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I
Introduction 

1. Background 

David Nicholson, the Chief Executive of the NHS, has set the service the challenge of preparing to make £15-20bn efficiency savings during the period 2011-2014, with a focus on improving quality and efficiency simultaneously. Although some of the solutions for meeting this challenge will come from changes to national policies and processes, others will have to come locally from organisations working together and NHS staff collaborating to develop local solutions. 
In this context, the Department of Health (DH) needs to engage junior doctors to meet this agenda. Junior doctors are seen as a crucial staff group, as their support and participation will be needed to achieve these cost, quality and productivity aims, and they will be the NHS leaders of the future. However, junior doctors tend to be a particularly difficult group to engage, both due to their generally broad range of affiliations to different organisations, and their itinerant status. Previous research has specifically highlighted junior doctors’ relative lack of awareness and knowledge about national/policy initiatives affecting the NHS.
Some activities aiming to engage junior doctors are already currently in progress: for example, a large conference branded ‘Agents for Change’ was run last year and two more are planned for June and November. These conferences aim to create change that relates to the quality and efficiency agenda from the ground up, generating examples to be replicated across the NHS. DH has also produced a handbook for junior doctors: ‘A Junior Doctor’s Guide to the NHS’. 
In order to build on this basis, qualitative research was commissioned to explore how best to reach and engage with this audience on a more continuous basis than through one-off events, and the communication channels that would be needed to do so. 

2. Research objectives 

The overall aim of the research was to understand how to engage junior doctors more effectively with policy concerning the NHS, in the specific context of the quality and efficiency agenda. Within this, there was a requirement to understand barriers to engagement, how these can be addressed and to identify the channels for successfully engaging this audience going forward. 

More specific objectives were to: 

· Explore junior doctors’ views about DH policy initiatives affecting the NHS, factors affecting their interest and involvement and the roots of disengagement

· Ascertain who junior doctors identify with, who they see as trusted sources of information for policy related issues and their views of DH in this context 

· Explore the potential for using their relationship with their local Medical Director as an engagement route, and to provide guidance on how to make this work most effectively 

· Determine how best to use Professor Sir Bruce Keogh as a national figurehead to help create interest and buy-in, and how well this would sit under the DH banner 

· Determine views on how best to take the Agents for Change programme for quality and efficiency forward 

· Explore if and how junior doctors interact with DH, the desirability of a potential direct e-channel, or whether indirect channels using trusted external sources are likely to have better reach and trust. 

3. Method and sample 

3.1
Method

A mixed method was used for this project:

· 20 x 1 hour face to face paired depth interviews amongst junior doctors 

· 5 x 45 minute face to face and telephone depth interviews amongst local Medical Directors. 

Paired depth interviews were used for interviewing junior doctors because they combine the benefits of:

· Allowing for a degree of cross-fertilisation of ideas but within a supportive environment

· Facilitating the exploration of detailed understanding, views and preferences regarding a wide range of complex issues
· Making it more feasible to recruit participants on the basis of precise criteria, such as years of training or specialty. 

Depth interviews were chosen as the most practical method to use to interview local Medical Directors, given the time pressured nature of the working practices of this group and the fact that they are geographically widespread.

Recruitment was conducted using a letter developed in conjunction with COI and DH, which introduced the research to participants and offered reassurance regarding the legitimacy of the research. The letters used can be found in section IV.1. 

All research was conducted between 10th and 31st March 2010 by Ann Whalley and Louise Skowron of thepeoplepartnership. Full recruitment questionnaires can be found in section IV.2, discussion guides in section IV.3 and the stimulus materials used in section IV.4.  
3.2
Sample 

Junior doctors 

· 20 x 1 hour paired depth interviews 

	No. 
	Stage of training 
	Specific criteria 
	Location 

	1
	Medical students Year 3
	Representation across/within paired depths of those who were on a mix of different placements, including GP placements
	All interviews were conducted across 

· Birmingham 

· Bristol 

· Cheshire 

· London 



	2
	Medical students Year 4
	
	

	3
	Medical students Year 5
	
	

	4
	
	
	

	5
	Foundation Year 1 
	Representation across/within paired depths of those who were completing/had completed a mix of placements, including GP placements
	

	6
	
	
	

	7
	
	
	

	8
	Foundation Year 2 
	
	

	9
	
	
	

	10
	
	
	

	11
	Specialist training programmes 
	Representation across/within paired depths of those completing a range of different types of specialist training, and who were at a range of different stages in this (across Years 1-8)
	

	12
	
	
	

	13
	
	
	

	14
	
	
	

	15
	
	
	

	16
	
	
	

	17
	GP training programme 
	Representation across/within paired depths of those in a range of  different years (across Years 1-3)

All were completing/had completed at least one element of practice (as opposed to hospital) training
	

	18
	
	
	

	19
	
	
	

	20
	
	
	


Additional recruitment information: 

· A total of 16 men and 24 women were interviewed 
· There was representation of 13 individuals from a range of BME groups 

· All were recruited on the basis of the training programme they were on, rather than the placement/post they were in 

· All those on specialist training programmes were training in one of the following specialties  

· Surgery

· Medicine

· Paediatrics

· Obstetrics & Gynaecology 

· Psychiatry

· All junior doctors were working full time; none were working part time or job sharing 

· In each location, participants were drawn from a range of local hospital and GP placements, and across the sample there was representation of rural, suburban and urban placements. 

Medical Directors

· 5 x 45 minute interviews with local Medical Directors 

	No 
	Trust type 
	Location 

	1
	Primary care  
	1 x Birmingham 

2 x Bristol 

1 x Cheshire 

1 x London 



	2
	
	

	3
	Acute 
	

	4
	
	

	5
	Out of hours
	


4. Analysis and interpretation 

The process that was used to analyse the qualitative data that was obtained was as follows:

· Each researcher made field notes during and/or following each interview and all interviews were digitally recorded
· The researchers developed an analysis grid based on the discussion guide, covering the key topics discussed within the research 

· Using this analysis grid, each researcher went through their field notes and recordings manually noting key themes, issues and patterns for each topic area, and identifying key quotations 

· Each researcher then began to develop their own overall hypotheses relating to the emergent findings

· The researchers had a discussion to compare key findings, hypotheses, thoughts and ideas and from this developed a refined framework that served as the basis for the development of an interim PowerPoint presentation

· The structure and content of the presentation was refined and developed over a number of days in the light of thorough analysis of each researcher’s own qualitative data – this was an iterative and progressive process, within which an individual researcher developed the presentation and then debated the content with the other team member 
· The presentation was submitted to COI and DH for comment before researchers presented it to the project team 
· The report was initially drafted by both researchers on the basis of the presentation content and resulting discussions. 
This research was qualitative in nature and therefore intended to elicit insight into the subject for study, rather than generate representative statistics. This report sets out the breadth of attitudes, opinions and reported behaviour encountered within the research. Some anonymised verbatim comments have been used within the report to illustrate and provide evidence for the qualitative findings.  

II
Executive summary 

Trusted sources of information about national/policy initiatives affecting the NHS 

The sources of trusted information changed during the course of junior doctors’ training period. The most trusted sources at each stage of training tended to be the individuals and/or organisations with whom junior doctors had most frequent contact. As medical students, most trusted sources came from their medical school (including courses, lectures and tutors) as well as the BMA/BMJ. In foundation years, these evolved to be their deaneries more generally, alongside their clinical supervisors. As they entered specialist training, trusted information tended to come from the hospital trust/ PCT in which they were placed, as well as their own professional bodies. Within this, face to face communication was generally preferred, although online contact was also acknowledged as quick and efficient. In this context, use of a mix of face to face and online channels was considered to be the best means of communicating with junior doctors. 
Use of the NHS Medical Director as a figurehead for junior doctors 

Both junior doctors and local Medical Directors were theoretically positive about the NHS Medical Director post being used to help develop and direct engagement with junior doctors and endorsed DH as a natural banner under which the NHS Medical Director should sit. The fact that Professor Sir Bruce Keogh is a practicing clinician was well received. Those who knew him felt that he possesses the appropriate personal attributes, skills and experience to succeed in establishing and developing this role. 

Local Medical Directors thought that a major benefit of developing the role of the NHS Medical Director in this way would be to secure senior management buy in to any specific initiatives relating to junior doctors. However, they also believed that the development of the role would only work if it was properly embedded at all levels throughout the management structure and specifically included regional Medical Directors. Local Medical Directors emphasised that they wanted to retain responsibility for directing activity at a local level. 

Junior doctors felt that the development of the role had the potential to increase their involvement with the quality and efficiency agenda. However, they expressed concerns about the breadth of the role and whether, in reality, the NHS Medical Director would be able to give sufficient time to junior doctors. The nature of the appointment led many to fear that the post holder would not be independent. It was also felt that the age, seniority and status of the post holder would make it very difficult for him to truly engage with junior doctors and that he would need to be supported by a team of junior doctor representatives in order to fulfil his role effectively.
In this context, there was broad agreement that the role could be developed as follows: 

· Establish the NHS Medical Director as a DH figurehead and use him as a way of embodying/humanising DH
· Use him to inspire junior doctors to get involved in shaping change 
· Use him to create buy in to policies at national, regional and local level and ensure that messages and actions are aligned, at all of these levels
· Present him within the context of a DH junior doctor task force, of which he is head, and within which there are high profile advisers ideally who are junior doctors and/or are chosen by junior doctors
· Make him as high profile/visible as possible
· Build a communication framework that encompasses all the key national, regional and local points of communication, from the NHS Medical Director right through to junior doctors.

Use of local Medical Directors as engagement routes 

Currently both junior doctors and local Medical Directors reported having limited contact with each other. However, all parties expressed an interest in having more contact in the future. 

A number of practical and emotional barriers to this happening were raised, which included: 

· The limited time and resources of local Medical Directors and the difficulty that some were experiencing in communicating with junior doctors in their trust (due to not knowing soon enough who was arriving at their trust and/or not having complete lists of contact details for them)

· The age and status gap between local Medical Directors and junior doctors 

· Some junior doctors fearing that there would be negative repercussions if their contributions were interpreted as criticising individuals or the trust 

· The fact that medical school curricula do not expose medical students to policy issues and how these relate to practice to a greater degree. 

With these in mind, the following suggestions were made for developing the role: 

· Develop the local Medical Directors’ role so that they have as much contact as possible with junior doctors (ensuring that this responsibility is prioritised as part of their day to day role)

· Encourage local Medical Directors to influence medical school curricula so that policy issues are integrated as far as possible into clinical training
· Introduce local Medical Directors’ Quality and Efficiency meetings as a key focus for engagement
· Develop communication structures that allow for quick, easy and unthreatening communication of ideas/issues 
· Encourage local Medical Directors to acknowledge junior doctors’ ideas and achievements publicly.
Junior doctors felt that engagement would only be successful if local Medical Directors presented themselves as approachable, friendly and committed to engaging with junior doctors, and demonstrated their understanding of the issues facing junior doctors. 

The Agents for Change Programme
Not all research participants were aware of the Agents for Change programme but, once explained, there was a consensus that this type of activity can be effective in engaging junior doctors and providing channels of communication between junior doctors and more senior management. 

The key concern that was raised in relation to this initiative was the sense that its one off nature would limit its overall impact. Other issues raised by junior doctors included: 

· A perceived lack of promotion at a local level

· Perceived barriers to participation (such as time and money, seniors not buying into the importance of attending and the London venue)

· Low confidence in their ability to contribute positively (anxiety about participating in public debates and an assumption that only those with the most fully formed ideas would be welcome) 

· Concerns about anonymity and potential negative repercussions if junior doctors were perceived as publicly criticising individuals/trusts  

· Cynicism about whether anything would result from this initiative

· A perceived lack of an incentive to involvement (such as clear examples of change having been made as a result of junior doctor participation and/or recognition, remuneration or reward for participation). 

This led to the following suggestions being made for the development of the programme:

· Position the programme as emanating from and being embedded in front line practice, as well as from a national perspective
· Integrate pre-existing local and regional initiatives into the programme (which could include the consistent and public communication of the results of clinical audits)
· Develop and bring together opportunities to get involved in management and leadership under the Agents for Change umbrella and promote these as such (including ad hoc courses/learning opportunities and secondments/placements in DH and associated national, regional or local bodies)
· Focus on discussion of topics such as the role of junior doctors, their training needs and ideas for service improvement 
· Promote the programme using messages to help overcome junior doctors’ perceived barriers to involvement 
· Use the programme to spread good practice, as well as generate ideas 
· Ensure that channels of communication are in place to aid the flow of  communication between national and local levels, ideally incorporating the opportunity for face to face contact with staff at all levels of the hierarchy and anonymous communication from junior doctors upwards 
· Encourage junior doctor representatives to participate within the process (for example doctors appointed as Mess Chairs) 
· Focus on publication of achievements and/or Agents for Change awards as a reward for participation.
Junior doctors’ interaction with DH 

Junior doctors generally tended not to be interacting directly with DH. However, all felt that it would be beneficial to both DH and junior doctors if DH began to communicate with them directly and consistently about national/policy initiatives affecting the NHS. Specifically junior doctors felt that DH was the natural and expected source of this type of information.
Having said this, junior doctors also felt it to be critical that DH acts to repair and develop their relationship with junior doctors in order to make the latter believe that future engagement will be worthwhile. In real terms, this means that DH should acknowledge mistakes that may have been made in the past and focus on ongoing communication of the clear outcomes that directly result from junior doctor engagement. Wherever possible, the focus should be on two way communication between junior doctors and DH/NHS managers.

Given that the level of trust and engagement with an information source increases if the provider is known and familiar, the Department should look for as many opportunities as possible for direct, face to face contact between junior doctors and NHS managers of all levels, from national through to local.

Other trusted bodies/intermediaries (such as medical schools, deaneries, trusts and professional associations) were felt to provide a useful means of raising awareness of the existence and relevance of DH information about national/policy initiatives affecting the NHS. However, if the relationship between junior doctors and DH is to be improved, it was felt to be critical that DH provides information direct, rather than delegating responsibility for this to others.   

Junior doctors strongly endorsed the idea of DH providing a direct e-channel for junior doctors but highlighted that this channel would only work in the context of an improved overall relationship as described above. Key elements of an e-channel that were requested included: 

· Information on the NHS, within this key bodies and individuals 
· Details of how policy relates to them in their day to day work 

· A web page showing policy news relevant for junior doctors 

· The facility to set up bespoke updates/bulletins, reflecting the interests of those in different situations in terms of level of training and specialty

· Details of opportunities for involvement in shaping policy
· Two way online communication channels between junior doctors and DH (wherever relevant, providing an appropriate level of anonymity).
Conclusions and implications 

Junior doctors were positive about the idea of developing a direct and interactive relationship with DH and the ideas suggested within this research for driving forward engagement were largely endorsed. 

