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ABSTRACT

Introduction: Starting a new job as a junior doctor is often challenging. In addition,
doctors who have recently commenced employment have been impacted by the
COVID-19 pandemic. This has affected them in multitude of detrimental ways, including
reduced clinical exposure for final year medical students, as well as, hampering the
traditional face to face clinical induction.

Methods: To help foundation doctors who were starting work during the pandemic,
we developed an additional trainee led and facilitated remote induction programme.
This consisted of a series of online sessions, covering areas such as prescribing,
management of the acutely unwell patient and effective organisation/prioritisation.
We utilized a number of different techniques, including virtual simulations to ensure
engagement and interactivity. Prior to the commencement of the programme, we
measured the confidence of participants across several parameters including managing
unwell patients, prescribing, and dealing with nightshifts. The same parameters were
re-assessed following completion of our programme.

Results: Following completion of our course we noted a trend towards improvement in
the self-reported confidence scores across all parameters. The greatest improvement
was noted in “management of the acutely unwell patient”, with scores increasing
from 4.074 + 0.522 to 6.00 + 0.503 after completion of the programme.

Discussion: Completion of our remote induction programme has helped new
foundation doctors improve their confidence in dealing with common clinical
scenarios and potentially improved prescribing practice. A trainee led/facilitated
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remote induction programme has many advantages.

Introduction

Starting a new job as a junior doctor is often challeng-
ing, particularly on surgical wards, as patients are of-
ten acutely unwell. The 2020 intake of junior doctors
faced an additional challenge they had started work
during the COVID-19 pandemic, which affected these
new clinicians in a multitude of detrimental ways [1].

It has been previously suggested that there is an in-
crease in mortality when there is a junior doctor
changeover, with figures of 4%-12% being quoted.
This has led to terms such as the ‘August Effect’ or
‘Black Wednesday’ [2]. It has been suggested that an
effective induction programme can help improve pa-
tient safety and the confidence of new clinicians [3].

The COVID-19 pandemic has challenged how a tra-
ditional induction programme can be effectively

delivered. Issues have included social distancing
requirements and the potential for doctors to miss
a conventional face to face session if they were un-
well with COVID-19 or required to self-isolate. This
problem is further compounded when one considers
that these new doctors will have had no experience
of COVID related practice and an induction event is
the ideal forum to explain protocols relating to pa-
tient management, infection control and workplace
behaviour.

We set out to develop and implement an effective re-
mote induction programme to improve junior doc-
tors’ confidence by equipping them with the requisite
skillset to thrive in the clinical environment. It was
intended that this additional programme would be
complementary to the mandatory hospital induction.
In addition, it was desired that these additional ses-
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sions would be trainee led and delivered by trainee
doctors of varying grades.

When developing this programme, we considered the
challenges medical students face when transitioning
to the role of a doctor. These included a steep learn-
ing curve relating to clinical practice, the need to de-
velop team working skills and the requirement to be
able to ask for clinical or pastoral help [4]. Bearing in
mind these themes, we developed a virtual induction
programme utilising a range of educational modali-
ties and with contributions from a multidisciplinary
professional team.

Methods

The induction programme consisted of a series of
online interactive tutorials. These sessions were of-
fered to a cohort of new foundation doctors who were
starting work in a large surgical department in a UK
teaching hospital. These new doctors were commenc-

ing placements in General Surgery, Urology, and Vas-
cular Surgery (with an expectation they would cross
cover between these specialties).

Each educational session was tailored to allow de-
velopment and learning in a specific area of clinical
practice. The programme was delivered between Au-
gust 2020 and November 2020. Surgical foundation
doctors, who had recently commenced their training,
were invited through emails, word of mouth and so-
cial media.

Prior to each session, a survey was circulated to all
potential participants to determine their confidence
and knowledge regarding the upcoming topic (Table
1). These surveys were circulated utilizing Survey
Monkey (an online platform designed to deliver sur-
veys and obtain anonymous feedback). At the time of
completing this initial survey participants were given
the opportunity to raise specific questions that they
wished answered during the online tutorial.

Table 1. The survey questions we circulated before and after delivery of the teaching programme to assess
self-reported confidence in participants of the induction programme

Survey Questions (pre 1% Session)

On a scale of 1-10 how confident are you on the surgical wards

Please comment below (what you feel confident in, what you are worried about)

On a scale of 1-10 how confident are you in prescribing

What specifically concerns you about prescribing?

Survey Questions (pre 2" Session)

On a scale of 1-10 How confident are you in dealing with an acutely unwell patient?

Please comment below (what you feel confident in, what you are worried about)

On a scale of 1-10 How confident are you seeing patients alone?

What specifically concerns you about seeing patients independently?

Do you stay on top of jobs as they are given to you?

Are you confident in prioritizing jobs by clinical need?

Survey Questions (pre 3™ Session)

How confident do you feel on a Night Shift on a scale of 1-10 (10=most confident)

What worries you about Night Shift?
Do you feel supported on a night shift

Do you know what is expected of you during a night shift?

Survey Questions (pre final Session)

On a scale of 1-10 how well do you feel you keep organized and on top of jobs?

