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Introduction

Both hospital and General Practice can be great training environments for junior doctors, who can experience health care with a range of chronic and acute medical conditions. Working across two environments also has its challenges, when taking place in fraught and rapidly changing workplace, which is the modern NHS. The Broadening the Foundation Programme(1) initiative has aimed to encourage training away from purely hospital environments. In an attempt to equip the doctors of the future, integrated training placements are encouraged, but have not yet flourished since traditional models of care persist in the vast majority of NHS services. Workforce transformation, in the medical setting, has been difficult to get off the ground. 
The LIFT programme run by Health Education England (HEE) North West office aims to connect several such integrated placements in a coherent programme and this paper outlines some of the important considerations. There is no element of LIFT which is new to Foundation training – General Practitioners (GPs) as educational supervisors, FY1s in general practice, integrated hospital/community placements and ‘unbanded’ tracks already existed before LIFT. It is their combination in LIFT which is original. This provides rich possibilities for learning, but also carries risk. The hospital services will increasingly have no choice but to understand and work with integrated Foundation placements.
This guidance document is not intended to be exhaustive, but covers many of the common questions relating to the LIFT format, which have arisen in practice.

General considerations

The specification for trainers in hospital and primary care, drafted before LIFT started, are ambitious (Appendices 1-3). As well as longitudinal aspects of learning, there are elements of practice more akin to apprenticeship   – with guaranteed time with trainers – which may be unusual for hospital-based trainees at this level. We anticipated that our most junior trainees in primary care, might feel isolated from their peers more than their counterparts in the hospital. 
Since LIFT is new, many trainees had little knowledge of it prior to taking up their posts. Most have said they would have liked more information, at what is a particularly daunting time of change for them. Guidance documents are available on the HEE (North West office) web site (2) and in the national recruitment process. Nevertheless, for whatever reason, many trainees have said enough information was not available. We therefore ask that all Foundation Programmes have clear information available to trainees during the FPAS process, particularly around on call duties in their placements.  
On call/Out of Hours work
Whilst having no out of hours (OOH) work makes timetabling simpler, it is not popular with most trainees. Nearly all of the early negative feedback from trainees, amongst all the positive comments, was around OOH working – or rather lack of it in three out of five LIFT sites. First placements in non-acute settings, say in psychiatry or pathology, have always fostered fears in trainees about undertraining in acute skills. Whilst the perception is real and understandable, experience suggests it is a temporary phenomenon and that trainees quickly catch their peers in what is, after all, a two-year programme. Any lack of OOH working reinforces these concerns amongst affected LIFT trainees, about acquisition of acute competencies.

OOH, and its associated payment (‘banding’ as it was called), has always been a Trust issue. HEE has never had a view on the presence or absence of OOH work in a Foundation programme, as long as curriculum competencies are delivered. The availability of OOH work is dependent on the service requirements and the availability of resources, since Trusts fund this. HEE has, however, always promoted equitable sharing of banding amongst Foundation training tracks.

OOH working is not a General Medical Council (GMC) requirement for Foundation training and never has been, even in past Pre Registration House Officer days. The GMC require programmes only to deliver the Foundation curriculum and not what time of day it is delivered.   Naturally, many would argue that hospitals at night give a different type of experience than during the day. Lack of immediate supervision, with the requirement to stretch skills in prioritisation and decision-making are often stated as desirable elements of OOH work. This also carries risks with patient safety (and that of staff) which must always be a top priority. Foundation trainees, as should we all, should only undertake work which they are either competent in, or are learning competence under supervision. Different rates of pay for LIFT jobs with and without OOH also contribute to the negative feedback.

There are different methods of Programmes addressing the trainees’ concerns. As a broad generalisation, these are expressed in likely order of preference for most trainees.
(1) Include all the LIFT trainees in the standard on call at the same frequency as the other F1s. If the OOH thus provided duties displace a GP session or sessions then they must replace those GP sessions instead of hospital duties at some other time.

(2) Split the OOH work of the ‘source’ training track into two and give half the on call to each LIFT trainee. If the OOH thus provided duties displace a GP session or sessions then they must replace those GP sessions instead of hospital duties at some other time.

(3) Have no regular rostered OOH work, but allow LIFT trainees to internally cover ad hoc OOH shifts in their appropriate departments. Such activity is commonplace and, indeed, necessary for every Trust for service provision.

(4) Have no OOH work, at least in FY1, and counsel the trainees about the HEE, GMC and financial issues discussed above, given the two year duration of Foundation training. 

Any of the above approaches are more likely to be acceptable to trainees if the training tracks are formulated with good representation of placements which deliver acute care skills, such as emergency medicine, acute medical units or critical care.  With the new trainee doctor contract, ‘banding’ is an old term that will not apply - jobs are 40 hours per week with basic pay or whether they have out of hours duties which are paid pro rata. This may well make it easier for OOH work to be rostered in by Trusts.

The advice, therefore, is to provide OOH work for LIFT trainees wherever possible. Whatever the configuration of the job, accurate information should be provided for trainees in time for the national recruitment process. 
  
