identified local issues in supporting . . . . . X ; .
; : ) 5 near-peer teaching programme, to provide a sustainable teaching improving confidence prior to the exam.
and mentoring PACES candidates. Inspired by others?3, ) .
. . ) L model less dependent on senior staff, with tutors allocated on a
we sought to sustainably improve teaching provision in . . .
| NHS Foundation Trust weekly basis to deliver 2-3 sessions a week. A consultant colleague
ourfarge oundation frust. organised weekly consultant-led teaching. We provided Station 5-
‘ focussed sessions, since this was highlighted as a high-stakes station.
Our aim is to improve %::'2; :T:c?:f:gg ;r ::dcs; ;e;:r::wg provision, improving :
} UCLH PACES Teaching
SR SR :
E teaching feLs ey Sl -l
stafficurrent style 10
examiners
£ I uIm 1 - Discussion:
I (LR S engauccmem by mmr:gm s—davme:;u ! o
E i = 4
I I I T A systematic approach has improved quantity and quality of
| wnaizagn Alocated i . ‘ PACES teaching provided. Work is ongoing to improve
E" wET s sty vy satons ! N‘\“‘ - - ‘ candidate confidence prior to the introduction of a new exam
Pl TR to emulate new practice Now-22 Dec-22 Jan-23 Feb-23 Mar-23 Apr-23 .
5 ! consutant body dosarbindl ayte —amiurior —8=Constant —8=KHNN —o—Tot format later this year.*
Figure 1: Driver diagram Figure 2: Teaching sessions per month (hours)
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Improving Medical Student Experience And Engagement Through A Team-Based

Introduction

Medical student placements are crucial in shaping
the future of healthcare professionals, fostering both
clinical knowledge and a sense of belonging within
the medical community.

Amidst rapidly changing health systems and
pressures on students, placements are increasingly
being shortened and spread across several
hospitals, endangering this sense of belonging’.

This project aimed to enhance the quality of medical
student placements in a surgical department by
implementing a tailored induction process and team
integration strategy akin to the American model
student integration in surgical firms?

Methods

Data was collected from 3 year students from a
London medical school embarking on their first year
of hospital placements. Prior to the intervention,
placements were task based - students were
allocated to rotate through 12 defined activities such
as ward round, clinic, on-call, theatre etc. across
multiple sites. Students often felt isolated,
disoriented and ignored during these placements
and rated the activities poorly on whether they were
educationally useful and enjoyable. Furthermore,
students highlighted that they did not feel part of the
surgical team and as a result received less formal
and bedside teaching than desired.

weam  UGI Celotectsl  EGS Eresst G

Intervention
Two interventions were developed to address this.
The first was to restructure the placement with
individual timetables which allocated students to
particular surgical firms, allocating them to attend
ward rounds, clinics and theatres lists with this team.
The second was an induction document which set
out the structure of the department, contact details,
and signposting educational and sign off
opportunities. After this new placement structure was
implemented, anonymous feedback was collected
using Likert scales, multiple choice answers and free
text response and results compared. 24 responses
were collected in total.

See below for placement structure prior to
intervention (top), and after intervention (bottom,
shortened
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Placement Structure And Comprehensive Induction
Dr Rory Fairhead*, Mr Moataz Ewedah, Mr Robert Buhain

Results
After the intervention, student'’s ratings of how
educationally useful different activities were
improved in 4 out of 5 domains. Averaged scores
improved from 3.4 to 3.9 out of 5 (Mann-Whitney U
test p<0.05).

Rating/5 (bold font =

rating post
intervention)
Clinic (3)3.9
Theatre (4.5)3.3
On call (N/A)3.2
WR (3.8) 3.6
PTWR (4.5) 3.1

Furthermore students felt the surgical team to be
more helpful and supportive post intervention (4.3 vs
3.9/5), felt more part of the surgical team (3.8 vs
3.4/5) and rated their placement more highly on
average (7.8 vs 7.2/10), though not significantly at
p=0.05.

Pleasa rate how suppartive & helpful you found the GH surgical team tobe  (Post
intervention)
.
z
[ Fien| o - I
i 2 3
Towhat extent did you feel part of the surgical team? (Post

intervention)

NHS

Students had good adherence to the new placement
structure and found the induction document helpful.