The key elements of an effective engagement approach for junior doctors can be summarised as follows: 

· Establish a national branding and communication framework that joins up national, regional and local hierarchies

· Enabling two way communication between all parties 

· Specifically facilitating junior doctors to feed up their ideas 

· Allowing junior doctors to have anonymity if they wish 

· Establish the NHS Medical Director as a figurehead for DH and policy matters, supported by a high profile team of junior doctor representatives (selected across levels of experience/specialty)

· Establish local Medical Directors as local figureheads who have more face to face contact with junior doctors, in the form of inductions, Quality & Efficiency or policy meetings and/or conferences 

· Establish a junior doctor Agents for Change programme under the DH banner that joins up local, regional and national activity relating to policy and the quality and efficiency agenda 

· Act to increase junior doctors’ identification and empathy with management by encouraging more face to face contact between the parties at key points within junior doctor training 
· Integrate into junior doctors’ training programmes inductions that involve interaction with local Medical Directors and provide information on DH/NHS and the structures in place that enable junior doctors to effect change 
· Raise awareness of and promote these initiatives on an ongoing basis. 
For fuller details regarding the actions that would help to implement each of these objectives, please see section III.7. 

III
Main findings 

5. Views about DH policy initiatives affecting the NHS 

This section explores junior doctors’ awareness and understanding of policy initiatives affecting the NHS and factors affecting their interest and involvement in these. It also provides a summary of the roots of disengagement with policy. These issues were explored through wide ranging discussion with junior doctors. 
5.1 Awareness and understanding of policy initiatives affecting the NHS 

Junior doctors were initially unclear about what the term ‘policy initiatives affecting the NHS’ meant. At a spontaneous level, they tended to say that they were unaware of, uninformed or unclear about what these policy initiatives might be. 
“I’m not sure, I’ve never thought about it…I’m embarrassed I don’t know more about them”

(Medical student Year 5, Bristol)

“I’m not really aware an awful lot about policy – I’m more aware of NICE, what affects me at a personal and work level, policies don’t really come into it”

(Foundation Year 1, London)

Junior doctors also tended to assume that policy was not directly relevant to them or their patients on a day to day basis. 

“I know that policy makes a big difference to practice but I think I find it hard to see it straight away”
(GP Specialist Training Year 3, London) 
On further exploration, areas of confusion emerged as being focused on: 

· What the level of policy was (whether it was European, national or local policy)

· To whom it related (whether this was to all NHS staff, medical staff or junior doctors) 
· The type of policy (whether it was externally facing clinical care policy or internally facing careers initiatives). 

On clarification of the term, junior doctors could suggest a number of relevant policy issues that fell into this category. The European Working Time Directive was by far the most prevalent topic to emerge, due to the direct and immediate impact junior doctors perceived it as having on them. The removal of free junior doctor accommodation was also mentioned, again due to its relevance to junior doctors’ lives. Beyond this, the four hour A&E waiting time target was the most commonly quoted national policy target. Swine flu and communicable disease policy was also frequently brought up as an example of recent nationally-led policy. GPs, or those engaged in practice placements, tended to highlight the Quality and Outcomes Framework and GP cluster groups. Medical Directors and those engaged on specialist training programmes additionally focused on Modernising Medical Careers. In terms of junior doctors and the provision of patient care, signing of consent forms, continuity of care and Rapid Access Clinics were also consistently raised as issues. 
1.2
Perceptions of DH in relation to policy initiatives affecting the NHS   

Junior doctors who were more experienced and/or interested in this area were spontaneously aware of the formal role of DH as the organisation that creates and disseminates NHS policy. These junior doctors automatically assumed that communication about policy affecting the NHS should be the responsibility of DH. Other junior doctors were much less aware of the role of DH and often found it difficult to articulate what they thought this was. On prompting, however, all thought that it should be the role of DH to communicate policy initiatives that have national implications for the NHS and junior doctors. 

“We don’t know anything about the Department of Health and it never sort of crops up in day to day conversations that I’ve had with any of the professionals I’ve worked with”

(Foundation Year 2, Cheshire)
“I find it ironic that the NHS are a product of DH and the ultimate employer of most people that go through from medical school and nobody from DH tells anyone:…this is the institute that basically will tell you what to do when you become a doctor…no one understands that, who it is, how it works”

(Specialist Training Year 8, Cheshire)
Regardless of their level of awareness, junior doctors generally reported negative perceptions of, and relationships with, DH. DH was typically described as ‘faceless’: if junior doctors could name any DH figures they tended to be the current Health Secretary, the Chief Medical Officer or Lord Darzi. Another consistent perception was that the focus of DH is on money and politics. This  led junior doctors to believe that DH is out of touch with the front line of health care and is run by, or takes the side of, ‘management’ rather than clinicians. DH tended to be strongly associated with the European Working Time Directive which was felt to have had a strong and negative impact on junior doctors. 
“It’s linked in with government, the only name I can think with it is Liam Donaldson…”

(Specialist Training Year 3, Cheshire)

“It’s about officials issuing directives with no experience of the front line”

(Medical student Year 4, Birmingham)

Junior doctors associated DH with the production of guidelines for practice, with some claiming that they would be likely to visit the DH website to access national policy.  Junior doctors often felt that policy information is difficult to find on the website and, when found, is presented in an inaccessible format. 
“For junior clinicians…it’s actually very difficult to understand policy, and it’s actually very difficult to access policy…you go onto the DH website and you look at a policy and it’s like a 200 page document”

(Specialist Training Year 5, Cheshire)

More negatively, there was a strong perception that DH was either not communicating with junior doctors at all or simply sending top down messages out from London, rather than properly engaging in two way communication. 

“Buildings, lots of people involved in writing policy – they don’t engage with us and I wouldn’t know how to contact them…the government make decisions and we don’t like them!” 

(Specialist Training Year 1, Bristol)

“London centric, rather authoritarian, autocratic…I think most people perceive them to be in some ivory tower somewhere and I don’t think most of us understand our relationship with them, it’s never been established”
(Specialist Training Year 8, Cheshire)

“It’s only the BMA who can talk to the Department of Health, there’s nobody else, they don’t listen to anybody else…so that means in that situation I don’t think everyone’s views are taken as seriously”

(Foundation Year 2, London)
Junior doctors tended to contrast these negative perceptions with their much more positive perceptions of the NHS. They typically talked about how the NHS philosophy had inspired them to take up medicine, and characterised it as friendly, positive and well intentioned. They associated the NHS with the delivery of local, clinical care and treatment, free at the point of access and with well established channels of communication. They also tended to believe that the NHS is disempowered in terms of its relationship with DH and that DH makes policy (often politically motivated) that it then imposes on the health service. 
“It’s almost like: we’re all loyal servants of the NHS but we hate the DH because of the policies that come out from a Labour government or Conservative government”

(Specialist Training Year 5, Cheshire)
1.3
Factors influencing interest in/involvement with policy affecting the NHS 

1.3.1 Level of experience/stage in training
Medical students 
The medical students interviewed in the research typically exhibited a lack of knowledge of policy affecting the NHS and claimed that it was a topic that they had not necessarily thought about at all. A minority of the medical students spoken to were, however, particularly interested in and involved with policy issues. This was reflected back by the disengaged majority who reported that they knew of a small segment of medical students who were interested in policy and who tended to fill the student representative roles.

Reasons medical students gave for not getting involved in policy included: a lack of knowledge of what policy initiatives comprise; not feeling that policy was yet relevant to them, as they had not passed their exams and so were not yet formally doctors; a lack of confidence that led them to feel that they would neither have anything valuable to offer in any discussion on policy nor would their views be valued; a perceived lack of time and a sense that spending time on this topic would not have any value to them; and a lack of awareness of the channels available to find out about, and contribute to, policy and policy making.

“All we are worrying about is whether we pass our exams to be doctors”

(Medical student Year 5, Bristol) 

“Isn’t this a bit like the army asking squaddies for suggestions?!”

(Medical student Year 4, Birmingham)

When asked about what would help overcome their barriers to getting involved with policy, medical students felt that it would be essential that they were properly educated about the structure of the NHS, the role of DH and given direction on how to engage with policy as part of their course at medical school. Specifically, they believed it was critical that these topics were properly integrated into the curriculum and careers guidance, at appropriate times throughout their training at medical school, rather than merely being provided as a separate one-off induction. This was a view that was also shared by local Medical Directors. It was also considered to be essential that a culture of engagement is embedded from the beginning of junior doctors’ medical careers. It was hoped that this would empower individuals to understand, make up their own minds about and contribute to policy and policy making, rather than relying on the views of their immediate seniors and representatives.

“I reckon the best way would be for medical schools to set up talks and get people involved in that way and try and make it compulsory so people actually turn up”

(Medical student Year 3, London)
Medical students were strongly focused on patient safety and patient care, so it is likely that this will provide a successful hook in the future for engaging them with the quality and efficiency agenda. 

“I’m more drawn to the care side, how patients are treated…because at the third year level you’re very patient focused and most of the time I’ve spent with patients so you get to see it from their perspective”

(Medical student Year 3, London)
Foundation doctors 
Foundation doctors, especially those in Foundation Year 1, tended to feel themselves under a great deal of pressure. They described the all-consuming nature of the challenge of dealing with clinical practice for the first time and of the need to adapt constantly to new and varying types of environments. 
“We’re all starting out, we’re trying to find our feet, learning to be a doctor and that takes priority over everything else”

(Foundation Year 1, Cheshire)
In view of their relative lack of experience, they also sometimes lacked confidence in their ability to identify and instigate change, as well as the willingness of seniors to take their ideas and concerns seriously. This group also tended to feel most frustrated about the processes that they had come up against when trying to initiate change, as they had not realised that the channels that they would need to go through would be so bureaucratic.
“I suppose I don’t feel empowered enough to recognise that I can make a change to this, this is a big institution…I’m not in a position to try and make a change”

(Foundation Year 1, London)
“I feel like as a junior doctor your views, not that they’re not relevant but nothing’s going to be done, nothing’s going to be changed because one person in one hospital has an idea”

(Foundation Year 2, Cheshire)

Many were acutely aware of, and concerned about, the impact the European Working Time Directive would have on them, their training and colleagues’ perceptions of them as a group. Many were angry about the way ‘management’ had dealt with them in this regard, often recounting anecdotes of being asked to lie about the hours they worked in some way, so as to get around the directive. Consequently, this group were the most likely to be negative about and distrustful of, and perceive themselves as being disempowered in relation to, those who were managing the settings in which they were working. 

“You’re just a number, not a person, you’re expected to fall into line, it’s about ticking the boxes, not quality of care”

(Foundation Year 2, Birmingham) 

“Even if we feel really strongly about it, because it takes a lot for a policy to be changed so maybe we think that we haven’t got time for this, and even if we do it’s not going to make much difference”

(Foundation Year 2, Cheshire)
Despite these significant barriers to engagement with policy and DH, there were also some motivators to engagement. For example, foundation doctors perceived themselves as optimistic and saw themselves as being able to make a substantial difference to patient care, which they sometimes argued was not the same for junior doctors who were more advanced in their training. 
“We’re also still a bit idealistic, we’re not too downtrodden, which some of our junior doctor colleagues are”

(Foundation Year 1, Cheshire)
“We’re all so fresh so we’ll all have great ideas on how to change things…we’ve not got stuck in the bog that is the NHS and we’ve not been jaded by it”

(Foundation Year 1, London)

Foundation doctors also believed that the fact that they are constantly being exposed to different environments means that they are well placed to spot generic issues to be addressed across the health service and to cross-fertilise ideas from one environment to another. There was particular evidence from this research that regular foundation doctor feedback groups were already successfully established in some hospitals, which were enabling foundation doctors to engage with policy effectively. 
“They don’t look at the cohesion between different organisations within the NHS…nothing is the same, so every junior doctor when they go to a different hospital spends time figuring out how to request a CT scan…why don’t we use the same systems, the same forms, the same cards…?”

(Foundation Year 1, Cheshire)

A particular hook that was identified as specific to this stage in a junior doctor’s training was that foundation doctors are thinking about choosing their future specialty and so are likely to be interested in using policy related information to make this important decision. 
“Maybe some of this [information on policy] could help us with making that decision [as to what specialty to choose] because I feel that what specialty you want to do is deciding what politics you can put up with”

(Foundation Year 1, Cheshire)

Having said this, foundation doctors were particularly concerned about the possibility that any feedback they gave might have a negative impact on their careers going forward, for example if it was interpreted as criticism of an individual or organisation. 
“At a hospital level or even a ward level really, the policies are set in stone and they’re governed by ward matrons and by the ward sister and it’s very difficult to be able to voice your opinions…you might lose your foundation status”

(GP Specialist Training Year 2, Cheshire)

Foundation doctors specifically highlighted the opportunity to use protected teaching time and non-clinical modules, especially in Foundation Year 2, to communicate the relevance of engagement. 

Specialist training 
Junior doctors in specialist training were theoretically more willing and able to see the relevance of policy to the health service as a whole. They tended to feel more empowered than less experienced junior doctors. They also had more confidence in their ability to generalise from their past experience, rather than feeling the need to focus on their current placement and the local context in which they were working.     

“The future of the health service is in our hands”

(Specialist Training Year 3, Birmingham)

“It’s all very well running on the treadmill so to speak, but real change in terms of improvement won’t come from purely clinically based initiatives”

(Specialist Training Year 8, Cheshire)

Having said this, there was also a general sense of disillusionment with policy. Junior doctors at this stage of their training perceived that there had been a proliferation of national/policy initiatives since the beginning of their training. However, they tended to feel that this had not necessarily led to real change, or had led to changes that had had unintended negative consequences for health professionals on the ground. These junior doctors were also more likely than others to have had experience of engaging with policy (whether this was personal or based on reports from colleagues) and for this to have been negative. It was therefore often felt that involvement in policy is time consuming, unproductive and goes unacknowledged or unrewarded.   

“Our hearts have been broken too many times”

(Specialist Training Year 6, Birmingham)

“The things that they implement that are relevant to us are so often ineffective anyway, like the working time directive is such a classic example, which completely changed nothing at all, in a way it’s just made things worse…that sort of thing does make you lose trust in the system”

(Specialist Training Year 2, London)

Specific attitudes, however, tended to vary across specialty and on precise stage in training: 
· GPs could be cynical but generally felt more empowered than others, due to their relatively autonomous working status
· Those in Specialist Training Years 1 and 2 appeared particularly difficult to engage since they were no longer under the umbrella of a training framework (for example, a medical school or Deanery) but still felt a long way from the end of their training and were widely distributed across trusts

· Those nearing the end of their specialist training were beginning to look to their future careers and so sometimes highlighted this as a trigger to engaging with policy (although they did not necessarily perceive themselves to be fully fledged junior doctors by this stage).

“I think it [policy] is important and it becomes more important the more senior you get. When you get more towards management and you need to be increasing your knowledge of the clinical governance side of things, then it becomes important and you should be aware of things really”

(Specialist Training Year 3, Cheshire)
These junior doctors felt that the most appropriate way of triggering them to engage with policy would be to relate it to their specialty and demonstrate that engagement with policy could lead to positive change. 

1.3.2
Nature of placement/specialty/setting/location 
General practice was consistently felt by junior doctors to be a more conducive environment for gaining awareness and understanding of policy compared with others. This was thought to be due to the way in which GP practices are run, their relationship with primary care trusts (PCTs), and the fact that GPs tend to have a better overview of the health service, given the nature of how they work. Additionally, GP trainers were thought to provide a higher level of support than that experienced in a hospital setting, which could help to engage junior GPs with policy.
“I do think that compared to hospital training, general practice is much better organised…when you start in general practice, you get a good two weeks induction, you get told what you’re supposed to be doing, you slowly get into it but in hospital, you get thrown into it…the pastoral support is really good because you’re allocated a trainer…”

(GP Specialist Training Year 3, London)

Busy inner city hospitals were consistently reported as being frenetic environments in which to work. Therefore junior doctors working in this type of setting felt that there was little time or opportunity to focus on much beyond their day to day job role.

