
REPORT ON INDUCTION PROCESSES FOR MEDICAL STAFF IN THE HPSS

Background

1. In July 2005, the Coroner for the district of greater Belfast raised concerns following an inquest.  Among the concerns raised were those relevant to the adequacy of induction training for junior doctors in Northern Ireland.  Consequently, the Deputy Chief Medical Officer commissioned work to examine this issue. 

Introduction and Remit

2. A group (for membership see Appendix 1), under the chairmanship of Dr Denis Connolly, Medical Director, Greenpark Trust, was established with the following remit.

· To collate evidence of best practice in induction from the literature and arrangements currently in place in the NHS and HPSS.

· To consider the induction arrangements needed for different groups of medical staff, e.g., PRHOs, Rotational Trainees, Locum Doctors, Non-UK trained doctors, permanent appointments of senior staff.

· To agree a core set of induction topics which should be used in all HPSS organizations.

· To develop a project plan (by 31 October 2005) and an action plan (by 1 January 2006) to enable the tasks above to be completed and implemented throughout the HPSS by 1 April 2006.

3. The group held four meetings between November 2005 and February 2006.  In accepting its remit, the group agreed that the key areas to focus on were new graduates and locum doctors.  

Methodology

4. A literature review of material relevant to induction was completed paying particular attention to advice and guidance specific to medical staff in addition to that relevant to employment generally.  A summary of the professional guidance referring to induction is included as Appendix 2.  Material used to support induction was acquired from the HPSS and NHS.

5. The Northern Ireland Medical and Dental Training Agency (NIMDTA) provided detailed information on induction processes for doctors in training particularly in the pre-registration year.  The information included feedback from pre-registration doctors on their induction.

6. Queen’s University’s school of medicine and dentistry gave a presentation on the work shadowing process provided to final year medical students.

7. All trusts were surveyed by questionnaire to ascertain local induction practice.  Despite a two week deadline for response 12 (of 18) met the deadline and a further two replied within 4 weeks.   

Literature review

8. Induction is defined by the Oxford Dictionary of Human Resource Management as ‘the formal process of acclimatising a newcomer to an organisation’.  Typically, it involves 

· an introduction to the organisation by a senior manager; 

· a guided tour of the workplace; 

· introductions to co-workers and managers; 

· an explanation of health and safety procedures; 

· the completion of employment documentation, for payroll, pension, etc; 

· a discussion with a personnel specialist (or the line manager) about employment policies and procedures (appraisal, grievance, equal opportunities, etc); and 

· a discussion with the line manager about expectations and requirements of the job and the immediate training needs. 

The literature review did not indicate the limits of induction.  However, the group were of the view that it was important to stress that induction was not intended to replicate substantial elements of a doctor’s previous education or training.  The recruitment process was designed to determine this and on-going appraisal would ascertain how effective this had been. 

The Department’s Quality Standards for Health and Social Care, published in March 2006, highlight induction as one element of sound human resource systems underpinning organisational accountability and corporate leadership. 

9. Induction can last from several hours to a week, depending on the complexity of the work, organisation and job responsibilities.  

10. It is recognized that systematic induction can lead to the following benefits:-

· Reduced recruitment costs due to large turnover.

· Improved motivation.  Staff who undergo quality induction are more likely to give longer term commitment to the organisation.

· An opportunity to create a good impression of an organisation for a newcomer.

· It may have a beneficial influence on current staff through their involvement in the process.

· It can contribute to the overall quality improvement systems within the organisation.

· It can contribute to team development.

11. Induction 

· is a necessity for those who are joining new organisations or embarking on new careers,

· is important for people taking on new roles within an organisation or when new developments are introduced,  

· is important for people returning to work after long absences,

· is just as important for those entering an organization at senior levels,

12. Induction programmes should be tailored to individual needs or those of particular groups.  Although induction is normally associated with staff joining an organisation, it is no less important for staff taking over a job from a current postholder.  A matrix suggesting requirements for different groups and settings appears in Appendix 3.
13. If it is agreed that induction is a not a course but a programme or system, it is necessary to determine what such a programme would look like in practice.  Model induction processes tend to be based on a single template. This template usually consists of;

· a pre-employment visit/training,

· an initial (mini) induction,

· the formal induction programme, and

· on-going review.

14. It may not be feasible or desirable to provide the total induction package on the day of commencing work.  However, there are some elements that need to be covered on the first day.  These are the “must know” elements of the job and are often covered in what are termed mini-inductions.  Such mini inductions should consist of priority information that the entrant needs to be aware of at the beginning of work.  

15. Induction should not be delegated wholesale to personnel/human resource departments. Hospital Management has ultimate responsibility for ensuring induction processes are in place.  Individual Clinical and Educational Supervisors have the primary responsibility for ensuring induction takes place in their relevant area.  

16. Induction can be the beginning of an individual’s training experience within an organization.  An organization may have a reasonable idea of the competency level of a new entrant. However, skills gaps will be known or become apparent.

17. It is important when designing the course to make it both participative and learner centered, i.e. that the course is based on what participants want and need to know rather then deluging them with everything and anything.  The use of pre-recorded material and CD ROMs are also of value.  Video and more recently DVDs serve the same purpose. Increasingly, distance learning and on-line mechanisms are available for a variety of purposes, including induction. 

18. There are a number of methods of delivering induction programmes, these include:

· lectures;

· discussion;

· syndicate groups;

· case studies;

· simulation;

· assignments and projects;

· shadowing; 

· literature, leaflets, handouts; and

· web-based distance learning packages.

This latter format is becoming of increased value as shift working grows in prevalence for medical staff.

19. Again, the most important thing with any of these methods is to make them participative and learner centered which can motivate the learner and improve learning.