@ | clasely followed the suggested rota

@ | mostly followed the suggested rola with
occasional differences

@ | loosely followed the rota

@ | rarely tollowed the rota

@ | did nat follow the suggested rota at all

This project shows how a team-based placement
structure and comprehensive induction document
can benefit students across a range of subjective
measures and has led to the adoption of this new
structure for future placements. Future research
could focus on the impact of this new model on
objective measures of attainment, staff perspectives
and patient care.

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

Stephanie Ainley, Lisa Saleh-Rasool, Zachary Tait, James Patrick, Anna Bradley, Ruth Caulkin & Louise Robinson
Chelsea and Westminster Hospital NHS Foundation Trust

1. Introduction

The General Medical Council expects newly qualified
doctors to make appropriate clinical judgement
around the care o J)atients at end of life.! However,
it is well recognised that newly qualified doctors feel
under prepared to deliver end of life care.?

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

Figure 1: Highly realistic end of life manikin

References

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

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

1.General Medical Council. Outcomes for Graduates 2018. London; GMC, 2020. https://www.gmc- uk.org/-/media/documents/outcomes-for-graduates-

2020_pdf-84622587.pdf [Accessed 23 August 2023].

2.Bharmal A, Morgan T, Kuhn I, Wee B, and Barclay S. Palliative and end-of-life care and junior doctors: a systematic review and narrative synthesis.

BMJ supportive & palliative care 2022;12(e6):862—-68.

3.UKFPO. UK Foundation Programme Curriculum 2021. UKFPO, 2021. https://foundationprogramme.nhs.uk/curriculum/ [Accessed 23 August 2023].

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.

I am comfortable | am confident in | am comfortable | understand the | am confident in
identifying  caring for a dying  talking with  role of specialist verifying death
patients who patient patients and palliative care
may be dying their relatives and when to
about end of life  refer to them
and treatment
decisions

=N w
RN wn s

o
o

5-point Likert scale

M pre course MW post course
Graph 1: Mean scores on Likert scale

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.
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Maximising Clinic experience in internal medicine trainees

Author — Dr Thwe Han (IMT1)
Scunthorpe General Hospital (SGH)

Introduction

minic 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

and manage conditions which are not

normally encountered on the ward.

review patients in different clinical approach

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

1) Obtained baseline data of clinic attendancm
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

Kwhen, who to contact etc.

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

Commitment to ward jobs and
on-calls

Not knowing which clinics are
available and when

No allocated clinic time on the
rota

Staffing issues on the ward

|l
i

0% 20% 40% 60% 80%

Results

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.

100%

INHS|

Northern Lincolnshire

and Goole
NHS Foundation Trust

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

Spend less time finding which
clinics are running and when

Pursue areas of special interest

Diversify specialties to broaden
your experience

Know who to contact to join
clinics

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

Conclusion

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.
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Evaluation Of The Delivery Of Pulsed Intravenous
Methylprednisolone To Patients With Interstitial Lung Diseases

Alexander Emery [London,UK]?, Nazia Din?, Kritchai Vitipongsatorn?, Dhivya llangovan?, Abigail Harrison!, Richard Hewitt!, Melissa Wickremasinghe?
limperial College Healthcare NHS Trust

Introduction —m————— Materials and Methods

Interstitial Lung Diseases (ILDs) are a spectrum of lung disease which cause We created a data collection tool to capture all patients with ILD who had been referred to SDEC for
inflammation and/or progressive scarring to the lung parenchyma. Pulsed IVMP over an 8-month period, and recorded whether historical locally agreed standards were being
Intravenous (IV) Methylprednisolone (MP) is given for many progressive primary met. We also recorded a number of factors that affected patient flow and experience in SDEC.

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 We then worked collaboratively with the planned and unplanned care teams in Respiratory and
basis through our Same Day Emergency Care (SDEC) Centre, or in an inpatient Emergency Medicine / SDEC to design and implement a formal pathway for these patients. After a
environment. year, we reaudited the same criteria to compare our performance.

