
84 © Royal College of Physicians 2020. All rights reserved.

RESEARCH LETTER  Future Healthcare Journal 2020 Vol 7, No 1: 84–5

          EDUCATION AND TRAINING      The bleep experience: preparing 
new doctors for on-call shifts 

      Authors:      Alan M     Greenstein    A        and    Muniswamy     Hemavathi    B   

 KEYWORDS:     Simulation  ,   education  ,   postgraduate      

  Background 

 Every August, hundreds of foundation year 1 (FY1) doctors begin 

work in the NHS, with working out-of-hours being one of the most 

challenging aspects. To ensure a smooth change-over, all hospitals 

in the UK have locally planned compulsory induction periods. 

They range from 5–10 days, involving shadowing, orientation 

and lectures, however there are no formal requirements to utilise 

simulation. 

 The following report evaluates an immersive on-call simulation that 

was developed and delivered as part of a hospital’s FY1 induction 

programme in August 2018.  In situ  simulation is the gold standard 

for simulation activities due to increased psychological fidelity which, 

rather than technical fidelity, is crucial to learning transfer; hence 

this was the basis of this programme.  1   The goal was to improve 

orientation and confidence with technical and non-technical skills 

associated with on-calls. There is some published evidence of 

simulated on-calls, however these are aimed at students and have 

evaluated generalised on-call confidence rather than specific skills.  2,3    

  Methods 

 Twenty-eight new FY1 doctors underwent a 2.5 hour on-call 

 in situ  simulation during their induction week which required 

one consultant and six foundation year 2 doctors to facilitate. 

The simulation ran three times throughout the day with 8–10 

participants in each session. The tasks (see supplementary 

material S1), mirroring real cases, were designed to include 

common on-call duties allowing the participants the opportunity 

to practice prioritising their workload. The simulation utilised 

bleeps, actors, high-fidelity technology (SimMan), simulated 

seniors and realistic patient notes. Following a briefing on the 

hospital and provision of simulated seniors, the participants, 

working in pairs, were given a handover which linked to some 

of the tasks to start their shift. The simulated registrar carried a 
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bleep and was able to act as the surgical or medical registrar as 

needed .  A timetable (see supplementary material S2) was used 

to coordinate the bleeping to prevent congestion at each task. 

After each simulation, the participants underwent a 45-minute 

group debrief, using a constructivist model to facilitate participant 

reflections alongside a tutorial format covering the tasks. 

 Participants were invited to complete three questionnaires (pre-

simulation, post simulation and at 1-month follow-up) to evaluate 

the simulation and their confidence in specific technical and non-

technical skills. Surveys were linked with a code-word to maintain 

anonymity and any incomplete surveys were excluded. Confidence 

was assessed with a typical 5 point Likert scale increasing from 1 

(strongly disagree) to 5 (strongly agree). The median confidence 

was measured to assess improvements or regressions as a cohort. 

The mode was utilised if the median fell between two values.  

  Results 

 Six participants failed to provide complete surveys, so 22 survey 

sets were analysed. The 1-month follow-up was completed 

on average at 6 weeks (range 4–10 weeks). The feedback was 

positive, with all participants stating it was a realistic experience 

that assisted with their orientation to the hospital. While we 

ran the simulation in pairs to ease apprehension, the feedback 

indicated the participants would prefer to work as individuals. 

 The survey results concerning confidence in technical, non-technical 

and prescribing skills are shown in Table  1 . Overall confidence 

improved post simulation for skills concerning prioritisation, giving 

phone advice, all prescribing topics and all technical skills surveyed. 

At follow-up, confidence further increased for prescribing warfarin, 

managing high international normalised ratios (INRs) and falls, but 

regressed for prescribing palliative medications.   

  Discussion 

 Participants reported a high baseline confidence for recognising 

limits indicating this may be taught well at undergraduate level, or 

the participants might generally have been unconscious to their 

potentially lower level of competence. At follow-up, confidence 

further improved for prescribing warfarin, managing high INRs and 

falls. The baseline confidence for these skills was poor which may 

highlight a deficiency of undergraduate education due to poor 

exposure. Furthermore, experiential learning may be necessary for 

skills with this level of complexity. Confidence in prescribing palliative 

medications was the only skill to regress at follow-up after initially 

improving. Compared with other skills, it’s probably less frequently 
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 Table 1.      Results for confidence in non-technical, 
prescribing and technical skills pre- and post 
simulation and at 1-month follow-up. Values refer to 

a Likert scale of increasing confidence from 1–5.  

  Pre-
simulation  

 Post 
simulation  

 1-month 
follow-up  

 Non-technical skills 

 Prioritising jobs

   Median 3 4 4

   Mode 3 4 4

  Phone advice 

   Median 2 3/4 4

   Mode 2 4 4

  Recognising limits and escalation 

   Median 4 4 4

   Mode 4 4 4

 Prescribing skills 

  Rx analgesia 

   Median 2 4 4

   Mode 2 4 4

  Rx warfarin 

   Median 2 3 3/4

   Mode 2 3 4

  Rx palliative 

   Median 2 4 3

   Mode 2 4 3

  Rx fluids 

   Median 3 4 4

   Mode 3 4 4

 Technical skills 

  Mx high INR 

   Median 2 3 4

   Mode 2 3 4

  Mx hyperkalaemia 

   Median 3 4 4

   Mode 3 4 4

  Mx fall 

   Median 2 3 4

   Mode 2 3 4

  Death certification 

   Median 2 3/4 4

   Mode 2 4 4

  Mx sepsis 

   Median 3 4 4

   Mode 4 4 4

   INR  =  international normalised ratio; Mx  =  managing; Rx  =  prescribing.   
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encountered; hence this regression may be due to a lack of practice 

and consolidation which is known to cause skill decay .   4   

 A drawback of our study was the small number of participants which 

precluded any statistical analysis. The data evaluated subjective 

confidence which does not necessarily translate into competence. 

Without objective measurable outcomes, for example adherence to 

guidelines or practical skills, evaluating competency is difficult and 

ultimately subjective. Likert scales were used which have drawbacks, 

including a tendency to punt for the middle value, however our 

data doesn’t appear to be subject to this. Furthermore, the intervals 

between each value cannot be assumed to be equal. To overcome this, 

the mode was analysed if the median fell between two values. 

 A further crucial component for learning transfer from 

simulations is effective debriefings.  5   From our general experiences, 

we encourage facilitators to become comfortable with a 

constructivist-based debriefing approach, as used here, to avoid 

use of Pendleton’s approach to feedback.  

  Conclusion 

 This simulation received positive feedback and improved 

confidence in many core skills associated with on-calls while 

orienting new doctors. Hence, we feel this type of  in situ  simulation 

needs local adaptation but should be included in the induction 

programme for all new FY1 doctors. ■  
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  Supplementary material 

 Additional supplementary material may be found in the online 

version of this article at  www.rcpjournals.org:  

 S1 – Tasks 

 S2 – Timetable.     
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