20. Induction should not be seen in isolation, only acclimatising a newcomer to an organisation.  Induction should be considered as part of an inter-linked system starting with recruitment.  Recruitment links to induction which in turn links to staff appraisal.  Feedback on the induction process should be sought to continuously modify and improve the process.  Staff involved in these processes should be trained in skills of interviewing, guidance and counseling.  
Guidance on induction specific to medical staff

21. There is a vast array of guidance (Appendix 2) specific to doctors referring to induction as a vital element of on-going development throughout the various stages of a doctor’s career.  All draw on the generic principles outlined above.  Specific areas are given greater emphasis depending on the particular circumstances of the target audience.  The GMC gives advice to doctors at the earliest stage of their career in its publications The New Doctor and The Early Years.  More recently, publications on the arrangements for foundation training have reiterated this advice.   The guide to specialist registrar training covers induction for more senior trainees and the Departments of Health have issued guidance for consultants and overseas doctors 

Induction for Pre-registration doctors

22. All PRHOs have an induction programme provided by their employing trust.  Each year, their views on the induction programme are sought by NIMDTA.  The results of the 2005 survey were available to the group. These revealed;

· 94%  of respondents reported having attended an induction event;

· More than 80% of these found it of benefit

· Less than 30% reported receiving a ward-based induction

· 60% acknowledged receipt of a handbook

· At least one PRHO in every trust recalled receiving a handbook.
Work shadowing

23. The group received a presentation from Dr David McCluskey, QUB, on the work shadowing arrangements for final year medical students.
24. Workshadowing aims to ease the transition from medical student to junior doctor. In their final year, immediately after the final exams, medical students from Queen’s University spend four weeks shadowing a doctor working as a pre-registration house officer.  Work is under way to ensure the work shadowing period arranged by all universities occurs at the same time of year throughout the UK. 

25. During this period, medical students have to complete a logbook of tasks that have to be carried out / observed. Students who fail to complete the tasks cannot graduate. Tasks cover a broad range of skills, including ;

· Communication Skills ;

· Documentation Skills ;

· Ordering Investigations ;

· Prescribing ;

· A range of practical procedures ;

· Additional Objectives ;

a. Students should prepare and familiarise themselves with a list of drugs commonly prescribed by House Officers for relief of pain along with sedative drugs and hypnotics.

· Management of Acute Emergencies –

b. Cardiac arrest.

c. Respiratory arrest.

d. Left ventricular failure.

e. Pulmonary embolism.

f. Acute blood loss.

g. Septic shock.

h. Asthmatic attack.

i. Epileptic fit.

j. Diabetic coma.

26. Although the group stressed that work shadowing should not be seen as a substitute for induction, there were aspects of the work shadowing process that could be considered complementary.  It was noted that some of the procedures that are currently required for Foundation year 1 (FY1) competency assessments may have been completed during work shadowing.  These could be counted towards the requirement of directly observed procedural skills (DOPS) during the FY1.  This issue also highlighted that a degree of duplication could be avoided through students (and later doctors) retaining information on activities undertaken at various stages in their career.  Such information could assist employers in effectively tailoring induction processes.  By the same token, such information would provide employers with greater assurance of the employees experience to date.

SUMMARY OF RESPONSES TO QUESTIONNAIRE ON INDUCTION PROCEDURES
27. A questionnaire was issued to all Trusts to examine induction practice locally.  The questionnaire is reproduced in Appendix 4.  

28. The greatest input in terms of response covered doctors in the PRHO/F1 grade. Similarly, the comments received indicate that in most cases, respondents’ interpretation of new doctors to the HPSS is confined to training grade doctors and probably those in the PRHO/F1 grade. 

29. Attempts are made to induct locums but it would appear only where they are in-post for a prolonged period (not specified) or where their tenure straddles a set corporate induction day(s). Comments received indicated that in some cases locums receive a departmental induction or receive a copy of the departmental induction guide. Some Trusts supply an information sheet and induction pack to the Agency providing the locum.  However, there was no clearly demonstrated means displayed to establish that such doctors had received an induction.
30. One third of respondents indicated they provide induction during the pre-employment period, though this seems to apply mainly to PRHOs.  Induction is provided by 80% of organizations within 4 weeks of employment.  Almost all provide induction through training sessions.  In almost every case, hard copy information is provided to supplement the training sessions.  Some 50% of respondents provide information in electronic format. 

31. Information on post specific induction is, at best, patchy.  It was felt this may reflect limited awareness within organizations of the processes based at individual ward or clinical department.  However, the PRHO survey further suggests that induction is limited at this level. 

32. Two thirds of Trusts felt their induction process was quality assured, usually through participant feedback.  Half indicated there was some form of external assessment.  However, the external assessment referred to inspections by bodies such as the NIMDTA or the Royal Colleges.  In general, steps were taken to follow-up non-attenders, usually through issue of the hard copy or electronic materials provided at induction.  There was no clear view regarding sanctions for non-attendance.  A variety of measures were used by a minority of respondents.  These included making divisional management accountable, addressing the issue at appraisal or referral to the hospital clinical tutor or NIMDTA.  One Trust commented that non-attenders lose 2 days’ pay and have to repeat the induction.  To a large extent, those that commence work out of step with their peers are handled similarly to non-attenders in that hard copy and electronic documentation is provided.  
33. Almost all Trusts include adverse incident reporting, infection control procedures, medicines management, consent, risk management and handover as elements of their induction processes.  Just over half of respondents cover vulnerable adult training in their inductions.

34. Virtually all inductions cover educational and accommodation facilities together with information technology.  Similarly, relevant policy reference documents are covered by almost all the Trusts.  The vast majority of Trusts cover issues such as sickness and absence policy, annual leave and contracted hours during induction.  The coverage of the on-call system, bleep system and senior rota cover is similar.  Record keeping was covered by 10 respondents and multi-disciplinary working by 9.  Many of these issues were covered by means other than face-to-face presentation.  Relevant material was included in induction packs, on trust intranets or specific websites or contained in handbooks.  One Trust holds all medical emergency protocols on a generic folder.  About 1/3 of respondents covered emergency planning and the organisation’s  major incident plan as part of induction although in a number of cases these issues were confined to A&E staff.  

35. Eleven Trusts covered cardiopulmonary resuscitation with the vast majority covering issues such as availability of study leave and the on-site educational activities available.  Smaller numbers covered audit, the GMC’s Good Medical Practice, customer care, breaking bad news and manual handling.  

36. Notable free text comments refer to the suspicion that at best a limited amount of information is retained by inductees.  Several respondents commented that the issue of information overload was relevant.  These comments reflect findings on induction programmes generally and are borne out by the responses to the questionnaires and some material received.  

Other relevant information

37. The group also had access to other material highlighting good practice.  These included an NHS University guide entitled, An Introduction to Today’s NHS which contained induction best practice guidelines produced by the Strategic Human Resource Intelligence Network (SHRINE).   Members had the opportunity to work through an interactive CDROM produced by Northampton General Hospital, NHS trust. Some members were able to visit NHS Education in Scotland to see a demonstration of their Doctors Online Training System (DOTS).   This is a distance learning, web-based programme covering 21 modules available to all FY1 doctors in Scotland.  The system has the facility to monitor progress of each doctor through the modules and ensuring they have been completed successfully.
Findings and Recommendations

38. The group recognised that however comprehensive an induction programme was it could not, nor should not, seek to cover large elements of the under-graduate medical curriculum.  However, it was essential that induction programmes instilled an attitude, particularly in the least experienced doctors that they should seek assistance when dealing with unfamiliar situations AND were assured that such assistance was forthcoming. 