Results and discussion

Medication delays Time in department

As well as a number of criteria that were
being incompletely met, we identified the
potential for increased efficiency if the
SDEC team take the lead for IVMP
prescribing on the day, rather than
having to contact the on-call Respiratory
L] . . . team who often would not know the

patient in question.

@
o

Average time (mins)
5 o2}
o o

N
o
Average time (mins)

o
a
o

Time to prescribe Time to administer Time from
IVMP IVMP prescription to
administration

mResp ®mSDEC Before pathway implemented  After pathway implemented

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.
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Minimising Burnout In Acute Medicine For Postgraduate Doctors

Ba Ckg round — “the acute block”

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.

Objectives
* To explore the levels of burnout and its
reasons

* Implement an alternative acute block

Methods

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

“Break the Block”

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

Not
( perm|tted
to take

ﬂ ntensity

‘ of shift )

Figure. 1

High levels of burnout

Alternative rota format

6 week block ,
' Figure. 2
[ | |
2 week 2 week 2 week
block block block

NHS

North Bristol
NHS Trust

Results

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).

Conclusion and future

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.

October 2023



Induction programme for new International Medical Graduates at University Hospitals Sussex

INHS | Pereira, R ;Middleton, B 1; Beckley, S ! ; Laffan, J 1 ; Yeo A, Choudhary, Al ; Alhashimi, N1 ; Ahmed, S ; Nweze, C 2 ; Wusu, M !
University Hospital Sussex 1 University Hospitals Sussex NHS Foundation Trust ; 2 Sussex Partnership NHS Trust ;
NHS Foundation Trust

Introduction Results and Discussion

One in three new doctors joining the NHS graduated abroad. This could increase to twoin  « Ppositive feedback and progressing
three by 2030. On relocation, these doctors face a myriad of problems and seem to havea  « Important step in the creation of a local network

higher rate of GMC referrals due to inadequate induction?3. Adequate support in their system for IMGs
trar.lsition to work.in the.z UK directly impa(?,ts their .wel!being, career.progre.zssion aswellas « Source of accurate information for IMGs and
their ove}‘all function w1th1n.the NHS. National guidelines fO'I' IMG induction*® have been their clinical and educational supervisors
released in 2022 but these still rely on local effort to be established. « Plans of adapting material for other international
. health care professionals and acquiring funding
Materials and methods for social events
WhatsApp group IMG buddy IMG reception and map Conclusion
. Providing IMG specific induction
IMG Handbook - Table of Content %‘3@] IMG IRIS Induction Page process has allowed an easier
= adjustment into the NHS for new IMGs. | Scratch off map showing origin countries of IMGs
_Visa and immigration Exploring Sussex SCAN ME Itis .hoped that it can be. at UHS (Purchased from myglobalwalkabout.com)
-University Hospitals and the UK replicated across UK to improve
Sussex -Faith and spirituality SBAR handover wellbeing and workforce development.
-Public transport and -Health and wellbeing DNA CPR discussion
driving -A word for the job-hunting EE2XUUETNIFELE
-Finances and discounts spouse Datix guide -
1 ererences:

-School placements -Face_bOOk groups, BMA Breakmg bad news 1. General Medical Council, 2022. The state of medical education and practice in the UK - the workforce report.
-Supermarkets material, blogs and other Death verification 2. BhatM, Ajaz A, Zaman N. Difficulties for international medical graduates working in the NHS. BM.J 2014; 348: g3120
-Working at an NHS links NHS e-portfolio doi:10.1136/bmj.g3120
h ital Tl PD d H toli 3. Fair to refer: A research commissioned by GMC to investigate disparity in referrals of BAME vs UK trained doctors.

ospita -lraining, CPDs and career orus portrolio 4. E-learning for Healthcare. Welcoming and Valuing International Medical Graduates - a guide to induction for IMGs recruited
-Training and portfolio progression How to take bloods to the NHS
Exciting Brighton -IMG checklist 5. Hodkinson J and Lok P. NHS launches first standardised induction programme for international medical graduates. BMJ

' . 2022;378:01624.

Haywards Heath, Worthing 6.  University Hospitals Sussex — IMG
and Chichester Handbook https://rise.articulate.com/share/E3IYB3WW19APvidf2kuy2Xwm75V7NTyY#/ [Accessed 3 September 2023).



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