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Introduction

The BMA strongly supports the Working Time Regulations (WTR) and the related “SiMAP”

and “Jaeger” judgements. Their introduction has reduced fatigue among doctors and

improved the safety of both patients and doctors. The days of habitual 100 hour weeks for

junior doctors are, thankfully, behind us and we would not, under any circumstances, want

to see a return to the problems of the past.

However, we recognise that implementing the WTR has brought new challenges. Complex,

intense and anti-social rotas have become increasingly common, and concerns have been

expressed that the implementation of WTR has not worked well in some places. Some rotas

still cause fatigue and this can impact on patient and doctor safety. Concerns have also been

expressed about some reduction in training opportunities. 

We believe that many of the concerns that have been expressed about the negative impact

of the WTR are linked to poor implementation and poor leadership at a local and national

level. Better implementation and stronger leadership within the framework of 

the current WTR is required.  
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1. Have you or your organisation encountered any problems
relating to the Working Time Regulations and, if so, around
what issue in particular?

The BMA regularly asks doctors for their views on working hours. In addition to its

ongoing cohort study,1 the BMA conducted two major surveys on working

arrangements in 20082 and 2010.3 The feedback4 we received after the initial phase of

the junior doctor contract negotiation focused heavily on working hours and their

impact on patient safety, doctors’ safety and wellbeing, and training.

Although the WTR applies to all doctors, GPs, consultants, staff grade, associate

specialist and specialty doctors rarely report significant or sustained problems with

implementation, although there is still some confusion about the calculation and

timing of compensatory rest, particularly as it applies to doctors in secondary care.

Although the BMA fully supports the concept of compensatory rest, concerns exist

over its interpretation and application. Consultants, when on-call, are often called for

relatively short periods but their sleep can often be disrupted for considerably longer

than the duration of the telephone consultation. For example, a consultant may be

called at 2am, 3.30am and 5am for 5 minutes at a time and may only be offered 15

minutes compensatory rest as a result when clearly the vast majority of their sleeping

time has been disrupted. Compensatory rest must properly recognise the impact of

short periods of work on rest.

Medical academics and other groups of doctors with multiple employers also face a

lack of clarity about how WTR apply to the commitment they have to more than one

employer. In the case of medical academics, university employers argue that the WTR

do not apply in the academic sector as academics are in control of their own hours. 

Junior doctors are the group most affected by long hours, fatigue, and complex

implementation of the WTR. In addition, a number of specialty doctors continue to

work on the same rotas and face a number of the same problems. While the WTR

have undoubtedly improved the situation, junior doctors have consistently expressed

concern about the impact that long, intense and irregular shifts have on patient

safety, doctors’ own safety, and on training. 

Safety of patients and doctors

It is clear from studies in the US, UK and other countries, that fatigue can impair 

the performance of doctors and can have a negative impact on the safety of patients

and doctors. 
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In 2010, the BMA’s Board of Science produced a report entitled ‘Health effects of

working unsocial hours and shift work’5 which examined the impact working unsocial

hours can have on health. It concluded that shorter sleep duration and/or poor sleep

quality could have a significant impact on health. 

A summary of research on the impact of fatigue on doctors can be found in the

literature review of the 2012 GMC report ‘The Impact of the Working Time

Regulations on Medical Education and Training’,6 and the BMA concurs with the

conclusions of this report.

There are two key factors that drive fatigue among doctors in the UK. One is long

working hours over short periods, for example one to two weeks. The other is shorter,

but more intense and anti-social, rotas which often only allow a short recovery time

between shifts. 

The GMC report concludes7 that: 

“Fatigue is generally associated with deficits in cognitive abilities and psychomotor

skills (e.g. memory, attention, simulator performance), as well as negative

consequences for patient safety (e.g. clinical errors, diagnostic mistakes), personal

safety (e.g. injury at work, vehicle accidents), and wellbeing (cardiovascular

problems, burnout).”

“Reduction of working hours has positive effects on fatigue and related variables in

many cases, but not always. It is important to recognise the role of different work

patterns and schedules, as fatigue is also affected by, for example, the number of

consecutive days or nights worked, the length of intervals between shifts, and the

timing of shifts (day/evening/night).“ 

The average number of hours that doctors work has come down dramatically since

the introduction of the Working Time Regulations. The BMA believes that this has, 

on the whole, improved safety within the NHS. In the BMA’s 2010 survey of junior

doctors,8 30 per cent of respondents indicated that compliance with a maximum 

48 hour week had had a positive effect on their personal health and safety, 

compared to 18.3 per cent who indicated it had had a negative effect. 

However, as the GMC report also notes, different working patterns may have

introduced other risks. For example, long hours have not been eliminated entirely.

Working hours for doctors working on shifts is dependent on how the rota is organised

and averaging 48 hours over a reference period of 26 weeks does not preclude doctors

from working long hours in short sustained bursts followed by a period where they are
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relatively inactive. Because of this, many junior doctors still report that the fatigue that

comes from long working hours is a problem, particularly when working multiple night

shifts. For example, in 2013 one junior doctor told the BMA:9

“Night working needs more controls in order to keep doctors safe. I can manage a

run of intense 13 hour night shifts in a busy tertiary centre but I am terrified about

falling asleep on the 37 mile drive home.”

Recent years have seen the introduction of much more complex and intense rotas in

secondary care as employers strive to balance the requirements of the WTR with a

need to ensure that hospitals are adequately staffed and junior doctors receive

adequate training opportunities. Doctors have reported that this has led to other

problems. Poor rota design, the increased number of handovers and an increased focus

on service provision were cited by junior doctors responding to the BMA’s 2010 survey. 

Impact on training

In 2010, 50 per cent of respondents to the BMA survey thought it was possible to

deliver training in their specialty while complying with the maximum average 48 hour

week. 36 per cent disagreed and 16.5 per cent neither agreed nor disagreed. 

These percentages change dramatically dependent on specialty, with those in

specialties which require experiential learning of practical procedures markedly less

likely to believe that training can be delivered within a 48 hour week. For example,

around 70% of psychiatry and emergency medicine trainees believe it is possible to

train in their specialty within a 48 hour week, but only 33% believe this is possible in

surgical training. 

Over half of respondents said that the length of training should be increased to

enable the required competencies to be reached within a maximum average of 

48 hours per week.

It is pertinent to note that, although some doctors have expressed concerns about the

quality of their training, there is a distinct lack of empirical evidence to support the

premise that their training has been negatively affected by the WTR. This is partly

because it is difficult to study the impact of a change that has only been fully in place

since 2010, and partly due to the introduction of other changes to postgraduate

medical training which took place in parallel and make it difficult to isolate the

impact of just one factor. 

To the best of the BMA’s knowledge, no link has been demonstrated between the

introduction of the WTR and the proportion of doctors who are awarded a Certificate

of Completion of Training or Certificate of Eligibility for Specialist Registration – both

of which require candidates to demonstrate that they have met pre-defined criteria

for training, qualifications and experience. 
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2. What have you or your organisation been able to do to solve
these problems?

The WTR is just one of a number of factors that have an impact on patient and doctor

safety, and the quality of training. The BMA seeks to address all of these factors

through a variety of approaches. With specific reference to the WTR, the BMA takes

the following broad approach to addressing problems with WTR implementation:

• Publication of guidance

• Support for individual members who encounter difficulties

• Negotiations with NHS Employers to ensure the development of an effective

contract for doctors in training

Publication of Guidance

The BMA regularly produces guidance on the WTR and related issues. This guidance is

primarily aimed at an audience of clinicians, but we know that it is also widely used by

NHS managers.

As well as general guidance about the impact of WTR on each of the main groups of

doctors, we have produced more comprehensive guidance in a number of areas,

including:

• Rota Design – Good rota design is a critical if the WTR are to be properly and safely

implemented and fatigue is to be avoided. Although rota design in secondary care

is more complex than it used to be, this does not mean that it is too difficult to do

well. Our guidance outlines the basic principles that we believe must be used to

organise rotas that comply with the law and keep patients and doctors safe. It

recommends that doctors should be involved in rota design.10

• Monitoring – Junior doctors have a responsibility to ensure that they are working

safely. To help with this, the BMA has also produced guidance on monitoring, which

we hope will help doctors to ensure that their working hours are safe and in

compliance with the WTR.11

• Handover – Shorter rotas can mean more handovers and, together with the NHS

Modernisation Agency and National Patient Safety Agency, we have produced

guidance to support clinicians and managers in developing safe handover

procedures.12

A more comprehensive list of guidance produced by the BMA can be found in

section 4 of this paper. 
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Support for individual members

The BMA provides tailored support to individual members on request. This includes

contract checking, supporting members to engage in rota design and to challenge

poor (and sometimes illegal) rota design. 

We flag up concerns in advance or as early as possible so that they 

can be addressed by employers before they become a problem. We have also agreed

WTR policies with many employers, via Local Negotiating Committees (LNCs).

BMA staff provide support to individual members and groups of members in their

efforts to monitor their working hours’ compliance with the WTR and support them in

resolving these problems. We also ensure that reports are circulated to LNCs so that

concerns can be addressed across the whole Trust.

We also advise members when they approach us for information about how to 

opt-out of WTR regulations. 

Junior Doctors Contract Negotiations

The BMA, NHS Employers, and representatives from Scotland, Wales and Northern

Ireland are currently negotiating a new contract for doctors in training, and working

hours will form a large part of our joint work. We expect that negotiations will

continue until late 2014, with a view to introducing a new contract in 2015. 

The contract will be a complete revision of the current contract, and will have a strong

emphasis on simplicity, safety and training. As a baseline, we have agreed that any

new contract should:

• comply with relevant legislation

• be safe for patients and for doctors in training

• recognise that both service delivery and training will continue to take place

throughout the seven day week.

In acknowledging that some doctors in training may wish to work longer hours, we

have agreed that ‘where it is possible to opt out of all or part of statutory working

hours limits, the employment contract will enable doctors in training who wish to opt

out to do so, but they will not be required by employers to opt out.’

And, in recognition of the risks that can come from working too many hours in a

single week, we have also agreed to ‘investigate limiting the number of actual

working hours (as defined by statute) in a defined (in days) period.”

Outside major contract negotiations, the BMA meets regularly with NHS Employers 

to negotiate minor necessary changes to existing contracts. 
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Consultant Contract Negotiations

Similarly, the BMA is currently involved in negotiations over potentially the most

significant changes to the consultant contract for at least a decade and one aspect

being discussed is how to increase consultant presence across the whole of the 7 day

week. Any change to working patterns and hours should always be considered in the

context of its possible impact on the health and safety of those directly and indirectly

affected and it is vital that strong health and safety legislation is in place and

regularly reviewed to ensure that consultants and their patients are not at risk as a

result of changes to working practices. 
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3. What more could be done to solve these problems?

When ‘Time for Training: A Review of the impact of the European Working Time

Directive on the quality of training’13 was released in 2010, the BMA called for14:

• A clear commitment to implementing the recommendations by the Department of

Health, employers and deaneries

• A coordinated response by all key stakeholders in ensuring the recommendations

are implemented locally as best appropriate

• A review of whether the recommendations have been implemented

• A clear understanding of the prioritisation of the recommendations

• Clarification of the relevance of the report to the devolved nations

• An annual review of training outcomes for trainees following the introduction of

the EWTD in order to follow the impact of EWTD on training

• Clear consultation and involvement of consultants and trainees in changes at local

and regional level to ensure that training opportunities are optimised with the 48

hour working week. 

We are disappointed that many of the review’s recommendations, and many of the

changes the BMA called for in 2010, have not been effectively implemented. As noted

in section 4, there is a wealth of literature in this area and a great deal of excellent

guidance. Instead of more of the same, what is needed now is strong leadership from

key stakeholders and a sustained commitment to implementing the good practice

that already exists. 

In particular, we believe that:

• greater focus should be placed on ensuring that rotas are designed appropriately.

As well as placing an emphasis on safety by balancing working hours to limit

unnecessary fatigue, a good rota will also ensure that trainees receive sufficient

training opportunities during their placements

• some use could be made of increased working hours, through use of the individual

opt-out which is available under the current WTR. The BMA supports the use of the

opt-out in principle, although we do not believe it should be used to address

problems of poor training as these should be addressed through other channels.

Doctors should not, under any circumstances, be pressured to opt-out against their

wishes. There is a risk that increasing usage of the opt-out could cause additional

fatigue. It is also likely that employers will incur additional salary costs if they ask

doctors to work longer hours

• consideration could be given to extending training programmes in specialties where

it can be clearly demonstrated that trainees are not receiving sufficient training to

be awarded a CCT / CESR. This could allow an increase in training time without an

increase of fatigue if combined with good rota design and a commitment to

increasing training opportunities instead of simply increasing the level of service

provision. Extending training programmes would require a significant restructuring

of training and should not be done to address problems of poor training, which

again should be addressed through other channels.
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4. Is there specific evidence (such as publications or studies) you would
like to highlight to the taskforce?

There is a wealth of research into the impact that the WTR has had on the NHS. Key

areas of focus include the impact on patient safety, the impact on training and the

wellbeing of doctors and training. This research is well summarised in the literature

review that was published alongside the GMC’s 2012 report into ‘The Impact of the

Working Time Regulations on Medical Education and Training’.15

There are a number of research and resource documents which we would like to

highlight, and we have listed them below. We have also listed some key BMA

publications. 

BMA publications

• BMA survey of members views on the European Working Time Directive – Final

Report – 2008 – Click here to read.

• BMA survey of junior doctors’ working arrangements 2010 – Click here to read.

• BMA cohort study: 2006 medical graduates (Fifth report, 2011) –

http://bma.org.uk/working-for-change/negotiating-for-the-

profession/workforce/cohort-study

• Health effects of working unsocial hours and shift work – A briefing from the BMA

Board of Science –

http://bmaopac.hosted.exlibrisgroup.com/exlibris/aleph/a21_1/apache_media/77N84

N5KQ1LVMF7XR5FUI6MQNG287F.pdf

• Shift-work, Rest and Sleep: Minimising the Risks – Discussion paper by the BMA

Scottish Junior Doctors Committee, February 2010 –

http://www.bma.org.uk/sc/employmentandcontracts/working_arrangements/work_p

atterns/shiftwork.jsp?page=1

• Safe Handover Safe Patients (jointly with NHSMA and NHS NPSA) –

http://bma.org.uk/-/media/Files/PDFs/Practical%20advice%20at%20work/

Contracts/safe%20handover%20safe%20patients.pdf

• Draft heads of terms for negotiations to achieve a new contract for doctors and

dentists in training (BMA/NHSE, June 2013) – 

http://bma.org.uk/-/media/Files/PDFs/News%20views%20analysis/In%20depth

/Junior%20consultant%20contracts/juniorscontract_headsofterms.pdf

• Doctors in Training – Contract Proposals: Feedback from Doctors 

(Ipsos MORI, July 2013) – 

http://bma.org.uk/-/media/Files/PDFs/Working%20for%20change/Negotiating%

20for%20the%20profession/BMA%20Junior%20Doctors%20Report%20220713.pdf

• BMA Guidance on Rotas and Working Patterns –

http://bma.org.uk/practical-support-at-work/contracts/juniors-contracts/rotas-and-

working-patterns

• BMA Guidance on Monitoring –

http://bma.org.uk/practical-support-at-work/contracts/juniors-contracts/monitoring-

guide/what-is-monitoring
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Other publications of note

• The Impact of Working Time Regulations on Medical Education and Training

(GMC/Durham University report 2012) –

http://www.gmc-uk.org/about/research/14413.asp

• Time for Training – A Review of the impact of the European Working Time Directive

on the quality of training (Professor Sir John Temple for MEE/DH, May 2010) –

http://www.mee.nhs.uk/PDF/14274%20Bookmark%20Web%20Version.pdf

• A Compendium of Solutions for Implementing the Working Time Directive for

Doctors in Training from August 2009 (Skills for Health) –

http://www.rcoa.ac.uk/system/files/TRG-WTR-Compendium.pdf

• The implementation and impact of Hospital at Night pilot projects – An evaluation

report (DH, 2005) -

http://collections.europarchive.org/tna/20081008124422/dh.gov.uk/en/publicationsan

dstatistics/publications/publicationspolicyandguidance/dh_4117968

• Working the night shift: preparation, survival and recovery: A Guide for Junior

Doctors (RCP 2006) –

http://www.rcplondon.ac.uk/sites/default/files/documents/working-the-nightshift-

booklet.pdf

• Working Time Directive 2009: Meeting the challenge in surgery (RCS 2009) –

http://www.rcseng.ac.uk/publications/docs/working-time-directive-2009-meeting-

the-challenge-in-surgery-1

• Rota planning: Guidance from the Working Time Directive working party (RCS 2007) –

http://www.rcseng.ac.uk/publications/docs/rotaplanning.html

• Optimising Working Hours to Provide Quality in Training and Patient Safety – 

(AsiT, January 2009) –

http://www.asit.org/assets/documents/ASiT_EWTD_Position_Statement.pdf

• MMC Programme Board Task & Finish Group on Quality – Maintaining Quality of

Training in a Reduced Training Opportunity Environment –

http://www.mee.nhs.uk/PDF/Quality%20of%20Training%20FINAL.pdf
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5. Are there any examples of ways in which the Working Time Directive
has been successfully implemented that you would like to highlight?