There was also a great deal of variation in terms of the interest in and support available in relation to policy in different locations. This was dependent both on the culture of individual settings and the attitudes/behaviour of key seniors/ mentors, especially Heads of Training/Specialties and consultants. Junior doctors felt that, although there were some excellent examples of inspirational people who were helping to motivate interest in policy, this was not always consistent within an individual setting, much less a local area. 

1.3.3 Interest in leadership and management

Within this sample, there was evidence that there is a segment of junior doctors, from medical students onwards, who are more interested and motivated in getting involved in policy initiatives than others. Some had already expressed an interest in policy and were participating in relevant local, regional or national schemes, or were seeking opportunities to do so in the future. There were others who expressed a more general interest but claimed it was not easy to find opportunities to develop this and/or to combine it with their other commitments.   
“I don’t just want to moan about things, I want to change them… a lot of it comes down to how you want to spend your life because I have to say I spend a lot of time outside of work doing medical related things and that’s my choice but lots of people don’t want to do that”

(Foundation Year 1, Cheshire) 

Junior doctors who had been actively involved in leadership and management initiatives reported very mixed experiences: some talked about having met and worked with inspirational senior managers and claimed to have felt that their opinions were listened to and their efforts acknowledged. However, many others reported more frustrating experiences wherein they felt their involvement was little more than tokenistic. 

1.4
Summary of the roots of disengagement
The roots of disengagement can be summarised, as below:

	Lack of awareness/ interest and/or perceived relevance/ value of policy, combined with poor self esteem 
	· Overall: lack of awareness of what constitutes ‘policy initiatives’ and a lack of appreciation of the relevance of policy initiatives to junior doctors/their patients
· Medical students: perceived lack of time, lack of confidence that they have anything to offer (in terms of clinical, managerial or political experience) 
· Foundation doctors: lack of time, lack of confidence in their ability to instigate change successfully (and/or poor experiences of doing so) and specific negative experiences of ‘management’ (most potently in relation to the European Working Time Directive)
· Specialist training: perception that policy is always changing and cynicism about the likelihood of any changes being made to policy based on their input      

	Poor perceptions/ experiences of DH/ ‘management’
	· Lack of awareness of DH and how it operates

· Poor perceptions/experiences of ‘management’ and the way national policy has been developed 

	Low expectations of the outcomes of engagement 
	· Perception that opinions or ideas will be ignored 

· Suspicion that engagement may have negative personal consequences (this perception may be real or otherwise)   
· Perception that engagement will lead to nothing 

· Perception that change will be difficult to push through 


	Lack of an effective framework for communication about/involvement with policy 

	· Lack of awareness that a general framework for communication about national policy affecting the NHS exists 

· Perception that current communication about policy is one way: top down only
· Perceived lack of accessibility of national policy information that does exist (particularly on the DH website)

· Perception that the mechanisms for junior doctor engagement that do exist, such as junior doctors’ representation on trust committees, have a relatively low profile and only attract a small proportion of the most motivated/interested junior doctors (who may, in themselves, only represent a small proportion of the total junior doctor community)


6. Who junior doctors identify with and trusted sources of information about national policy affecting the NHS  

This section explores who junior doctors reported identifying with and receiving information from at the time of the research in relation to information about national policy affecting the NHS. The first part of the section focuses on how responses varied by stage in training, as this was a key dimension that emerged within the analysis of the data. The second part of the section is a summary of the relative merits of the different sources mentioned by junior doctors within the research.
 
2.1
Trusted sources of information about national/policy initiatives affecting the NHS 

The following table shows how the focus of trusted sources and information channels changes throughout the junior doctor training period. The sources shown in bold are those that junior doctors reported relying on most at each stage of training. These most commonly used sources tended to be the individuals and/or organisations with whom junior doctors had most frequent contact. Within this, face to face communication was generally preferred, although online contact was also acknowledged as quick and efficient. In this context, use of a mix of face to face and online channels was considered to be the best means of communicating with junior doctors. 
	Medical students 
	Foundation doctors 
	Specialist training 

	· Individual courses/ lectures/inductions/ careers guidance from medical schools 

· Medical school tutors 

· BMA/BMJ
· Literature delivered through courses

· Junior doctors on wards

· Juniordr.com, doctors.net 

· DH/General Medical Council (GMC) 

· Websites and discussion forums (e.g. MedStudents)
	· Deaneries
· Heads of Deaneries 

· Heads of Foundation Years/clinical supervisors 

· British Medical Association (BMA)/ British Medical Journal (BMJ)

· Hospital/practice inductions

· DH/GMC

· Juniordr.com, doctors.net

· BAMMbino


	· Acute hospital trusts/PCTs 

· Heads of Specialties/Trainers 

· Hospital/practice inductions/practice manager

· Royal Colleges/ professional organisations

· BMA/BMJ
· Specialism/locality specific resources 

· DH/GMC

· BAMMbino




2.2
Detailed feedback on sources 

Medical schools/medical school tutors

The most trusted source of information for medical students was their medical school and, more specifically, their medical school courses and tutors. Medical students felt that medical schools have the potential to embed a culture of engagement with policy from the start of training much more than is currently the case. There was a belief that this would include formal teaching at key points throughout training at medical school, for example including reference to the structure of DH and the NHS and consistently referring to relevant policy when teaching about particular conditions and/or care pathways. 

“In five years I don’t think the Department of Health has ever been mentioned in any one of our lectures so I would have thought that there is some scope to expand their role to medical students”

(Medical student Year 5, Cheshire)

In addition, it was suggested that medical students should have some contact with national, regional and/or local Medical Directors during their time at medical school, perhaps in the form of lectures and opportunities to debate policy and/or generate policy ideas. 

Deaneries/Heads of Deaneries
Deaneries were identified as a critical source of information for foundation doctors and were often talked about by these junior doctors as the first point of contact for any information or query relating to their training or welfare. However, it also emerged from the research that the degree to which Deaneries effectively fulfilled their role varied considerably. 

“We get loads of emails from them – about training and education – I’m not sure whether I would expect them to communicate about NHS policy…maybe”

(Foundation Year 1, Bristol)

On probing, this seemed to depend on the quality of leadership at an individual Deanery and the frequency and type of contact the Head of Deanery had with its foundation doctors. ‘Good’ Deaneries were perceived as being those in which the Head of Deanery was known and accessible to its foundation doctors. High quality contact between the Head of Deanery and its students tended to increase the likelihood of all of the online information from the Deanery being read and trusted. Given this, Deaneries were perceived as having a great deal of potential as a means of raising awareness amongst foundation doctors of DH’s role and the importance of engaging with policy. 

Acute hospital trusts/local Medical Directors 

In theory, hospital trusts were felt to be a particularly valuable and trusted information source for those working in hospitals: they were perceived as offering relevant information on national policy tailored to local needs and circumstances. However, in reality, the information delivered by acute hospital trusts tended to be viewed as not particularly accessible. Local Medical Directors and other members of the management team were frequently not known or, at best, perceived as being inaccessible or remote.

“The trust do push things out, generally through the line managers – but we have no contact with the Medical Director and I certainly wouldn’t contact them”

(Foundation Year 2, Birmingham)

Online information, delivered through the intranet, was often praised if it was read. However, many barriers to access were frequently cited. The main issue was lack of time combined with the sheer volume of information available via the intranet. In addition, junior doctors felt that information was not sufficiently tailored to their individual needs and circumstances. They also complained about the difficulty of being able to get to a PC regularly to access relevant information in many hospital placements. Information delivered through email to those in acute hospital trusts also suffered from the same issues: emails were reportedly often deleted due to the number received and/or difficulties experienced in accessing them during the working day or out of the hospital.

“My hospital email address – I know I never ever checked it because I knew it would be full of bulletins”

(GP Specialist Training Year 2, Cheshire)

Junior doctors thought that acute hospital trusts provide an important opportunity to engage junior doctors in policy affecting the NHS but that successful engagement will require better relationships between hospital management and junior doctors and, specifically, more face to face contact. Hospital inductions were identified as an appropriate time at which this could be done in acute trusts. It was often suggested that local Medical Directors and other clinical leaders could use inductions to give talks, network and meet junior doctors on a more informal basis than is currently the case. Junior doctors believed that this would not only help to improve empathy between management and junior doctors, but would also increase the likelihood that junior doctors would take the time to read online information sent to them from management via email or the hospital intranet.

Junior doctors anticipated that if effective communication of DH and policy affecting the NHS could be ensured at acute trust level, this would improve communication between DH and individual trusts. They thought that this would also mean that acute trust information channels could be used to alert junior doctors to information coming direct from DH. 

PCTs/local Medical Directors  

Junior doctors generally felt that PCTs perform better than acute trusts in the provision of information about policy initiatives affecting the NHS. There was a sense that PCTs often provide an excellent overall mix of channels, as much of the information comes from face to face interaction and is backed up by online information and forums. There was also some evidence of PCTs personalising communication to junior doctors, for example via letters addressed to them at home. 

“I’ve been to meetings run by the PCT where the Chief Executive was involved and we got to meet them. I felt involved and attended with my trainer – I’ve also had letters personally addressed to me, as well as online information…The practice manager highlights to us the pieces of information which are really important”

(GP Specialist Training Year 3, Bristol)

However, a key issue for PCTs that was raised both by junior doctors and local Medical Directors was the difficulty that PCTs have in keeping track of all the junior doctors operating in their trust. Additionally, there was a sense that relationships between GPs and PCTs may be strained in cases where GPs judge the PCT to be performing poorly, which might serve to discourage junior doctors from engaging with PCT derived information. 

BMA/BMJ 

The BMA was perceived as being a consistent presence throughout junior doctors’ medical training. It was felt to have a particularly high profile within medical schools and a high level of membership, largely due to the fact that initial membership is free. However, some junior doctors had more mixed opinions of the BMA as a trusted information source. Not all were members and hence did not have access to it. Others were negatively disposed towards it as they did not believe that it has acted in junior doctors’ best interests in the recent past.

Overall, junior doctors felt that the BMA should act to raise awareness of DH and its role as the creator and communicator of policy initiatives affecting the NHS. However, given the BMA’s role as a trade union, and hence its non-objective stance in relation to DH, it was thought it would not be credible for the BMA to communicate DH policy directly.        

“It comes with a trade union slant on it, whether or not you agree with the BMA and what they do, it’s not purely what the DH want to tell you and it never will be”

(Foundation Year 1, Cheshire)
GMC 

The GMC was perceived in a more objective manner than the BMA, as a standards and goal setting body. This meant that junior doctors tended not to feel that they had a relationship with it. Some were more negative about it, characterising it as authoritarian. Having said this, the GMC pack provided for junior doctors on qualifying, giving information on topics such as professional standards and ethics, was felt to constitute a valuable means of DH communicating policy matters to junior doctors. However, this was seen as only one means of reaching junior doctors within a broader communication programme. 

“You could give it [information on policy] out with your GMC duties of a doctor…you get given that right at the beginning of training and you know it’s important and you keep it as a reference”

(GP Specialist Training Year 3, London)
DH website 

The DH website was relatively well known, however junior doctors typically claimed that they had never used it, or had only done so on rare occasions for specific projects and/or as a final resort.

“I use the Department of Health [website] to look at more medical management [information]…I have looked on there for stuff about the management of children and their problems”

(Foundation Year 1, London)
Reasons given for not using the DH website more frequently were wide ranging and included: lack of clarity about its relevance for them (in the context of poor understanding of the relationship between DH and the NHS) and what information they would find there; negative current perceptions of DH; and (for those who had used the website) difficulty in navigation and/or perceived inaccessibility of information on policy available.  

“I read some of the DH documents…and they don’t tend to make easy reading, they don’t have a nice one page pdf: this is what it boils down to, read this if you don’t read anything else”

(Foundation Year 1, Cheshire)

GP practices 

GP trainees were particularly positive about having a practice manager who is able to filter, and highlight, information coming through from the PCT/DH in relation to policy. There was a sense that in the future this role could be developed by DH, to encourage practice managers to become proactive advocates for policy. 

“The PCT send lots of information to us from the Department of Health…if the practice manager has photocopied it and put it in my in tray then it’s something important”

(GP Specialist Training Year 3, London)

However, there was also some acknowledgement of the fact that practices varied widely in terms of the underlying agendas influencing their activity and hence their overall interest in policy. This meant that junior GPs could feel that, realistically, there would be variation in the extent to which individual practice managers would be willing to prioritise policy.

“It’s so different from hospital practice because each [general] practice has its own agenda…one practice is more bothered about making money and another is about doing the best for the patients…”

(GP Specialist Training Year 3, London)

Tutors/trainers 

These individuals were particularly trusted by medical students and foundation doctors and so were perceived as a natural source of information and advice. They were described as currently providing information on policy on an ad hoc basis only and it was felt that this could be integrated to a much greater degree into how junior doctors are taught and overseen. There was specific interest in reflective sessions focusing on particular conditions or care pathways to facilitate discussion of how policy currently impacts on this or how policy could be changed to improve quality and efficiency of care. 

“If you did it [a session] at the start of a hospital placement, you get groups of about 30-40 people and that would be quite good if you showed them a video or whatever and started a discussion, and at the end [of the placement discuss]: what you’ve seen, what you’ve picked up on, like non-attendance…how you treat patients on different pathways”

(Medical student Year 3, London)
Consultants/Heads of Specialties

At an overall level, consultants/Heads of Specialties were held in high esteem due to junior doctors’ positive perceptions of their knowledge, experience and reputations, all in the context of the deeply ingrained hierarchical structure of the NHS. Junior doctors quoted many examples of engaging and inspiring teaching and mentoring. However, antagonisms with particular individuals were also noted and so the quality of relationships between junior doctors and their seniors was observed to vary hugely.

“There’s definitely an apprentice and master relationship between junior doctors and consultants, we look up to them but – at the same time – they can be cynical and disillusioned”

(Foundation Year 2, Birmingham)  

With regard to communication about DH policy initiatives, many consultants/ Heads of Specialties were reportedly extremely negative on this subject. Some junior doctors commented that, to avoid these negative views becoming received wisdom, DH should be directly communicating with junior doctors from an early stage in their training. At a more practical level, some junior doctors felt that, given that policy affecting junior doctors was subject to such rapid change, consultants/Heads of Specialties were not always up to date on policy initiatives.

“Consultants, take with a pinch of salt, often the consultants are out of date in terms of what they transfer to you and again it tends to be clinical advice I’ve sought from my seniors”

(Specialist Training Year 8, Cheshire)
Peers/other junior doctors 
It was felt that peers, other junior doctors or particular junior doctor representatives could be used effectively to highlight policy related information, due to their natural empathy with junior doctors and their ability to highlight the relevance of policy to junior doctors’ working lives. However, there was some scepticism that junior doctors who were naturally interested in policy would necessarily be representative of the majority, or would be the best people to facilitate the participation of others. 

“I think the kind of person who wants to be a representative for junior doctors is the kind of person that’s very into committees and putting something on their CV and very vocal but the kind of people who feed into those kinds of vocal people are also vocal people themselves rather than the normal, quieter ones”

(GP Specialist Training Year 2, Cheshire)

Royal Colleges/Specialty Schools/other professional organisations 

The Royal Colleges, Specialty Schools and professional organisations were amongst the most trusted of all sources amongst those in specialist training. This was because junior doctors recognised that these types of organisations have both an in-depth knowledge of their working lives and their best interests at heart. Specifically, there was evidence of the passionate, committed leadership within these organisations that would be necessary to engage junior doctors with policy. 