On a scale of 1-10 how well do you prioritize tasks and patients?

Do you feel you know at what point to escalate to seniors?

Do you have any specific questions or topics to be covered?

All online induction sessions were provided via
Zoom video conferencing technology. Permission was
sought to record each session so doctors not present
could review the material later.

The first session focused on prescribing and was led
by a specialist surgical pharmacist, who provided an
interactive lecture. During the session, the pharma-
cist demonstrated real life anonymised medical pre-
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scription errors. At the end of the session, resources
were circulated which provided guidance about com-
mon prescribing scenarios that the participants had
highlighted, or that the pharmacist felt were particu-
larly relevant to foundation doctors.

The second module was led by a senior surgical regis-
trar and concentrated on the management of acutely
unwell patients. The doctor gave description of clini-
cal situations they had encountered during their clin-
ical practice and facilitated group discussion of these
scenarios. This session was intended to ensure that
doctors could develop a set framework to systemi-
cally assess each patient and ensure clinically safe
and appropriate actions. To help ensure the session
was interactive and immersive real life observation
charts and drug charts were utilized (Figure 1). This
session was intended to demonstrate that an emer-
gency generic management is often more important
than determining an exact diagnosis. Foundation doc-
tors were able to make suggestions and subsequent-
ly reflect on their ideas in a supervised environment
whilst also being able to critically analyze the alterna-
tive strategies suggested by other participants.

Vi |2 [ |44 57 %

REGULAR =
THERAPY Time
e G

fe
&

g

3 [z

7

1 = _$TM¢

|
|

]

H|
I

Iz -

R
OMEPRAZOJ?Z: 3 72 TAEAKAEC B
orAL [
A
/37

LI
Il

|ASPLRIN__ ieT [l L gl 8 [0
TEme |Sean [
Sgraturs '3%?”} :4 i}

nnnnnnn

DRUG DOSAGE CALCULATIONS

Figure 1. An example of a drug chart we utilised during an
acute case simulation

The third session covered working as junior doctor
on night shift, as it was identified that the new cohort
of junior doctors felt unprepared for night shifts. This
was expressed through informal feedback to seniors
prior to the programme and was also noted during
collection of the surveys initially.

The fourth and final session focused on personal or-
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ganization and task prioritization. The aim of this
session was to assist these new doctors develop into
an effective and organized clinician. This tutorial was
led by a senior surgical registrar who utilized real life
clinical scenarios to demonstrate efficient working
practices. In addition, a clinical development fellow
offered generic advice regarding time management
during periods of ward work.

Following completion of the programme feedback
surveys were issued to all participants to assess sub-
jective self-reported improvement in confidence in
dealing with the issues covered in the teaching ses-
sions.

Results

This induction programme was offered to 21 of the
foundation doctors. Out of these doctors, 14 success-
fully attended each of the four sessions and complet-
ed both the initial and final survey.

Prior and after to the commencement of the project
new medical graduates were asked to rate their confi-
dence (on ascale of 1-10) in dealing with the 4 themes
covered in the programme. In addition, using a com-
bination of ratings scales and free text responses they
were asked to provide other information regarding
their concerns about starting work. Following suc-
cessful completion of the programme participants
were asked to re-evaluate their confidence in dealing
with these themes.

The results of the pre and post programme question-
naires are demonstrated in Table 2. In addition, re-
view of the free text responses revealed some com-
mon concerns.

Following completion of the online induction pro-
gramme we noticed a trend that suggested that new
foundation doctors were increasingly confident with
the 4 themes covered in our induction programme
(Figure 2).
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Figure 2 . An All confidence parameters displayed in
a graph, demonstrating the values before and after the
teaching programme. It is demonstrated that there was a
global improvement in confidence. Each value contains its
confidence interval.
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Table 2. Summarized are the results from the pre-and post-delivery of the induction/teaching programme.
Results show the mean value for confidence, followed by the confidence interval and then the standard devi-
ation. For questions where there is a qualitative answer, the response are simply noted

Survey Questions (pre 1st Average (mean) Value before Average (mean) Value at the
Session) session (confidence interval to  end of the teaching programme
95%) (confidenceinterval to 95%)
On a scale of 1-10 how confident 4.5 +£0.733 STD 1.40 5.92+0.561 STD 1.072

are you on the surgical wards

Please comment below (what you Variety of patients Seniors may be Seniors may be in theatre

feel confident in, what you are in theatre

worried about)

On a scale of 1-10 how confident  5.57 +0.673 STD 1.28 6.50 +0.448 STD 0.854
are you in prescribing

What specifically concerns you Unfamiliarity with some drugs n/a

about prescribing? Insulin

Survey Questions (pre 2nd Session)

Onascale of 1-10 How confi- 4.07 £0.522 STD 0.10 6.00+0.503 STD 0.960
dent are you in dealing with an
acutely unwell patient?

Please comment below (what you Unpredictability Unpredictability

feel confident in, what you are Not confident in own abilities

worried about
) Not sure when to escalate

Ona scale of 1-10 How 3.64 +0.639 STD 1.22 5.21+0.828 STD 0.726
confident are you seeing patients

alone?