The BMA has not undertaken any primary research in this area, but we have been

impressed by some of the work that has been done by others.

In particular, we would like to highlight the work of the Hospital at Night16 project,

which emphasises the role of multidisciplinary teams in the provision of hospital care

at night at the same time as reducing dependence on junior doctors to provide cover

at night. 

When evaluated,17 the Hospital at Night pilot projects were reported to have

positively impacted on patient safety, to have reduced fatigue among doctors, 

and to have improved opportunities for training. 

A variety of other interesting models have been developed. Many are referenced in

the recent GMC report on The Impact of the Working Time Regulations on Medical

Education and Training. Another which has recently come to our attention is the

‘sliding scale of intensity’ rota which has been introduced at Birmingham Children’s

Hospital.18
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BMA survey of members views on the EWTD 
 
 
Background 
The BMA Working Group on EWTD undertook research to ensure that members’ views are 
represented in future campaigns on changes to working hours and to provide members with an 
opportunity to influence BMA policy on a vital issue for junior doctors. 
 
The next phase of the European Working Time Directive (EWTD) arrangements will be 
implemented in all employers across the UK in 2009.  The BMA is aware that one of the most 
crucial areas for junior doctors is their training and we believe the European. Working Time 
Directive may have an impact on the quality of training received in the future.  Junior doctors 
views were sought to help the JDC assess the effect the new arrangements may have on junior 
doctor training, professional work, the delivery of patient care and work/life balance. 
 
 
Method 
An on-line survey ‘BMA survey of members’ views on the European Working Time Directive’ 
was sent to 3629 BMA members on 15 February 2008 and a reminder email sent on 
27 February.  
 
This report represents all responses received up to 4pm on 27 March 2008.  The recipients were 
all members entered under medical student, junior doctor, staff and associate specialist, 
consultant and GP trainee membership categories on the 15 February 2008.  
 
Completed surveys were returned by 848 respondents between 15 February and 
27 March 2008.  This represents a response rate of 23 per cent (848 in 3629 respondents).  
 
 
The percentages reported throughout this report are for illustrative purposes only and are not 
necessarily indicative of wider trends within the population.  The responses have been reported 
as a numerical value of the total responses received and are indicated after each percentage 
stated. 
 
The values reported throughout this document are only representative of individuals’ views. 
Unless specified the values reported do not represent national, department or trust level data.  
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Key findings 
 
• Almost all (96 per cent) respondents reported they knew what the EWTD was, 4 per cent 


did not (q5).  
 
• Over half of respondents (57 per cent) reported they work more than 48 hours per week in 


their current job (medical student, junior doctor in training, retired, unemployed and other 
job grades were excluded from analysis).  Of those who reported they do not work 48 hours 
per week, 9.4 per cent had opted out of the EWTD working arrangements (q3&4). 


 
• Less than 1 in three respondents were aware that on the 1 August 2009 all junior doctors 


must be band 1 (q6). 
 
• Over half of respondents disagree that it will be possible to train a junior doctor in any 


specialty whilst complying with a maximum average 48 hour week (q7). 
 
• Respondents were most likely (two thirds of respondents) to be concerned about the impact 


of the new EWTD arrangements for 2009 on the ability of junior doctors to gain the 
required levels of competency to practice safe medicine (q8). 


 
• Three in five respondents agreed that junior doctors should be able to opt out of a 


maximum average working week collectively or individually (q9). 
 
• Respondents were most likely (76 per cent of responses by respondents) to report that the 


BMA should campaign to raise the awareness of the impact of a maximum average 48 hour 
week on junior doctors training.  70 per cent of responses from respondents also reported 
that the BMA should work with employers, medical colleges and deaneries to protect 
teaching time for junior doctors (q13). 


 
• The one priority area for the EWTD and the changes which will come into effect in 2009 the 


BMA should address on behalf of members was to campaign to raise awareness of the 
impact of a maximum average 48 hour week on junior doctors training (q14).   
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Results 
 
Section A – About respondents’ background 
The demographics of the respondents were broadly representative of junior doctors in the UK 
(q1).  For all subsequent analysis respondents who indicated they were retired, unemployed or 
‘other’, were excluded from analysis. 
 
57 per cent of respondents reported they work more than 48 hours per week in their current 
job (medical student, junior doctor in training, retired, unemployed and other job grades were 
excluded from analysis).  Of those who worked over 48 hours per week, 9.4 per cent had opted 
out of the EWTD working arrangements (q3&4, chart 1).  
 
Question 1.  What grade were you in on 1 February 2008? 


 Frequency Per cent Valid per cent 
Medical student 155 18.1% 18.1% 


Junior doctor in training 260 30.3% 30.3% 


Junior doctor in a non training post 21 2.4% 2.5% 


Staff and associate specialist 70 8.2% 8.2% 


Medical academic 14 1.6% 1.6% 


Consultant 316 36.8% 36.9% 


GP (trainee) 6 0.7% 0.7% 


Public health doctor 4 0.5% 0.5% 


Retired 1 0.1% 0.1% 


Unemployed 5 0.6% 0.6% 


Other 5 0.6% 0.6% 


 Total 857 99.9% 100.0% 
 
Question 2.  Where are you currently working? 


 Frequency Per cent Valid per cent 
England 404 47.8% 48.0% 


Scotland 274 32.4% 32.5% 


Northern Ireland 61 7.2% 7.2% 


Wales 101 11.9% 12.0% 


Not in the UK 2 0.2% 0.2% 


Total 842 99.5% 100.0% 
NOTE: respondents in job grades retired, unemployed and other are excluded 
 
Question 3.  In your current job, do you work more than 48 hours in a week? 


 Frequency Per cent Valid per cent 
Yes 203 47.1% 47.1% 


No 228 52.9% 52.9% 


Total 431 47.1% 100.0% 
NOTE: respondents in job grades medical student, junior doctor in training, retired, unemployed and other are 
excluded 
 
Question 4.  If you work more than 48 hours in a week, have you signed and opt out from the EWTD? 


 Frequency Per cent Valid per cent 
Yes 19 4.4% 9.4% 


No 184 42.7% 90.6% 


Total 203 100.0% 100.0% 


NOTE: respondents who indicated they do not work more than 48 hours a week are excluded 
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Chart 1.  In your current job, do you work more than 48 hours in a week?  If you work more than 48 hours in a 
week, have you signed an opt out from the EWTD? 
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Section B – About respondents’ awareness of the EWTD 
96 per cent of all respondents reported they knew what the EWTD was, 4 per cent did not (q5).  
 
Less than 1 in three respondents were aware that on the 1 August 2009 all junior doctors must 
be band 1 (q6, chart 2).  A third of junior doctors (33 per cent, 86/258 respondents) were 
aware of this.  88 per cent of respondents were aware that the maximum average 48 hour 
working week will be introduced for doctors in training in 2009 (756/852 respondents).  
14 per cent of junior doctors in training (121/846 respondents) were unaware that the 
maximum average 56 hour working week currently applies to all doctors in training.  1 in three 
respondents were unaware that all time spent on-site must be counted as work for the 
purposes of EWTD and 2 in five were unaware that employees are entitled to a minimum rest 
break of 20 continuous minutes after every six hours worked.  
 
Question 5.  Do you know what the EWTD is? 


Yes No Total  
Frequency Per cent Frequency Per cent Frequency 


Medical student 10 2.6% 1 0.3% 11 
Junior doctor in training 169 43.4% 5 1.3% 175 
Junior doctor in a non training post 11 2.8% 1 0.3% 12 
Staff and associate specialist 6 1.5% 2 0.5% 8 
Medical academic 6 1.5% 2 0.5% 8 
Consultant 170 43.7% 4 1.0% 174 
GP (trainee) 1 0.3% 0 0.0% 1 
Public health doctor 0 0.0% 0 0.0% 0 
Total 373 95.9% 15 3.9% 389 


NOTE: respondents in job grades retired, unemployed and other are excluded 
 
 
Question 6.  The following statements are about the EWTD and rules which are in place or which will apply in 2009.  
Which of the following contractual arrangements are you aware of? 


 Yes No 
The maximum average 56 hour working week currently applies to all 
doctors in training 


 
84.5% 


 
14.2% 


A maximum average 48 hour working week will be introduced for 
doctors in training in 2009 


 
88.3% 


 
11.1% 


On the 1 August 2009 all junior doctor rotas must be band 1 30.9% 64.7% 


All time spent on-site must be counted as work for the purposes of 
EWTD 


 
66.1% 


 
33.0% 


Employees are entitled to a minimum rest break of 20 continuous 
minutes after every six hours worked 


 
59.0% 


 
38.8% 


NOTE: respondents in job grades retired, unemployed and other are excluded 
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Chart 2.  The following statements are about the EWTD and rules which are in place or which will apply in 2009.  
Which of the following contractual arrangements are you aware of? 
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Section C – Respondents views on EWTD working arrangements and training 
Over half of respondents disagree that it will be possible to train a junior doctor in any specialty 
whilst complying with a maximum average 48 hour week (q7).  2 in five agree that 
implementation of improved work patterns that protect training time should enable junior 
doctors to train to the required competency during the hours they are contracted to work.  
Almost two thirds agree that the number of years junior doctors spend training in a specialty 
should be increased to enable the required competencies to be achieved within the hours they 
are contracted to work and over half that time spent training should not be included in the total 
hours junior doctors are contracted to work for the purposes of a maximum average 48 hour 
week. 
 
Respondents were most likely (two thirds of respondents) to be concerned about the impact of 
the new EWTD arrangements for 2009 on the ability of junior doctors to gain the required 
levels of competency to practice safe medicine (q8).  Respondents were also concerned about 
the impacts on the quality of training junior doctors receive (3 in five respondents). 
 
3 in five respondents agreed that junior doctors should be able to opt out of a maximum 
average working week collectively or individually (q9).  Respondents were most likely to report 
that opt out should be individually.  3 in five respondents also agreed that all doctors should be 
able to opt out of a maximum average working week collectively or individually (q10).  
 
Over half of respondents agree that all time spent in the hospital should count as work for the 
purposes of the EWTD (q11).  Over half of respondents disagree that time spent in the hospital 
should only count as work for the purposes of the EWTD if a doctor is actually carrying out 
work and is not resting.  Over a third of respondents agree that all time spent on-call from 
home, whether resting or carrying out work, should count as work for the purposes of EWTD 
and that time spent resting whilst on-call from home should not count as rest for the purposes 
of the EWTD. 
 
Question 7.  Which of the following statements do you agree or disagree with? 


  
 


Agree 


Neither 
agree nor 
disagree 


 
 


Disagree 
It will be possible to train a junior doctor in any specialty whilst 
complying with a maximum average 48 hour week 


 
25.7% 


 
16.2% 


 
56.6% 


Implementation of improved work patterns that protect 
training time should enable junior doctors to train to the 
required competency during the hours they are contracted to 
work.  


 
 
 


40.8% 


 
 
 


18.9% 


 
 
 


38.7% 
The number of years junior doctors spend training in a 
specialty should be increased to enable the required 
competencies to be achieved within the hours they are 
contracted to work.  


 
 
 


64.7% 


 
 
 


16.0% 


 
 
 


17.8% 
Time spent training should not be included in the total hours 
junior doctors are contracted to work for the purposes of a 
maximum average 48 hour week. 


 
 


24.6% 


 
 


21.5% 


 
 


52.0% 
NOTE: respondents in job grades retired, unemployed and other are excluded 
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Question 8.  Which of the following statements about the likely impact of the new EWTD arrangements for 2009 are 
you most concerned about? 


 Frequency Per cent Valid per cent 
The impact on the quality of training junior doctors 
receive 


 
504 


 
59.6% 


 
60.0% 


The impact on the duration of time spent training 
to reach required levels of competency 


 
285 


 
33.7% 


 
33.9% 


The impact on the ability of junior doctors to gain 
the required levels of competency to practice safe 
medicine  


 
 


554 


 
 


65.5% 


 
 


66.0% 


The impact on the length of training 124 14.7% 14.8% 


The impact of changes in junior doctors rotas on 
non training grade doctors 


 
113 


 
13.4% 


 
13.5% 


The impact on consultants working hours 197 23.3% 23.5% 


The impact on overall patient care 385 45.5% 45.8% 


The impact on overall service delivery 187 22.1% 22.3% 


I am not concerned about the impact of the EWTD 
arrangements for 2009 


 
23 


 
2.7% 


 
2.7% 


Note: respondents were restricted to three choices – this is a multiple response question 
 
Question 9.  In your view, should junior doctors be able to opt out of a maximum average working week? 


 Frequency Per cent Valid per cent 
Yes, individually 294 34.8% 34.9% 


Yes, collectively by specialty 272 32.2% 32.3% 


No 212 25.1% 25.2% 


Don't know 64 7.6% 7.6% 


 
Question 10.  In your view should all grades of doctors be able to opt out of a maximum average working week? 


 Frequency Per cent Valid per cent 
Yes, individually 355 42.0% 42.3% 


Yes, collectively by specialty 200 23.6% 23.8% 


No 220 26.0% 26.2% 


Don't know 65 7.7% 7.7% 


 
 
Table 3.  In your view, should junior doctors be able to opt out of a maximum average working week?  In your view 
should all grades of doctor be able to opt out of a maximum average working week? 
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Question 11.  Which of the following statements do you agree or disagree with? 
  


Agree 
Neither agree 
nor disagree 


 
Disagree 


All time spent in the hospital should count as work 
for the purposes of the EWTD.   


 
57.0% 


 
10.8% 


 
31.6% 


Time spent in the hospital should only count as 
work for the purposes of the EWTD if a doctor is 
actually carrying out work and is not resting. 


 
 


35.0% 


 
 


9.7% 


 
 


53.3% 
All time spent on-call from home, whether resting 
or carrying out work, should count as work for the 
purposes of EWTD 


 
 


34.8% 


 
 


22.2% 


 
 


42.4% 
Time spent resting whilst on-call from home should 
not count as rest for the purposes of the EWTD 


 
37.5% 


 
22.5% 


 
39.2% 


 


Health Policy and Economic Research Unit 11







 


Section D – Respondents priorities for the future 
Respondents were asked which statement they most agree with.  54 per cent of respondents 
agreed that doctors, like all other workers, need to be protected from excessive working hours.  
The EWTD should be implemented as planned but training methods and rotas should be 
reviewed to ensure standards do not slip and 45 per cent agreed that the BMA should 
campaign to relax the EWTD to allow the standard of junior doctors’ training to be maintained 
(q12). 
 
Respondents were most likely (76 per cent of responses by respondents) to report that the BMA 
should campaign to raise the awareness of the impact of a maximum average 48 hour week on 
junior doctors training.  70 per cent of responses from respondents also reported that the BMA 
should work with employers, medical colleges and deaneries to protect teaching time for junior 
doctors (q13).  
 
The one priority area for the EWTD and the changes which will come into effect in 2009 the 
BMA should address on behalf of members was to campaign to raise awareness of the impact 
of a maximum average 48 hour week on junior doctors training (q14).  Additional priority areas 
reported by respondents are found in the comments box on page 14. 
 
 
Question 12.  In your view, which of the following statements do you most agree with? 


 Frequency Per cent Valid per cent 
The BMA should campaign to relax the EWTD to allow the 
standard of junior doctors’ training to be maintained. 


 
379 


 
44.8% 


 
45.4% 


Doctors, like all other workers, need to be protected from 
excessive working hours.  The EWTD should be implemented as 
planned but training methods and rotas should be reviewed to 
ensure standards do not slip. 


 
 
 


455 


 
 
 


53.8% 


 
 
 


54.6% 


 
Question 13.  In your view what should the BMA do to help doctors before the new EWTD rules are implemented in 
2009? 