“The chair of the RCGP gave a lecture on public health and the key message was change is good. He talked about the need to kick up a fuss if you feel strongly about something – the main questions afterwards were about how to create change and who to speak to”

(GP Specialist Training Year 3, Birmingham) 

Generally, these organisations were felt to provide a good means of disseminating DH related information to members. However, the main issue relating to these organisations is that their concentration on one specialty may serve to encourage a narrow rather than broader policy focus.

BAMMbino

Only a minority of the junior doctors interviewed in this research were aware of BAMMbino and those who were members of BAMMbino tended to be interested and engaged in leadership and policy. This is clearly a niche group, however, and does not necessarily represent the junior doctor population as a whole. In the context of communicating and engaging junior doctors with DH policy, possibly BAMMbino could best be used to help motivate this minority group to act at a local level by engaging with policy in their trust, ideally engaging peers in the process. 

Leaflets/booklets 

There was some awareness of leaflets and booklets, such as ‘A Junior Doctor’s Guide to the NHS’ and the ‘NHS Employers Junior Doctors induction guide’, although these were only spontaneously mentioned at a low level. Junior doctors tended to feel that these were most useful when they were used as a means of following up, or providing a handout for, other interactions, such as lectures, inductions or other face to face interactions. 

7. Use of the NHS Medical Director as a national figurehead for junior doctors 

This section explores both local Medical Directors’ and junior doctors’ responses to the idea of using the NHS Medical Director, Professor Sir Bruce Keogh, as a national figurehead for the engagement of junior doctors.
 

To help prompt discussion on this issue amongst junior doctors, after having elicited spontaneous views of the role, junior doctors were shown a summary job description of the NHS Medical Director and a photo/short online video clip of Professor Sir Bruce Keogh talking. 

Where research was conducted face to face, local Medical Directors’ views on the forthcoming Medical Directors conference were prompted by showing them the Medical Directors’ 2009 Conference Bulletin.
7.1 Local Medical Directors’ responses 
The local Medical Directors interviewed in this research were aware of the existence of an NHS Medical Director. More specifically, they were positive about Professor Sir Bruce Keogh being in the post, as they felt that he appears to possess the experience and leadership skills needed to create a better relationship between DH and junior doctors.

“The fact that he [NHS Medical Director] comes from a specialty that has done a lot of service development and improved the quality of its services and that he himself is passionate about patient safety is very helpful – he’s not seen by doctors as being a bureaucrat” 

(Local Medical Director, acute trust)

Local Medical Directors believed that there would be significant benefits if the role of NHS Medical Director was developed to focus more on engaging with and developing junior doctors. Local Medical Directors thought that the value of this would be in securing senior management buy in to any specific initiatives relating to junior doctors. 

“It’s important to have the top level of clinical leadership giving direction because it will send a message to those at a high level that it’s safe [to invite the involvement of junior doctors]”
(Local Medical Director, PCT)

They also felt it would be imperative to set out the nature and scope of this role clearly, particularly in relation to national versus local responsibilities. Local Medical Directors wanted to retain responsibility for directing local activity.

“The role would need to be clearly defined – exactly what problem would a figurehead like this be trying to address, what are they worried about….they’d have to work closely at a local level as well”
(Local Medical Director, acute trust)
Local Medical Directors anticipated the NHS Medical Director’s role would be directorial in nature and would ideally help to lead culture change in the NHS so that junior doctors’ ideas are welcomed. Suggestions for the role included: 

· Emphasising the importance of junior doctors and the value of their ideas, within this drawing attention to the issue of their working conditions 
· Directly inspiring junior doctors to get involved with policy 
· Co-ordinating messages to and from DH 

· Encouraging activity in the regions/local areas
· Promoting and supporting two way communication between management and junior doctors (including communication between the NHS Medical Director and junior doctors).

“I think it would be useful to have a national Medical Director who focuses on policy issues like the future role of the junior doctor, models of employment and things like that – ideally they’d capture junior doctor views, as well as communicating views out”
(Local Medical Director, out of hours trust)
Given the anticipated nature of the role, local Medical Directors felt that DH was a natural banner under which the NHS Medical Director should sit. They also thought that the development of the role would only work if it was properly embedded at all levels throughout the management structure and specifically included regional Medical Directors. It was hoped that this would close the loop between national and local activity and ensure its effectiveness and efficiency. 
Local Medical Directors were specifically positive about the Medical Director’s conference, and within this the inclusion of a debate between local Medical Directors and junior doctors at the next conference.    
7.2 Junior doctors’ responses 
Many junior doctors were unaware of the existence of an NHS Medical Director    and, on exposure to this role, tended to be confused about what it entails and how it relates to the roles of others, especially that of the Chief Medical Officer.
“Does that mean that he has the end say on what the policies on the NHS will be?...I don’t actually understand the hierarchy at the moment of the whole system…how they fit in and how high his post is in that hierarchy and who he answers to”
(Foundation Year 2, London)
Following exposure to Professor Sir Bruce Keogh, junior doctors were generally positive about the fact that he is a practicing clinician. 
“I tend to trust people who are clinicians rather than people who are politicians”
(Medical student Year 5, Cheshire)
In addition, the minority of junior doctors who had had some personal face to face exposure to him typically felt that he came across as inspiring, friendly and approachable. 
“The other thing that’s really appealing about him is that he comes across as quite self-effacing, there’s a lot of humility there, which helps in getting a message across…and that is quite attractive”

(Specialist Training Year 8, Cheshire)
Regardless of junior doctors’ personal reactions to Professor Sir Bruce Keogh though, a number of key barriers to engagement were consistently raised. At a purely practical level, it was felt that the current role of the NHS Medical Director is so broad that it would not be feasible for him to give sufficient time to junior doctors even if he wanted to.

“If he’s just one person, I don’t know realistically what he’s going to be able to do, maybe it’s him working as a team with local Medical Directors”
(GP Specialist Training Year 3, London)
There were concerns that the post was not elected and therefore that the NHS Medical Director would not be independent and therefore would side with DH. 
“Perhaps it’s a bit cynical but I think that the Department of Health represents government more than it represents doctors and nurses so we could have representatives…but whether that will have any major impact I don’t know”

(Specialist Training Year 2, London)

Many also worried that an NHS Medical Director who was older, extremely senior and knighted could not ultimately relate to junior doctors. 
Given the nature of these barriers, it was suggested that a high profile taskforce of democratically elected junior doctors, or a similar body, should be put in place to help close the gap between the NHS Medical Director and junior doctors. It was also felt to be of critical importance that a national communication framework is put in place to allow for efficient cascading of information from a national to local level (and vice versa). Beyond this, it was also thought to be important that the NHS Medical Director is seen by junior doctors to be engaging with them, for example by visiting junior doctors in hospitals in the regions. 
“They should be making us aware of what’s happening…what they’re trying to shape and then calling people forward: we’ve got this, we want to do this, is anyone interested in forming a board of junior doctors to represent junior doctors…?”

(Foundation Year 2, Cheshire) 
3.3
Expected development of the NHS Medical Director role 
A number of recommendations were made by local Medical Directors and junior doctors relating to the future development of the NHS Medical Director’s role – these are as follows:
· Establish the NHS Medical Director as a DH figurehead and use him as a way of embodying/humanising DH
· Showing the clinical ‘face’ and credentials of DH
· Communicating that DH values junior doctors (and all health professionals) and wants their opinions to be heard
· Use him to inspire junior doctors to get involved in shaping change 

· Where possible, drawing on his own thoughts about/experiences of policy 

· Use him to create buy in to policies at national, regional and local level and ensure that messages and actions are aligned, at all of these levels

· Present him within the context of a DH junior doctor task force, of which he is head, and within which there are high profile advisers ideally who are junior doctors and/or are chosen by junior doctors 

· Make him as high profile/visible as possible 

· For example, visiting hospitals in the regions, writing for junior doctor publications etc 

· Build a communication framework that encompasses all the key national, regional and local points of communication, from the NHS Medical Director right through to junior doctors. 
8. Use of local Medical Directors as engagement routes 

This section explores both local Medical Directors’ and junior doctors’ responses to the idea of using local Medical Directors as a means of better engaging junior doctors at a local level. 

In order to support discussion of this issue, junior doctors were shown a local Medical Director’s summary job description.

8.1 Local Medical Directors’ responses

Background context 

At the time of the research, local Medical Directors reported facing a raft of challenges not restricted to engaging with junior doctors. All were strongly focused on the demanding financial context within which their trusts were operating. A particular issue was how they were going to manage budgets in the face of future cuts, whilst retaining good results in terms of external performance measurement. The trusts interviewed were variously considering how they were going to manage change, redeploy staff and develop local services in response to their particular circumstances. The recruitment and retention of staff was also an important focus for some trusts. Beyond this, trusts were concentrating on the ongoing issues relevant for their day to day activity: for example, PCTs on commissioning and managing contracts, acute trusts on maintaining levels of secondary care and the out of hours trust on ensuring sufficient work flow.
All local Medical Directors were aware of and concerned about their junior doctors. Generally, they perceived junior doctors as being a group that is particularly difficult to communicate with and/or engage, due to their transience and the demanding curricula to which they are working. 
“I think a lot of them tend to focus on the direct service work they have to do and the demands of their curricula….they’re busy doing the day job”

(Local Medical Director, acute trust)

A key focus for local Medical Directors was the European Working Time Directive. They expressed the view that fewer hours of training would reduce junior doctors’ levels of clinical experience, which could have negative consequences for patient care and clinician efficiency. In addition, the change from on call to shift rotas was creating concern in acute trusts, whose local Medical Directors pointed out that because junior doctors are not always working at the same time as their trainers this was having a detrimental effect on their training. Moreover, there was a general sense that the change in working patterns is increasingly leading to junior doctors having widely varying levels of experience, which serves to amplify the negative effects of the new training system.

Responses to use of local Medical Directors as engagement routes 

Local Medical Directors described facing significant challenges in engaging with junior doctors. They all talked about working to maximum capacity, with overwhelming workloads, which meant that they had little time for engaging with junior doctors. Not all were coming into contact with junior doctors as part of their working lives – some were not working in the same building as junior doctors and not all were necessarily running clinical sessions. Local Medical Directors working in acute trusts also highlighted the difficulty of getting junior doctors in different specialties together all at once. 
“There is no sort of overall group for juniors because they work in different specialties, there’s no time in the week you can get them altogether, so it’s hard to engage them all at once – you have to engage them specialty by specialty”

(Local Medical Director, acute trust)

Local Medical Directors felt that they were not having as much contact with junior doctors as they would like. Typical engagement seemed to be restricted to giving talks (whether as general sessions, as part of inductions or at educational events), meeting junior doctors as part of attendance on policy related committees and clinical contact. Where local Medical Directors were proactively emailing junior doctors, communications were highly focused on giving information on local clinical policies. There were examples of attempts made by some local Medical Directors to engage junior doctors with particular trust related committees but these had not always been successful. 
“In my clinical role as a GP, registrars attached to the practice, F1s, F2s who are around occasionally as part of the service development work, you may run across them [junior doctors] in hospital but the actual involvement with junior doctors as a medical part of the PCT is probably not great, in many ways it’s a pity”

(Local Medical Director, PCT)

“As a Medical Director who doesn’t do very much clinical work any more, my contact [with junior doctors] is very limited. I have a slot on their induction programme, particularly for foundation doctors. I get involved with junior doctors when we’re doing audit work out and about. I sometimes send email messages out to them...” 

(Local Medical Director, acute trust)

Despite this, all the local Medical Directors interviewed ideally wanted to engage with junior doctors more than they were. The main reason for this was so that they could communicate their main issues of concern to junior doctors and understand junior doctors’ views, issues and ideas. Specifically they felt that the inclusion of discursive sessions as part of inductions might be a good way of putting this into practice. 
“I think it’s important to make the time to get out there and meet junior doctors face to face”

(Local Medical Director, acute trust)

“It would be a good idea if it was part of people’s inductions, if they had, not necessarily a lecture but an interactive discussion session about the principles, about the whole system…about efficiency and quality, and as local Medical Directors we are probably well placed to do it”

(Local Medical Director, PCT)

All believed, however, that a great many barriers exist that would need to be overcome before they would be able to achieve greater engagement with junior doctors. A lack of time and resource was cited as the major issue and so some local Medical Directors felt that it would formally need to be prioritised in their day to day role. 
“I think you’d find a lot of my colleagues saying: it’s all well and good but I haven’t got the time to do this, which I think is wrong…it’s time and structure: how would that work, how would it be timetabled?”

(Local Medical Director, PCT)

Local Medical Directors generally felt that there would need to be joined up national, regional and local structures to help define a national approach for the engagement of junior doctors. They believed that, if this was not done, it could mean that any local effort or successful initiatives would be wasted as they would not be linking into a broader network. However, local Medical Directors were keen to ensure that they retained the power to direct their own local activity, rather than being directed from the centre. 
“It’s to do with cultural change – I’m doubtful whether one off initiatives will make any changes – it needs to be embedded in everyday training programmes”

(Local Medical Director, acute trust)

“The last thing we want is the Department to say: here’s a tool kit, do this and here’s a tick box….you want an overall direction”

(Local Medical Director, PCT)

Some local Medical Directors also highlighted the gap between themselves and junior doctors, in terms of age and status, and so believed that this would need to be directly addressed before any activity would make an impact in practice. Ideas for how to do this included the development of a robust communication framework that would link junior doctors with their representatives and immediate seniors, who would in turn be linked to local Medical Directors. It was thought that this would allow junior doctors to communicate indirectly with their local Medical Directors if they did not want to do so directly. There were also suggestions for explicit encouragement of collaboration between junior doctors and local Medical Directors, for example SHA Medical Directors asking local Medical Directors and junior doctors jointly to present their ideas for improvement and innovation. 

“A key problem to get over is that we are authority figures and we can’t pretend we’re not, it’s our job role, there would have to be channels and structures to allow for communication to flow without junior doctors worrying about repercussions”

(Local Medical Director, acute trust)

A particular issue raised by some local Medical Directors was the difficulty of communicating with junior doctors in their trust, whether due to insufficient warning as to who would be joining them on rotations or a lack of contact details through which to contact them. Therefore local Medical Directors felt that they would benefit if there was some way of communicating to them who would be arriving at their trust well in advance and what their up to date contact details were. 
“It would be really helpful to get them on a group email address…I know it sounds like it ought to be mastered but it really is difficult”

(Local Medical Director, acute trust)

At a much broader level, and reflecting junior doctors’ views, local Medical Directors felt that it was generally important that medical school curricula work to support them in highlighting the importance of engagement with policy, and specifically the relevance of quality and efficiency issues to junior doctors’ practice. Some local Medical Directors with strong links to medical schools believed that it is an important part of their role to help influence this. 

Local Medical Directors, again echoing the concerns of junior doctors, recognised the relative lack of acknowledgement junior doctors tend to receive for any work they do in shaping policy. Therefore, they felt that there may be a role for greater public acknowledgement of junior doctors’ efforts in instigating and implementing change, whether by informal communication of this locally or more formally via awards ceremonies.