Recommendation 1

It is essential that all doctors, at whatever stage in their career, should be encouraged to seek assistance when they feel the limits of their competence are being approached.  This requires that colleagues, particularly those more senior or long established, must be prepared to make themselves available to provide support and assistance when required. These principles should be given prominence in all induction programmes.  If induction does nothing else it must make this clear.

39. All HPSS organisations provide corporate induction.

40. All HPSS organisations that employ pre-registration house officers (PRHOs/F1s) have an induction programme in place for this grade of doctor.  The length, content and coverage of these programmes are variable.  For many this involves attendance at their place of employment prior to the commencement of employment.

Recommendation 2

Where induction requires attendance at the workplace prior to employment, attendees should be paid.

41. The Group acknowledged that providing protected time for induction for all grades of doctor in training would   have significant service implications particularly in the first week in August when all of these doctors take up new posts

Recommendation 3

Cancellation of all relevant elective activity on the first Wednesday in August each year should be considered to allow protected time for induction of all training grade doctors.

42. Both the questionnaire and the results of the PRHO survey suggest that ward based induction is, at best, patchy.  However, the group was of the view that these findings were partly explained by the lack of documentation relevant to ward-based induction.  

Recommendation 4

Ward based induction is a vital element of the induction process with important elements of generic induction reiterated or built upon for specific application at ward level.  Responsible senior medical staff must ensure such programmes are in place and that they are undertaken in a timely and effective manner.

43. Whilst work-shadowing must not be considered a substitute for induction, many aspects of work shadowing were relevant to and complementary to induction processes. 

Recommendation 5

Work-shadowing is not a substitute for induction.  In any case, HPSS employers need to be mindful that not all their PRHO/F1 doctors will be local graduates or indeed graduates from UK Medical Schools and design their induction programmes accordingly.  

44. Respondents highlighted the impression that induction programmes tend to be overloaded with information with a detrimental affect on the amount of information absorbed.  This view is supported through inconsistencies in response to the PRHO survey.  The template in Appendix 2 can assist organisations in developing their programmes with this principle in mind.

Recommendation 6

It is vital that induction programmes are designed so that elements critical to patient safety are presented on the first day of an induction programme in a face to face manner.  It is vital to avoid overloading induction programmes, particularly on the first day, if these important messages are not to be lost.    

Recommendation 7

Material not covered in the initial programme must be covered within 3 weeks of taking up post.  These elements need not be delivered through face-to-face presentations.  Various media are available e.g.  handbooks, electronic media or Trust intranets.  

45. There was little evidence of induction programmes/processes being tailored to the circumstances of individual doctors.  Most respondents concentrated on new recruits at the PRHO/F1 level.  It is necessary, however, to appreciate that new doctors to the HPSS can be recruited at all grades and that their needs will differ.  This is particularly true for those doctors recruited from outside the UK where linguistic and communication issues may be prominent as well as adjusting to an alien culture.  The NIMDTA provides annual induction for this group of doctors but reports that whilst interest is high, attendance is not. 

Recommendation 8

It is necessary to appreciate that new doctors to the HPSS can be recruited at all grades and that their needs will differ.  This is particularly true for those doctors recruited from outside the UK where linguistic and communication issues may be prominent in addition to adjusting to an alien culture.  The NIMDTA provides an annual introductory seminar for this group of doctors.  This event should not be considered a substitute for induction, but complements the induction process.  Employers should, therefore, facilitate attendance.  

46. It was recognised that there was great potential to duplicate activity with doctors, particularly with frequent change of posts at the early stages of their careers.  This could be avoided to a large extent by systematic documentation of the areas covered at induction.  Such documentation would have two benefits;

· Minimise duplication; and

· Contribute to appraisal/revalidation evidence.

Recommendation 9

There must be an appropriate mechanism in place to monitor the induction programme, ensure all doctors have taken part and have grasped the relevant information.  The appraisal process provides a means of documenting doctor’s effective involvement in induction.  This approach sends out an important message that these issues are considered worthwhile by senior medical staff.  By a similar token, career grade doctors must have a thorough induction and this can be an element of their first annual appraisal or job plan review following appointment. 

47. Locum practitioners were seen as a ’high risk’ group but details on induction processes for this group of practitioners were scanty.  Most information indicated that where locums were in place for a sufficiently long time they could avail of corporate induction processes and ward based induction.  Little thought appeared to have been given to short-term locums.  However, in many Trusts the raw materials for this group of practitioners were probably in place.  Many have produced handbooks or wards based protocols for emergency procedures, or have such documents available on their intranet.  Ensuring access to these materials for such practitioners goes some way to addressing concerns.  

Recommendation 10

Where locums are secured through a locum agency, a requirement of the contract with the agency should be that an induction in line with that required of trust employees has been undertaken by the Agency.  In situations where a locum is engaged on a personal basis, the doctor should be in a position to demonstrate that they have covered the required elements of induction. 

48. The group gave consideration to those critical aspects that should be presented in a face-to-face format on day one of an induction programme.  

Recommendation 11

Those elements of a (group of) doctor’s work critical to patient safety must be delivered on the first day.  The delivery of these elements should be completed no later than the first day of employment. 

Recommendation 12

Day one should concentrate on:

Working as an effective member of a multidisciplinary team

· recognition of the limits of competence together with the need for early referral when these limits are approached;

· emergency and out-of-hours contacts;

· handover arrangements; and

· how to access labs/X-ray etc.

Good individual practice

· good medical record keeping;

· safe prescribing;

· dealing with patients’/their relatives’/ carers’ concerns;

· practical steps in safe transfusion; 

· cardiopulmonary resuscitation arrangements;

· infection control measures;

· familiarity with equipment; and

· awareness of the policy on critical incident reporting.

Quality control Procedures

· involvement in appraisal process;

· protection of high risk patients;

· consent procedures;

· critical incident reporting; and

· Coroner’s issues.  

49. This did not mean to say that these issues could not be further expanded either in subsequent elements of an induction programme or as part of ongoing training during a given placement.  