 Frequency Per cent Valid per cent 
The BMA should lobby to delay the implementation of the 48 
hour working week for junior doctors 


 
259 


 
30.6% 


 
30.8% 


The BMA should campaign to raise the awareness of the 
impact of a maximum average 48 hour week on junior doctors 
training 


 
 


638 


 
 


75.4% 


 
 


76.0% 
The BMA should campaign to raise awareness of the impact of 
decreasing junior doctor hours on non training grade doctors 


 
343 


 
40.5% 


 
40.8% 


The BMA should campaign to ensure training is deliverable in a 
maximum average 48 hour week 


 
412 


 
48.7% 


 
49.0% 


The BMA should campaign to ensure junior doctors are able to 
gain the required competencies in their chosen specialty in a 
maximum average 48 week  


 
 


462 


 
 


54.6% 


 
 


55.0% 


The BMA should provide comprehensive advice to all doctors 
about the changes the introduction of the EWTD in 2009 will 
bring 


 
 


524 


 
 


61.9% 


 
 


62.4% 
The BMA should work with employers, medical colleges and 
deaneries to protect teaching time for junior doctors 


 
583 


 
68.9% 


 
69.4% 


NOTE: This is a multiple response question 
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Question 14.  In your view which one of the following priority areas for the EWTD and the changes which will come 
into effect in 2009 should the BMA address on behalf of members? 


 Frequency Per cent Valid per 
cent 


The BMA should lobby to delay the implementation of the 48 
hour working week  


 
154 


 
18.2% 


 
18.3% 


The BMA should campaign to raise the awareness of the 
impact of a maximum average 48 hour week on junior doctors 
training 


 
 


290 


 
 


34.3% 


 
 


34.4% 
The BMA should campaign to raise awareness of the impact of 
decreasing junior doctor hours on non training grade doctors 


 
85 


 
10.0% 


 
10.1% 


The BMA should campaign to ensure training is deliverable in a 
maximum average 48 hour week 


 
271 


 
32.0% 


 
32.2% 


Other 42 5.0% 5.0% 
 
 
Comments – Respondents’ additional priority areas for the EWTD changes 
43 comments were made which represent the views of 5 per cent of all respondents. 
 
Opt out 
• Campaign to opt out of the EWTD as it is not in the national interest - pay the fine!  It may be cheaper than the 


cost of all the changes necessary to adhere to and support EWTD. 
• Go back to what was best with the old system-better for continuity of patient care, less handovers, better 


knowledge of the patients, better job satisfaction. 
• I believe the French opted out of European law and refused to buy post BSE British beef as it was not in the 


French national interest. 
• EWTD is and will be a disaster for acute medical services and training - therefore it is not in our national interest 


- so opt out!  What is the expert legal opinion? 
• Campaign for exemption of the profession from such centralist, non-evidence-based rules. 
• Campaign for less stringent hours limits for doctors indefinitely. 
• Campaign to allow opt outs where appropriate from the directive - it needs to combine this with pressure to 


ensure that training opportunities are restored to pre EWTD levels. 
• Campaign to allow opt-out and adequate training time for junior doctors. 
• Campaign to prevent the implementation of the 48 hour working week. 
• Campaign to reject the 48 hour week and maintain the 56 hour week.  The 48hr week will destroy training, 


interfere with continuity of care and limit the amount of experience gained.  Is there any evidence that a few 
years of working 56hr weeks is dangerous for patients or detrimental to the health of the doctor - I believe not.  
Many professions and occupations work longer than these hours.  It is for a limited period of ones life and a 
period of ones life when working 56 hours (or occasionally more) is not a problem. 


• The BMA should lobby to scrap the EWTD in the current form for medical training. 
• To agree to completely disregard the EWTD. 
 
Awareness of the EWTD and changes 
• BMA should raise awareness of the impact of the EWTD on consultant hours of work which in my case 


significantly exceed the 48hr limit in order to preserve continuity and quality of patient care.  Current trainees 
will not have the skills or work ethic to replace us. 


• Campaign to raise awareness of impact on patient care and junior doctor training.  We should increase the 
public's awareness about the state of the NHS, that all healthcare workers/paramedics believe in the NHS, love 
our jobs and want to help people but have no choice but to work in a under-resourced (poor allocation of funds) 
system which we at times are ashamed of - nurses not provided with enough support to properly care for 
patients. 


• Campaign to allow the medical profession to opt out of the EWTD. 
• Campaign to raise awareness of the effect of the EWTD on junior doctor hours on the ability of the service to 


provide the current level of care without a substantial increase in non-training grades, especially at Consultant 
level, and the effect this will have on Consultants' workload and their working hours. 


• Campaign to raise awareness of the impact of maximum 48 hour week on junior doctors training and its impact 
on non training doctors including consultants. 


• Campaign to raise the awareness of the impact of a maximum average 48 hour week has on junior doctors 
training and service delivery. 


• The BMA should raise awareness that the current model of healthcare delivery in the UK is incompatible with the 
EWTD at current staffing levels if training is to be maintained. 
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• The BMA should raise public awareness of the impact the EWTD will have on service delivery and quality of 
patient care, as there just aren't enough doctors to make this happen.  We already have a lot of unfilled 
vacancies and there will only be a lot more.  Consultant might plug the gaps but at the expense of the public 
purse and the training of the trainees. 


 
Hours of work 
• BMA should work with the deaneries and lobby to realistically implement the suggestion that some (or much) of 


training and learning should not be included within "working hours" for the purpose of the EHTD. 
• Ensure training is deliverable in the max average 48 hour week while maintaining good levels of patient care 


(which should always be priority).  This will probably require an increase in numbers of medical staff to cover 
wards to prevent a major impact on non training grade doctors. 


• I believe the EWTD is inappropriate and especially the idea that someone sleeping is at work is ridiculous and 
very soon the general public will rise up in arms about such nonsense.  They are being fleeced!!  If an individual 
doctor is hard working then this should be rewarded - but only that individual doctor not those on his or her 
coat tails.  There are other ways of ensuring safe working practices for doctors and their patients which are 
better than EWTD. 


• Increase duration of training as the flip-side of reduced hours of experience. 
• Should campaign to raise awareness of the immediate and longer terms implications of decreasing hours - in the 


short term, implications for service delivery.  In the longer term, quality of newly trained specialists. 
• Campaign to ensure junior doctors are protected from excessive hours to the same standard as any other 


employee. 
• Campaign to have teaching time (including bleep free teaching and teaching clinics and lists) not counted as 


work so that the 48 hours applies only to service commitment. 
• Campaign to provide for the length of training to be increased, according to specialty, to allow trainees to 


acquire the necessary competencies to produce properly trained and prepared consultants for the future. 
• The BMA should highlight the continuing gap between programmed activities required to deliver care required 


and those available. 
• The BMA should work to ensure that junior doctors do not feel pressured - whether by Government, hospital 


management, more senior medical staff or regulatory bodies - to work more than the 48 hours allowed by the 
EWTD. 


• The main problem is NOT the number of hours per se but the stupid patterns we have to work to comply with 
the rest requirements.  The old 24 hour shift with next day off instead of ridiculous shifts reduces tiredness, 
increases continuity of care, improves work/life balance, reduces time spent in handover, reduces mistakes made 
during handovers and increases good training opportunities.  When consulting with colleagues that have 
worked both systems about 98% agree wholeheartedly with this. 


• To become an expert takes time, practice and training.  Even if we had the best funded quality of education and 
training (which is not going to happen, because of lack of funding), I think that it is impossible to train a doctor 
in 48hrs per week. 


• Training hours should be separate from 48 hour working week. 
• Training should be lengthened proportionately to allow enough time for training and to gain sufficient 


experience for independent practice. Consultant numbers should be increased to fill the service gaps and 
develop a more consultant based service. 


 
Education and training 
• Campaigning for effective ways to promote training and service delivery by good time management.  Speak 


about duties, than rights. 
• Ensure training quality and service delivered are not compromised. 
• Formal training needs to be taken out of the ETWD so that doctors are able to provide continuity of care for 


patients, and thereby learn the practical aspects of medical care.  Formal training should be on top of 'work' so 
that both aspects of training are incorporated.  Formal training teaches certain aspects of medical care, but the 
realities of caring for patients (which is the point). 


• It does not make a difference what BMA wants to do now it is too late as usual - the right time was before 
implementation in 2002 where it would have been more effective. 


• BMA should concentrate on the quality of training as current grade of SHO or FY2 are very poor as compared to 
those 4 years ago. 


• Campaign to ensure more junior doctor training grade posts are created as matter of urgency to stop the huge 
number of unemployed doctors (that we will need in the future) and to allow 48 hour compatible rotas and 
training. 


• Campaign to review the length of training to ensure standards and safety are maintained whilst allowing doctors 
in training to comply with EWTD.  Competent, safe and experienced consultants cannot be created in 4 years at 
48hours/week! 
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• The BMA should highlight the impact of EWTD on non-training grades.  Less time doing the job means that 
juniors have fewer skills and less knowledge.  I think that many juniors are now several years behind the 
equivalent grade several years ago.  This shortfall is made up by increasing the consultant workload which 
despite the new contract is often under recognised and counted by trusts. 


 
• The EWTD is going to lead to a generation of doctors who are inadequately prepared to provide a safe service 


for patients.  We should lobby to remove medical training from within the confines of the EWTD. 
 
Other 
• The BMA in Wales should help to assist juniors with all aspects of work - currently there is no committee and has 


not been any since April 2007. 
• The EWTD is not working now, it will get worse in 2009.  We were all junior doctors once and we know what 


hard work is and what is not - but, patient care is now suffering.  These precious little flowers work by the clock 
with little or no regard for an ethic that patient care has to be provided - at all hours.  The consultants are now 
covering their workload, and we are now less inclined (in surgery at least) to allow them to perform operations 
while showing no appetite for post-operative care!  How sad that 'seniors' can come to resent their junior 
trainees.  While the trainees seem to have had the EWTD forced on them - they wont take responsibilities for 
their own on-call rotas, they know when its coffee time, and blissfully some still stand out as true professionals.  
BMA, help stop this nonsense - some of us are in specialties where the Trainees want to work but are prevented 
(others are happy to do little it seems).  In 2 years time I worry about being a patient. 


• The issue is multifaceted: BMA should campaign to ensure that all consultants and career grade staff have 
proper job plan reviews.  Training grades should have protected teaching but recognition that a lot of training is 
achieved using supervised service provision.  The BMA should work closely with the colleges and DH to try to 
quantify the shortfall in service hours for the whole NHS to work out a strategy that is fair in order to meet this 
shortfall.  Lengthening certain training periods is one alternative to allow for all training objectives to be met as 
well as allowing for a consolidation period. 
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Key Findings


• One in 20 of all respondents worked on a less than full-time basis. 


• Despite the formal implementation of the WTR, over half of respondents regularly worked in excess


of 56 hours on average in a seven day period; primarily when working in hospital specialties. 


• 32 per cent of respondents worked more than 65 hours in a week. Working more than 65 hours


was more common for respondents working in neurosurgery, surgery and paediatrics. Respondents


were more likely to be working these excessive hours if there were vacancies on their rota. 


• 41 per cent of respondents reported that there were vacancies on their rota. Vacancies were mainly


for hospital and academic or research posts. One in three of the vacancies were for ST3-8 grades.


Respondents were more likely to have been asked to provide emergency cover or cover for 


long-term vacancies for longer periods, if they were working on a rota with vacancies. 


• Over half of respondents thought that compliance with the maximum average 48 hour week had a


negative effect on their training. Half of respondents reported missing out on training opportunities


since August 2009, mainly as a result of covering rota gaps. 


• Just over half of respondents experienced pressure to work additional hours that were not recorded. 


• Since the full implementation of the WTR in August 2009, 58 per cent of respondents had been


asked to provide emergency cover; 12 per cent of these respondents had been asked to do so on


more than 10 occasions. 29 per cent of respondents had been asked to provide cover for long-term


rota gaps; 26 per cent of these respondents had been asked to do so on numerous occasions or


over a period of several months. 


• 60 per cent of respondents had provided service delivery during rostered time off and 42 per cent


had needed to undertake formal training during their rostered time off. 


• Respondents indicated that the implementation of the WTR has had negative impact on training,


with an increased focus upon service delivery, discontinuity in patient care and training, a move


towards working more unsocial hours (including filling rota gaps), despite an indication that there 


is a high rate of non-compliance with WTR. 


• Two-thirds of respondents were concerned or very concerned that junior doctors could be pressured


to opt out of a maximum average working week by their employer; however, only one in 10


respondents indicated that they had been pressured to opt out of the maximum average working


week by their employers. The majority of those who had been asked to opt out had agreed to do


so, mainly to cover rota gaps. 


• Half of all respondents reported that they thought that it is possible to train in their specialty whilst


complying with the maximum average 48 hour week.
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Introduction


The BMA Junior Doctors Committee commissioned this survey on junior doctors’ working


arrangements in order to gain a comprehensive and accurate understanding of the impact that the


European Working Time Directive (EWTD) and subsequent Working Time Regulations (WTR), have 


on training and working conditions since its implementation in August 2009. The results informed 


the EWTD and Training Conference in February 2010 and will inform and assist the Junior Doctors


Committee to form policy on the WTR. 


Method
On 18 December 2009 a link to an electronic questionnaire was sent to a random sample of 10,000


members registered as junior doctors on the BMA membership database in England and all junior


doctors in Scotland (2,717), Wales (1,134) and Northern Ireland (903). A total of 14,754 questionnaires


were sent out across the UK. 


Respondents were asked a series of questions about their personal experience of the impact of the


WTR and the impact of rota gaps on training. 


A reminder email was sent on 7 January 2010. 


Response
As at 18 January 2010 a total of 1,583 responses were received; this provides an initial response rate


of 11 per cent. 16 respondents were removed prior to analysis as they had indicated that they were


working outside of the UK, did not indicate their grade or were not employed as a junior doctor at 


the time of completing the questionnaire. The adjusted final response rate was 10.6 per cent 


(1,567 of 14,754). This represents approximately five per cent of junior members.


This report provides country specific and speciality specific analyses where appropriate. Responses have


not been weighted as analysis of the demographic data indicated the respondent characteristics were


generally representative of the junior doctor population, also allowing the possibility to maximise


responses from each country.
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Results


Demographics
39.2 per cent of respondents were male, 59.4 per cent were female and 1.4 per cent of respondents


elected not to answer this question. 65.5 per cent of respondents worked primarily in England, 


19.4 per cent in Scotland, 7.1 per cent in Wales, and 8.0 per cent in Northern Ireland. The male/


female ratio was fairly consistent across all of the four nations. (Table 1) 


The demographics of the respondents were broadly representative of junior doctors in the UK. 


29.4 per cent of respondents were in the foundation training years 1 or 2, 49.3 per cent were in 


the specialty training grades (ST1 – 8) and 15.1 per cent in the SpR grade. Other grades respondents


worked in included LAT3, working as an acting consultant, studying for a PHD and working in a 


post-CCT post. The distribution of grades was consistent across all four nations with the exception 


of respondents in Scotland who were less likely to be working in ST/CT1-2 grades but more likely 


to be working in ST3-ST8 grades than respondents from the other three nations. (Table 2)


Table 1 – Are you:


Northern 


England Scotland Ireland Wales Total


Per Per Per Per Per


n cent n cent n cent n cent n cent


Male 405 39.4 123 40.5 38 38.4 48 34.2 614 39.2


Female 604 58.8 180 59.2 71 60.8 76 64.0 931 59.4


No Reply 18 1.8 1 0.3 2 0.8 1 1.8 22 1.4


Total 1,027 100.0 304 100.0 111 100.0 125 100.0 1,567 100.0


Table 2 – What grade were you on 1 December 2009?


Northern 


England Scotland Ireland Wales Total


Per Per Per Per Per


n cent n cent n cent n cent n cent


FY1 169 16.5 46 15.1 20 18.0 21 16.8 256 16.3


FY2 120 11.7 50 16.4 20 18.0 16 12.8 206 13.1


CT/ST 1 – 2 243 23.7 53 17.4 34 30.6 36 28.8 366 23.4


FTSTA1 – 3 23 2.2 11 3.6 5 4.5 4 3.2 43 2.7


ST3 – 8 272 26.5 88 28.9 19 17.1 27 21.6 406 25.9


SpR 166 16.2 43 14.1 13 11.7 14 11.2 236 15.1


Trust grade post/


clinical fellow post 31 3.0 9 3.0 0 – 5 4.0 45 2.9


Other 3 0.3 4 1.3 0 0.0 2 1.6 9 0.6


Total 1,027 100.0 304 100.0 111 100.0 125 100.0 1,567 100.0


Health Policy & Economic Research Unit


BMA survey of junior doctors’ working arrangements 20108







Table 3 – Name of Deanery


Frequency Per cent


East Midlands Healthcare Workforce Deanery 57 3.6


East of England Multi Professional Deanery 61 3.9


Kent, Surrey and Sussex Deanery 60 3.8


London Deanery 245 15.7


Mersey Deanery 57 3.6


NHS West Midlands Workforce Deanery 119 7.6


Northern Ireland Medical and Dental Training Agency 109 7.0


North Western Deanery 82 5.2


Northern Deanery 76 4.9


Oxford Deanery 35 2.2


Scotland – East of Scotland Deanery 39 2.5


Scotland – North of Scotland Deanery 38 2.4


Scotland – South East of Scotland Deanery 91 5.8


Scotland – West of Scotland Deanery 137 8.8


Severn Institute 54 3.4


South West Peninsula Deanery 27 1.7


South Yorkshire and South Humber Deanery 41 2.6


Wales Deanery 123 7.8


Wessex Deanery 50 3.2


Yorkshire and Humber Postgraduate Deanery (Leeds) 64 4.1


Total 1,565 100.0


No Reply 2 –


Specialty training
89.0 per cent of respondents worked in hospital based specialties, 5.1 per cent of respondents 


worked in general practice, 2.3 per cent worked in research/academic medicine and 1.7 per cent of


respondents reported that they worked in community health. Other specialties respondents worked 


in included project management, psychiatry and sport and exercise medicine. The distribution of


specialities was evenly spread across all four nations. (Table 4)


Those respondents who worked in hospital based medicine were asked to indicate their specialty.


