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ABSTRACT – An electronic survey was used to assess perceptions
of the disruption caused by the August transition and explore
support for possible solutions. In total, 763 responses from mem-
bers and fellows of the Royal College of Physicians of Edinburgh
and the Society of Acute Medicine were received. The majority
perceived the August transition to have a negative impact on
patient care (93.1%), patient safety (90.4%) and training (57.8%)
for a period of up to one month. In total 680/737 respondents
wished to shift away from a single changeover day, with strong
support for a staggered changeover by grade. Changes to consul-
tant working practices were felt to be beneficial, especially the
cancellation of outpatient clinics (75%) and the restriction of
leave (69.9%). Further use of shadowing (74.1%) and online
induction (37%) was supported. This paper concludes that there
is a high degree of support for structured change to the current
provisions for junior doctor changeover. 
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Introduction

August has historically been the start date for pre-registration
medical trainees in the UK. The resulting changeover of an esti-
mated 50,000 doctors on the first Wednesday in August has long
led to concerns about patient safety, as well as the effective func-
tioning of hospitals as a whole. The concern that junior doctor
changeover represents a period of instability and poor safety is
not confined to the UK, with the ‘July phenomenon’,1 that is the
increased propensity for errors made by new junior staff, being
the subject of perennial worry in the USA.

For all the interest, the evidence to support such concerns was,
until very recently, patchy. Although studies repeatedly failed to
find a statistically increased risk of mortality, trends were still
detected towards increased surgical complication rates,2 anaes-
thetic errors,3 increased length of stay and higher utilisation of
services early in the academic year.4,5 In 2005, a highly detailed

study of over 700 US teaching hospitals demonstrated a small
relative increase in mortality early in the academic year.5 This
finding was confirmed in the work of Jen et al, who used hos-
pital episode statistics to retrospectively examine cohorts of
emergency admissions in England between 2000 and 2008.6

Patients admitted on the first Wednesday in August, the tradi-
tional changeover day in the UK, were found to have a higher
early death rate than those patients admitted on the previous
Wednesday. This effect was more pronounced for those with a
primary medical diagnosis.

The finding of increased mortality in the UK during the
August transition parallels the deepening disquiet induced by
successive reforms of junior doctor working and training, such
as the European Working Time Directive and Modernising
Medical Careers, and the conclusions of recent reports by
Tooke7 and Collins,8 which suggest that junior doctors are
unprepared for the rigors of pre-registration work.

This survey sought to explore the views of doctors in the UK
on the impact of junior doctor changeover on patient safety and
hospital functioning and to assess the level of support for the
different options that have been proposed to improve patient
care, reduce inefficiency and provide a better experience for
junior doctors.

Methods

The survey was conducted using a 19-item online questionnaire,
constructed by a Royal College of Physicians of Edinburgh
(RCPE) working group and revised by the RCPE Council. A
hyperlink to the survey was sent out by email to 3,784 RCPE 
fellows and members resident in the UK, and to approximately
600 Society of Acute Medicine (SAM) medical members in mid-
December 2009. A reminder was sent after two weeks and the
survey closed after five weeks. The results were collated by a
senior fellow of the RCPE.

Results

The survey received 763 responses (estimated response from
both organizations ~20%); distribution by grade is shown in 
Fig 1. The majority of respondents (82.7%) were working in
specialties which traditionally contribute heavily to the care of
emergency medical admissions (Fig 2). In total, 125/721 respon-
dents indicated that their specialty was in other disciplines,
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including paediatrics (1.5%), palliative care (1.5%) and psychi-
atry (0.4%). Respondents were primarily from Scotland (38.9%)
and the North of England (27.2%); the remaining respondents
were relatively equally spread among the other UK deaneries
(2.2–5.7%) with the exceptions of Oxford (1.1%) and Kent,
Surrey and Sussex (0.8%).