What specifically concerns you Unpredictability unpredictability
about seeing patients inde- Too much responsibility

pendently?

Not sure when to escalate

Do you stay on top of jobs as they 4 Yes/ 10 No 7 Yes/ 7 No
are given to you?

Are you confident in prioritising 9 Yes/ 5 No 14 Yes
jobs by clinical need?

Survey Questions (pre 3rd Session)
How confident do you feel on 4.71 £0.38 STD 0.726 6.00+0.822 STD 1.569

a Night Shift on a scale of 1-10
(10=most confident)

What worries you about Night unclear role Perceived lack of support

Shift? perceived lack of support Specialties not seen during the day
Do you feel supported on a night 8 Yes/ 6 No 10 Yes/ 4 No

shift

Do you know what is expected of 8 Yes/ 6 No 12 Yes/ 2 No

you during a night shift?

Survey Questions (pre final Session)

On a scale of 1-10 how well do 5.14 +0.576 STD 1.10 6.21+0.511 STD 0.975
you feel you keep organised and
on top of jobs?
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On a scale of 1-10 how well do
you prioritise tasks and patients?

Do you feel you know at what
point to escalate to seniors?

6 Yes/ 8 No

6.00 £0.617 STD 1.177

7.14+0.4037 STD 0.770

14 Yes

Discussion

The aim of this project was to utilize a number of dif-
ferent modalities to provide an induction programme
that equipped FY1 junior doctors to manage common
medical issues appropriately on a surgical ward.

We found that the two lowest scoring parameters
at the start of the project were confidence in seeing
patients alone, and the management of the acutely
unwell patients. We identified that these are issues
that are often reported to be particularly challenging
for junior doctors [5]. Within our team, we sought
to equip the new foundation doctors with a generic
framework that may be utilized in a variety of acute
clinical settings. In an ideal setting, a suitable adjunct
would be the utilization of high fidelity simulations,
to replicate unwell patients, as simulations have been
proven to improve safety and reliability in high stress
settings [6]. However, this was limited due to social
distancing guidelines. We partially counteracted this
by utilizing adjuncts that the junior doctors will en-
counter in the clinical setting, such as observation
charts and prescription charts. At the end of the pro-
gramme, confidence in management of the acutely
unwell patient, reported the highest increase in score
following delivery of the programme.

We note that we saw the most minimal increases in
the self-reported scores in organization and prioriti-
zation of tasks, though these parameters did also have
the highest baseline scores. These are skills that some
may argue are inherent, or may be developed through
active immersion, rather than remote teaching pro-
grammes [7]. Nonetheless, an improvement in confi-
dence was still noted in this score, and we believe that
this was due to the provision of methods to prioritize
tasks and develop organisational skills. Demonstrat-
ing frameworks and successful tools to an audience,
encourages them to employ it in their future practice
to remain organised [8].

To maximize engagement with participants in a
teaching programme, a variety of modalities should
be employed to hold interest and present information
clearly [9]. Therefore, we sought to maximize the vari-
ety of topics and presentation techniques utilized. For
instance, when undertaking the prescribing teaching
session, we used a PowerPoint presentation to high-
light local guidelines. To demonstrate correct pre-
scribing methods; we utilized the same paper drug
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charts encountered in the clinical environment. Fur-
thermore, when discussing acute clinical scenarios,
we utilized clinical accessories such as observation
charts and images of paraphernalia associated with
the discussed clinical scenarios. This ensured that we
developed familiarity of the clinical environment, en-
abling the junior doctors to be prepared to encounter
these scenarios during their clinical work [10].

We were also aware of the challenges faced, both in
terms of mental and physical fatigue. We ensured to
complete these sessions in the early evening to en-
sure maximum attendance, but we also aimed to en-
sure that each session was limited to a maximum of
one and a half hours to minimize fatigue, and we also
ensured that each session had at least one break [11].

The programme took place over a 3 month period.
Whilst we may attribute the global improvement in
confidence across parameters due to our teaching
sessions, there may also be other factors influencing
this improvement. The most obvious factor, being that
this was the first placement for study participants
hence one would expect their baseline confidence to
be low, and increase after 3 months of clinical prac-
tice [12]. Although this was undoubtedly a confound-
ing factor we believe the programme accelerated the
acquisition of skills and confidence [13].

Conclusion

A successful induction programme should address
the new doctor’s concerns and expectations, whilst
providing with the appropriate framework to devel-
op clinically in a new role or setting. With the advent
of the COVID-19 pandemic, this was a challenge to
ensure we fulfilled these aims, whilst adhering to na-
tional policy on social distancing and other preven-
tative measures. Therefore, we worked with a multi-
disciplinary team to develop and implement a novel
remote induction/teaching programme aimed at new
and inexperienced surgical doctors. Following the
programme, we noted an improvement in confidence
across all parameters. Whilst there may be other fac-
tors at play, we suggest some of these improvements
were due to the successful delivery of this programme.
We noted the success of certain techniques which
we will seek to continually employ in induction pro-
grammes, whether indicated by a pandemic or not.
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