Surgery was the most common specialty (22.0 per cent) followed by core medical training 


(14.4 per cent), general (internal) medicine (11.4 per cent), paediatrics (11.0 per cent) and anaesthetics


(9.0 per cent). Other specialities respondents worked in included mixed specialties and unspecified


foundation placements. (Table 5)


Health Policy & Economic Research Unit


BMA survey of junior doctors’ working arrangements 2010 9







Table 4 – Please indicate in which specialty you are currently working in:


Northern 


England Scotland Ireland Wales Total


Per Per Per Per Per


n cent n cent n cent n cent n cent


Hospital based 905 88.1 270 88.8 105 94.6 114 91.2 1,394 89.0


General practice 52 5.1 17 5.6 4 3.6 7 5.6 80 5.1


Public health 


medicine 9 0.9 3 1.0 1 0.9 0 – 13 0.8


Community health 19 1.9 5 1.6 0 – 0 1.6 26 1.7


Research/


academic medicine 27 2.6 7 2.3 0 – 2 1.6 36 2.3


Other 10 1.0 2 0.7 1 0.9 2 – 13 0.8


Palliative medicine 5 0.5 0 – 0 – 0 – 5 0.3


Total 1,027 100.0 304 100.0 111 100.0 125 100.0 1,567 100.0
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Table 5 – What is your specialty (hospital based only)?


Northern 


England Scotland Ireland Wales Total


Per Per Per Per Per


n cent n cent n cent n cent n cent


Acute care 


common stem 22 2.4 8 3.0 1 1.0 1 0.9 32 2.3


Anaesthetics 79 8.8 20 7.6 12 11.4 13 11.5 124 9.0


Core medical 


training 112 12.4 27 10.2 34 32.4 26 23.0 199 14.4


Emergency 


medicine 67 7.4 14 5.3 4 3.8 3 2.7 88 6.4


General (internal) 


medicine 104 11.6 33 12.5 9 8.6 12 10.6 158 11.4


Geriatrics 32 3.6 10 3.8 1 1.0 5 4.4 48 3.5


Neurosurgery 13 1.4 6 2.3 0 – 1 0.9 20 1.4


Obstetrics and 


gynaecology 56 6.2 15 5.7 5 4.8 4 3.5 80 5.8


Paediatrics 109 12.1 29 11.0 7 6.7 7 6.2 152 11.0


Pathology 11 1.2 6 2.3 0 – 8 7.1 25 1.8


Psychiatry 40 4.4 15 5.7 4 3.8 9 8.0 68 4.9


Radiology 13 1.4 6 2.3 2 1.9 1 0.9 22 1.6


Surgery 203 22.6 66 25.0 20 19.0 18 15.9 307 22.2


Other 23 2.6 5 1.9 0 – 2 1.8 30 2.2


Total 900 100.0 264 100.0 105 100.0 113 100.0 1,382 100.0


No reply 5 – 6 – – 1 – 12 –


Note: Does not include data for clinical oncology, general practice placement, medical microbiology and virology,
ophthalmology or oral and maxillo-facial surgery due to insufficient responses.
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Full and less than full-time training
The vast majority (94.8 per cent) of respondents worked in a full-time post. Respondents who worked


in Wales and England (7.2 per cent and 5.5 per cent respectively) were more likely to have worked in 


a less than full-time post than respondents who worked in Scotland and Northern Ireland (3.9 per cent


and 2.7 per cent respectively). (Table 6)


Respondents who worked in a less than full-time post were asked to indicate the proportion of 


full-time hours that they worked. 64.5 per cent of respondents reported that they worked


60.0 per cent of a full time post, 14.5 per cent of respondents worked 50.0 per cent of a full time


post and 21.0 per cent of respondents worked in a post greater that 70 per cent of a full time post.


(Figure 1)


Table 6 – Is your post:


Northern 


England Scotland Ireland Wales Total


Per Per Per Per Per


n cent n cent n cent n cent n cent


Full-time 970 94.5 292 96.1 108 97.3 116 92.8 1,486 94.8


Less than full-time 56 5.5 12 3.9 3 2.7 9 7.2 80 5.1


Total 1,026 100.0 304 100.0 111 100.0 125 100.0 1,567 100.0


No reply 1 – – – – – – – – 1


Figure 1 – Please state the proportion (of full-time hours):


Note: It is not possible to provide a breakdown by country due to insufficient responses
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Pay banding
Respondents who worked on a full-time contract were asked to report their current pay banding. 


The majority of respondents worked on a 1A pay band (34.4 per cent), followed by 1B (30.0 per cent),


2B (15.4 per cent), 2A (9.4 per cent) and 1C (1.6 per cent) pay bands. 6.7 per cent of respondents’


posts were unbanded and 0.1 per cent of respondents reported that they did not know their pay


band. Pay banding varied across the four nations; respondents who worked in England were more


likely to have been working on the lower pay bands (1A, 1B and 1C). (Table 7)


Respondents who worked in a less than full-time post were asked to report their pay banding. 


The majority of respondents who worked less than full-time worked on FA pay bands (40.7 per cent);


which represents working to the highest intensity, at the most unsocial times. A further 18.6 per cent


of respondents were banded to work less intensely, at less unsocial times and worked on FB pay


bands. 5.1 per cent less than full-time trainees worked during daytime hours Monday to Friday and


worked on FC pay bands. 13.6 per cent of less than full-time trainees reported that they did not know


their pay band and a further 22.0 per cent reported that they worked on other varied pay bands.


(Table 8)


Table 7 – What is your current full-time banding?


Northern 


England Scotland Ireland Wales Total


Per Per Per Per Per


n cent n cent n cent n cent n cent


3 * * * * * * * * 12 0.8


2A 49 5.1 51 17.9 18 16.7 20 17.4 138 9.4


2B 92 9.6 80 28.1 10 9.3 44 38.3 226 15.4


1A 351 36.5 94 33.0 45 41.7 15 13.0 505 34.4


1B 346 36.0 38 13.3 27 25.0 29 25.2 440 30.0


1C 21 2.2 * * * * * * 24 1.6


No band 81 8.4 11 3.9 * * * * 98 6.7


GP Supplement 13 1.4 * * * * * * 19 1.3


Don’t know * * * * * * * * 2 0.1


Other * * * * * * * * 5 0.5


Total 961 100.0 285 100.0 108 100.0 115 100.0 1,469 100.0


No reply 0 – 7 – 0 – 1 – 17 –


* Values have not been provided for categories with less than 10 respondents.
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Table 8 – What is your current less than full-time banding?


n Per cent


FA1 24 40.7


FB2 11 18.6


FC3 3 5.1


Don’t know 8 13.6


Other 13 22.0


Total 59 100.0


No reply 21 –


Current working arrangements
Shift and rota patterns 
The majority of respondents (59.0 per cent) reported that their current working arrangements 


were full shifts. Working on an on-call rota was the next most frequent working arrangement 


(20.8 per cent). 3.8 per cent of respondents worked to other arrangements, such as working 


Monday to Friday with additional on-calls. Respondents who worked in Northern Ireland 


(71.8 per cent) were most likely to work to a full shift arrangement and were least likely to 


have worked on an on-call rota compared to respondents working in the other three countries.


(Table 9, Figure 2)


Respondents were asked how many people worked on their rota. Responses ranged from


1-55 people
4
; the mean was 10 people on a rota and the median eight people per rota. 


Half of all respondents reported that they worked on a rota with five to nine people. (Table 10)
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1 Includes F5A, F6A, F7A, F8A, F9A
2 Includes F6B, F7B
3 Include F6C, F7C, F9C
4 One outlier of 155 was excluded from this analysis as it was not possible to verify that this information was accurate. 







Table 9 – How would you describe your current working arrangements?


Northern 


England Scotland Ireland Wales Total


Per Per Per Per Per


n cent n cent n cent n cent n cent


Full shift 582 57.0 190 63.3 79 71.8 67 54.0 918 59.0


Partial shift 76 7.4 16 5.3 * * 13 10.5 108 6.9


24 hour 


partial shift 21 2.1 * * * * * * 33 2.1


On-call rota 212 20.8 63 21.0 18 16.4 31 25.0 324 20.8


Hybrid rota 59 5.8 12 4.0 * * * * 83 5.3


Weekdays –


no shift 49 2.2 * * * * * * 59 1.9


Other 22 4.8 * * * * * * 30 3.8


Total 1,021 100.0 300 100.0 111 100.0 124 100.0 1,555 100.0


No reply 6 – 4 – 1 – 1 – 12 –


* Values have not been provided for categories with less than 10 respondents.


Figure 2 – How would you describe your current working arrangements?
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Table 10 – How many people are there in your rota?


Northern 


England Scotland Ireland Wales Total


Per Per Per Per Per


n cent n cent n cent n cent n cent


0 * * * * * * * * 10 0.8


1 – 4 95 11.4 28 10.4 * * * * 133 10.3


5 – 9 398 48.0 130 48.1 53 54.6 60 61.2 641 49.5


10 –14 206 24.8 74 27.4 21 21.6 20 20.4 321 24.8


15 –19 66 8.0 19 7.0 14 14.4 * * 103 8.0


21 – 24 33 4.0 * * * * * * 50 3.9


25+ 23 2.6 * * * * * * 37 2.9


Total 830 100.0 270 100.0 97 100.0 98 100.0 1,295 100.0


No reply 197 – 34 – 14 – 27 – 272


* Values have not been provided for categories with less than 10 respondents.


Rota vacancies by country
Four in 10 (41.3 per cent) of respondents reported that there were vacancies on their rota.


Respondents from Wales were more likely to report that there were vacancies on their rota 


(58.4 per cent) compared to their colleagues in the other three nations. (Table 11)


Respondents were most likely to report that vacancies on their rota involved ST3-8 posts 


(37.5 per cent of cases), CT/ST 1-2 posts (30.4 per cent of cases) and SpR grades (22.2 per cent of cases).


ST3-ST8 posts were most likely to be vacant in England and Scotland (38.6 and 39.8 per cent of cases


respectively) and ST/CT1-2 posts were more likely to be vacant in Northern Ireland and Wales 


(42.9 and 41.1 per cent of cases, respectively). 


Respondents who worked in Northern Ireland were far more likely to report vacancies on their rota 


for FY2 posts (38.1 per cent of cases, respectively) than respondents who worked in the other three


nations. Respondents who worked in Scotland were more likely to report vacancies on their rota for


FY1 posts (18.5 per cent), but were least likely to report rota gaps for CT/ST 1-2 posts (18.5 per cent).


Respondents who worked in Wales were more likely to report gaps in their rotas at SpR level 


(26.0 per cent) and respondents in England were more likely to report vacancies at trust grade 


(13.7 per cent). (Table 12)
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Respondents who reported vacancies in their rotas were asked to report the number of vacancies per


grade; responses varied from one to 15 vacancies. The number of rota gaps varied slightly by country


and specialty category. ST3-8 and CT/ST 1-2 grades were the grades most frequently reported to be


vacant, with respondents reporting an average of two vacancies at these levels; respondents from


Scotland (mean=2.3) were most likely to report vacancies at this level and respondents in Northern


Ireland (mean=1.7) were least likely to report vacancies at ST3-8 and CT/ST 1-2 grade. (Table 13)


Table 11 – Are there any vacancies on your rota (by country)?


Northern 


England Scotland Ireland Wales Total


Per Per Per Per Per


n cent n cent n cent n cent n cent


Yes 409 40.8 108 36.1 44 40.0 73 58.4 634 41.3


No 593 59.2 191 63.9 66 60.0 52 41.6 902 58.7


Total 1,002 100.0 299 100.0 110 100.0 125 100.0 1,536 100.0


No reply 25 – 5 – 1 – 0 – 31 –


Table 12 – What grades were these vacancies on your rota (by country)?


Northern 


England Scotland Ireland Wales Total


Per Per Per Per Per


cent of cent of cent of cent of cent of


n cases n cases n cases n cases n cases


FY1 26 6.4 20 18.5 * * * * 54 8.5


FY2 46 11.2 18 16.7 16 38.1 * * 87 13.8


CT/ST 1-2 124 30.3 20 18.5 18 42.9 30 41.1 192 30.4


FTSTA1-3 44 10.8 15 13.9 * * 15 20.5 80 12.7


ST3-8 158 38.6 43 39.8 11 26.2 25 34.2 237 37.5


SpR 96 23.5 18 16.7 * * 19 26.0 140 22.2


Trust Grade 56 13.7 12 11.1 * * * * 81 12.8


Note: Multiple response question. Does not include data for other grades due to insufficient responses;
*values have not been provided for categories with less than 10 respondents. 
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Table 13 – How many vacancies are there on your rota (by country and specialty category)? 


England Scotland Northern Ireland Wales Total


n mean range n mean range n mean range n mean range n mean range


FY1 21 1.2 1-2 20 1.2 1-3 * * 1-1 * * 1-1 47 1.2 1-3


FY2 38 1.5 1-6 16 1.3 1-2 16 1.4 1-2 * * 1-3 73 1.5 1-6


CT/ST 1-2 106 1.9 1-15 18 2.3 1-6 18 1.7 1-3 26 2.2 1-8 168 2.0 1-15


FTSTA1-3 34 1.5 1-4 12 1.7 1-3 * * 1-3 12 1.8 1-4 64 1.6 1-4


ST3-8 136 2.0 1-14 37 1.8 1-4 11 1.9 1-8 21 2.2 1-8 205 2.0 1-14


SpR * * 1-2 * * 1-1 * * 1-1 * * 0-1 11 1.1 1-2


Trust Grade 50 1.4 1-3 10 1.8 1-4 * * 1-2 * * 1-4 73 1.5 1-4


Note: Does not include data for other grades due to insufficient responses; 
*values have not been provided for categories with less than 10 respondents. 
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Rota vacancies by specialty category
Respondents who worked in a hospital based specialty and respondents working in academic or


research posts (44.1 per cent and 46.7 per cent respectively) were more likely to report that there were


vacancies on their rota compared to respondents working in other specialty areas. These vacancies


were most likely to be ST3-8 grades (37.1 per cent of cases and 57.1 per cent of cases respectively).


(Table 14, Figure 3)


Table 14 – Are there any vacancies on your rota (by specialty category)?


Yes No Total No reply


Hospital based n 606 767 1,373 21


Per cent 44.1 55.9 100.0 –


General practice n 2 75 77 3


Per cent 2.6 97.4 100.0 –


Community health n 7 19 26 0


Per cent 26.9 73.1 100.0 –


Research/academic medicine n 14 16 30 6


Per cent 46.7 53.3 100.0 –


Total n 634 902 1,536 31


Per cent 41.3 58.7 100.0 –


Note: Does not include data for public health medicine, other or palliative medicine due to insufficient responses; 
*values have not been provided for specialty categories with less than 10 respondents. 







Figure 3 – Grade of rota gap (all specialty categories) (per cent of cases)


Note: Multiple response question. 


Rota vacancies by hospital specialty
Respondents who worked in emergency medicine (61.4 per cent) and acute care common stem 


(56.3 per cent) most frequently reported that there were vacancies on their rota compared to other


hospital specialties. (Table 15)


Rota gaps were most likely for ST3-ST8 posts for respondents who worked in obstetrics and


gynaecology (61.1 per cent of cases) and for CT/ST 1-2 posts for respondents who worked in 


acute common stem (61.1 per cent of cases) than for any other combination of specialty or grade.


(Appendix 1)
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Table 15 – Are there any vacancies on your rota (by hospital specialty)?