8.2 Junior doctors’ responses 

Echoing local Medical Directors’ descriptions of their relationships with junior doctors, the latter tended to report little or no contact with their local Medical Director. Few could name their local Medical Director; even those who thought they could were sometimes confusing them with other clinical figures in their trust (such as Heads of Specialties or Heads of General Medicine). 
Reported contact was typically restricted to hospital inductions or junior doctor representatives participating on committees on which the local Medical Director sat. Junior doctors expressed disappointment that more was not done by local Medical Directors to engage with junior doctors more consistently at the time of induction. Junior doctor representatives tended to feel that the committees on which they were sitting were a good forum within which to voice issues of importance to junior doctors direct to management. However, both representatives themselves and other junior doctors were cynical about the relative influence representatives had. 

“I just find it hard to believe that any of my suggestions that would be filtered up through that method [junior doctor representatives] would actually have any effect...that’s a big ask”

(Specialist Training Year 2, London)

In this context, junior doctors were theoretically open to more contact with their local Medical Director. They saw the main benefit of this as being that they would feel more engaged with management and policy and be able to better express any feedback, opinions or ideas they had directly to management. 
“I think the local Medical Director should have an input because they need to hear directly from us rather than through some kind of Chinese whispers, actually what we have said, without fear”

(Foundation Year 1, Cheshire)
However, junior doctors felt that there would be a great many barriers to this happening in reality. They assumed that the main practical issue would be the lack of time that they perceived local Medical Directors as having. They were also aware of the effort that would have to be put into ensuring that junior doctors are aware of who their local Medical Director is. 
“Would they have time? Thing is, they’ve got a lot in their role already and so, if they’re given that, something else will need to be taken away”

(Specialist Training Year 5, Cheshire)
Even if they thought that this barrier was surmountable, some junior doctors felt that they would not have the confidence to engage with their local Medical Director. Others doubted that their ideas would be of interest to their Medical Director, as they assumed that Medical Directors would only be interested in hearing about large scale, substantial ideas. 
 “I’m not sure how many people would be confident and willing to go up to him: local Medical Director, that’s a big title”

(Medical student Year 3, London)
“I tend not to have ideas on the national scale – when I do, I’ll give you a ring!”

(Specialist Training Year 2, London)

In response to these issues, it was generally suggested that it would be more appropriate for junior doctors to feed back any policy ideas, especially those relating to changes in practice, to the teams or trainers with whom they are used to working, or other representatives specifically given this job.

“I’d want it to be through my team, through my consultant, because they’re the people who’ve got the experience and know how things work and have got an idea of how policies affect our work”

(GP Specialist Training Year 2, Cheshire)
“It almost needs to be more grass roots than that…it almost needs to be their clinical supervisor or educational supervisor, someone within their unit who then works with them on that idea”

(Specialist Training Year 8, Cheshire)
There was a pervasive sense of fear about whether there would be any negative repercussions if junior doctors’ contributions were interpreted as implying any criticism of the trust or the hierarchy within which the contribution was made. Junior doctors ideally wanted access to anonymous channels in cases where they felt unable to express ideas locally to their team or trust. 
“There’s definitely a culture of fear about whistle blowing – you’d need to feel you could feed information up, perhaps through a hotline you could get access to”


(GP Specialist Training Year 3, Birmingham) 

It was generally felt that the success of local Medical Directors’ engagement with junior doctors would ultimately relate to their personalities. In this context, junior doctors believed that engagement would only be fruitful if local Medical Directors:

· Presented themselves as approachable, friendly and committed to engaging with junior doctors
· Demonstrated their understanding of the issues facing junior doctors 

· Acknowledged the involvement and achievements of junior doctors in the arena of policy. 
4.3
Expected development of the local Medical Director role 

A number of recommendations were made by local Medical Directors and junior doctors relating to future development of the local Medical Director role – these are as follows: 
· Develop the local Medical Directors’ role so that they have as much contact as possible with junior doctors (ensuring that this responsibility is prioritised as part of their day to day role)
· Use key points throughout junior doctor training, including contact at medical school, as well as within trusts  

· Include informal networking and discussion of issues within any face to face contact that Medical Directors have with their junior doctors (for example within inductions)
· Encourage local Medical Directors to influence medical school curricula so that policy issues are integrated as far as possible into clinical training 

· Introduce local Medical Directors’ Quality and Efficiency meetings as a key focus for engagement 

· Ideally comprising lunchtime meetings (with free refreshments)

· Summarising and recognising the most successful clinical audit ideas

· Highlighting national ideas for involvement 

· Develop communication structures that allow for quick, easy and unthreatening communication of ideas/issues 

· Up from junior doctors via representatives/committees and/or trainers/supervisors to local Medical Directors and the NHS Medical Director 

· Where possible, providing an anonymous feedback channel

· Encourage local Medical Directors to acknowledge junior doctors’ ideas and achievements publicly 

· For example, what has changed locally and who has helped to initiate this 

9. The Agents for Change Programme 

This section explores both local Medical Directors’ and junior doctors’ views on the current execution of the Agents for Change programme and how they felt it should be developed in the future. Where participants were unaware of the programme, they were shown a summary of the programme to respond to.
 

9.1 Local Medical Directors’ responses 
Not all local Medical Directors were aware of the Agents for Change programme but, once explained, there was a consensus that one off events can be effective in making junior doctors aware that attempts are being made to engage them at a national level. 

“I’ve not heard of it but I think it is a good idea to be able to learn and interact in small groups and ask questions…it needs to be run in a way that allows frank and free discussion”
(Local Medical Director, PCT)
Local Medical Directors tended to praise the nature and structure of the current programme. In particular, they thought it was positive to provide communication via a number of different forums, such as public debates with key NHS figures (for example with the Chief Medical Officer) as well as more intimate, discursive sessions moderated by local Medical Directors. Indeed, some felt that a major benefit of this type of programme could be in helping to engage local Medical Directors with junior doctors by challenging their perceptions of this group. 

“I went to the patient safety one [conference], which was in London…to be honest, I thought it was useful for me as well because it did restore some of my faith in junior doctors…they were fairly passionate and vocal people who weren’t scared to make a point about their world”
(Local Medical Director, PCT)
However, local Medical Directors tended to feel that the programme’s major limitation was the fact that it is a one off national event. They saw this as limiting its impact, which could lead to it struggling to make a difference to mainstream junior doctors’ attitudes and behaviours. 
“A good idea but, to be honest, it’s not going to make any difference to my junior doctors if one person goes up to London for a conference like that – it’s a good start but they need to broaden it and make it more relevant to everyone”

(Local Medical Director, acute trust)

“[Agents for Change] labelled people, which they feel good about and is good for their CVs and it’s given them some learning – fine – but now it needs to move on in the way the Darzi fellowships did, which is around saying, actually, go back to around where you live, where you work and find something that you think is appropriate to change and get some agreement and move it forward”

(Local Medical Director, acute trust)

In order to broaden the relevance and value of the Agents for Change conferences, local Medical Directors suggested that junior doctor representatives from each hospital or trust in the country could be invited and encouraged to go back to their hospitals to help share the ideas raised by the conference and encourage action locally. 

At a general level, local Medical Directors tended to agree that in the future, if the Agents for Change programme were to be strengthened, there would need to be better and/or stronger links between national, regional and local activity. 

“I think the Agents for Change idea is good but it needs to be embedded in and joined up with local activity – otherwise it will have no real impact at local level”
(Local Medical Director, acute trust)
Local Medical Directors also felt that the programme should be developed to allow for the identification and acknowledgement of good ideas from the grass roots up. It was suggested that this could involve mechanisms for feeding the best ideas upwards from a local level to a regional, and possibly national, level. Local Medical Directors also thought that there was potential to use clinical audit as part of this activity. Having said this, local Medical Directors emphasised the need to communicate clearly how junior doctors would be rewarded for participation, such as that winning ideas would be published and could be included on junior doctors’ CVs.
“This has been available to junior doctors for a long time, simply in terms of doing clinical audit properly …something has to come out of it that the junior can take on with them to help them get their consultant job etc etc – and traditionally that’s been around publishing papers”   

(Local Medical Director, acute trust)

Specific topics that were suggested as relevant for future focus included the role of junior doctors, their training needs and ideas for service improvement. 

9.2 Junior doctors’ responses 
There was very mixed awareness of the Agents for Change initiative encountered amongst junior doctors. Some claimed that they had been made aware of the programme through general promotion and calls for papers from organisations such as the BMA and BAMMbino. There seemed to be some confusion, however, between this national activity and other similar local initiatives. Once clarified, however, junior doctors felt that the Agents for Change concept represented an important and positive first step in the process of DH engaging with them. 

“I actually went to a one day conference thing. The topic was patient safety, they were initiating the thing in the North West. They gave us ideas for how on our level we can do little things to improve patient safety. Things like that spark people’s interest”
(Foundation Year 2, Cheshire)
The strongest trigger to engagement with the programme was the idea that junior doctors could make a difference to patient safety: this was universally popular across the sample. Beyond this, junior doctors felt that if there was clear communication that their views would be taken seriously and real change had and would result from engagement; this in itself might trigger interest in involvement. 
“There’s a bit of ‘what’s in it for them’: for the doctors, it’s about…how to improve things for patients”

(Specialist Training Year 8, Cheshire)
“If they could prove or demonstrate how relevant or important it’s going to be to us, that our opinions are going to shape things, then you are going to become more and more interested in it because if you feel important and that you’ve got a responsibility then you do try and live up to that responsibility”

(Medical student Year 3, London)
Some junior doctors were also aware of the increasing emphasis on leadership skills in the context of junior doctor training and so felt that this would be another reason for them to engage with the Agents for Change programme. 
 “As you become a consultant in a hospital, you are a leader in your pack of junior doctors, so it does benefit, so you are going to manage some people beneath you – if you become a GP you’re managing a practice so all these [leadership] skills are good”
(Foundation Year 1, London) 
Specifically, the ‘Dragon’s Den’ idea for the conferences this year was spontaneously recalled and felt to be a high impact and engaging way of communicating and running conferences of this nature. 

However, a lack of promotion at a local level was felt to have contributed to the relatively inconsistent levels of awareness of the programme. Junior doctors tended to comment that national partners’ communication would not necessarily be read on a regular basis. They therefore thought that promotion by local partners, including junior doctor representatives and acute trusts/PCTs, would be more likely to encourage participation at a local level. 

Many junior doctors claimed to face barriers to participation with a programme such as this, most commonly that it would be difficult for them to find the time and money to participate. They also worried that senior doctors may not buy into them attending; especially if they needed to be given time off to do so. Furthermore, some junior doctors working in the regions felt that the London venue narrowed the appeal and relevance of the conference, given the relative difficulty of getting to and staying in London. 
“It’s hard as well with things like that eating into your study leave – if you’ve got another conference that’s much more relevant to you in your chosen specialty, you’d probably choose to go to that rather than something like this”
(Specialist Training Year 3, Cheshire) 
A number of emotional barriers to participation were also mentioned. For example, the idea of debating policy and changes in clinical practice daunted some, especially medical students, who felt insufficiently experienced to contribute confidently in this type of forum. Other junior doctors assumed that this type of activity was only meant for the most motivated, or those with the most fully formed ideas, which led to them assuming it was not for them. Consequently, there were suggestions that the programme should to some degree be positioned as a means for spreading ideas for good practice.
“They should use it to help spread good practice locally – there should be weekly meetings where junior doctors discuss ideas and the best get communicated up to national level”


(Medical student, Year 5, Bristol) 


Even those who felt able to participate sometimes worried about how any issues they raised might be interpreted by others: they did not want to feel as though they might face negative repercussions if they were construed as having criticised an individual or trust in public. It was suggested that representatives might provide a good intermediary for encouraging participation amongst these individuals. Junior doctors who were acting as Mess Chairs were identified as possible candidates for this, although it was recognised that the role would need development from its current more socially-oriented nature. Beyond this, it was hoped that a communication framework facilitating contact between those at all levels of the hierarchy would enable individuals to express their views, ideally anonymously if they so desired. 
Others found it difficult to overcome their cynicism and believe that their participation would lead either to a positive outcome for them or improved care for patients. Therefore there were suggestions that there should be a more obvious incentive to getting involved, such as clear examples of real change having been instigated as a result of junior doctor participation and/or overt recognition, remuneration or reward for active participation. 
“When I was younger….I would’ve looked at it and thought: interesting, I used to really believe in making change and being quite kind of political and now I feel like a really different kind of person, so when I look at this, I just think: this is words”
(GP Specialist Training Year 3, London)
9.3 Examples of local initiatives involving junior doctors 
There were a number of success stories quoted by junior doctors and local Medical Directors that provided instances of how junior doctors had helped to initiate change in their local areas. 

There was significant evidence of tutors, supervisors/trainers, managers and trusts providing the relevant impetus, support and communication channels to help junior doctors identify and address key patient care issues, for example: 

· Tutors prompting discussion by framing the issues emotively (such as by showing affecting videos of the impact poor patient care can have on individuals)

· Managers asking groups of foundation doctors to choose an issue that they wanted the trust to address and to set out how they would like this to be done 
· Holding pharmacy sessions to highlight issues that had gone wrong in clinical practice

· Providing local champions through whom any issues identified could be cascaded up to the Local Medical Committee. 

There were also cases in which individual junior doctors had initiated change themselves – examples of this included:

· Changing a hospital rota that was felt not to be working effectively 

· Improving accommodation for Armed Forces junior doctors 

· Identifying specific clinical procedures that would lead to better and/or more efficient care, such as ideas for injecting antibiotics into patients’ brains during neurosurgery, the development of a dummy sticker system to prevent the spread of MRSA, writing the date of needle inserts on the tops of dressings to ensure they do not go off, and asking patients who wanted to do so to walk to theatre rather than be wheeled on a trolley 
· Improving handovers by standardising electronic recording systems 

· Junior doctors collectively setting up their own weekly meetings aiming to identify patient care issues and how these could be addressed
· Creating an intranet page dedicated to providing information for duty registrars. 