Impact of transition

Of respondents, 93.3% estimated that 50–100% of the trainees
at their hospital changed over on the same day, with over 90%
rating the impact on patient care and patient safety as negative
(Fig 3). The impact was considered to be less on outpatient
clinics and training. The effects on all aspects of care and
training were felt to last for up to one month (Fig 4). Of respon-
dents, 35.3% reported that their institutions cancelled outpa-

tient clinics or day case procedures. In total, 32.6% responded
that no additional cover was provided in their institution; where
cover was arranged, this was primarily provided by consultant
(62.1%) and staff grade (35.5%) doctors.

Changeover

Attitudes towards timing of transition are indicated in Fig 5.
Only 7.7% of respondents felt that changeover should continue
to take place on a single day.

Shadowing

Of all respondents, 84.5% believed that shadowing was either
‘very effective’ (29.6%) or ‘effective’ (54.9%) as a means of
induction. Half of all respondents reported that the current rec-
ommended time for shadowing prior to commencing work is
one to two weeks, with 10.5% reporting shadowing placements
of four or more weeks. Of respondents, 74.1% felt that shad-
owing should be used further to aid induction.

Changes to consultant practice

Changes in consultant work practices that were perceived as
being beneficial are outlined in Fig 6. In total, 75% of respon-
dents thought that cancellation of outpatient clinics was helpful,
as was cancellation of day case procedures and restriction of
leave for senior staff.

Use of online induction

Of respondents, 26.3% reported that their deanery used an
online induction programme. Of those using this facility, 50.9%
rated the induction as ‘very effective’ (1.8%) or ‘effective’
(49.1%), with 49.1% rating it as ‘ineffective’ or ‘very ineffective’.
In total, 50.2% described the balance of their induction pro-
gramme as a ‘balance of clinical/non-clinical’, with 5.1%
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describing it as ‘mainly clinical’. Thirty-seven per cent thought
that further use of online induction would be beneficial.

Discussion

There was almost a universal perception that the August transi-
tion compromises patient safety and patient care, with inade-
quate measures in place at the local level to support junior staff
in their induction or to ensure clinical safety. As one respondent
summarised, ‘August is always a nightmare’. Two strong themes
emerged with regard to change: structured change to the system,
at national and institutional levels and better preparation of
medical students for the transition, both by medical schools and
employing institutions. Concomitantly, there was enthusiasm
for consultant medical staff not only facilitating, but leading any
such changes.

Of the solutions posited for structured changes, moving to a
staggered transition by grade received most support, with over
80% responding favourably, with a preference for the
changeover to occur by grade over a period of a month. Less
than 10% wished to retain a single changeover day, but this was
qualified as only being viable with staggered induction, stronger
clinical leadership and clearer cover arrangements. Although
there is no published evidence, several countries, including
Australia and New Zealand, have a long tradition of staggered
changeovers. And, although the question was not directly asked,
the virtually unanimous view of the comments was that the
transition should be moved out of August entirely, thus elimi-
nating conflict with holiday periods.

Although there was majority support for the reorganisation of
consultant duties, the comments highlighted the limited utility
of using consultant staff to pick up the ‘clinical slack’ generated

by the absence of junior staff. By contrast, the
literature points to an alternative role for con-
sultants during this difficult period by pro-
viding direct support and advice to vulnerable
junior staff. The frustrations and anxiety of the
transition can be ameliorated by rapid integra-
tion of juniors into teams, clear delineation of
roles and early constructive feedback from
senior colleagues.9–11 While the temptation
may be to use consultant staff to fill gaps left in
the rota or save costs on locum staff, there is a
much stronger case to be made for clear and
consistent clinical leadership in the early part
of the transition.