Yes No Total No Reply


n Per cent n Per cent n Per cent n Per cent


Acute care 


common stem 18 56.3 14 43.7 32 100.0 0 –


Anaesthetics 55 45.1 67 54.9 122 100.0 2 –


Core medical 


training 92 47.7 101 52.3 193 100.0 6 –


Emergency 


medicine 54 61.4 34 38.6 88 100.0 0 –


General (internal) 


medicine 74 48.1 80 51.9 154 100.0 4 –


Geriatrics 24 52.2 22 48.8 46 100.0 2 –


Obstetrics and 


gynaecology 36 45.0 44 55.0 80 100.0 0 –


Paediatrics 74 49.3 76 51.7 150 100.0 2 –


Psychiatry 27 39.7 41 60.3 68 100.0 0 –


Surgery 99 32.6 205 67.4 304 100.0 3 –


Total 600 44.1 761 55.9 1,361 100.0 21 –


Note: Does not include data for clinical oncology, general practice placement, medical microbiology and virology,
neurosurgery, ophthalmology, oral and maxillo-facial surgery, pathology, radiology or other due to insufficient responses; 
*values have not been provided for categories with less than 10 respondents. 


Night shifts
68.6 per cent of respondents reported that they worked night shifts. Respondents who worked 


in Northern Ireland were most likely to have worked night shifts (75.5 per cent). The vast majority


(96.9 per cent) of respondents who worked night shifts worked in hospital based practice. (Figure 4)


All respondents who worked night shifts were asked to describe the maximum number of days off


they have after having worked nights. Responses ranged from one to 10 days off after nights.


Respondents who worked full shifts were most likely to report the highest number of days off post


night shifts and respondents who worked on an on-call rota reported the fewest days off following


working night shifts. Respondents who worked in England reported the highest number of days off


following working a night. (Table 16)


Respondents who worked in the specialties of paediatrics and neurosurgery reported the highest


number of days off following working nights, followed by respondents who worked in surgery and


emergency medicine. Respondents who worked in psychiatry reported the fewest number of days 


off following working nights. (Table 17)
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Nearly all (95.6 per cent; 1,000 of 1,046) respondents who worked nights reported that they worked


two or more consecutive nights. Respondents worked on average a maximum of four nights and


responses ranged from two to eight consecutive nights. Respondents worked a mean of 4.4 nights


when working full shifts, partial shifts and on a hybrid rota. The mean number of consecutive nights


was similar across the four countries and across specialty. (Table 18)


Figure 5 illustrates that 16.3 per cent (170 of 1,046) of respondents who worked nights worked more


than seven consecutive nights. 


Respondents were most likely to have reported working more than seven consecutive nights in


emergency medicine (31.3 per cent; 26 of 83), followed by surgery (26.6 per cent; 51 of 192), core


medical training (16.7 per cent; 26 of 156), paediatrics (16.3 per cent; 21 of 129) and general


(internal) medicine (14.1 per cent; 14 of 99)
5
. 


Figure 4 – Do you work night shifts (all specialty categories)?
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5 Not including hospital specialties where less than 10 respondents have responded.
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Table 16 – What is the maximum number of days off you have after working nights (7pm – 7am) excluding annual


leave and study leave (by country and working pattern)?


England Scotland Northern Ireland Wales Total


n mean range n mean range n mean range n mean range n mean range


Full shift 441 3.2 1-10 157 3.0 1-10 65 2.7 1-10 52 2.4 1-7 715 3.0 1-10


Partial shift 63 2.8 1-7 12 2.8 1-7 * * 1-3 12 3.4 1-7 89 2.9 1-7


On-call rota 63 2.6 1-9 15 2.1 1-5 – – 1-5 13 1.5 1-3 94 2.3 1-9


Hybrid rota 38 3.0 1-10 * * 1-3 * * 1-3 * * 1-5 55 2.7 1-10


Note: Does not include data for 24 hour partial shifts or other working arrangements due to insufficient responses; 
*values have not been provided for categories for less than 10 respondents. 
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Table 17 – What is the maximum number of days off you have after working nights (7pm – 7am) excluding annual


leave and study leave (by hospital specialty)?


n Mean Range


Acute care common stem 24 2.3 1-4


Anaesthetics 105 2.8 1-7


Core medical training 149 2.6 1-7


Emergency medicine 79 3.3 1-10


General (internal) medicine 95 2.7 1-9


Geriatrics 35 2.4 1-7


Neurosurgery 10 3.4 1-9


Obstetrics and gynaecology 75 2.9 1-9


Paediatrics 124 3.4 1-10


Psychiatry 23 2.1 1-5


Surgery 185 3.3 1-10


Other 14 2.3 1-7


Note: Does not include data for clinical oncology, general practice placement, medical microbiology and virology, ophthalmology, oral and maxillo-facial
surgery, radiology or pathology due to insufficient responses;
*values have not been provided for categories with less than 10 respondents. 


Table 18 – What is the maximum number of consecutive nights that you work (by country and working pattern)? 


England Scotland Northern Ireland Wales Total


n mean range n mean range n mean range n mean range n mean range


Full shift 446 4.3 2-8 160 5.0 2-7 61 4.2 3-7 51 4.1 2-7 718 4.4 2-8


Partial shift 65 4.2 2-7 15 5.1 3-8 * * 4-4 11 4.2 3-7 93 4.4 2-8


On-call rota 61 4.2 2-7 14 3.9 2-7 * * 2-4 15 4.0 2-7 95 4.0 2-7


Hybrid rota 38 4.5 3-7 * * 4-7 * * 4-7 * * 3-4 55 4.4 3-7


Note: Does not include data for 24 hour partial shifts or other working arrangements due to insufficient responses; 
*values have not been provided for categories for less than 10 respondents. 







Figure 5 – What is the maximum number of consecutive nights that you work (all respondents)?


Hours worked
32.0 per cent of all respondents worked more than 65 hours in a seven day period and a further 


19.1 per cent of respondents worked between 56-65 hours a week. Respondents who worked in


Scotland (48.2 per cent) were far more likely to work more than 65 hours than respondents in the


other three countries. (Table 19)


Respondents who worked in hospital based practice (34.8 per cent) were much more likely to have


worked 65 hours or more a week than other respondents. Respondents who worked in general


practice and research/academic medicine were most likely to work between 35-45 hours a week.


(Table 20)


Of the respondents who worked in hospital based practice, those in the specialities of neurosurgery


(55.0 per cent), surgery (42.6 per cent) and paediatrics (42.3 per cent) were most likely to report


working more than 65 hours a week. (Table 21) 
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Respondents who reported that they had vacancies on their rota (54.2 per cent) were more likely to


have reported having worked an average of more than 56 hours per week than respondents who


reported that there were no vacancies on their rota (49.0 per cent). (Figure 6)


Of the respondents who worked more than 65 hours, 65.4 per cent (321 of 495) reported the


maximum number of hours that they worked in a seven day period. Responses ranged from 


65 to 110 hours
6
, with a mean of 77.3 hours, a median of 74 hours and a mode of 72 hours. 


(Figure 7)


Table 19 – What is the maximum number of hours that you work in a seven day period


(excluding time spent on-call and not actually working) in your current rota pattern 


(by country)? 


Northern 


England Scotland Ireland Wales Total


Per Per Per Per Per


n cent n cent n cent n cent n cent


Less than 35 34 3.4 * * * * * * 46 3.0


35 – 45 hours 218 21.5 34 11.4 13 11.7 33 27.0 298 19.3


46 – 55 hours 293 28.9 60 20.1 30 27.0 28 23.0 411 26.6


56 – 65 hours 182 17.9 57 19.1 34 30.6 23 18.9 296 19.1


More than 


65 hours 287 28.3 144 48.2 31 27.9 33 27.0 495 32.0


Total 1,014 100.0 299 100.0 111 100.0 122 100.0 1,546 100.0


No reply 13 – 5 – 0 – 3 – 21 –
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6 One outlier of 156 was removed from analysis 


Table 20 – What is the maximum number of hours that you work in a seven day period (excluding time spent on-call


and not actually working) in your current rota pattern (by specialty category)?


Less than 35 35 – 45 hours 46 – 55 hours 56 – 65 hours 65+ hours Total


Per Per Per Per Per Per 


n cent n cent n cent n cent n cent n cent


Hospital based 31 2.2 225 16.3 360 26.1 282 20.5 480 34.8 1,378 100.0


General practice 11 13.9 36 45.6 20 25.3 * * * * 79 100.0


Research/academic medicine * * 16 50.0 10 31.3 * * * * 32 100.0


Note: Does not include data for public health medicine, community health, other or palliative medicine due to insufficient responses; 
*values have not been provided for specialty categories with less than 10 respondents. 







Table 21 – What is the maximum number of hours that you work in a seven day period


(excluding time spent on-call and not actually working) in your current rota pattern 


(by hospital specialty)?


35 – 45 hours 46 – 55 hours 56 – 65 hours 65+ hours Total


Per Per Per Per Per 


n cent n cent n cent n cent n cent


Acute care 


common stem * * 13 40.6 * * 11 34.4 32 100.0


Anaesthetics 13 10.7 38 31.1 36 29.5 29 23.8 122 100.0


Core medical 


training 32 16.1 46 23.1 44 22.1 75 37.7 199 100.0


Emergency 


medicine 16 18.2 14 15.9 30 34.1 26 29.5 88 100.0


General (internal) 


medicine 19 12.2 46 29.5 29 18.6 58 37.2 156 100.0


Geriatrics * * * * * 19.1 19 40.4 47 100.0


Neurosurgery * * * * * * 11 55.0 20 100.0


Obstetrics and 


gynaecology * * 25 31.3 17 21.3 25 31.3 80 100.0


Pathology 14 56.0 * * * * * * 25 100.0


Paediatrics 17 11.4 39 26.2 28 18.8 63 42.3 149 100.0


Psychiatry 36 53.0 14 21.2 * * * * 66 100.0


Surgery 39 12.9 83 27.4 50 16.5 129 42.6 303 100.0


Note: Does not include data for responses of less than 35 hours or respondents working in the specialties of clinical
oncology, general practice placement, medical microbiology and virology, ophthalmology, oral and maxillo-facial surgery,
radiology, pathology or other due to insufficient responses; 
* values have not been provided for categories with less than 10 respondents. 
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Figure 6 – What is the maximum number of hours that you work in a seven day period


(excluding time spent on-call and not actually working) in your current rota pattern by are


there any vacancies on your rota?


Figure 7 – What is the maximum number of hours that you work in a seven day period, 


if over 65 hours?
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Providing emergency cover (by country)
Six in 10 (58.3 per cent) of all respondents reported that they had been asked to provide emergency


cover (i.e. at less than 48 hours notice), since the implementation of the WTR. Respondents who


worked in Wales (70.2 per cent) were much more likely to report that they had been asked to 


provide emergency cover than respondents in the other three countries. (Table 22) 


Of those respondents who reported that they had been asked to provide emergency cover, 


71.6 per cent reported that they had been asked to provide emergency cover on less than five


occasions, 16.6 per cent of respondents had been asked between 6-9 times and 11.8 per cent of


respondents had been asked to cover at short notice on 10 or more occasions. Respondents from


Wales were more likely to have been asked to provide emergency cover on more than 10 occasions.


(Table 23, Figure 8)


Table 22 – Since the implementation of the EWTD in August 2009, have you been asked to


provide emergency cover (i.e. less than 48 hours notice) (by country)?


Northern 


England Scotland Ireland Wales Total


Per Per Per Per Per


n cent n cent n cent n cent n cent


Yes 593 58.2 165 54.8 62 55.9 87 70.2 907 58.3


No 426 41.8 136 45.2 49 44.1 37 29.8 648 41.7


Total 1,019 100.0 301 100.0 111 100.0 124 100.0 1,555 100.0


No reply 8 – 3 – – – 1 – 12 –


Table 23 – Approximately how many times have you been asked to provide a period 


of emergency cover (e.g. for one shift or cover the same shift over a number of days) 


(by country)?


Northern 


England Scotland Ireland Wales Total


Per Per Per Per Per


n cent n cent n cent n cent n cent


Less than 5 times 424 71.6 132 80.5 37 59.7 54 62.8 647 71.6


6 – 9 times 95 16.0 22 13.4 16 25.8 17 19.8 150 16.6


10+ times 73 12.3 10 6.1 * * 15 17.4 107 11.8


Total 592 100.0 164 100.0 62 100.0 86 100.0 904 100.0


*values have not been provided for categories with less than 10 respondents. 
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Figure 8 – Approximately how many times have you been asked to provide a period of


emergency cover (e.g. for one shift or cover the same shift over a number of days) 


(hospital based respondents only)?


Providing emergency cover (by specialty category)
Respondents who worked in research/academic medicine (61.3 per cent) and hospitals (60.9 per cent)


were most likely to have been asked to provide emergency cover (at less than 48 hours notice)


compared to respondents working in other specialty categories, since the implementation of the WTR.


(Table 24)


Of the respondents who worked in a hospital based setting, respondents working in obstetrics and


gynaecology (80.0 per cent), paediatrics (71.7 per cent) and emergency medicine (71.3 per cent) 


were most likely to have been asked to provide emergency cover. (Table 25)


Respondents who worked in emergency medicine (18.0 per cent) were most likely to have been asked


to provide emergency cover on more than 10 occasions. (Table 26)
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Table 24 – Since the implementation of the EWTD in August 2009, have you been asked to


provide emergency cover (i.e. less than 48 hours notice) (by specialty category)?


Yes No Total No reply


Hospital based n 845 542 1,387 7


Per cent 60.9 39.1 100.0 –


General practice n 23 57 80 0


Per cent 28.8 71.2 100.0 –


Community health n 10 16 26 0


Per cent 38.5 61.5 100.0 –


Research/academic medicine n 19 12 31 5


Per cent 61.3 68.7 100.0 –


Total n 907 648 1,555 12


Per cent 58.3 41.7 100.0 –


Note: Does not include data for public health medicine, other or palliative medicine due to insufficient responses; 
*values have not been provided for specialty categories with less than 10 respondents. 


Table 25 – Since the implementation of the EWTD in August 2009, have you been asked to


provide emergency cover (i.e. less than 48 hours notice) (by hospital specialty)?


Yes No Total No Reply


Per  Per Per Per 


n cent n cent n cent n cent


Acute care common stem 17 53.1 15 46.9 32 100.0 0 –


Anaesthetics 78 63.4 45 36.6 123 100.0 1 –


Core medical training 132 66.7 66 33.3 198 100.0 1 –


Emergency medicine 62 71.3 25 28.7 87 100.0 1 –


General (internal) medicine 87 55.8 69 44.2 156 100.0 2 –


Geriatrics 32 66.7 16 33.3 48 100.0 0 –


Obstetrics and gynaecology 64 80.0 16 20.0 80 100.0 0 –


Paediatrics 109 71.7 43 28.3 152 100.0 0 –


Psychiatry 28 41.2 40 58.8 68 100.0 0 –


Surgery 173 56.7 132 43.3 305 100.0 2 –


Other 13 43.3 17 56.7 30 100.0 0 –


Total 839 61.0 536 39.0 1,375 100.0 7 –


Note: Does not include data for clinical oncology, general practice placement, medical microbiology and virology,
neurosurgery, ophthalmology, oral and maxillo-facial surgery, radiology or pathology due to insufficient responses; 
*values have not been provided for categories with less than 10 respondents. 
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Table 26 – Approximately how many times have you been asked to provide a period 


of emergency cover (e.g. for one shift or cover the same shift over a number of days) 


(by hospital specialty)?


Less than 


5 times 6-9 times 10+ times Total


Per Per Per Per 


n cent n cent n cent n cent


Anaesthetics 59 75.6 12 15.4 * * 78 100.0


Core medical training 91 68.9 21 15.9 20 15.2 132 100.0


Emergency medicine 39 63.9 11 18.0 11 18.0 61 100.0


General (internal) medicine 67 76.1 15 17.0 * * 88 100.0


Geriatrics 25 78.1 * * * * 32 100.0


Obstetrics and gynaecology 52 81.3 * * * * 64 100.0


Paediatrics 72 66.1 24 22.0 13 11.9 109 100.0


Psychiatry 19 67.9 * * * * 28 100.0


Surgery 128 74.4 25 14.5 19 11.0 172 100.0


Total 647 71.6 150 16.6 107 11.8 904 100.0


Note: Does not include data for acute common stem, clinical oncology, general practice placement, medical microbiology
and virology, neurosurgery, ophthalmology, oral and maxillo-facial surgery, radiology, pathology or other due to 
insufficient responses; 
*values have not been provided for categories with less than 10 respondents. 