Recommendation 13

Where not covered as part of the initial induction, the following topics must be covered within three weeks of appointment.  These include:

· policies on bullying and harassment;

· child and vulnerable adult protection

· wider issues of clinical governance and risk management; 

· breaking bad news; and

· contractual obligations.

These elements need not be covered in the form of face-to-face presentations. 

Recommendation 14

Other topics that may be considered as part of ward-based induction within individual clinical/academic departments include;

· emergency planning;

· major incident planning; and

· good practice in research.

50. The group decided against specifying specific emergencies that might be covered in detail as part of an induction.  It was recognised that such an approach could give rise to overloading the programme due to an incremental growth in topics included with time.  However, this did not preclude inclusion of specific examples within day 1 of the induction programme under the generic headings set out (notably safe prescribing and transfusion).  

Recommendation 15

Good management of common emergencies is comprehensively addressed by ensuring immediate ward-based access to guidance on the management of specific emergencies and procedures.  Such guidance may derive from a variety of sources;

· ward-based- for highly specialised procedures;

· hospital-based for activities that are relevant to a number of locations within the hospital; or

· regionally e.g. through the Clinical Resource Efficiency Support Team website (CREST) (www.crestni.org.uk/publications/pubsreply.asp).

Induction should ensure that new employees are aware of how to access this material.

51. Finally, the group was concerned that documentation of the induction process was far from systematic.  The absence of such documentation raises a number of  concerns and missed opportunities;

· it is not clear that induction has taken place;

· the elements covered by induction are not specified;

· a basis for quality assurance is lost;

· a means of continually developing the process is lost;

· a useful source of evidence for appraisal and on-going development is lost;

· an opportunity to reduce duplication of effort, particularly for doctors who change post frequently (trainee doctors and locums) is lost;

· a means of providing assurance to current and future employers is lost; and

· the potential to tailor induction processes or develop specific modules is undermined.

This approach also provides a means of exchanging information across organisations for their mutual benefit and that of their employees.

Recommendation 16

It is proposed that all doctors retain information on the induction processes they have been involved in.  This approach will provide assurance for employers, provide evidence of use in appraisal and revalidation, avoid duplication of effort and facilitate development of relevant tailored induction programmes.

52. In the short term, these objectives can be achieved through a paper based approach.  However, an electronic, preferably web-based system available throughout the HPSS appears more robust for the future.  The DOTS appears to provide such a system. 

Recommendation 17

The Department should pursue the development of a web-based, HPSS-wide induction process along the lines of the Doctors Online Training System in Scotland.

RECOMMENDATIONS
Recommendation 1

It is essential that all doctors, at whatever stage in their career, should be encouraged to seek assistance when they feel the limits of their competence are being approached.  This requires that colleagues, particularly those more senior or long established, must be prepared to make themselves available to provide support and assistance when required. These principles should be given prominence in all induction programmes.  If induction does nothing else it must make this clear.

Recommendation 2

Where induction requires attendance at the workplace prior to employment, attendees should be paid.

Recommendation 3

Cancellation of all relevant elective activity on the first Wednesday in August each year should be considered to allow protected time for induction of all training grade doctors.  

Recommendation 4

Ward based induction is a vital element of the induction process with important elements of generic induction reiterated or built upon for specific application at ward level.  Responsible senior medical staff must ensure such programmes are in place and that they are undertaken in a timely and effective manner.

Recommendation 5

Work-shadowing is not a substitute for induction.  In any case, HPSS employers need to be mindful that not all their PRHO/F1 doctors will be local graduates or indeed graduates from UK Medical Schools and design their induction programmes accordingly.  

Recommendation 6

It is vital that induction programmes are designed so that elements critical to patient safety are presented on the first day of an induction programme in a face to face manner.  It is vital to avoid overloading induction programmes, particularly on the first day, if these important messages are not to be lost.    

Recommendation 7

Material not covered in the initial programme must be covered within 3 weeks of taking up post.  These elements need not be delivered through face-to-face presentations.  Various media are available e.g.  handbooks, electronic media or Trust intranets.  

Recommendation 8

It is necessary to appreciate that new doctors to the HPSS can be recruited at all grades and that their needs will differ.  This is particularly true for those doctors recruited from outside the UK where linguistic and communication issues may be prominent in addition to adjusting to an alien culture.  The NIMDTA provides an annual introductory seminar for this group of doctors.  This event should not be considered a substitute for induction, but complements the induction process.  Employers should, therefore, facilitate attendance.  

Recommendation 9

There must be an appropriate mechanism in place to monitor the induction programme, ensure all doctors have taken part and have grasped the relevant information.  The appraisal process provides a means of documenting doctor’s effective involvement in induction.  This approach sends out an important message that these issues are considered worthwhile by senior medical staff.  By a similar token, career grade doctors must have a thorough induction and this can be an element of their first annual appraisal or job plan review following appointment. 

Recommendation 10

Where locums are secured through a locum agency, a requirement of the contract with the agency should be that an induction in line with that required of trust employees has been undertaken by the Agency.  In situations where a locum is engaged on a personal basis, the doctor should be in a position to demonstrate that they have covered the required elements of induction. 

Recommendation 11

Those elements of a (group of) doctor’s work critical to patient safety must be delivered on the first day.  The delivery of these elements should be completed no later than the first day of employment. 

Recommendation 12

Day one should concentrate on:

Working as an effective member of a multidisciplinary team

· recognition of the limits of competence together with the need for early referral when these limits are approached;

· emergency and out-of-hours contacts;

· handover arrangements; and

· how to access labs/X-ray etc.

Good individual practice

· good medical record keeping;

· safe prescribing; 

· dealing with patients’/their relatives’/ carers’ concerns;

· practical steps in safe transfusion; 

· cardiopulmonary resuscitation arrangements;

· infection control measures;

· familiarity with equipment; and

· awareness of the policy on critical incident reporting.
Quality control Procedures

· involvement in appraisal process;

· protection of high risk patients;

· consent procedures;

· critical incident reporting; and

· Coroner’s issues.  

Recommendation 13

Where not covered as part of the initial induction, the following topics must be covered within three weeks of appointment.  These include:

· policies on bullying and harassment;

· child and vulnerable adult protection

· wider issues of clinical governance and risk management; 

· breaking bad news; and

· contractual obligations.

These elements need not be covered in the form of face-to-face presentations. 