A significant proportion of the sample expressed an interest in participating in relevant national programmes, such as the Darzi fellowship programme and the Foundation Doctor Advisor programme. Both junior doctors and local Medical Directors felt that it would be useful for more opportunities to be available for junior doctors to work in placements or secondments in NHS national, regional and local bodies. There was also interest expressed amongst junior doctors around being able to access learning opportunities to give junior doctors a better grounding in policy issues. 
“I think DH really have to think that if they want to get junior doctors involved then they really have to open up the doors and ask people to come and get involved –  that might mean people going on secondments to work with them or the DH branching out and encouraging people to work in their regional centres in Manchester or Birmingham…”

(Specialist Training Year 8, Cheshire)
9.4 Common barriers to engagement with local initiatives 

Despite this anecdotal evidence of positive local activity, junior doctors commonly raised a number of barriers to engaging with it. In the first instance, it was thought that the nature of the rotation system, and the short relative length of rotations, could have a number of negative consequences for engagement. For example, some junior doctors talked about avoiding fully engaging with settings that they encountered on rotations, due to the fact that they knew that they would be moving on within six months’ time. This was especially true for those who were not working in a location in which they wanted to stay in the long term. Others assumed that any obvious areas for improvement would have been highlighted by someone else, possibly someone more experienced or senior than themselves, or that six months was not a long enough period within which to be able to understand the setting issues and generate relevant solutions. Even those who did not experience the other barriers could anticipate that six months was not long enough a time frame within which to go through the relevant channels that would be needed to instigate change. 
“I haven’t got involved in anything here because it’s not where I want to be, it’s not where I want to settle my life…Maybe if I was in somewhere I was settled and everything that went on there was going to affect you then maybe I would be more proactive”

(Foundation Year 2, Cheshire)
“I would expect the consultant to pick it up and know. I wouldn’t expect to change it. I wouldn’t have the initiative to go and say: this is how this should be done”

(Medical student Year 3, London)

It was also the case that some junior doctors had had negative experiences when trying to implement change and so were put off from engaging again. A common complaint was that of feeling as though they has not been listened to, whether this was within their teams or within more formal local structures or committees. For example, some had set up meetings with stakeholders or bodies that had not lived up to their commitments, which had led to the junior doctors involved feeling disempowered and unable to act. 
“I’m by default the educational representative for [XXX] – there’s two of us, one of us is a Deanery representative, so there’s a lot of these ‘have your say’ things but a lot of these get cancelled. We were supposed to have loads of meetings with the BMA but they never happened, but I think there are lots of representatives for junior doctors, I’m just not sure we get heard”

(Foundation Year 1, London)
Some junior doctors were also put off by their experiences of trying to push through change. Where no formal channels existed, they felt that achieving anything required exceptional resourcefulness and tenacity. Where formal channels did exist, these were sometimes perceived as bureaucratic, burdensome and long-winded. There were also frustrations expressed by those who had acted to highlight issues and solutions. Some had encountered no action taken on their suggestions and no feedback on why this was. Even those who had been successful had also sometimes received no acknowledgement (public or otherwise) of their efforts.  
“I tried to put some changes to the Board but it was like bashing your head against a brick wall…”

(Specialist Training Year 2, London)
An additional factor that worked to discourage engagement was a perception that any initiative focused purely on junior doctors would fail to capture the wealth of experience of a full range of health professionals. Junior doctors therefore thought that ideally nurses, managers and allied health professionals should all be involved to ensure joined up thinking.  

5.5
Expected development of the Agents for Change programme 

A number of recommendations were made by local Medical Directors and junior doctors relating to future development of the Agents for Change programme – these are as follows: 

· Position the programme as emanating from and being embedded in front line practice, as well as from a national perspective 

· Integrate pre-existing local and regional initiatives into the programme – these could include 

· More consistent and public communication of the results of clinical audits 

· Activity led by individuals or groups, such as tutors, trainers, consultants, local Medical Directors or a combination of these 

· Develop and bring together opportunities to get involved in management and leadership under the Agents for Change umbrella and promote these as such – opportunities of interest included 

· Ad hoc courses or learning opportunities 

· Secondment or placements in 

· DH (regional offices, if possible)

· Relevant associated bodies (for example NICE, the Institute for Innovation and Improvement)

· Regional bodies (for example SHAs)

· Local bodies (for example PCTs/acute trusts)

· Focus on discussion of topics such as the role of junior doctors, their training needs and ideas for service improvement 

· Promote the programme using messages to help overcome junior doctors’ perceived barriers to involvement 

· Use the programme to spread good practice, as well as generate ideas 

· Ensure that channels of communication are in place to aid the flow of two way communication between national, regional and local levels, ideally incorporating the opportunity for 

· Face to face contact with staff at all levels of the hierarchy
· Anonymous communication from junior doctors upwards

· Encourage junior doctor representatives to participate within the process (for example junior doctors acting as Mess Chairs)

· Focus on publication of achievements and/or Agents for Change awards as a reward for participation. 
6.
Junior doctors’ interaction with DH 

This final section explores the issue of junior doctors’ current and desired future interaction with DH.  This subject was probed using a list of possible engagement channels. The idea of establishing a consistent induction pack for junior doctors relating to DH and policy issues was also specifically explored. This was done using two publications (‘A Junior Doctor’s Guide to the NHS’ and ‘NHS Employers Junior Doctors Induction Guide’) and ideas for a possible future induction approach.
 

6.1 Overview of junior doctors’ current and desired future interaction with DH

Junior doctors as a group tended not to be interacting directly with DH. Where junior doctors had received communication from or about DH, this was generally because DH had been quoted in the general media. Some junior doctors had accessed the DH website to find out specific elements of information; however, this tended not to be habitual behaviour and related to them wanting to find out information on a particular specific issue. The exception to this was GPs, who were more likely to be receiving DH emails on a more regular basis and/or accessing information on the DH website online (often after prompting by email). 

“No direct communication [from DH], no, just things you hear from newspapers…”

(Foundation Year 2, Cheshire)
Despite their generally limited amount of current interaction with DH, junior doctors felt that it would be beneficial to both parties if DH began to communicate with them directly and consistently about national/policy initiatives affecting the NHS. Specifically, junior doctors felt that DH was the natural and expected source of this type of information.  

Having said this, junior doctors also felt it to be critical that DH acts to repair and develop their relationship with junior doctors in order to make the latter believe that future engagement will be worthwhile. In real terms this means that DH should acknowledge mistakes that may have been made in the past and focus on ongoing communication of the clear outcomes that directly result from junior doctor engagement. Wherever possible, the focus should be on two way communication between junior doctors and DH/NHS managers.

“They’ve got a lot of ground to cover, due to previous experience, and there is certainly is a feeling that they haven’t reflected, haven’t listened to how things work on the ground, hence the apathy…once you start to put policies in place that are showing that you actually listen to the ground force, then yes, people will see that it’s changing, people are listening and that’s when people are more motivated”

(Foundation Year 2, London)
Given that level of trust and engagement with an information source increases if the provider is known and familiar, the Department should look for as many opportunities as possible for direct, face to face contact between junior doctors and NHS managers of all levels, from national through to local.

Other trusted bodies/intermediaries were felt to provide a useful means of raising awareness of the existence and relevance of DH information about national/policy initiatives affecting the NHS. However, if the relationship between junior doctors and DH is to be improved, it was felt to be critical that DH provides information direct, rather than delegating responsibility for this to others.   

6.2 The provision of a direct DH e-channel 

Junior doctors strongly endorsed the idea of DH providing a direct e-channel but highlighted that this channel would only work in the context of an improved overall relationship as described in section 6.1. 

It was assumed that the e-channel would primarily be used to deliver policy related information in a tailored, accessible fashion. Specifically junior doctors wanted this information to help them understand the NHS; key bodies and individuals who run and head it up; and how the policy developed and implemented by DH relates to them in their day to day work (ideally focusing on policies or initiatives that junior doctors felt were particularly important to them or controversial). It was expected that the e-channel would also provide access to a web page showing policy news relevant for junior doctors. Junior doctors expressed an interest in being able to set up bespoke updates/bulletins, in relation to different levels of training and specialties. Additionally, it was hoped that the website would clearly communicate opportunities for involvement in shaping policy. 

“If there was a decent website with the different specialty links…so it would have policy updates and a primary care link, that was easily accessible…if it had a summary of changes and policy updates and what have you”
(Specialist Training Year 3, Cheshire)
“I would say the most important thing is to make sure that they don’t disseminate irrelevant information, that they tailor the information to the specialty and the level of training by working with Medical Directors, PCTs and practice managers”

(GP Specialist Training Year 3, London)

There were also consistent requests for mechanisms to be set up to develop two way online communication channels. For example, junior doctors suggested that there could be a channel that would enable them to feed policy ideas through to DH (anonymously if desired), participate in policy consultation and engage in discussion with DH and/or other junior doctors, perhaps via forums.

“I think it would be useful to have some way of feeding back about policy, if there was a place to reply on the website…”


(Foundation Year 2, London)

“A question and answer session where students can ask people in the know about where the NHS is going. That would be quite useful…like a forum, somewhere you can go to ask the questions”

(Medical student Year 5, Cheshire)
However, junior doctors felt strongly that there would be risks associated with the development of an e-channel that would need to be taken into consideration if the channel were to truly meet junior doctors’ needs. In the first instance, they thought it would be critical that the e-channel clearly differentiates itself from the other junior doctor related websites that exist at the moment. They generally believed that its positioning should be as a one stop shop for junior doctors on policy issues. It was hoped that communication of the e-channel would give junior doctors good reasons to visit the site that highlight its relevance to them. Junior doctors also wanted to avoid a situation in which any communication of the e-channel overloaded them with information, emails or updates, especially if these were unsolicited, as they felt that this may result in alienating them. 

“There are hundreds of junior doctor websites that crop up across different areas and if the Department of Health could organise a junior doctor website that could organise all this [policy] information and more in one place that would be really useful…a one stop shop”

(GP Specialist Training Year 3, London)
Finally, they thought that if the aim of DH is to encourage junior doctor engagement with and involvement in policy, it would be important that DH demonstrates through the e-channel that it is listening to junior doctors, understands their issues, has collected their ideas and is acting on these where appropriate. If not, there was a fear that negative perceptions of DH not listening to staff and imposing policy would be perpetuated and compounded. 

6.3
Use of other communication channels and formats in engaging junior doctors with DH 
Face to face interaction 

Junior doctors consistently felt that face to face interaction was the strongest of all communication channels, due to the fact that it is highly engaging, has the potential to strongly motivate and galvanise an audience, proves the commitment of the speaker and provides the opportunity for two way communication. This type of interaction was thought to work best when the individuals are known to and/or respected by junior doctors. 

“If someone comes to speak to you face to face, you think it’s more important, if they’ve bothered to come rather than sending out an email”

(Medical student Year 3, London)
Junior doctors believed that face to face channels would be an important part of the communication mix in engaging them with DH. They felt that all junior doctors should have at least some personal experience of meeting senior members of the health service (such as local Medical Directors) who are passionate about quality of care and efficiency, and that this could involve them giving talks or hosting discussions on relevant topics. Ideally they also wanted these sessions to provide an opportunity for direct two way communication with the relevant DH representatives. It was hoped that this channel would be used on an ongoing basis throughout the training period. 

Emails/bulletins

There was recognition of the importance of email as a channel, given the fact that it can target individuals specifically and provide instant links to relevant information. However, junior doctors commonly complained of being deluged by emails and overloaded by information. This was seen as a particular problem by those working in hospitals who were not sitting at a desk or who did not have ready access to a computer during the day. 

“Email, I think you get bombarded with 70,000 things you don’t even read”

(Foundation Year 2, London)
Given the perceived benefits of emails and bulletins, junior doctors were open to these being used in this context. However, junior doctors felt that in order to retain cut through and relevance, any emails or bulletins used would need to:

· Be used as a means of supporting other communication channels (for example as a follow up to face to face contact)

· Be tailored to the individual 

· Be professionally executed 
· Allow access to detailed information from headlines 

· Allow the recipient some control over the receipt, whether by opting in to receipt, frequency of receipt and/or some aspect of the content 

· Somehow support two way communication if desired by the recipient.  
“It [provision of emails/bulletins] is a good idea in theory, so long as it’s not bombarded with lots of token emails…it’s a good way of getting hold of us”

(GP Specialist Year 2, Cheshire) 

Magazines/journals 

Junior doctors were generally positive about the information provided by magazines and journals, as they tended to be engaging with these on the basis of perceived relevance to them. They often talked about these being well promoted to junior doctors and highly accessible. The potentially long term nature of the relationship that junior doctors have with magazines and journals also means that there is an opportunity for information to be introduced and reinforced over a sustained period of time. However, many junior doctors reported not reading magazines or journals regularly, especially when they were at their busiest. There were also accounts of them having let membership lapse at key points in their career, for example on qualification. 

“The GMC send us magazines…I only tend to read things that seem important and that doesn’t happen very often”

(GP Specialist Training Year 3, London)

Generally junior doctors thought that the main opportunity that magazines and journals provide would be in highlighting to them the relevance of key policy issues, signposting readers to further detail on these issues and/or alerting them to the existence of the DH e-channel. 

Websites 

As for magazines and journals, junior doctors were positive about information being accessible online, due to the relative ease and convenience of accessing these types of sources. Junior doctors could feel strongly attached to the online sources that they were frequently using, for example the Deanery websites for foundation doctors and the Royal College websites for those in specialist training. Junior doctors tended to feel that these types of websites should be exploited to maximise access to the DH e-channel, for example by enabling users to link straight through from the website to the e-channel. They believed that this type of provision would clearly communicate the existence and relevance of the e-channel to junior doctors. 
“Royal College websites are an important place where people tend to go so they could put things there…put the signposts in places junior doctors already access”

(Specialist Training Year 5, Cheshire)

Conferences/seminars 
A small minority of junior doctors within the research had attended conferences or seminars focusing on particular work related issues. They felt that the main benefits of these are that they provide a highly engaging opportunity to focus on a particular issue, and a new set of people with whom to learn about and generate new ideas. Within this, it was assumed that this type of channel would be appropriate for mobilising the most interested and motivated junior doctors. However, the main issue associated with these types of forums was felt to be their resource intensive nature and the need to gain buy in from senior staff if junior doctors are to attend. 

“I think the problem is finding the time and having your consultants and the people you work for understand that if you say: I want to do this for the day, you know, it’s not frowned upon, you can go”

(Foundation Year 1, Cheshire) 

In this context, junior doctors thought that ideally those attending conferences and seminars on this topic should be encouraged to cascade their experiences of the event to those they work with, so as to increase the impact of the interaction as far as possible. 
Induction pack 

A consistent format for an induction pack aiming to introduce junior doctors to DH and the structure of the NHS was cautiously welcomed. Junior doctors generally endorsed the publication ‘A Junior Doctor’s Guide to the NHS’. There was some prior awareness of this document and, once focusing on it, all junior doctors felt that its existence is helpful and its execution good. Specifically, junior doctors tended to notice that it had been written by doctors and this was widely appreciated. 
Having said this, it was the case that junior doctors who had seen ‘A Junior Doctor’s Guide to the NHS’ had not necessarily read it. These individuals tended to say that because they had received the booklet in a relatively unsolicited manner, they had not recognised the relevance of the information to them. Additionally, their initial impression of the document was that it comprised a great deal of information that they felt they would not have time to read and digest, especially given the lack of direct relevance they perceived it as having to their role. This leads to the conclusion that the pack needs to be clearly positioned as a reference guide, with its contents introduced in bite sized chunks, at a number of different points throughout the training process, so that junior doctors are encouraged to engage with the information on an ongoing basis and hence digest it appropriately. 
“These leaflets are good but it’s not realistic for the contents to be introduced in a big block – on its own it would be too boring – it needs to be mixed up with your training and thinking about your future career”
(Medical student Year 5, Bristol)

Exposure to the document tended to trigger requests for more information on wider structures, such as how the social care system relates to the NHS, and also local structures, such as how acute trusts and PCTs work. However, perhaps it would be appropriate to signpost junior doctors to this type of information at a point at which this is relevant in their training, rather than overwhelm them in the context of a general induction pack. 

“It’s not just the health service, it’s social care as well...how the DH fits in with the wider economy of healthcare is important”

(Specialist Training Year 8, Cheshire)
7.
Implications for future communication strategy 
The following table draws together the actions suggested throughout the report, relating them to key strategic objectives.  