The effect of rota gaps on providing emergency cover
Respondents who reported vacancies on their rota were more likely to have been asked to provide


emergency cover than respondents who reported that there were no vacancies on their rota. Over 


half (52.4 per cent) of respondents who reported vacancies on their rota reported having to provide


emergency cover in contrast to just one-quarter of respondents who did not report vacancies on their


rota being asked to provide emergency cover. (Figure 9) 


Three-quarters (75.5 per cent; 80 of 106) of respondents who had provided emergency cover on more


than 10 occasions reported rota gaps. 61.0 per cent (89 of 146) of respondents who had provided


emergency cover on 6-9 occasions reported rota gaps and 46.5 per cent (298 of 641) respondents


who reported providing emergency cover on less than five occasions reported gaps on their rota. 
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Figure 9 – Since the implementation of the EWTD in August 2009, have you been asked 


to provide emergency cover (by vacancies on rota)?


Providing cover for long-term rota gaps (by country)
Three in 10 (28.8 per cent) respondents reported that they had been asked to provide cover 


for long-term rota gaps (i.e. for two shifts or more, or cover the same shift over a number of


weeks/months) since the implementation of the WTR in August 2009. Respondents in Wales 


(41.4 per cent) were most likely to have been asked to provide cover for long-term rota gaps. 


(Table 27)


70.8 per cent of respondents provided the period of cover for long-term rota gaps; 38.5 per cent 


of respondents reported that they had been asked to cover on less than five occasions since 


August 2009, 26.7 per cent of respondents had been asked to provide cover between five to 10


occasions since August 2009 and 5.6 per cent of respondents reported that they had been asked 


to provide cover on 10 or more occasions. A further 26.2 per cent reported that they had provided


cover over a number of weeks or months or indicated that they had been asked to provide cover 


for long-term rota gaps on numerous occasions. 2.9 per cent of respondents reported that their rota


had been redesigned as a result of rota gaps. Respondents from England (34.3 per cent) were most


likely to report that they had been asked to provide cover for long-term rota gaps on more than 10


occasions or had been asked to provide cover on numerous occasions. (Table 28)
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Half (49.4 per cent) of respondents who reported having been asked and who provided cover for


long-term rota gaps since August 2009, reported that the cover period lasted for five or more shifts.


Respondents who worked in Northern Ireland (70.4 per cent) were much more likely to have reported


that they had worked five or more shifts to provide cover for long-term rota gaps than respondents


who worked in the other nations. (Table 29)


Table 27 – Since the implementation of the EWTD in August 2009, have you been asked 


to provide cover for long-term rota gaps (by country)?


Northern 


England Scotland Ireland Wales Total


Per Per Per Per Per


n cent n cent n cent n cent n cent


Yes 263 25.7 91 30.1 44 39.6 51 41.1 449 28.8


No 759 74.3 211 69.9 67 60.4 73 58.9 1110 71.2


Total 1,022 100.0 302 100.0 111 100.0 124 100.0 1,559 100.0


No reply 5 – 2 – 0 – 1 – 8 –


Table 28 – How many times have you been asked to provide a period of cover for a 


long-term rota gap (e.g. for two shifts or more, or cover the same shift over a number 


of weeks/months) (by country)? 


Northern 


England Scotland Ireland Wales Total


Per Per Per Per Per


n cent n cent n cent n cent n cent


Less than 5 times 85 35.6 40 48.8 18 45.0 14 29.8 157 38.5


5-10 times 68 28.5 17 20.7 * * 17 36.2 109 26.7


10 + times 17 7.1 * * * * * * 23 5.6


Ongoing rota gaps 


– numerous times 65 27.2 17 20.7 12 30.0 13 27.7 107 26.2


Total 239 100.0 82 100.0 40 100.0 47 100.0 408 100.0


Note: Does not include data for rota has been redesigned due to insufficient responses.
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Table 29 – How long on average, has this cover persisted for (by country)?


Northern 


England Scotland Ireland Wales Total


n Per n Per n Per n Per n Per


cent cent cent cent cent


2 shifts 72 30.3 25 29.4 * * 11 22.9 113 27.2


3-4 shifts 56 23.5 20 23.5 * * 13 27.1 97 23.4


5+ shifts 110 46.2 40 47.1 31 70.4 24 50.0 205 49.4


Total 238 100.0 85 100.0 44 100.0 48 100.0 415 100.0


No reply 25 – 6 – – – 3 – 34 –


*values have not been provided for categories with less than 10 respondents. 


Providing cover for long-term rota gaps (by specialty category)
Respondents who worked in research/academic medicine (32.3 per cent) and in hospital based


specialties (30.3 per cent) were most likely to have been asked to provide cover for long-term rota


gaps since August 2009. (Table 30)


Half (48.8 per cent) of respondents who worked in hospital based practice reported that the cover that


they provided for long-term rota gaps lasted more than five shifts, one-quarter (27.5 per cent) reported


that this cover lasted for two shifts and one-quarter (23.6 per cent) of respondents working in hospital


based practice reported that cover for long-term rota gaps lasted for three to four shifts. (Figure 10)


Table 30 – Since the implementation of the EWTD in August 2009, have you been asked 


to provide cover for long-term rota gaps (by specialty category)?


Yes No Total No reply


Hospital based n 421 970 1,391 3


Per cent 30.3 69.7 100.0 –


General practice n 7 73 80 0


Per cent 8.8 91.3 100.0 –


Community health n 7 19 26 0


Per cent 26.9 73.1 100.0 –


Research/ Academic medicine n 10 21 31 5


Per cent 32.3 67.7 100.0 –


Total n 449 1,110 1,559 8


Per cent 28.8 71.2 100.0 –


Note: Does not include data for public health medicine, other or palliative medicine due to insufficient responses; 
*values have not been provided for specialty categories with less than 10 respondents. 
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Figure 10 – How long on average, has this cover persisted for (hospital based only)?


Providing cover for long-term rota gaps (by hospital specialty)
Respondents who worked in neurosurgery (50.0 per cent), paediatrics (42.1 per cent), obstetrics and


gynaecology (35.0 per cent) and core medical training (34.2 per cent) were most likely to have been


asked to provide cover for long-term rota gaps post-WTR. (Table 31)


Respondents who worked in general (internal) medicine (40.5 per cent) were most likely to report that


they had been asked to provide cover for long-term rota gaps on 10 or more occasions or that there


are ongoing gaps on their rota. This was followed by obstetrics and gynaecology (37.0 per cent), core


medical training (33.9 per cent), surgery (33.3 per cent) and paediatrics (33.3 per cent). (Appendix 2)


Respondents who worked in psychiatry (68.8 per cent) and general (internal) medicine (65.9 per cent)


were most likely to report that the cover for long-term rota gaps had lasted more than 10 shifts in


duration. (Table 32)
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Table 31 – Since the implementation of the EWTD in August 2009, have you been asked 


to provide cover for long-term rota gaps (by hospital specialty)?


Yes No Total No Reply


Per  Per Per Per 


n cent n cent n cent n cent


Anaesthetics 38 30.9 85 69.1 123 100.0 1 –


Core medical training 68 34.2 131 65.8 199 100.0 0 –


Emergency medicine 28 31.8 60 68.2 88 100.0 0 –


General (internal) medicine 48 30.8 108 69.2 156 100.0 2 –


Geriatrics 16 33.3 32 66.7 48 100.0 0 –


Neurosurgery 10 50.0 10 50.0 20 100.0 0 –


Obstetrics and gynaecology 28 35.0 52 65.0 80 100.0 0 –


Paediatrics 64 42.1 88 57.9 152 100.0 0 –


Psychiatry 16 23.5 52 76.5 68 100.0 0 –


Surgery 70 22.8 237 77.2 307 100.0 0 –


Total 418 30.3 961 69.7 1,379 100.0 3 –


Note: Does not include data for acute common stem, clinical oncology, general practice placement, medical microbiology
and virology, neurosurgery, ophthalmology, oral and maxillo-facial surgery, radiology, pathology or other due to 
insufficient responses; 
*values have not been provided for categories with less than 10 respondents. 


Table 32 – How long on average, has this cover persisted for (by hospital specialty)?


Less than 


5 times 6-9 times 10+ times Total


Per Per Per Per 


n cent n cent n cent n cent


Anaesthetics * * 14 46.7 * * 30 100.0


Core medical training 18 28.6 10 15.9 35 55.6 63 100.0


Emergency medicine * * * * 13 48.1 27 100.0


General (internal) medicine * * * * 27 65.9 41 100.0


Obstetrics and gynaecology 11 39.3 * * 12 42.9 28 100.0


Paediatrics 21 35.0 15 25.0 24 40.0 60 100.0


Psychiatry * * * * 11 68.8 16 100.0


Surgery 21 30.9 14 20.6 33 48.5 68 100.0


Total 62 27.5 43 23.7 94 48.8 199 100.0


Note: Does not include data for acute common stem, clinical oncology, general practice placement, geriatrics, medical
microbiology and virology, neurosurgery, ophthalmology, oral and maxillo-facial surgery, radiology, pathology or other 
due to insufficient responses;
*values have not been provided for categories with less than 10 respondents. 
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The effect of rota gaps on providing cover
Respondents who reported vacancies on their rota were more likely to have been asked to provide


cover for long-term rota gaps than respondents who reported that there were no vacancies on their


rota. Over half (52.0 per cent) of all respondents who reported vacancies on their rota reported having


to provide cover for long-term gaps. Only 12.3 per cent of respondents who did not report vacancies


indicated that they had been asked to provide emergency cover since August 2009. (Figure 11)


Figure 11 – Since the implementation of the EWTD in August 2009, have you been asked 


to provide cover for long-term rota gaps (by vacancies on rota)?
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The European Working Time Directive
Respondents were asked a series of questions relating to the European Working Time Directive


(EWTD). 


Views on opting out
Almost half (46.6 per cent) of all respondents indicated that they thought that junior doctors in


training should be able to opt out of a maximum average working week individually. Over one-fifth


(22.3 per cent) of respondents did not think that junior doctors should be able to opt out.


Respondents who worked in community health and general practice were more likely to have


indicated that it should be possible to opt out individually (50.0 per cent and 48.8 per cent,


respectively) than respondents in other specialty categories. Respondents who worked in


research/academic medicine and hospital specialties (40.0 per cent and 27.3 per cent respectively) 


were most likely to be of the opinion that it should be possible to opt out collectively, by specialty.


Respondents who worked in hospital based specialties were most likely to indicate that it should 


not be possible to opt out of a maximum working week (22.0 per cent). (Table 33, Figure 12).


Respondents who worked in anaesthetics (50.8 per cent), core medical training (50.5 per cent) and


obstetrics and gynaecology (50.0 per cent) were most likely to indicate that individuals should be able


to opt out of the maximum average working week. (Table 34)


The majority of respondents (66.8 per cent) reported that they were concerned or very concerned 


that junior doctors could be pressured into opting out of a maximum average working week by their


employer. A further one-fifth (21.8 per cent) of respondents indicated that they were not concerned


that junior doctors could be pressured to opt out by their employers. Respondents who worked in


general practice were more likely to be concerned or very concerned (82.6 per cent) that junior 


doctors could be pressured into opting out of a maximum average working week by their employers.


(Table 35)


Respondents who worked in geriatrics (83.3 per cent) and paediatrics (76.3 per cent) were most likely


to have been concerned or very concerned about the potential for junior doctors to be pressured to


opt out. (Table 36)
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Table 33 – In your view, should junior doctors in training be able to opt out of a maximum


average working week (by specialty category)? 


Yes,


collectively 


Yes, by 


individually specialty No No view Total


Hospital based n 640 379 306 63 1,388


Per cent 46.1 27.3 22.0 4.5 100.0


General practice n 39 18 17 * 80


Per cent 48.8 22.5 21.3 * 100.0


Community health n 13 * * * 26


Per cent 50.0 * * * 100.0


Research/ n 14 14 * * 35


academic medicine Per cent 40.0 40.0 * * 100.0


Total n 717 423 348 72 1,560


Per cent 46.0 27.1 22.3 4.6 100.0


Note: Does not include data for public health medicine, other or palliative medicine due to insufficient responses; 
*values have not been provided for specialty categories with less than 10 respondents. 


Figure 12 – In your view, should junior doctors in training be able to opt out of a maximum


average working week?


Health Policy & Economic Research Unit


BMA survey of junior doctors’ working arrangements 201038


348,
22%


72,
5%


423,
27%


717,
46%


Yes, individually     Yes, collectively by speciality     No     No view







Table 34 – In your view, should junior doctors in training be able to opt out of a maximum


average working week (by hospital specialty)?


Yes,


Yes, collectively


individually by specialty No No view Total


Per Per Per Per Per 


n cent n cent n cent n cent n cent


Acute care 


common stem 15 46.9 * * * * * * 32 100.0


Anaesthetics 63 50.8 30 24.2 24 19.4 * * 124 100.0


Core medical 


training 100 50.5 46 23.2 41 20.7 11 * 198 100.0


Emergency 


medicine 39 44.3 16 18.2 25 28.4 * * 88 100.0


General (internal) 


medicine 77 50.0 32 20.8 38 24.7 * * 154 100.0


Geriatrics 19 39.6 15 31.3 * * * * 48 100.0


Neurosurgery * * 12 60.0 * * * * 20 100.0


Obstetrics and 


gynaecology 40 50.0 16 20.0 19 23.8 * * 80 100.0


Paediatrics 74 48.7 31 20.4 45 29.6 * * 152 100.0


Psychiatry 26 38..2 15 22.1 22 32.4 * * 68 100.0


Radiology * * 10 45.5 * * * * 22 100.0


Surgery 124 40.5 123 40.2 50 16.3 * 2.9 306 100.0


Total 637 46.3 374 27.2 302 21.9 63 4.6 1,376 100.0


Note: Does not include data for clinical oncology, general practice placement, medical microbiology and virology,
ophthalmology, oral and maxillo-facial surgery, pathology or other due to insufficient responses; 
*values have not been provided for categories with less than 10 respondents. 
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Table 35 – To what extent are you concerned that junior doctors could be pressured to opt


out of a maximum average working week by their employer (by specialty category)?


Very Not 


concerned Concerned No view concerned Total


Hospital based n 325 581 163 320 1,389


Per cent 23.4 41.8 11.7 23.0 100.0


General practice n 33 33 * * 80


Per cent 41.3 41.3 * * 100.0


Community health n * 18 * * 26


Per cent 15.4 69.2 3.8 11.5 100.0


Research/ n * 17 * * 35


academic medicine Per cent 22.9 48.6 11.4 17.1 100.0


Total n 379 664 177 341 1,561


Per cent 24.3 42.5 11.3 21.8 100.0


Note: Does not include data for public health medicine, other or palliative medicine due to insufficient responses; 
*values have not been provided for specialty categories with less than 10 respondents. 
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Table 36 – To what extent are you concerned that junior doctors could be pressured to opt


out of a maximum average working week by their employer (by hospital specialty)?


Very Not


concerned Concerned No view concerned Total


Per Per Per Per Per 


n cent n cent n cent n cent n cent


Acute care 


common stem * * 16 50.0 * * * * 32 100.0


Anaesthetics 31 25.0 46 37.1 * 6.5 39 31.5 124 100.0


Core medical 


training 51 25.8 77 38.9 27 13.6 43 21.7 198 100.0


Emergency 


medicine 20 22.7 43 48.9 12 13.6 13 21.7 88 100.0


General (internal) 


medicine 35 22.6 67 43.2 21 13.5 32 20.6 155 100.0


Geriatrics 11 22.9 29 60.4 * * * * 48 100.0


Neurosurgery * * * * * * 10 50.0 20 100.0


Obstetrics and 


gynaecology 18 22.5 31 38.8 * * 23 28.8 80 100.0


Paediatrics 37 24.3 79 52.0 15 9.9 21 13.8 152 100.0


Psychiatry 14 20.6 34 50.0 * 13.2 11 16.2 152 100.0


Surgery 70 22.9 105 34.3 36 11.8 95 31.0 306 100.0


Total 324 23.5 574 41.7 163 11.8 316 22.9 1,377 100.0


Note: Does not include data for clinical oncology, general practice placement, medical microbiology and virology,
ophthalmology, oral and maxillo-facial surgery, pathology, radiology or other due to insufficient responses; 
*values have not been provided for categories with less than 10 respondents. 
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Opting out of the WTR
Over three-quarters of respondents (78.5 per cent of cases) indicated that they had not been 


pressured into opting out. Of those who had been, they were most likely to have reported being


pressured into opting out of the maximum average working week by employers (12.6 per cent of


cases) and consultants (10.9 per cent of cases). Other responses included experiencing pressure from


other departments, pressure by admin staff/personnel, pressure from the perception of potentially


losing training numbers and pressure due to workload and conscientiousness (e.g. “…being able 


to sleep at night...”). (Table 37)


Respondents who worked in anaesthetics (17.7 per cent of cases) were most likely to report that they


felt under pressure to opt out by their employer than any other combination of specialty or source of


pressure. Respondents who worked in general (internal) medicine (84.8 per cent of cases) were most


likely to report that they had not been pressured into opting out. (Table 38) 


The majority of (84.0 per cent) of respondents indicated that they had not been formally asked to 


opt out of the WTR in order to work over 48 hours; however, 12.2 per cent of respondents had.