Recommendation 14

Other topics that may be considered as part of ward-based induction within individual clinical/academic departments include;

· emergency planning;

· major incident planning; and

· good practice in research.

Recommendation 15

Good management of common emergencies is comprehensively addressed by ensuring immediate ward-based access to guidance on the management of specific emergencies and procedures.  Such guidance may derive from a variety of sources;

· ward-based- for highly specialised procedures;

· hospital-based for activities that are relevant to a number of locations within the hospital; or

· regionally e.g. through the Clinical Resource Efficiency Support Team website (CREST) (www.crestni.org.uk/publications/pubsreply.asp).

Induction should ensure that new employees are aware of how to access this material.

Recommendation 16

It is proposed that all doctors retain information on the induction processes they have been involved in.  This approach will provide assurance for employers, provide evidence of use in appraisal and revalidation, avoid duplication of effort and facilitate development of relevant tailored induction programmes.

Recommendation 17

The Department should pursue the development of a web-based, HPSS-wide induction process along the lines of the Doctors Online Training System in Scotland.
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Appendix 2

GUIDANCE ON INDUCTION SPECIFIC TO MEDICAL STAFF
Advice on induction for medical staff is contained in many publications.  The following are excerpts from a range of relevant documents.  In addition, a useful synopsis is found on the BMA website at www.bma.org.uk/ap.nsf/Content/nhsinduction 

PRHOs, SHOs and Foundation Trainees

Guidance on induction for PRHOs and SHOs is contained in the GMC documents The New Doctor, Recommendations on General Clinical Training (Jan 2005) and the Early Years (December 1998).  Over the past year many publications relevant to Foundation Training have also been published, notably the Foundation curriculum. These can be found through www.mmc.nhs.uk.  Similarly, the Postgraduate Medical Education and Training Board has recently published draft standards which include induction.

Relevant Excerpts (with paragraph numbers where available)

The New Doctor

66. All PRHOs must have induction training that provides them with essential information and guidance about issues related to: 

· their status as new doctors; 

· their training programme; and 

· each placement they will be filling. 

Induction can be made up of different things, including: 

a. induction events; 

b. meetings with members of staff to discuss training needs and expectations; 

c. written guidance about education and training opportunities; and 

d. close supervision during new activity. 

a. The following general issues must be covered in all induction programmes. 

a. Our guidance that describes the principles of good medical practice and standards of competence, care and conduct expected of doctors in all aspects of their professional work. 

b. The outcomes set out in The New Doctor. 

c. How performance and progress will be assessed. 

d. How the quality of training is monitored. 

e. Health and safety at work (including their own healthcare). 

a. The following issues must be covered for individual placements. 

a. Contact with those responsible for training and the NHS employer in case of problems. 

b. Clinical governance and audit arrangements. 

c. Welfare and educational facilities. 

a. There must be a formal handover at the start of a new placement. 

a. PRHOs must have appropriate support for their academic and general welfare needs at all stages. Those responsible for training and their NHS partners must produce clear information about the support networks available, including named contacts for PRHOs in difficulty. PRHOs must be told about the occupational health services, including counselling and disability services, that are available to them. 

a. Universities must make sure that someone is responsible for the following. This individual will normally be the postgraduate dean but this may vary at universities throughout the UK. A description of how responsibility is normally passed down is set out in annex B. If there are not alternative agreements, we will assume that the university, the postgraduate deans and the NHS have agreed to take on responsibility as set out in annex B. Making sure that PRHOs receive induction training and appropriate educational opportunities. 

The Early Years, 

8. SHOs must be provided with induction that is appropriate to their personal needs and the training programme or post which they are joining. SHOs may require induction to the NHS trust that is employing them, the specialty in which they will be working and, if new to the UK, information about the NHS and the practice of medicine in the UK. SHOs should be able to undertake such induction free of service commitments. 

9. The induction programme should provide all SHOs with opportunities for discussion with the key staff who will be involved in their education and training. Such meetings should be used to clarify how the post will contribute to individual learning plans, and to identify the expected service commitment. 

10. The induction programme should concentrate on the presentation of essential core material, either of a medico-legal nature or relevant to the practices and procedures of the trust where the SHOs are to work. Presentations should be limited to those topics, or aspects of them, which can best be covered by this means. Examples might include: 

a. The geography and layout of the trust's premises. 

b. Management of the trust, department or unit. 

c. Domestic matters such as accommodation, catering and security. 

d. General policies and practices, for example dealing with complaints. 

11. Familiarisation with professional practice is a continuous process. A properly tailored educational programme, which comprises not only initial induction but also regular training on topics of interest and relevance to SHOs, together with appropriate support from other members of the clinical team, should ensure the rapid integration of SHOs into the working environment. 

12. Many NHS trusts provide SHOs with handbooks [such information may be presented via IT systems including intranets] that contain useful information on topics such as: 

e. Procedures for arranging x-rays and other investigations, and obtaining test results within and outside normal working hours. 

f. Arrangements for resuscitation training and keeping such skills up to date. 

g. Local clinical guidelines on common emergency conditions. 

h. The names and contact numbers of key individuals such as the clinical tutor, director of personnel and accommodation officer. 

i. The educational facilities of the trust. 

j. Research opportunities within the trust. 

k. The information technology facilities of the trust. 

l. Channels of communication within the trust. 

m. The support services available within the trust, for example occupational health services, counseling facilities and careers guidance. 

n. Conditions of service. 

o. Information about NHS indemnity, and the importance of being a member of a medical defence organisation. 

p. Guidance about the importance of registering with a local GP. 

13 SHOs taking up subsequent appointments within the same trust may require less detailed briefing, but they should receive information relevant to the department or unit they are joining. They should also be able to discuss with their educational supervisor, or GP course organiser, how the training provided will contribute to their overall personal learning plan. 

Ensuring high quality SHO training

24. Every SHO should be provided with: 

a. An appropriate induction programme. 

Report of visit to Queen's University Belfast Faculty of Medicine and Health

Sciences (27-28 October 1998)

33.    In addition to running a series of courses on a range of educational topics for staff, the University Staff Training and Development Unit requires all newly appointed academic staff to attend its induction course.

96.    New medical students have the benefit of two induction programmes on arrival at Queen's. The first is organised by the University during the week prior to the beginning of the first semester and takes in all new students to Queen's. The second is run by the Faculty over the first three days of the first semester and includes a formal welcome from the Dean, a supervised visit to one of the major teaching hospitals in Belfast and the completion of a first aid course. During this programme the 'parenting' scheme is introduced in which second year students befriend and look after new first year students.  This scheme appeared to work successfully. The scheme was established at the instigation of the Belfast Medical Students Association in 1997, and is funded by the Faculty.