Weekly timetable

Clearly, written work schedules and timetables are essential.  The co-ordination of work across primary and secondary care is a challenging task. Hospital rota co-ordinators may particularly struggle with multiple, complex and competing demands on them. 

Typically, general practices are smaller outfits than hospital units, with less flexibility in trainer time. 

It may be better to have a larger practice with multiple LIFT trainees attached to maximise the timetabling options, when fitting with hospital units. Early (and subsequent) meetings with the postgraduate team, GP and hospital trainers are advised to foster a team approach and address timetabling detail.
Primary Care

Assuming full time working, three sessions per week (on average) are spent in primary care and seven in the hospital, one of which is the weekly set teaching programme. Of the three sessions per week spent in the practice, at least one is a conventional surgery with the designated trainer available for supervision, briefing and feedback. The rest are flexible, the intention being that the trainee maintains contact with the practice’s panel of patients in some form. Also they may be able to pursue interests within the theme of the placement e.g. minor surgery. Multi-professional activities are encouraged. Some of this time may be used to follow visit their patients in hospital or in other clinics. 
Timetables can be flexible and need not be identical week on week. One session may usefully be rostered with other LIFT trainees in the practice, if this fits in with operational requirements. One hour face-to-face time with the trainer per week is required and is not usually difficult to arrange in primary care. All off site placements should facilitate attendance at the weekly teaching programme, to allow an ‘action learning set’ approach and reduce feelings of isolation. Workplace-based assessments should be performed in both environments.
Where feasible practices as close to the acute hospital site as possible should be chosen, to minimise travelling problems on the one day of the week when split site working is inevitable. Typically, the 3:7 sessional split means 1.5 days in primary care and 3.5 days in secondary care – this allows an arrangement where only one journey between sites per week is necessary. HEE provides travel expenses for the use of Foundation trainees in primary care, which helps in some cases e.g. if the trainee cannot drive. If necessary, an alternating 4:6 and 2:8 weekly sessional split can be used, maintaining total overall time in either place, but minimising travel between sites on any one day, where geography is difficult.
Hospital

Assuming full time working seven sessions per week should be spent on the acute site, one of which represents the formal teaching programme, as per School policy (2). The weekly timetable should facilitate learning and  minimise educationally unproductive tasks - at least two of the six weekly sessions in hospital should be where the trainer can reasonably be expected to be present e.g. operating theatre sessions, endoscopy lists, ward rounds. There should be at least one hour per week face to face discussion time with the hospital trainer. The above specification has caused occasional concerns of ‘favouritism’, expressed by non-LIFT trainees when this occurs. In fact, the specification should be provided for all appropriate Foundation placements, but are less often fulfilled. Workplace-based assessments should be done in both environments.
A pseudo ‘job-share’ between two LIFT trainees in parallel tracks has many advantages. They can share good practice and each can be timetabled to be at the hospital when another is in primary care, to enhance continuity. This also allows a constant presence in the hospital unit from at least one of the LIFT trainees when it is necessary for operational reasons, say when a surgical team always does a business round early every weekday morning.  Timetabling a handover for the LIFT trainees with their peers is good practice, before and after time away from the hospital unit.
Team working
Working across two sites has the potential to compromise the feeling of being part of a team in either of them. Every effort should be made by both teams to include LIFT trainees in team meetings and other departmental activities.  Early feedback suggests that LIFT trainees have more difficulty finding their place in hospital teams compared to the practice, despite their spending twice as much time there and spending more time there than ‘less than full time’  (LTFT) trainees, which have not caused the same degree of unsettling as some early LIFT posts. Differences in job content, such as OOH and educationally unproductive tasks, between LIFT and non-LIFT trainees should be minimised. Where one group is felt to be disadvantaged, raising them all to the level of the best would be the desired approach. Continuity of care should be helped, where possible, by handover and elements of job-sharing and timetabling described above. 

Trainer and Trust considerations

To maximise the benefit of integrated Foundation placements it is essential to foster ownership amongst hospital teams. In difficult working conditions, the urgent drives out the important and this can lead to resistance to LIFT from busy colleagues, focussed on their task in hand. The long-term benefits of LIFT and other integrated placements may be accepted by Trust Chief Executives and Medical Directors, but postgraduate teams (Foundation Programme Directors, Foundation Programme Administrators, Medical Education Managers, Directors of Medical Education) have more difficulty convincing some hospital trainers and rota managers. This can lead to resistance from rota masters, who if asked to choose between LIFT and normal training formats, would prefer conventional trainees every time. Similar issues are seen with 50% or 60% LTFT trainees. Similarly, some hospital trainers may have negative feelings about ‘losing’ trainees for three sessions in a week, and some will be more negative about community experience. Negative feelings from trainers cause negative (and unconstructive) feelings amongst trainees. Early experience suggests, on the whole, GP trainers are positive about the LIFT concept.
Buy-in from trainers and organisations is therefore, key in maximising the benefit of LIFT. This includes managers, rota masters and Human Resource colleagues as well trainers and board members.  Early buy-in from GP and hospital colleagues pays dividends with practical problems around timetabling. 
When formulating tracks, it is important to consider the speciality of the hospital placements and the suitability for the LIFT format. Excessively burdensome posts tend not to feedback well for LIFT, probably because they exacerbate the trainees’ continuity and inequality issues discussed above. Because the LIFT format uses six instead of five placements, plus primary care, more variety in speciality is possible and in keeping with the ethos of Foundation training. Some of the best feedback comes from trainees who are not in traditional service placements.
LIFT ‘bullet point’ summary
· Integrated placements are specified in Broadening the Foundation Programme
· Trusts must produce accurate information about placements, particularly out of hours duties