Respondents who worked in hospital based practice (12.6 per cent) were slightly more likely to have


been asked to opt out by their employer and no respondents who worked in community health


reported being asked to opt out at all. (Table 39)


Of the respondents who worked in hospital specialities, those working in geriatrics (27.1 per cent),


anaesthetics (16.1 per cent) and emergency medicine (13.6 per cent) were most likely to report that


they had been formally asked by their employers to opt out of the working time regulations. 


In contrast, respondents who worked in pathology (92.0 per cent) were least likely to have been 


formally asked to opt out of the working time regulations. (Table 40) 


Of those respondents who had been formally asked to opt out of the working time regulations, 


two-thirds (66.3 per cent; 124 of 187) elected to opt out. (Figure 13)


Respondents who worked in emergency medicine (91.7 per cent) were most likely to opt out of 


the WTR if asked to do so by their employer and respondents in core medical training (48.0 per cent)


were least likely to opt out if formally asked to do so by their employer. (Table 41)
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Table 37 – Have you felt under pressure to opt out (by specialty category)?


Yes, by my Yes, by Yes, by Yes, by


employers consultants colleagues Other No


Hospital based n 178 152 82 35 1,091


Per cent 


of cases 12.8 10.9 5.9 2.5 78.3


General practice n 14 13 * * 60


Per cent 


of cases 17.5 16.3 * * 75.0


Total n 198 171 92 40 1,230


Per cent 


of cases 12.6 10.9 5.9 2.6 78.5


Note: Does not include data for community health, public health medicine, research/academic medicine, other or palliative
medicine due to insufficient responses; 
*values have not been provided for specialty categories with less than 10 respondents.


Table 38 – Have you felt under pressure to opt out (by hospital specialty)?


Yes, by my Yes, by Yes, by Yes, by No


employers consultants colleagues Other


Per cent Per cent Per cent Per cent Per cent


n of cases n of cases n of cases n of cases n of cases


Anaesthetics 22 17.7 10 8.1 * * * * 98 79.0


Core medical 


training 29 14.6 24 12.1 16 8.0 * * 155 77.9


Emergency 


medicine 10 11.4 * * * * * * 71 80.7


General (internal) 


medicine 15 9.5 13 8.2 * * * * 134 84.8


Paediatrics 21 13.8 24 15.8 13 8.6 * * 107 70.4


Surgery 40 13.0 39 12.7 27 8.8 12 3.9 227 73.9


Total 178 12.9 151 10.9 82 5.9 35 2.9 1,080 78.1


Note: Does not include data for acute common stem, clinical oncology, general practice placement, geriatrics, medical
microbiology and virology, neurosurgery, obstetrics and gynaecology, ophthalmology, oral and maxillo-facial surgery,
pathology, psychiatry, radiology or other due to insufficient responses; 
*values have not been provided for categories with less than 10 respondents. 
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Table 39 – Have you been formally asked by your employers to opt out of the WTR in order


to work over 48 hours (by specialty category)?


Don’t 


Yes No know Total No reply


Hospital based n 175 1,166 50 1,391 3


Per cent 12.6 83.8 3.6 100.0 –


General practice n * 67 * 80 0


Per cent * 83.8 * 100.0 –


Public health medicine n * 11 * 13 0


Per cent * 84.6 * 100.0 –


Community health n * 26 * 26 0


Per cent * 100.0 * 100.0 –


Research/ n * 27 * 35 1


Academic medicine Per cent * 77.1 * 100.0 –


Other n * 11 * 13 0


Per cent * 84.6 * 100.0 –


Total n 191 1,313 59 1,563 4


Per cent 12.2 84.0 3.8 100.0 –


Note: Does not include data for palliative medicine due to insufficient responses; 
*values have not been provided for specialty categories with less than 10 respondents. 
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Table 40 – Have you been formally asked by your employers to opt out of the WTR in order


to work over 48 hours (by hospital specialty)?


Yes No Don’t know Total No reply


Per Per Per Per Per 


n cent n cent n cent n cent n cent


Acute care 


common stem * * 27 84.4 * * 32 100.0 0 –


Anaesthetics 20 16.1 99 79.8 * * 124 100.0 0 –


Core medical 


training 25 12.6 160 80.4 14 7.0 199 100.0 0 –


Emergency 


medicine 12 13.6 74 84.1 * * 88 100.0 0 –


General (internal) 


medicine 18 11.6 134 86.5 * * 155 100.0 3 –


Geriatrics 13 27.1 34 70.8 * * 48 100.0 0 –


Neurosurgery * * 16 80.0 * * 20 100.0 0 –


Obstetrics and 


gynaecology * * 71 88.8 * * 80 100.0 0 –


Paediatrics 18 11.8 129 84.9 * * 152 100.0 0 –


Pathology * * 23 92.0 * * 25 100.0 0 –


Psychiatry * * 56 82.4 * * 68 100.0 0 –


Radiology * * 20 90.9 * * 22 100.0 0 –


Surgery 39 12.7 263 85.7 * * 307 100.0 0 –


Other * * 25 83.3. * * 30 100.0 0 –


Total 174 12.6 1,157 83.9 48 3.5 1,379 100.0 3 –


Note: Does not include data for clinical oncology, general practice placement, medical microbiology and virology,
ophthalmology or oral and maxillo-facial surgery, due to insufficient responses; 
*values have not been provided for categories with less than 10 respondents. 
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Figure 13 – Did you agree to opt out (all respondents who had been formally asked 


to opt out)?


Table 41 – Did you agree to opt out (all respondents in hospital specialties who had been


formally asked to opt out)?


Yes No Total


Per Per Per 


n cent n cent n cent


Anaesthetics 15 78.9 * * 19 100.0


Core medical training 13 52.0 12 48.0 19 100.0


Emergency medicine 11 91.7 * * 12 100.0


Paediatrics 13 72.2 * * 18 100.0


Surgery 27 73.0 10 27.0 37 100.0


Total 116 68.2 54 31.8 170 100.0


Note: Does not include data for acute common stem, clinical oncology, general (internal) medicine, general practice
placement, geriatrics, medical microbiology and virology, neurosurgery, obstetrics and gynaecology, ophthalmology, oral and
maxillo-facial surgery, pathology, psychiatry, radiology or other due to insufficient responses; 
*values have not been provided for categories with less than 10 respondents. 
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Reasons for opting out of the WTR
The most frequently cited reason provided by respondents who had been formally asked to opt out 


of the working time regulations and had agreed to do so was that it was necessary to cover rota gaps


(52.4 per cent of cases; 64 of 125). The next most frequently cited reasons for opting out were;


personal preference (29.0 per cent of cases; 36 of 124), not receiving enough training opportunities


(25.8 per cent of cases; 32 of 124), that it was expected by the respondent’s deanery (25.8 per cent 


of cases; 32 of 124), that it was expected by the respondent’s department (19.4 per cent of cases; 


24 of 124), that it was expected by the specialty the respondent was working in (13.7 per cent of


cases; 17 of 124) and other reasons (12.9 per cent of cases; 16 of 124). 


Other reasons provided by respondents included only being able to receive pay for extra hours/locum


work if they had agreed to opt out of the working time regulations, “for the good of the


department”, respondents having being “told to – because the trust had been granted derogation” 


or not being given a choice: “we were simply informed that our rota was non-compliant due to a


shortage of SHOs but because of this we would be paid a band 2A”. 


Figure 14 illustrates the reasons for opting out of the working time regulations, provided by


respondents who worked in hospital specialties
7
. Respondents who worked in surgery indicated that


the main reasons for opting out were to cover rota gaps (8.5 per cent of cases; 10 of 117) and


personal preference (8.5 per cent of cases; 10 of 117). Respondents who worked in core medical


training reported that the main reason for opting out was to cover rota gaps (8.5 per cent of cases; 


10 of 117). 


47.4 per cent of all respondents who had not been formally asked by their employers to opt out of 


the WTR indicated that they would have opted out. Respondents who worked in research/academic


medicine (70.4 per cent) were most likely to have reported that they would opt out if asked, in


contrast to respondents working in community health (72.0 per cent) who were least likely to have


reported that they would opt out. (Table 42)


Respondents who worked in surgery (60.0 per cent), anaesthetics (54.2 per cent) and core medical


training (54.2 per cent) were most likely to indicate that they would opt out of the WTR if asked to 


do so by their employers. Respondents who worked in emergency medicine (72.2 per cent) and


psychiatry (69.8 per cent) were most likely to have indicated that they would not opt out. (Table 43)
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time regulations.







Figure 14 – Reasons for opting out of the WTR (hospital specialties only)


Note: Does not include data for community health, general practice, research/academic medicine, public health medicine
other or palliative medicine due to insufficient responses. 


Table 42 – Would you have opted out (respondents who have not been formally asked 


to opt out) (by specialty category)?


Yes No Total No reply


Hospital based n 537 587 1,124 42


Per cent 47.8 52.2 100.0 0


General practice n 25 39 64 3


Per cent 39.1 60.9 100.0 0


Community health n * 18 25 1


Per cent * 72.0 100.0 0


Research/academic medicine n 19 * 27 0


Per cent 70.4 * 100.0 0


Total n 600 666 1,266 47


Per cent 47.4 52.6 100.0 –


Note: Does not include data for public health medicine, palliative medicine or other due to insufficient responses; 
*values have not been provided for specialty categories with less than 10 respondents. 
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Table 43 – Would you have opted out (respondents who have not been formally asked to


opt out) (by hospital specialty)? 


Yes No Total No reply


Per Per Per Per 


n cent n cent n cent n cent


Acute care common stem 12 46.2 14 53.8 26 100.0 1 –


Anaesthetics 52 54.2 44 45.8 96 100.0 3 –


Core medical training 81 52.3 74 47.7 155 100.0 5 –


Emergency medicine 20 27.8 52 72.2 72 100.0 2 –


General (internal) medicine 56 43.4 73 56.6 129 100.0 5 –


Geriatrics 13 40.6 19 59.4 32 100.0 2 –


Obstetrics and gynaecology 31 44.9 38 55.1 69 100.0 2 –


Paediatrics 45 36.3 79 63.7 124 100.0 5 –


Pathology 11 47.8 12 52.2 23 100.0 0 –


Psychiatry 16 30.2 37 69.8 53 100.0 3 –


Surgery 154 60.6 100 39.4 254 100.0 1 –


Total 534 47.8 582 52.2 1,116 100.0 41 –


Note: Does not include data for clinical oncology, general practice placement, medical microbiology and virology,
neurosurgery, ophthalmology, oral and maxillo-facial surgery, other or radiology due to insufficient responses; 
*values have not been provided for categories with less than 10 respondents. 


Experience of the WTR and contractual arrangements
Three-quarters (75.6 per cent of cases) of respondents reported that they were undertaking hours


monitoring to ensure compliance with WTR and contractual arrangements. Respondents in geriatrics


(66.7 per cent of cases) were least likely to be undertaking hours monitoring to ensure compliance


with the WTR and contractual arrangements. 


Approximately one-quarter (26.7 per cent of cases) of respondents reported that they had experienced


pressure to work additional recorded hours. Respondents who worked in psychiatry (38.2 per cent of


cases) were most likely to report being pressured to work additional recorded hours.


Just over half (52.5 per cent of cases) of respondents indicated experiencing pressure to work


additional hours that are not recorded. Respondents who worked in research/academic medicine 


(61.1 per cent of cases) were much more likely to report being pressured to work additional hours that


were not recorded. Respondents who worked in the hospital specialties of neurosurgery (70.0 per cent


of cases), core medical training (69.3 per cent of cases) and acute common stem (68.8 per cent of


cases) most frequently reported being pressured to work additional hours that are not recorded. 


Health Policy & Economic Research Unit


BMA survey of junior doctors’ working arrangements 2010 49







Approximately three in five (58.5 per cent of cases) respondents reported having experienced a need


to provide service delivery during rostered time off. Respondents who worked in hospital based


practice (60.1 per cent of cases) were more likely to report having to provide service delivery during


rostered time off than other respondents. Respondents who worked in neurosurgery (95.0 per cent of


cases) were much more likely to have reported needing to provide service delivery during rostered time


off. A significant number of respondents who worked in emergency medicine (72.7 per cent of cases)


and obstetrics and gynaecology (68.8 per cent of cases) also reported needing to provide service


delivery during rostered time off. 


Approximately two in five respondents (41.0 per cent of cases) had needed to undertake formal


training during rostered time off. Respondents who worked in neurosurgery (70.0 per cent of cases)


were much more likely to have reported undertaking formal training during rostered time off than


respondents who worked in other specialties. (Tables 44, 45)


Table 44 – Have you experienced the following on a regular basis in your current post, 


or last substantive post (by specialty category)?


Hours A need A need to


monitoring Pressure to provide undertake


to ensure Pressure to work service formal


compliance to work additional delivery training


with EWTD/ additional hours that during during


contractual recorded are not rostered rostered


arrangements hours recorded time off time off


Hospital based n 1,059 375 744 838 587


(n=1,394) Per cent 


of cases 76 26.9 53.4 60.1 42.1


General practice n 57 22 38 40 25


(n=80) Per cent 


of cases 71.3 27.5 47.5 50 31.3


Community health n 20 * * * *


(n=26) Per cent 


of cases 76.9 * * * *


Research/academic n 27 10 22 20 16


medicine Per cent 


(n=36) of cases 75 27.8 61.1 55.6 44.4


Other n 10 * * * *


(n=13) Per cent 


of cases 76.9 * * * *


Total n 1,185 419 818 916 642


(n=1,567) Per cent 


of cases 75.6 26.7 52.2 58.5 41.0


Note: Does not include data for public health medicine or palliative medicine due to insufficient responses; 
*values have not been provided for specialty categories with less than 10 respondents. 
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Table 45 – Have you experienced the following on a regular basis in your current post, or last substantive post 


(by hospital specialty)?


Hours 


monitoring Pressure A need A need to


to ensure Pressure to work to provide undertake


compliance  to work additional service delivery formal training


with EWTD & additional hours that during during


contractual recorded are not rostered rostered


arrangements hours recorded time off time off


Per cent  Per cent Per cent Per cent Per cent


n of cases n of cases n of cases n of cases n of cases


Acute care common stem n= 32 24 75.0 * * 22 68.8 19 59.4 14 43.8


Anaesthetics n= 124 99 79.8 24 19.4 34 27.4 83 66.9 36 29.0


Core medical training n= 199 145 72.9 66 33.2 138 69.3 109 54.8 97 48.7


Emergency medicine n= 88 59 67.0 27 30.7 30 34.1 64 72.7 35 39.8


General (internal) medicine n= 158 122 77.2 39 24.7 84 53.2 74 46.8 56 35.4


Geriatrics n= 48 32 66.7 15 31.3 26 54.2 28 58.3 27 56.3


Neurosurgery n= 20 17 85.0 * * 14 70.0 19 95.0 14 70.0


Obstetrics and gynaecology n= 80 62 77.5 18 22.5 37 46.3 55 68.8 23 28.8


Paediatrics n= 152 122 80.3 58 38.2 74 48.7 109 71.7 66 43.4


Pathology n= 25 18 72.0 * * * * * * * *


Psychiatry n= 68 60 88.2 14 20.6 23 33.8 27 31.6 22 32.4


Radiology n= 22 20 90.9 * * * * 10 45.5 * *


Surgery n= 307 224 73.0 80 26.1 207 67.4 197 64.2 159 51.8


Other n= 30 19 63.3 * * 19 63.3 15 50.0 12 40.0


Total n= 1,382 1,049 75.9 371 26.8 737 53.3 833 60.3 582 42.1


Note: Does not include data for clinical oncology, general practice placement, medical microbiology and virology, ophthalmology, oral and maxillo-facial
surgery due to insufficient responses. 
*values have not been provided for categories with less than 10 respondents. 
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The effect of complying with the WTR on training
Over half of respondents (54.2 per cent) reported that compliance with a maximum average 48 hour


week had a negative effect on their training overall and only one in 10 respondents (10.7 per cent)


indicated that in their view a maximum average 48 hour week had a positive effect on their training.


One-third (35.2 per cent) of respondents had no view of the effect on training within a 48 hour week. 