	Objective 
	Supporting actions 

	Establish national branding and communication framework 
	Group all activity under the DH banner 



	
	Build a communication framework that encompasses all the key national, regional and local points of communication 

· Enabling communications to flow up and down quickly and easily 
· Encouraging face to face contact with staff at all levels of the hierarchy 

· Encouraging two way communication 

· Providing the facility for anonymous feedback



	Establish a national figurehead 
	Use the NHS Medical Director to 
· Personify DH as clinically involved, personable, approachable and empathetic 

· Communicate that DH values junior doctors’ input and to do this in a high profile/visible manner 
· Inspire junior doctors to get involved in shaping change 

· Create buy in amongst local Medical Directors 

· Ensure that messages and actions are aligned at a national, local and regional level


	
	Establish an elected junior doctor team to support the NHS Medical Director (ideally who are – or who are chosen by – junior doctors)


	Establish local/regional figureheads 
	Develop local Medical Directors’ role so they have as much contact as possible with junior doctors, encouraging local Medical Directors to 
· Make contact with junior doctors from medical school onwards 

· Communicate the existence of national involvement initiatives 

· Collaborate with junior doctors in shaping policy 

· Acknowledge and communicate successful ideas publicly (e.g. clinical audit ideas)


	
	Establish two way communication routes between:

· Local Medical Directors & junior doctors, e.g. 

· Using junior doctor representatives (such as junior doctors acting as Mess Chairs)
· Including informal networking or discussion of issues within any contact local Medical Directors have with junior doctors  

· Introducing Quality and Efficiency meetings as a key focus for engagement 

· Local Medical Directors, SHA Medical Directors and the NHS Medical Director 



	
	Empower local Medical Directors to determine the direction of local activity and influence medical school curricula/local structures/initiatives as they are able/see fit 


	Establish the junior doctors Agents for Change programme within DH
	Position the programme as 

· Emanating from and being embedded in front line practice, as well as from a national perspective 

· Spreading good practice, as well as generating new ideas 



	
	Integrate pre-existing local and regional initiatives into the programme, e.g. 

· Consistent communication of the results of clinical audits

· Any local or regional activity led by individuals or groups 



	
	Develop the programme to cover a broader range of topics, e.g. the role of junior doctors, their training needs and ideas for service improvement


	
	Promote the programme to overcome the perceived barriers to involvement: emphasise the relevance of policy, that involvement makes a difference and that everyone can be involved 



	
	Communicate the programme via a separate section on the DH website
· Publicising latest policy news

· Communicating how junior doctors have influenced change 
· Communicating policy information clearly, providing detail via headlines
· Including the opportunity to discuss issues/post views/ideas 
· Pooling all leadership and management opportunities (e.g. learning opportunities and/or secondment/placements)



	
	Develop and publicise Agents for Change awards



	
	Focus on publication of achievements as a reward for participation 


	
	Promote the programme through key partners and trusted sources/websites for junior doctors



	
	Ensure the continued involvement of key local/regional Medical Directors and the NHS Medical Director 


	Increase junior doctors’ identification and empathy with ‘management’
	Exploit opportunities for face to face contact between junior doctors and ‘management’ at key points within junior doctor training 


	Develop inductions that include interaction with local Medical Directors and  provide information on DH/NHS and the structures in place to allow junior doctors to effect change – ensuring that these are integrated into junior doctors’ training programmes 

	Focus activity on
· Start of Year 1/end of Year 5 at medical school
· Start of Foundation Year 1
· Foundation Year 2 non-clinical module
· Beginning of specialist training programmes

· Before first senior post
· Inductions on an ongoing basis 


	
	Stress the importance of the junior doctor role, that it is junior doctors’ responsibility to be involved and deliver high quality, efficient care, that views will be valued and acted on   



	
	Adapt induction content to maximise the relevance at each stage in terms of level of training/focus of interest 



	
	Promote Agents for Change 



	
	Promote leadership/management opportunities and junior doctor representative roles 



	Raise awareness and promote these initiatives on an ongoing basis 
	Consider the development of online magazines/bulletins tailored to the needs of junior doctors by stage in training



	
	Develop and promote seminars/conferences/events to support idea generation and dissemination 



IV
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10. Letters introducing the research 

10.1 Junior doctors 
[image: image1.jpg]Qm Department

of Health

February 2010 Department of Health
Skipton House
80 London road
London SE1 6LH

Dear Sir/Madam,
Research project among junior doctors and medical students

The Department of Health is conscious of the need to engage and communicate
effectively with junior doctors and medical students, so that the medical
professionals of the future are best placed to shape and develop the health
senvice. It has therefore commissioned research to understand how it could best
dothis.

We would very much appreciate your paticipation in this study. The research
will comprise paired face to face nterviews lasting approximately one hour, and
we wil arrange a fime and place convenient for you.

The research is being carried out by thepeoplepartnership, an independent
market research company. thepeoplepartnership is a member of the Market
Research Society and is bound by their code of conduct (for further details
please visit win. mrs.org.uk).

Al esponses are kept completely confidential, and the Department will not
know anyone's answers. Any personal details (for example names and
addresses) wil be kept confidential, held securely and will not be used for any.
purpose beyond this specific project

thepeopleparinership will contact you over the nextfew days to ask if you are
able to help with this project. If you have any questions in the meantime, please
contact Christine Roberts at the Department of Health on 0207 972 5270 or
‘email christine roberts@dh asi gov.uk

1do hope that you will be able to help with this important research project.

Yours faitully,
Ganshine Kaus

Christine Roberts
Research manager
Communications Directorate

Direct line: 0207 872 2570
Emal address: christine.roberts@ah.gsi gov.uk




10.2 Medical Directors 
Department of Health

Skipton House

80 London Road

February 2010 





London SE1 6LH

Dear XXX
Research project about junior doctors and medical students

The Department of Health is conscious of the need to engage and communicate with junior doctors and medical students positively and effectively, so that the medical professionals of the future are best placed to shape and develop our health service.   It has therefore commissioned research to understand how it could best do this.

We consider your perspective, as a Medical Director in the NHS, as being key to understanding this issue. We are interested in finding out your views on what could be done to strengthen engagement between the Department and junior doctors and medical students. More specifically, we are interested in any role you think it would be appropriate for Medical Directors to play in enhancing the engagement of these groups.  As part of this project we are also interviewing a sample of junior doctors and medical students.

The research will comprise an interview lasting approximately 45 minutes, at a time and place convenient to you. Ideally this would be conducted within working hours, however we would be happy to arrange a time outside working hours if that would suit you better. 

The research is being carried out by thepeoplepartnership, an independent market research company. thepeoplepartnership is a member of the Market Research Society and is bound by their code of conduct (for further details please visit www.mrs.org.uk). 
All responses are kept completely confidential and the Department will not know anyone’s answers. Any personal details (for example names and addresses) will be kept confidential, held securely and will not used for any purpose beyond this specific project. 

thepeoplepartnership will contact you over the next few days to ask if you are able to help with this project. If you have any questions in the meantime, please contact Christine Roberts at Department of Health on 0207 972 5270 or email christine.roberts@dh.gsi.gov.uk. 

Yours sincerely,


Christine Roberts

Research Manager

Communications Directorate

Direct line:  0207 972 5270

Email address: christine.roberts@dh.gsi.gov.uk

11. Recruitment questionnaire
Q1. Have you ever taken part in a group discussion or in an interview? 

Yes /___/

No /___/

If yes, what was it about?

_______________________________________________________

If subject close to the research: CLOSE
When was it? 

_______________________________________________________

If less than 6 months: CLOSE
CLOSE IF THE SUBJECT WAS RELATED TO THE RESEARCH TOPIC AND/OR IF THE INDIVIDUAL PARTICIPATED IN QUALITATIVE RESEARCH LESS THAN SIX MONTHS AGO
Q.2 Could you confirm that you are training to qualify as a doctor? 
Yes /___/

No /___/ CLOSE
ALL MUST BE TRAINING AS A DOCTOR – ALL MUST BE A JUNIOR DOCTOR OR MEDICAL STUDENT. CLOSE IF THIS IS NOT THE CASE 
Q.3 Which area of the country are you training in at the moment?

…………………………………………………………………………………………………………..

PLEASE SPREAD ALL DEPTHS EVENLY ACROSS LONDON, BIRMINGHAM, BRISTOL AND CHESHIRE

Q.4 Could you tell me precisely at what stage of your training you are? 

Medical student Year 1 



[   ] CLOSE 
Medical student Year 2 



[   ] CLOSE 
Medical student Year 3



[   ] Go to Q5
Medical student Year 4 



[   ] Go to Q5
Medical student Year 5 



[   ] Go to Q5
Medical student Year 6 



[   ] CLOSE 
Foundation Year 1 




[   ] Go to Q5
Foundation Year 2




[   ] Go to Q5

Specialist Training Year 1 



[   ] Go to Q6a
Specialist Training Year 2



[   ] Go to Q6a
Specialist Training Year 3 



[   ] Go to Q6a
Specialist Training Year 4 



[   ] Go to Q6a
Specialist Training Year 5 



[   ] Go to Q6a
Specialist Training Year 6 



[   ] Go to Q6a
Specialist Training Year 7



[   ] Go to Q6a
Specialist Training Year 8



[   ] Go to Q6a

Other (please state):…………………………………..
[   ] CLOSE
PAIRED DEPTHS 1-3

ALL TO BE AT FOUNDATION YEAR 1 

PAIRED DEPTHS 4-6 

ALL TO BE AT FOUNDATION YEAR 2 

PAIRED DEPTHS 7-16 

ALL TO BE AT SPECIALIST TRAINING YEARS 1-8

PLEASE REPRESENT A RANGE OF YEARS 1-8 ACROSS/WITHIN PAIRED DEPTHS – PARTICIPANTS IN EACH PAIRED DEPTH DO NOT HAVE TO BE IN THE SAME YEAR

PLEASE NOTE THAT DIFFERENT SPECIALIST TRAINING PROGRAMMES LAST DIFFERENT PERIODS OF TIME

PAIRED DEPTH 17

BOTH TO BE MEDICAL STUDENTS IN YEAR 3 

PAIRED DEPTH 18 

BOTH TO BE MEDICAL STUDENTS IN YEAR 4 

PAIRED DEPTHS 19 & 20 

ALL TO BE MEDICAL STUDENTS IN YEAR 5

Q.5 Please can you tell me in what type of placement you are working at the moment and where this is? 

………………………………………………………………………………………………………
………………………………………………………………………………………………………
PAIRED DEPTHS 1-6 

PLEASE REPRESENT THOSE WORKING IN A MIX OF DIFFERENT TYPES OF PLACEMENTS, INCLUDING REPRESENTATION OF THOSE WORKING IN GP PLACEMENTS. PARTICIPANTS IN EACH PAIRED DEPTH DO NOT HAVE TO BE WORKING IN THE SAME TYPE OF PLACEMENT. PLEASE REPRESENT THOSE CURRENTLY WORKING IN A RANGE OF DIFFERENT HOSPITALS/PRACTICES ACROSS URBAN/SUBURBAN/RURAL LOCATIONS 

GO TO Q.7

PAIRED DEPTHS 17-20

PLEASE REPRESENT THOSE WORKING IN A MIX OF DIFFERENT TYPES OF PLACEMENTS, INCLUDING REPRESENTATION OF THOSE WORKING IN GP PLACEMENTS. PARTICIPANTS IN EACH PAIRED DEPTH DO NOT HAVE TO BE WORKING IN THE SAME TYPE OF PLACEMENT.

PLEASE ALSO REPRESENT THOSE CURRENTLY WORKING IN A RANGE OF DIFFERENT HOSPITALS/PRACTICES ACROSS URBAN/SUBURBAN/RURAL LOCATIONS 

GO TO Q.7

Q.6a Which Specialist Training Programme are you on? 
Surgery 







[   ]

Medicine 







[   ] 
A&E








[   ]

Paediatrics 







[   ]

Obstetrics & Gynaecology 





[   ]

Psychiatry 







[   ]

Anaesthetics 







[   ]
GP








[   ] 
Other (please state):…………………………………………………..
[   ] CLOSE 
PAIRED DEPTHS 7-12 

PLEASE REPRESENT ACROSS/WITHIN THE PAIRED DEPTHS A RANGE OF DIFFERENT SPECIALIST TRAINING PROGRAMMES, AS PER THOSE LISTED ABOVE, BUT NOT INCLUDING JUNIOR DOCTORS ON THE GP SPECIALIST TRAINING PROGRAMME (AS THESE ARE COVERED BY DEPTHS 13-16)

PARTICIPANTS IN EACH PAIRED DEPTH DO NOT HAVE TO BE ON THE SAME SPECIALIST TRAINING PROGRAMME

PLEASE DO NOT RECRUIT THOSE ON TRAINING PROGRAMMES OTHER THAN THOSE LISTED ABOVE

PAIRED DEPTHS 13-16

ALL TO BE ON THE GP TRAINING PROGRAMME 

PLEASE REPRESENT AT LEAST 2 PARTICIPANTS ACROSS THE DEPTH INTERVIEWS ON EACH YEAR OF THE GP TRAINING PROGRAMME (i.e. YEARS 1-3)

PARTICIPANTS IN EACH PAIRED DEPTH DO NOT HAVE TO BE IN THE SAME YEAR

Q.6b Please can you tell me where you have completed the different placements that you have been on during your Specialist Training programme, including the type of placement you are on at the moment? 

………………………………………………………………………………………………………
………………………………………………………………………………………………………
PAIRED DEPTHS 7-12
PLEASE REPRESENT THOSE HAVING COMPLETED PLACEMENTS IN A RANGE OF DIFFERENT HOSPITALS/PRACTICES AND WITHIN THIS PLEASE ENSURE REPRESENTATION OF THOSE HAVING BEEN ON PLACEMENTS IN RURAL LOCATIONS 

PLEASE ALSO REPRESENT THOSE CURRENTLY WORKING IN A RANGE OF DIFFERENT HOSPITALS/PRACTICES ACROSS URBAN/SUBURBAN/RURAL LOCATIONS 

PAIRED DEPTHS 13-16

PLEASE ENSURE THAT ALL HAVE COMPLETED AT LEAST ONE TRAINING PLACEMENT IN A GP PRACTICE AND WITHIN THIS PLEASE ENSURE REPRESENTATION OF THOSE HAVING EXPERIENCED RURAL GP PRACTICE PLACEMENTS 

PLEASE ALSO REPRESENT THOSE CURRENTLY WORKING IN A RANGE OF DIFFERENT HOSPITALS/PRACTICES ACROSS URBAN/SUBURBAN/RURAL LOCATIONS 
Q.6c Can I confirm that you are currently working full time and, specifically, that you are not working part time or job sharing?
I am currently working full time


[   ]

I am currently working part time or job sharing 
[   ] CLOSE

PAIRED DEPTHS 7-16 
ALL TO BE WORKING FULL TIME – CLOSE IF THIS IS NOT THE CASE 
Q.7  Which of these ethnic groups do you consider yourself as belonging to? 

White – 

British 




[   ] 
Irish 





[   ] 
European 




[   ] 
Eastern European 



[   ] 
Other white background 


[   ] 

Mixed – 

White and Caribbean


[   ]

White and Black African 


[   ]

White and Asian 



[   ]

  
 

Any other Mixed background 

[   ]
 

Asian or Asian British – 

Indian





[   ] 
Pakistani 




[   ] 
Bangladeshi 




[   ] 
Southern Asian 



[   ] 

Any other Asian background 

[   ]


Black or Black British – 

Caribbean 




[   ] 
Black African 



[   ] 
Any other Black background 

[   ]


Chinese 





[   ] 
Other 






[   ]

PLEASE ENSURE THAT ACROSS THE SAMPLE OVERALL, AT LEAST 12 PARTICIPANTS ARE FROM BLACK AND MINORITY ETHNIC GROUPS 
Q.8 Do members of your family or close friends work/used to work in any of the following professions or occupations?
	