· Primary care and hospital administrators, managers and trainers should be consulted for buy-in, planning and timetabling
· Choose hospital placements carefully for trainer buy-in to avoid negative briefing of trainees

· Every effort needs to be made to make LIFT trainees integral to the hospital part of the placement

· The GMC do not require out of hours duties for Foundation curriculum delivery

· Health Education England has no say in whether out of hours duties are included in placements

· Many trainees value out of hours duties and feedback will be improved if they are included

· Trusts must provide clear, written weekly timetables

· Smaller units have less flexibility and timetabling may have to be scheduled around them
· One third of scheduled sessions should be with trainers supervising.
· Multidisciplinary activities and following the patient journey are to be encouraged.

· If hospital on call duties mean missing GP time, this can be ‘paid back’ at another time

· If a 3:7 GP:hospital weekly sessional split is problematic an alternating 4:6 and 2:8 split is permissible.
· One hour ‘one-to-one’ discussion with the trainer must be provided each week in both environments
· Workplace-based assessments should be performed in both environments.

· Practices as close to the acute hospital site as possible should be chosen, to minimise travelling.
· HEE provides travel expenses for the use of Foundation trainees in primary care.
· A pseudo ‘job-share’ between two LIFT trainees in parallel tracks has many advantages
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Appendix 1 
Guidance for programme directors 
Longitudinal Integrated Foundation Training Pathway

	 Community Setting
	Ongoing Themes
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(consolidated by the  LEP Foundation Teaching Program)

1 session per week
	Hospital Setting 

4 month themed placements 

6 clinical sessions per week

	2 year community based placement in a General 

Practise setting (named GP as Educational Supervisor )

3 sessions per week
	 
	Internal Medicine

	
	      NHS values
	Surgery

	
	     Patient safety
	Emergency Medicine

	
	     Leadership
	Mental Health

	
	     Quality improvement
	Women’s Health

	
	Professional self-regulation and personal development
	Child Health


Appendix 2 
Guidance for general practice trainers included…

Primary Care placement specification

The primary care environment and trainers will be pivotal to the success of LIFT. Since there are elements of both educational and clinical supervision required of the GP trainer, the normal trainer’s grant will be doubled for the duration of the pilot. Each LIFT trainee will be in the primary care setting three sessions per week. All the usual conventions of Foundation training will apply, however LIFT has some additional features.

Foundation Trainees as part of LIFT will:-

Be expected to have a placement-specific induction and orientation to HEE standards
Be allocated to a named GP educational supervisor who will be responsible for their progression within the Foundation Programme Curriculum during their placement, including the required assessment criteria set out by the Annual Review of Competence Progression (ARCP).

For Horus purposes the GP trainer will be the named ES and a supplementary CS. The hospital trainer will be the main CS (including for Horus purposes).

Be provided with an individual timetable by the practice to support augmentation of community learning themes and specific training needs for the Foundation doctor (See appendix 1 for example, support from HENW will be given for this).

Have at least one of the three weekly sessions engaged in duties where the community based Clinical Supervisor can reasonably be expected to be present e.g. GP surgeries, minor procedure sessions. 

Be timetabled flexibly in the other two primary care sessions. These may be with GPs, professions allied to medicine, practice meetings or following the patient along different parts of the care pathway. 

Be timetabled to have at least one hour per week face to face discussion time with the GP supervisor. 

Attend the formal Foundation teaching program at the host Trust. 

Appendix 3 
Guidance for hospital trainers included…

Hospital placement specification

The LIFT trainees will be present in one hospital placement for six sessions per week. Each placement will be of four month duration and be themed to the community placement (see appendix 2 below). All the usual conventions of Foundation training apply, however LIFT has some additional features.

Foundation Trainees as part of LIFT will:-

Be expected to have a placement-specific induction and orientation, to HENW standards

Be allocated to a named CS who will be responsible for their progression within the Foundation Programme Curriculum during their placement including the required assessment criteria set out by the Annual Review of Competence Progression (ARCP).

Have a named hospital trainer who will be the main CS for Horus purposes. For Horus purposes the GP trainer will be the named ES and a secondary CS. 

Be provided with an individual timetable by the CS to support augmentation of community learning themes and specific training needs for the Foundation doctor (See appendix 1 for examples).

Have at least two of the six weekly sessions engaged in duties where the CS can reasonably be expected to be present e.g. operating theatre sessions, endoscopy lists, ward rounds. 

Be timetabled to have at least one hour per week face to face discussion time with the CS.

Attend the formal Foundation teaching program at the host Trust. 