With regard to the better preparedness of
medical students, shadowing was strongly sup-
ported by respondents, who also advocated for
longer periods of shadowing, rather than just
the first one or two days of the August transi-
tion week. This strongly mirrors the views of
medical students and junior doctors, who
almost uniformly find shadowing to be more
useful than the taught curriculum with regard
to preparing for the real world of clinical prac-
tice,10 particularly when the shadowing is
undertaken in the hospital where they later
work as a house officer or when the student is
allowed to effectively function as a junior
doctor, rather than just clerking patients.9–11

Despite the General Medical Council (GMC)
making shadowing a requirement of the final
year of medical school,12 only a minority do so
in their place of later employment.11 The GMC
also recommends that shadowing students
should be ‘protected’ from the ‘business’ of
being a junior doctor, which the evidence sug-
gests may be counterproductive.

Respondents were ambivalent about the utility
of induction programmes. The comments from
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the survey were predominantly critical of the ability of induction
programmes to prepare junior staff for work, citing a lack of infor-
mation tailored for medical staff. This corresponds with research
findings that junior staff highly prize pragmatic information10 and
that longer, clinically-orientated inductions (of one to two weeks)
seem to have a lasting effect on consolidating team structures.13

Respondents also complained about institutional issues relating to
induction, such as poor organisation, lack of timeliness and diffi-
culty in engaging multiple hospital departments. The grey litera-
ture supports the notion that online induction is attractive to
junior staff14 and, anecdotally, it is easier to administer. However,
the comments from the survey cited the high level of mandatory
content, the inflexibility and lack of uniformity of many online
tracking packages as barriers to their better use. Given the ubiquity
of induction, this suggests that there is ample opportunity for 

well-constructed research and the need for better programme
evaluation.

Free-text comments have not been reported in detail. These,
however, highlighted the complexity of the issues of junior
staffing and recent changes to training. Concerns were repeatedly
expressed about the problems created by having a single entry
point into training, with many citing difficulties in recruiting and
retaining registrars in locum posts and others expressing anxiety
about patient safety, continuity of care and the provision of ade-
quate registrar induction. Several respondents indicated that their
trusts provided little corporate induction, and others that even the
better programmes were often rushed or poorly organised. The
overall consensus was that the institutions involved in facilitating
the transition all suffered from ‘corporate amnesia’, resulting in
the need to ‘start from scratch’ every year.

Limitations

Due to the construct of the study there was a
relatively disproportionate response from
acute physicians to the survey. This likely
reflects a good response from members of
SAM. However, as acute physicians are increas-
ingly responsible not only for the acute take,
but the accompanying out-of-hours rostering
of junior staff, they are well placed to comment
on the disruption caused to the care of the
unwell medical patient by the transition.

Conclusion

There is a clear and pressing need for planned
change. The evidence for deterioration in the
quality of patient care during the August transi-
tion is mounting and the opinions expressed in
this survey point to a system in urgent need of
reform. This has been acknowledged at the
national level, with the establishment of a
Transition Group by Medical Education
England and the Medical Schools Council. The
question remains as to the timeliness and thor-
oughness of any proposed reforms. The results
of the survey would suggest that the key would
be to move to a staggered transition period in
any month other than August. Ideally, such a
change should also mandate longer contracts,
with pre-registration doctors being paid for at
least a full week of shadowing and induction.
This would have cost implications at a time of
budgetary restraint, but this would be balanced
by less disruption to service and safer patient
care. In the meantime, hospitals need to
approach the August transition as a ‘whole hos-
pital’ problem, rather than as one that can be
fixed by consultants taking over the duties of
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junior doctors. There should be more emphasis on the provision
of high quality induction, ideally shaped to the needs of local ser-
vices. There is an argument for the provision of national accredi-
tation of aspects of mandatory training specifically tailored to
junior doctors, such as information governance, and to provide
this via alternatives to face-to-face lectures (eg online, DVD, pod-
cast).

While other authors have pointed to more complex, local
solutions for ensuring patient safety at the time of transition,15

the evidence suggests those options supported by the survey
would have a positive impact on patient safety, hospital func-
tioning and staff satisfaction. The doctors surveyed have indi-
cated that not only is there an appetite for change, but the desire
to enthusiastically lead and support it. All that is lacking now is
the political will.
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