	YES
	NO

	AN ADVERTISING AGENCY OR PUBLIC RELATIONS COMPANY
	CLOSE
	

	MARKETING OR MARKET RESEARCH COMPANY
	CLOSE
	

	JOURNALISM/  PRESS
	CLOSE
	


** IF YES TO ANY ABOVE, PLEASE CLOSE INTERVIEW**

Q.9 GENDER

MALE


[   ]

FEMALE

[   ]

PLEASE ENSURE THAT ACROSS THE SAMPLE OVERALL, HALF ARE MEN AND HALF ARE WOMEN (i.e. 20 MEN AND 20 WOMEN OVERALL)

PLEASE PROVIDE A MIX OF SINGLE GENDER AND MIXED GENDER PAIRED DEPTHS 
	RESPONDENT NAME


	

	ADDRESS 1


	

	ADDRESS 2


	

	ADDRESS 3


	

	POSTCODE


	

	HOME NUMBER


	

	MOBILE NUMBER


	

	WORK NUMBER


	

	EMAIL ADDRESS


	

	RECRUITER NAME 


	


12. Discussion guides 

12.1 Junior doctors 
Introductions

Interviewer introduces themselves and the fact that they work for an independent market research agency called thepeoplepartnership – they will also provide reassurance at this point that all responses will be confidential

Interviewer introduces the objective of the research, namely to understand how to engage junior doctors effectively with DH and policy initiatives affecting the NHS 

Each participant to briefly summarise the different types of placements/settings they have experienced to provide a context for discussion    

Trusted sources of advice and information  

What/who are/have been their sources/channels of advice/information on policy/strategic information relating to the NHS throughout their training to date and how these have evolved/developed over time: first spontaneous and then prompted – see stimulus 4.1 (ensure full exploration of digital channels at this point)

Which are their most trusted sources for this type of information – for each trusted source: 

· How did they first become engaged with this source

· Why is this source trusted/what learning can be taken from this source in developing sources of advice/information for junior doctors going forward.      

Discuss whether there are any sources they specifically distrust and, if so, why this is

Relationship with DH/awareness of DH policy initiatives affecting the 
NHS 
Their overall thoughts/feelings about DH and awareness of policy initiatives affecting the NHS – draw what they associate with DH and then discuss key associations/words/images/colours/perceptions (explore to what extent they see DH as being different from the NHS) – what/who have influenced these thoughts/feelings and how (for example consultants, MMC etc) – summary of triggers and barriers to greater engagement 

Talk through their relationship with DH/awareness of policy initiatives affecting the NHS – their first point of contact with/communication about DH/policy initiatives affecting the NHS and the frequency/nature of contact since

Do they feel they clearly understand their role as junior doctors and where they fit in, do they feel that DH effectively encourages this, do they feel DH communicates how junior doctors fit in; do they feel they clearly understand the changes the Government is making to the NHS and do they feel that DH effectively communicates this – reasons

Do they feel they have a role to play in helping to shape change in the NHS and, if so, what is this/what is their stake in policy; indeed do they care about policy affecting the NHS – if so, what makes them care about it and why – if not, why is this and what would be likely to overcome barriers to engagement with policy 
Current sources of advice/information about DH/NHS/policy initiatives  affecting the NHS 
What sources of advice/information are they aware of which relate to DH/NHS/ policy initiatives affecting the NHS – what are/have been the strengths/ weaknesses of each

Spontaneous/prompted awareness of/responses to each of following – see stimulus 4.2a: for each, awareness/responses/usefulness/level of trust and reasons

Thinking about both sources and channels – ideas for how DH could engage them going forward (in general and specifically with reference to communication), to increase their levels of engagement/proactive involvement with DH/NHS/policy initiatives affecting the NHS in general and the quality/efficiency agenda in particular

Summary of the extent to which, in their experience, inductions have covered the broader aims of DH/the NHS and perceptions of how relevant this is at induction stage

Responses to the possible introduction of an induction pack (see stimulus 4.2b) – explore perceptions of the role of this, when it would ideally be introduced and how it could be optimised (if relevant)

Future relationship with DH/engagement with policy initiatives 
affecting the NHS 

How could the established most trusted sources of advice/information, discussed earlier, and/or the learning from these, be best employed to help optimise junior doctors’ relationships with DH and policy initiatives affecting the NHS    
 Who do they feel speaks for them at the moment (if anyone); who would they like to speak on their behalf in an ideal world in relation to policy issues affecting the NHS

Who do they aspire to be like, what type of person would be a good professional role model for them, what attributes would a DH leader need to have in order to inspire junior doctors to engage with and contribute to NHS initiatives, specifically those related to increased quality and efficiency, going forward; can they think of any examples of excellent leadership from DH or elsewhere 
Do they feel that they have a role to play in increasing quality and efficiency – if so, how would they want to communicate their ideas on this, do they feel there is an effective way they could do this that currently exists  – why/why not

Future development of initiatives to improve junior doctors’ relationships with DH/engagement with policy initiatives affecting the NHS 

a.
NHS Medical Director
Spontaneous awareness/perceptions of the existence of an NHS Medical Director and their role; have they had any contact with/communication from the NHS Medical Director and what do they think of this 

Prompted responses to the role of the NHS Medical Director – show summary job description stimulus 4.3    

Initial reactions; responses to the fact that the Medical Director is an active clinician – to what extent is this important, ideas for how best the NHS Medical Director can become a figurehead for DH and communication about policy initiatives affecting the NHS to junior doctors, and how best interest/buy in can be created – opportunities that should be exploited and barriers to overcome; expected channels/frequency of communication and focus of topics from the NHS Medical Director to junior doctors, and back from junior doctors to the NHS Medical Director; specific feedback on the optimal relationship between the NHS Medical Director and DH 

Prompted responses to Professor Sir Bruce Keogh – show picture/video clip stimulus 4.3          

Probe awareness/perceptions of Professor Sir Bruce Keogh; any additional learning for taking the role of NHS Medical Director forward as a figurehead for junior doctors 

b.
Agents for Change programme 

Spontaneous knowledge/understanding of the Agents for Change brand/ programme and experiences of it and/or views on its appeal (refer to stimulus 4.4 to explain the programme for those with low awareness)

Explore whether they would like to get more involved in creating change in their clinical service and/or developing leadership skills – if so, how this would best be supported; if not, how they could be encouraged to get more involved 

c.
Local Medical Directors

Spontaneous awareness/perceptions of the existence of a local Medical Director for their Trust, and awareness of who they are; have they had any contact with/ communication from their local Medical Director and what do they think of this 

Prompted responses to the role of the local Medical Director – show summary job description stimulus 4.5 (probe as for NHS Medical Director) plus specific feedback on 

· What active role they can envisage being played by local Medical Directors 

· How might the Medical Director encourage junior doctors’ involvement 

· How interested they are in meeting the Medical Director as part of their induction and, if so, how ideally they would want this to be set up 

· Do they feel that the Medical Director is the most appropriate person for them to take ideas for improvement to and reasons – if not, who would be more appropriate and why 

Explore further channel ideas to encourage better engagement between DH and junior doctors, with particular focus on e-channels

Expose range of possible channels – show stimulus 4.6. For each channel, discuss whether/how this might be used to engage junior doctors with policy initiatives involving the NHS 

Specifically focusing on e-channel options – show stimulus 4.7. For each, explore responses and how they might be optimised  

Summary

How could DH engage junior doctors more effectively with policy concerning the NHS and specifically the quality and efficiency agenda

Key successes to date

Key barriers to overcome and how best this would be done, in terms of what DH could do, how DH could work with other key organisations, and what channels would be best for reaching junior doctors 

12.2 Medical Directors 

Introductions

Interviewer introduces themselves and the fact that they work for an independent market research agency called thepeoplepartnership – they will also provide reassurance at this point that all responses will be confidential

Interviewer introduces the objective of the research, namely to understand how to engage junior doctors more effectively with DH and policy initiatives affecting the NHS 

Local Medical Director current job role and the nature/extent of their contact with junior doctors  

Description of their role as local Medical Director, how long they have been in the role, what their expectations of the role were before they were in post – how does the reality of the role match with those initial expectations 

Briefly explore their understanding of/perspective on the current quality and productivity challenge at the moment and what the key local issues are in their Trust 

What is the nature/frequency of their current contact with junior doctors, how they currently engage/communicate with junior doctors (if at all) 

How would they characterise their current relationship with junior doctors and reasons – and how do they perceive junior doctors as relating to them and why this is 

How satisfied in general are they in terms of their engagement with junior doctors, exploring whether they have had any experience of success in this regard, as well as what they think are the biggest difficulties in doing this, why this is and how any issues could be overcome 

Perceptions of junior doctors’ relationship with DH/awareness of DH 
policy initiatives affecting the NHS 
(Cover as appropriate for each individual Medical Director, depending on their current levels of knowledge about/interaction with junior doctors)

What do they perceive to be junior doctors’ levels of awareness of and thoughts/ feelings about DH and policy initiatives affecting the NHS

What/who have had most influence on these thoughts/feelings and how (for example, MMC, consultants etc). Specifically, what influence do they think they have themselves and how do they think this could best be marshalled 

How would they summarise the key triggers and barriers to greater junior doctor engagement with DH/policy initiatives affecting the NHS  

What do they feel are junior doctors’ main sources of advice/information in relation to DH/NHS/policy initiatives affecting the NHS – and what do they perceive to be the strengths/weaknesses of each

Future relationship of junior doctors with DH/engagement with policy initiatives affecting the NHS 

What role do they believe that junior doctors can play in the quality and efficiency agenda and ideally what would they like to engage with junior doctors about in relation to this 

What role do they think they as Medical Directors should play in the future in relation to engaging junior doctors and reasons – if this is different from now:

· What is stopping this from happening and how could this be overcome

· And/or what would enable this to happen 

What relationship do they think they should ideally have with junior doctors in the future and how should they be communicating with junior doctors 

Specifically, what do they think local Medical Directors could be doing to motivate junior doctors to engage with DH policy affecting the NHS – do they have any ideas for local initiatives to aid the engagement of junior doctors 

Overall awareness of the post of the NHS Medical Director and their current interaction with this (if relevant) – refer to stimulus 4.3. Explore responses to the idea of the NHS Medical Director becoming a figurehead for junior doctors to identify with, in order to help engage junior doctors with DH/policy initiatives affecting the NHS; how they feel the role of local Medical Director would ideally fit with that of the NHS Medical Director with regard to achieving junior doctor engagement

Spontaneous knowledge/understanding of the Agents for Change programme, experiences of it and/or views on its appeal to junior doctors – suggestions for further development of the Agents for Change programme in terms of: topics/approach/promotion

Awareness and perceptions of any other specific initiatives/events, such as the Medical Directors conference in November 2010, designed to debate the role of the local Medical Director – see stimulus 4.8        

Personal responses and perceived appeal/relevance to junior doctors of developing the clinical audit so that all feedback is pooled and communicated back    

How other sources of advice/information could best be employed to help optimise junior doctors’ relationships with DH and policy initiatives affecting the NHS     
Summary

What role could/should local Medical Directors play in encouraging the engagement of junior doctors with DH policy affecting the NHS, specifically the quality/efficiency agenda – what are the barriers to this (if any) and how these can be overcome 

Specifically how DH could help local Medical Directors to better utilise junior doctors in relation to this agenda 

What role the NHS Medical Director could play and how this might interact with local Medical Directors 

13. Stimulus materials 

4.1
Trusted sources of advice and information

· Medical school

· Deaneries

· PCT or 

· NHS/Hospital Trust 

· Department of Health 

· General Medical Council

· Consultants

· Peers

· Medical Directors (local and national)

· Professional bodies/associations, such as BMA, BAMM/BAMMbino

· Magazines/websites, such as BMJ, Junior Dr

· Email communications, such as Medical Directors’ Bulletin

4.2a
Current sources of advice/information from DH about the NHS and policy initiatives affecting the NHS  

· A Junior Doctor’s guide to the NHS 
http://group.bmj.com/group/affinity-and-society-publishing/NHS%20Guide.pdf 
· NHS Employers Junior Doctors Induction Guide http://www.nhsemployers.org/SiteCollectionDocuments/Junior%20doctor%202009%20final.pdf 
4.2b
Possible induction approach 
· Induction for new doctors including 

· A junior doctor’s guide to the NHS 

· Explanation of DH and the NHS 

· Introduction to the NHS Medical Director 

· Guidance on how to get involved in shaping change in the NHS 
13.1 NHS Medical Director

Summary job description

The position of NHS Medical Director commenced in November 2007.
It is an operational role with responsibility for clinical quality, safety and strategy; this includes the medicines supply chain into the UK, including policy relating to drugs, pharmacy and the pharmaceutical industry. 
The role has oversight of funding and work programmes of NICE, the National Patient Safety Agency, and Medical Education England. 
The job holder is also Deputy CMO.
The current NHS Medical Director

Professor Sir Bruce Keogh
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Video clip: http://www.connectingforhealth.nhs.uk/systemsandservices/capability/health/hidcurriculum/keogh
4.4
Junior doctors: Agents for Change programme

· Inaugural conference in June 2009 aiming to:

· Raise awareness of patient safety issues 

· Discuss ways to overcome barriers to change 

· Bridge the gap between senior clinicians and junior doctors

· Enable junior doctors to share their experiences and develop and implement solutions to address patient safety issues

· Partners collaborating to run the event were: 

· National Patient Safety Agency 

· Department of Health 

· British Medical Journal 

· BAMMbino.

· Two follow-up conferences will be held in 2010 as a result of positive feedback from the conferences – the first will focus on patient safety and the second on productivity

· Conferences are promoted through the BMJ, are free and will also be streamed

4.5
Local Medical Directors

Summary job description

The Medical Director is the most senior doctor in the Trust, responsible for the leadership and management of professional issues associated with the medical workforce and the services provided by doctors. This includes all relevant operational, developmental and strategic matters. The job holder is an Executive Director of the Trust and contributes to the strategic leadership and direction of the Trust

4.6
Possible engagement channels/formats 
· Website 

· Email 

· Magazines/journals 

· Conferences/seminars 

· Bulletins/newsletters 

· Face to face briefings 

4.7
E-channel options 

· Single email address throughout their career 

· Centralised personnel records

· Webpage with the latest DH/NHS news tailored to them 

4.8
Medical Directors’ Conference November 2010
This will include a debate between Medical Directors and junior doctors about how to develop the role of local Medical Directors in order to help engagement of junior doctors with DH and policy initiatives affecting the NHS, specifically relating to the quality and efficiency agenda.  
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� This was prompted using a list of possible sources – please see section IV.4.1 for details of the list used. 


� Please see section IV.4.3 for details of the stimulus materials used. 


� Please see section IV.4.5 for details of the stimulus materials used. 


� See section IV.4.4 for more details of the stimulus materials used (both for local Medical Directors and junior doctors).


� See sections IV.4.2, 4.6 and 4.7 for more details of the stimulus materials used (within this how to access both of the publications referred to).
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