152. Each hospital administers its own formal induction programme following a format prescribed by the University. These programmes usually take place on the first Tuesday in August and are generally regarded as helpful by PRHOs.

153. We have already referred in paragraphs 93 and 94 of our report to the four week attachment when final year students shadow the PRHO in the unit where they will be employed following graduation. The Faculty considers that this initiative has been successful in meeting its objective of preparing final year students for the demands of the pre-registration year. Having spoken to PRHOs and educational supervisors, we would strongly support this view.

171. The PRHOs see the induction programme as a useful orientation exercise, when they meet their educational supervisor and clinical tutor and are informed of the various support facilities available to them. Educational supervisors are expected to offer both pastoral and careers advice but we learned that the experience of PRHOs was variable. Often PRHOs will approach the Faculty Office or NICPMDE directly for advice and information.

The Operational Guide for Foundation Training

171 The National Learning Portfolio will be designed to facilitate the educational appraisal process, whilst encouraging an approach that fosters adult learning, which is objective-based, self-directed and reflective. Both trainees and Educational Supervisors will need to learn how to use the Portfolio to optimise its benefit.  During their induction programme, time should be set aside to ensure that trainees understand how the Portfolio is used as part of the educational process during foundation training.

183 Safe and effective clinical care at night requires that hospitals (and integrated healthcare systems) establish multidisciplinary and multi-professional teams.  Foundation trainees should be included in these teams where it is appropriate to do so. Safe clinical care will be maintained with appropriate induction (cross-specialty when cross-cover required), managed hand-over and a clear team understanding of individual competences. Strong leadership is a requirement, with overall responsibility residing with a named consultant working in partnership with a night nurse co-ordinator. The foundation trainee should form an important member of such a team but clinical supervision needs to be appropriate.

2.4 All foundation training doctors should undergo a hospital induction programme and a departmental induction for each new placement in accordance with EL (94) 1( NI equivalent HSS (TC8) 11/94).  This must include at a minimum:

i  An educational induction, offering training in the use of the Foundation Learning Portfolio and in the tools used for foundation competency assessment;

ii In accordance with Department of Health guidance, information on the expected standard of infection control to be practised.

iii   There must be an up to date Hospital Handbook for use by all foundation training doctors which is issued to them on induction, which should contain relevant and up-to-date information on key functions and contact points.

iv   Relevant clinical protocols should be discussed as part of the departmental induction.

iv   There must be a comprehensive and appropriate induction process for PRHOs whenever they start a placement in a new site or department.

Foundation Learning Portfolio

B. The placement induction meeting

This should be conducted by the clinical supervisor within one week of you taking up your placement (or as soon as possible). Where the educational and clinical supervisor is the same person, there need not be a separate meeting. In the meeting you will review your personal development plan including the self-appraisal. It should focus on the opportunities that exist in the particular placement and how they will be tackled.

Both trainee and trainer should complete and sign the induction meeting form (example on page 18).
A Rough Guide to Foundation Training
Before you start your first placement, you will undertake an induction course at your trust. As well as receiving information about the hospital, your timetable and what is expected of you, you will be advised of the contact details of your educational supervisor and of the careers advice that is available locally.

At induction, you will receive forms for DOPS, mini-CEX and CbD, along with their guidance notes. You will be expected to complete a bare minimum of four mini-CEX and DOPS in your F1 year, and a minimum of six CbD assessments. In the second year, the number of assessments you will be required to complete will increase (see the section on Foundation Year 2 in this guide for more details).

You will receive your Foundation Learning Portfolio at induction.
*You will be informed who your administrator is at your induction.
Psychological support

Medicine is an inherently stressful profession. The first year or two of practice are known to be tough for all but the most resilient of trainees.  It is common, from time to time, to experience feelings of inadequacy or anxiety, and to wonder whether going into medicine was a mistake. Most doctors cope with the stresses of the job by talking over their experiences and feelings with friends, family or peers at work.  Your educational supervisor will also be able to offer support, either directly or by suggesting a colleague to talk to. Many hospitals and deaneries offer a confidential counselling service, contact details of which are likely to be posted in the education centre, or included in the induction pack.
Specialist Registrars

The Guide to Specialist Registrar Training (1998) sets out the induction process for Specialist Registrars.

The aim of a structured induction programme is to enable new appointees to take up their training and clinical duties as smoothly and quickly as possible.

1.   Induction is not part of the appointments process but is vital in providing a smooth introduction to each placement within a training programme and to the training programme itself.  Successful candidates should receive details about induction before they take up appointments. Each time specialist registrars (SpRs) move to a new placement in their training programme they should receive new induction.

2.   The personnel section of the hospital/unit to which the doctor rotates should produce induction material, under the combined guidance of the specialty college and postgraduate clinical tutors.

3.   Induction should include an information pack which can be read before taking up a new appointment. This should provide details of the organisational structure of medical services, training and clinical arrangements, key personnel and their responsibilities, main terms and conditions of service, and an induction checklist for both SpRs taking up new placements and their training supervisors.

4. On arrival in a new placement, SpRs should participate in a planned induction process in which they meet all the key personnel responsible for their training and clinical duties. As a preliminary to the development of their personal training agreements (see Section 4) they should also get , at the beginning of a placement, their contract of employment; and details of their pay and personnel management, security procedures, parking, mess, accommodation and other domestic arrangements, information and library services, health and safety arrangements.

This is not an exhaustive list but illustrates the sort of information which will allow a specialist registrar new to the grade or in a new placement to settle in quickly and effectively.

PMETB Consultation on Draft Generic Training Standards - December 2005

Domain 6. Support and development of trainees, trainers and local faculty

This domain covers the structures and support, including induction, available to trainees on and off the job.

Responsibility: local faculty, employers and trainees

Sources of evidence: log books, triangulated surveys, deanery QC data, visits

Standard: Trainees must be supported to acquire the necessary skills and experience through induction, effective educational supervision, an appropriate workload, personal support and time to learn on and off the job

Induction

Mandatory

6.1 Every trainee following a programme must attend an induction at the start of their programme to ensure they understand the curriculum and how each post fits within the programme

6.2 Every trainee must attend an induction at the start of each post to the: employing organisation department or unit educational arrangements and responsibilities of the post or placement

6.3 At the start of every post within a programme, the educational supervisor (or representative) must discuss with the trainee the educational framework and support systems in the post and the respective responsibilities of trainee and trainer for learning. 

Consultants

In March 2004 The Department of Health in London published an information pack on becoming a consultant.  The full pack can be accessed at www.dh.gov.uk/PublicationsAndStatistics/Publications/PublicationsPolicyAndGuidance/PublicationsPolicyAndGuidanceArticle/fs/en?CONTENT_ID=4078532&chk=UJ9wdx
International Medical Graduates

Doctors with no previous experience of the UK/Ireland have particular induction needs.  The following excerpts sets out some thoughts in this regard.  As part of their work on international recruitment, The Department of Health in London issued good practice guidance on induction for consultants and GPs recruited from overseas.  This is included with these papers.

The Early Years highlights specific needs of this group of doctors in the SHO grade.

Supporting overseas doctors training in the UK

36. Overseas doctors will require additional careers and training advice tailored to their particular needs, together with support while working in a cultural environment which may be unfamiliar to them. NHS trusts should ensure that the induction programmes of doctors new to the UK include the following additional elements: 

a. Orientation to the local living and working environment, including the culture and expectations of the patients that they will be helping to treat and the colleagues with whom they will be working. 

b. Opportunities to develop their communication skills. 

c. An introduction to the principles of professional practice set out by the GMC in Good Medical Practice. 

d. The names and addresses of those individuals and organisations, both locally and nationally, who are able to help and advise them. 
The Report of a Working Group on Refugee Doctors and Dentists.  (AGMETS overseas doctors sub-group – November 2000)

Induction

15.   Exposure to the NHS at a suitable time is important in the development of medically qualified refugees’ plans. Such exposure facilitates the opportunity to address particular needs and to assist in the provision of appropriate careers counselling.

16.   Clinical attachments are one way of facilitating such exposure; a further opportunity is presented through the provision of induction. The Group was aware of proposals being developed by the Overseas Doctors Group of the Conference of Postgraduate Medical Deans (COPMeD) for the provision of induction at Deanery level to all non-UK qualified doctors taking up their first NHS appointment. Funds have been provided fro m 1/4/00 to support national introduction of deanery based induction programmes and plans to introduce these are in development

Recommendation e)

The Working Group recommends that where it is considered appropriate, medically qualified refugees should, free of charge, be incorporated into existing deanery-based induction arrangements, even though such doctors may not yet have a job to start.

Appendix 3

Template for induction Programmes

Topics for first day

	core activities
	 
	type of doctor (all grades)
	 

	 
	new to HPSS
	new to trust
	new to ward/dept.

	 
	 
	 
	 

	limits of competence

early referral


	 The important message here is that all practitioners, whatever their level of seniority must 
· recognise the limits of their competence,  
· work within these and 
· refer at an early stage for
·  assistance and support.  

By the same token, more experienced colleagues  must make themselves available  to

provide such assistance and support.

It is particularly important  that out of hours arrangements  are  

· made clear,
· understood by all staff, and 
· adhered to. 


	core activities
	 
	type of doctor (all grades)
	 

	 
	new to HPSS
	new to trust
	new to ward/dept.

	Handover
	 Importance emphasised as invaluable to

· continuity and 
· safety 
of  patient care
	General arrangementsTrust policy on

· necessity

· involvement
	 Specific ward 

Arrangements

· personnel
· timing

	safe prescribing

record keeping

transfusion


	The importance of these three 
factors to safe practice should be  emphasised
	Indication of trust policy


	Ward based arrangements
 including 

· cardexes, 
· records and 
· storage arrangements .


	Dealing with patient concerns or those of their relatives/carers
	Outline principles

Issue with “Let’s Talk” leaflet.

(available through www.hsscouncils.org)
	Outline trust policy and procedures
	Detail ward-based/unit procedure

	CPR
	 
	 
	 

	infection control
	 Principles/regional policy
	 Trust policy
	Practical steps in ward setting

	multidisciplinary team working
	 Ethos
	Ethos + examples
	Introduction to staff members

	Consent
	Principles and Regional Policy
	Trust policy
	Detailed arrangements


	core activities
	 
	type of doctor
	 

	 
	new to HPSS
	new to trust
	new to ward/dept.
	 

	
	
	
	

	appraisal process


	Principles

Contractual requirements


	Trust wide arrangements 

· Timing 
· Documentation 
· Reporting arrangements
	 

	coroner's issues
	
	
	

	critical incident handling
	 Principles
	Trust procedures
	

	equipment
	 
	 
	 Familiarise with

and practise using


	core activities
	 
	type of doctor
	 

	 
	new to HPSS
	new to trust
	new to ward/dept.
	 

	
	
	
	

	 
organisational geography
 
 
 
	 
	  Need to know how to access
· labs, 
· radiology 
· relevant IT
· Catering, and Accomodation
 
 

	protection of high risk patients
	Regional policyAwareness of concepts of “high risk”.

· Clinical (by virtue of health state)
· Situational (a recognised vulnerable group) 
	Employer policy
	 


	Other induction activities
	type of doctor

	 
	new to HPSS
	new to trust
	new to ward/dept.

	 
	 
	 
	 

	Complaints handling
	  
	 
	 

	Clinical and social care 
	  
	 
	 

	governance
	  
	 
	 

	Organisational 
	  Areas not previously covered

	geography
	

	The GMC’ Good Medical Practice
	  
	 
	 

	Statutory requirements
	 
	 
	 

	Eg fire safety
	 
	 
	 

	Contractual/HR issues
	  
	 
	 

	Training and 
	  
	 
	 

	Development
	 
	 
	 


Appendix 4    Questionnaire

	Name of Organisation:

Name of Respondent:

Telephone:

E-mail Address:



	
	New Doctors to the HPSS
	Locum Doctors
	Other types of doctor
	Comments

	1. Does the organisation provide core induction programmes? 


	Yes/No
	Yes/No
	Yes/No
	

	2. When does this induction take place?

· Pre employment

· Within 4 weeks of employment
	Yes/No
	Yes/No
	Yes/No
	


	
	New Doctors to the HPSS
	Locum Doctors
	Other types of doctor
	Comments

	3. What format is this training? 

· Hardcopy,

· Electronic

· Training sessions

(may contain more than one answer)
	Yes/No 

Yes/No 

Yes/No
	Yes/No 

Yes/No 

Yes/No
	Yes/No 

Yes/No 

Yes/No
	

	4. Does each new member of medical staff have a named mentor?


	Yes/No
	Yes/No
	Yes/No
	

	5 Is the induction process quality assured?
	Yes/No
	Yes/No
	Yes/No
	


	
	New Doctors to the HPSS
	Locum Doctors
	Other types of doctor
	Comments

	5. If yes to 5, How?

· Participant feedback

· External assessment
	Yes/No 

Yes/No
	Yes/No

Yes/No
	Yes/No

Yes/No
	

	7. Are non-attenders followed up?
	Yes/No
	Yes/No
	Yes/No
	

	8 Is there any sanction for non-attendance at/non-participation in induction processes?
	Yes/No
	Yes/No
	Yes/No
	


	
	New Doctors to the HPSS
	Locum Doctors
	Other types of doctor
	Comments

	9.  Are there arrangements in place to induct those who commence work out of step with their peers
	Yes/No
	Yes/No
	Yes/No
	


Patient Safety 

Are the following topics covered as part of induction?

	Topics
	New Drs to the HPSS
	Locum Drs
	Other types of doctor
	Comments

	Adverse Incident Reporting
	Yes/No
	Yes/No
	Yes/No
	

	Infection Control Procedures
	Yes/No
	Yes/No
	Yes/No
	

	Medicine Management
	Yes/No
	Yes/No
	Yes/No
	

	Consent Procedures
	Yes/No
	Yes/No
	Yes/No
	

	Vulnerable Adult Training
	Yes/No
	Yes/No
	Yes/No
	

	Risk Management Issues
	Yes/No
	Yes/No
	Yes/No
	

	Handover arrangements
	Yes/No
	Yes/No
	Yes/No
	


Facilities 

Is the availability and means of access of these facilities covered at induction?

	Topics
	New Drs to the HPSS
	Locum Drs
	Other types of doctor
	Comments

	Layout of the Organisation
	Yes/No
	Yes/No
	Yes/No
	

	Educational Facilities
	Yes/No
	Yes/No
	Yes/No
	

	Accommodation Facilities 
	Yes/No
	Yes/No
	Yes/No
	

	Information Technology
	Yes/No
	Yes/No
	Yes/No
	

	Relevant policy/reference documents
	Yes/No
	Yes/No
	Yes/No
	

	Intranet/internet resources
	Yes/No
	Yes/No
	Yes/No
	


Organisational 

Are these topics covered at induction?

	Topics
	New Drs to the HPSS
	Locum Drs
	Other types of doctor
	Comments

	Structure and Introduction of Management Team
	Yes/No
	Yes/No
	Yes/No
	

	Structure of Medical Staff
	Yes/No
	Yes/No
	Yes/No
	

	Sickness and Absence Policy
	Yes/No
	Yes/No
	Yes/No
	

	Annual Leave
	Yes/No
	Yes/No
	Yes/No
	

	Contracted Hours
	Yes/No
	Yes/No
	Yes/No
	

	On call System 
	Yes/No
	Yes/No
	Yes/No
	

	Bleep System
	Yes/No
	Yes/No
	Yes/No
	

	Senior Cover Rota
	Yes/No
	Yes/No
	Yes/No
	


Organisational (Contd.)

Are these topics covered at induction?

	Topics
	New Drs to the HPSS
	Locum Drs
	Other types of doctor
	Comments

	Emergency Planning
	Yes/No
	Yes/No
	Yes/No
	

	Major Incident Plan
	Yes/No
	Yes/No
	Yes/No
	

	Record Keeping
	Yes/No
	Yes/No
	Yes/No
	

	Multidisciplinary Team Working
	Yes/No
	Yes/No
	Yes/No
	


Personal Developmental/Educational

Are these topics covered at induction?

	Topics
	New Drs to the HPSS
	Locum Drs
	Other types of doctor
	Comments

	Audit 

Clinical/

Multiprofessional
	Yes/No
	Yes/No
	Yes/No
	

	The GMC’s Good Medical Practice 
	Yes/No
	Yes/No
	Yes/No
	

	Customer Care 
	Yes/No
	Yes/No
	Yes/No
	

	Breaking Bad News
	Yes/No
	Yes/No
	Yes/No
	

	CPR Training
	Yes/No
	Yes/No
	Yes/No
	

	Manual Handling Training
	Yes/No
	Yes/No
	Yes/No
	

	Availability of study leave
	Yes/No
	Yes/No
	Yes/No
	

	On-site educational activities
	Yes/No
	Yes/No
	Yes/No
	


Induction Specific to a Post 

Some of these topics may be covered at a general induction.  Alternatively, aspects of these activities relevant to an individual placement may be undertaken?

	Topics
	New Drs to the HPSS
	Locum Drs
	Other types of doctor
	Comments

	Type of Induction
	general
	Post

Specific
	general
	Post

Specific
	general
	Post

Specific
	

	Pain Management
	Yes/No


	Yes/No


	Yes/No


	Yes/No


	Yes/No


	Yes/No


	

	Intravenous Therapy
	Yes/No


	Yes/No


	Yes/No


	Yes/No


	Yes/No


	Yes/No


	

	Management Of the Dying Patient
	Yes/No


	Yes/No


	Yes/No


	Yes/No


	Yes/No


	Yes/No


	

	Certification of Death
	Yes/No
	Yes/No
	Yes/No
	Yes/No
	Yes/No
	Yes/No
	


Induction Specific to a Post (Contd.)

Some of these topics may be covered at a general induction.  Alternatively, aspects of these activities relevant to an individual placement may be undertaken?

	Topics
	New Drs to the HPSS
	Locum Drs
	Other types of doctor
	Comments

	Type of Induction
	general
	Post

Specific
	general
	Post

Specific
	general
	Post

Specific
	

	Venepuncture
	Yes/No


	Yes/No


	Yes/No


	Yes/No


	Yes/No


	Yes/No


	

	Blood Testing and other investigations
	Yes/No


	Yes/No


	Yes/No


	Yes/No


	Yes/No


	Yes/No


	

	X-Ray
	Yes/No
	Yes/No
	Yes/No
	Yes/No
	Yes/No
	Yes/No
	

	Patient group directives on medicines
	Yes/No
	Yes/No
	Yes/No
	Yes/No
	Yes/No
	Yes/No
	


If you have any additional comments, please record these in the space below.

On completion could you forward to Joan.Hardy@DHSSPSNI.GOV.UK
Thank you 
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