Respondents who worked in research/academic medicine (74.3 per cent) and hospital based


respondents (56.1 per cent) were more likely to indicate that the maximum average 48 hour week 


had a negative effect on their training. Respondents who worked in community health (61.5 per cent)


were much more likely to have reported that the maximum 48 hour week had no effect on their


overall training. Respondents who worked in general practice (12.5 per cent) were most likely to 


have indicated that the 48 hour week had a positive impact on their overall training. (Table 46)


Respondents who worked in psychiatry (17.9 per cent) and emergency medicine (17.0 per cent) were


most likely to have reported that the maximum 48 hour week has had a positive effect on their overall


training. Respondents who worked in neurosurgery (85.0 per cent), anaesthetics (74.6 per cent) and


surgery (68.9 per cent) most frequently reported that the maximum 48 hour week had a negative


effect on their overall training. (table 47) 


70.7 per cent (1,095 of 1,549) of respondents described how the compliance with the maximum 


48 hour week has affected their training. Table 48 illustrates the themes of the respondents’


responses, derived by a content analysis. The quotes below table 48 were representative of


respondents’ experiences in relation to these themes. 


Table 46 – In your view, what effect has the compliance with a maximum average 


48 hour week had on your training overall (by specialty category)?


Positive No effect Negative Total No reply


Hospital based n 144 461 773 1,378 16


Per cent 10.4 33.5 56.1 100.0 –


General practice n 10 44 26 80 0


Per cent 12.5 55.0 32.5 100.0 –


Community health n * 16 * 26 0


Per cent * 61.5 * 100.0 –


Research/ n * * 26 35 1


academic medicine Per cent * 20.0 74.3 100.0 –


Total n 165 545 839 1,549 18


Per cent 10.7 35.2 54.2 100.0 –


Note: Does not include data for public health medicine, palliative medicine or other due to insufficient responses; 
*values have not been provided for specialty categories with less than 10 respondents. 
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Table 47 – In your view, what effect has the compliance with a maximum average 


48 hour week had on your training overall (by hospital specialty)?


Positive No effect Negative Total No reply


n Per n Per n Per n Per n Per 


cent cent cent cent cent


Acute care 


common stem * * 13 40.6 17 53.1 32 100.0 0 –


Anaesthetics 10 8.2 21 17.2 91 74.6 122 100.0 2 –


Core medical 


training 16 8.1 71 35.9 111 56.1 198 100.0 1 –


Emergency 


medicine 15 17.0 39 44.3 34 38.6 88 100.0 0 –


General (internal) 


medicine 19 12.3 61 39.6 74 48.1 154 100.0 4 –


Geriatrics * * 13 27.7 27 57.4 47 100.0 1 –


Neurosurgery * * * * 17 85.0 20 100.0 0


Obstetrics and 


gynaecology 9 11.3 27 33.8 44 55.0 80 100.0 0 –


Paediatrics 18 12.0 53 35.3 79 52.7 150 100.0 2 –


Pathology * * 12 50.0 * * 24 100.0 1 –


Psychiatry 12 17.9 34 50.7 21 31.3 67 100.0 1 –


Radiology * 4.5 11 50.0 10 45.5 22 100.0 0


Surgery 21 6.9 74 24.3 210 68.9 305 100.0 2 –


Other * * 15 50.0 14 46.7 30 100.0 0


Total 143 10.5 456 33.4 768 56.2 1,367 100.0 15 –


Note: Does not include data for clinical oncology, general practice placement, medical microbiology and virology,
ophthalmology, oral and maxillo-facial surgery due to insufficient responses; 
*values have not been provided for categories with less than 10 respondents. 
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Table 48 – Please explain (your view, what effect has the compliance with a maximum


average 48 hour week had on your training overall):


n Per cent 


of cases 


Reduction in training opportunities/experience (general) 545 49.8


Reduced continuity of care/poorer quality care/lower number 


of doctors on shift/increased handovers 210 19.2


Relatively less pay/time/relatively more work 175 16.0


Higher frequency or problematic rotas/rota gaps/unsocial hours 145 13.2


Increased focus on service provision – performing essential work 139 12.7


Do not keep to 48 hrs/WTR non-compliant post/hospital 93 8.5


WTR has not affected me/no change in my circumstances 76 6.9


Unable to say/don’t know (often unable to compare pre/post WTR) 65 5.9


Other 65 5.9


Better work/life/training balance 55 5.0


Less tired/better quality work/training 46 4.2


Improved training outcome/training benefit from WTR 31 2.8


Lower morale/poor staff relations 30 2.7
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In your view, what effect has the compliance with a maximum average 48 hour week 


had on your training overall?


By far the most consistent theme to emerge from individual responses was that the introduction of


the WTR had led to a proportionately greater focus on provision of core services with an associated


reduction in training opportunities and case-mix (49.8 per cent of cases). Some individuals


remarked that they felt they were employed in a ‘service post’ rather than a training post. 


“There are not enough junior doctors to allow us to take training opportunities, 


we are service providers only.” 


Also evident from respondents’ comments was a perception that the WTR had fragmented 


patient care (19.2 per cent of cases). This discontinuity led to two principal concerns being cited 


by respondents. Firstly, many respondents reported that the increased frequency of shift handovers 


and an associated increase in the number of doctors involved in a patient’s treatment was


sometimes detrimental to the patient’s quality of care and overall experience. Secondly, many


respondents reported that the quality of their training experience was poorer as a result, where 


a patient’s overall progress in care was not apparent. 


“Working a rota/shift pattern means continuity of patient care and time spent on


the ward has been reduced, thereby reducing not only learning opportunities but


also the ability to learn from/about the progression of a disease. With regards to 


my personal health and safety and quality of life the 48 hour week has not had a


positive effect or negative effect, because although the hours have reduced the


number of unsocial hours has increased.” 


Health Policy & Economic Research Unit


BMA survey of junior doctors’ working arrangements 2010 55







A number of respondents reported that they were working in a post or hospital that was openly


recognised as non-compliant with the WTR or, non-compliant in practice (8.5 per cent of cases).


Consequently many respondents described working unrecorded hours in order to meet their


training and service requirements. As a result, some respondents worked at a higher intensity 


and expressed unhappiness at the relative drop in pay experienced by working unrecorded/


non-contracted hours in order to complete the full range of their duties (16.0 per cent of cases). 


“Service requirements are difficult to meet with the shortage of doctors on the rota.


This often means staying late to ensure patient safety. A tier of doctors has been


removed from the on-call, meaning that on-call work is much more pressured, 


and I am sure that patient safety will suffer as a result. Compliance with EWTD 


does not leave enough time for training, and the only current solution to this is


coming in on rostered days off (not a problem from the hours point of view, but 


we are not paid for this which I resent). Ensuring adequate training and continuity


of patient care is becoming a major problem. Quality of training is a very big


concern in general surgery.” 


Another theme that emerged was the negative consequence that the WTR had on team working,


quality and an increased focus on service provision (12.7 per cent of cases). Many respondents


expressed the view that reduced continuity, particularly arising from the frequency of handovers,


combined with a perception that recent junior doctors had received lesser training than their


senior equivalents, could lead to disharmony among staff. Some more senior colleagues reported


performing shift duties below their level of expertise to compensate for a reduction in the number


of junior doctors present during a shift. The associated issue of rota gaps was frequently cited by


respondents of various levels of training/seniority as a major inhibitor of junior doctors’ training


opportunities and experience post-WTR. Many respondents also reported that the relative increase


in night time/on-call shifts and unsocial hours constituted an educationally unproductive


proportion of their allotted 48-hour week (13.2 per cent of cases). 


“Significant reduction in numbers of juniors on the ward at any one time thus


leading to poorer continuity of care plus some duplication and therefore significantly


increases the workload of juniors who are on the ward. Much less time for training


of juniors who are becomingly increasingly less competent. Many of my registrar


colleagues are unable or inexperienced at doing ‘general’ medical procedures (which


I could do as a house officer or SHO). Also, inevitably this means an increase in the


amount of shift work, especially out of hours.” 
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A smaller proportion of respondents reported that working as a junior doctor post-WTR had


reduced their tiredness and improved their work-life balance (5.0 per cent of cases), in some 


cases enabling more effective consolidated learning (4.2 per cent of cases). However, many of 


the same respondents did still consider that a reduction in hours was likely to equate to reduced


training and experience. 


“While the extra time to rest and have weekends has improved my quality of life, 


I am just not getting sufficient experience at work to feel like I know what I’m


doing.” 


Some junior respondents reported difficulty in accessing supervising consultants. The shift system


was deemed by some to be incompatible with consultant led training and had potential to cause


tension between junior and senior staff (2.7 per cent of cases). 


“The frequent team changes mean that it is difficult to establish a relationship with


supervising consultants, which is crucial to training as it is a prerequisite to gaining


their trust and being able to take on additional responsibility and advance clinical


and technical skills.” 


Some respondents were confident that their training had not been significantly affected by the


WTR, but this was mostly commonly as a consequence of non-compliance with the 48 hour week


and often at the expense of being paid for additional work (2.8 per cent of cases).


“We are only compliant on paper, we are doing similar hours to our predecessors so


getting similar training, we are just not paid for those hours above 48 hours.” 
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The effect of complying with the WTR working arrangements on personal health
and safety
Half (50.9 per cent) of respondents indicated that compliance with a maximum 48 hour week has 


had no effect on their personal health and safety. 30.8 per cent of respondents indicated that the


maximum average week had a positive effect and 18.3 per cent indicated that it has had a negative


effect. Respondents who worked in general practice (40.0 per cent) were most likely to report that 


the maximum hourly week had a positive effect on their personal health and safety and respondents


who worked in hospital based practice (19.6 per cent) were most likely to have reported that it had


had a negative effect. (Table 49)


Respondents who worked in emergency medicine (44.2 per cent), paediatrics (38.1 per cent) and


obstetrics and gynaecology (38.0 per cent) were most likely to have reported that compliance with 


a maximum average 48 hour week has had a positive effect on their personal health and safety.


Respondents who worked in neurosurgery (60.0 per cent) were much more likely to report that


compliance had a negative effect on their personal health and safety than respondents who worked 


in other specialties. (Table 50)


Table 49 – In your view, what effect has the compliance with a maximum average 


48 hour week had on your personal health and safety (by speciality category)? 


Positive No effect Negative Total No reply


Hospital based n 412 690 268 1,370 24


Per cent 30.1 50.4 19.6 100.0 0


General practice n 32 41 * 80 0


Per cent 40.0 51.3 * 100.0 0


Community health n * 17 * 26 0


Per cent * 65.4 * 100.0 0


Research/ n * 17 * 26 1


academic medicine Per cent * * * 100.0 0


Total n 475 785 282 1,542 25


Per cent 30.8 50.9 18.3 100.0 –


Note: Does not include data for public health medicine, palliative medicine or other due to insufficient responses; 
*values have not been provided for specialty categories with less than 10 respondents.
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Table 50 – In your view, what effect has the compliance with a maximum average 


48 hour week had on your personal health and safety (by hospital speciality)?


Positive No effect Negative Total No reply


n Per n Per n Per n Per n Per 


cent cent cent cent cent


Acute care 


common stem 10 31.3 18 56.3 * * 32 100.0 0 –


Anaesthetics 33 27.5 55 45.8 32 26.7 120 100.0 4 –


Core medical 


training 56 28.7 102 52.3 37 19.0 195 100.0 4 –


Emergency 


medicine 38 44.2 32 37.2 16 18.6 86 100.0 2 –


General (internal) 


medicine 45 29.2 81 52.6 28 18.2 154 100.0 4 –


Geriatrics 12 26.1 23 50.0 11 23.9 46 100.0 2 –


Neurosurgery * * * * 12 60.0 20 100.0 0 –


Obstetrics and 


gynaecology 30 38.0 43 54.4 * * 79 100.0 1 –


Paediatrics 56 38.1 65 44.2 26 17.7 147 100.0 5 –


Pathology * * 19 76.0 * * 25 100.0 0 –


Psychiatry 25 36.8 36 52.9 * * 68 100.0 0 –


Radiology * * 14 63.6 * * 22 100.0 0 –


Surgery 71 23.1 164 53.4 72 23.5 307 100.0 0 –


Other * 26.7 17 56.7 * * 30 100.0 0 –


Total 408 30.0 688 50.6 263 19.4 1,359 100.0 23 –


Note: Does not include data for clinical oncology, general practice placement, medical microbiology and virology,
ophthalmology, oral and maxillo-facial surgery due to insufficient responses; 
*values have not been provided for categories with less than 10 respondents. 
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The effect of complying with the WTR on quality of life
35.7 per cent of respondents reported that compliance with a maximum average 48 hour week has


had a positive effect on their quality of life; however, 22.1 per cent of respondents reported that it 


had had a negative effect. The majority of respondents (42.2 per cent) reported that compliance had


no effect on their quality of life. Respondents working in general practice (48.8 per cent) were most


likely to report that compliance had a positive effect and respondents working in hospital specialties


(23.5 per cent) were most likely to report that compliance has had a negative effect on quality of life.


(Table 51)


Respondents who worked in neurosurgery (55.0 per cent) were much more likely to report that


compliance has had a negative effect on their quality of life. In contrast, respondents working in


psychiatry (50.7 per cent) and emergency medicine (46.5 per cent) were most likely to have indicated


that compliance with the maximum average 48 hour week has had a positive effect on their quality 


of life. (Table 52) 


Table 51 – In your view, what effect has the compliance with a maximum average 


48 hour week had on your quality of life (by speciality category)? 


Positive No effect Negative Total No reply


Hospital based n 472 574 321 1,367 27


Per cent 34.5 42.0 23.5 100.0 0


General practice n 39 31 10 80 0


Per cent 48.8 38.8 12.5 100.0 0


Community health n 10 15 * 26 0


Per cent 38.5 57.7 * 100.0 0


Research/ n 10 20 * 35 1


academic medicine Per cent 28.6 57.1 * 100.0 0


Total n 550 649 340 1,539 28


Per cent 35.7 42.2 22.1 100.0 –


Note: Does not include data for public health medicine, palliative medicine or other due to insufficient responses; 
*values have not been provided for specialty categories with less than 10 respondents.
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Table 52 – In your view, what effect has the compliance with a maximum average 


48 hour week had on your quality of life (by hospital speciality)? 


Positive No effect Negative Total No reply


n Per n Per n Per n Per n Per 


cent cent cent cent cent


Acute care 


common stem 12 37.5 13 40.6 * * 32 100.0 0 –


Anaesthetics 44 36.4 37 30.6 40 33.1 121 100.0 3 –


Core medical 


training 65 33.3 90 46.2 40 20.5 195 100.0 4 –


Emergency 


medicine 40 46.5 28 32.6 18 20.9 86 100.0 2 –


General (internal) 


medicine 55 35.9 65 42.5 33 21.6 153 100.0 5 –


Geriatrics 12 26.1 22 47.8 12 26.1 46 100.0 2 –


Neurosurgery * * * * 11 55.0 20 100.0 0 –


Obstetrics and 


gynaecology 31 39.7 32 41.0 15 19.2 78 100.0 2 –


Paediatrics 57 39.0 58 39.7 31 21.2 146 100.0 6 –


Pathology * * 18 72.0 * * 25 100.0 0 –


Psychiatry 34 50.7 26 38.8 31 10.4 146 100.0 1 –


Radiology * * 12 54.5 * * 22 100.0 0 –


Surgery 81 26.4 138 45.0 88 28.7 307 100.0 0 –


Other * * 15 50.0 * * 30 100.0 0


Total 468 34.5 572 42.2 316 23.3 1,356 100.0 26 –


Note: Does not include data for clinical oncology, general practice placement, medical microbiology and virology,
ophthalmology, oral and maxillo-facial surgery due to insufficient responses; 
*values have not been provided for categories with less than 10 respondents. 
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The effect of the WTR on training opportunities
Almost half (49.2 per cent) of respondents reported having missed out on training opportunities since


August 2009. Respondents who worked in hospital based practice (51.8 per cent) were most likely


and respondents who worked in general practice (27.8 per cent) were least likely to have reported


missing out on training opportunities since the formal implementation of the 48 hour maximum


average working week. (Table 53)


Respondents who worked in the hospital specialties of neurosurgery (80.0 per cent), anaesthetics 


(66.1 per cent) and obstetrics and gynaecology (62.0 per cent) were most likely to have indicated 


that they had missed out on training opportunities since August 2009. Respondents who worked 


in psychiatry (77.9 per cent) were least likely to have missed out on training opportunities since 


the implementation of the 48 hour maximum average working week in August 2009. (Table 54)


Respondents who indicated that they had missed training opportunities since August 2009 were 


asked what training opportunities they had missed. Respondents were most likely to have reported


missing lectures or training days (75.5 per cent of cases) followed by observation/training supervision


(65.6 per cent of cases) and opportunities to complete procedures/demonstrate skills necessary to


evidence your PDP competencies (63.1 per cent of cases). Other training opportunities identified by


respondents included missing theatre time, handovers, clinics, audits, missing research opportunities,


taster sessions, courses/seminars, conferences and ward rounds. (Table 55)


The most common combination of specialty and missed training opportunities reported by respondents


were for those working in psychiatry (93.3 per cent of cases), paediatrics (88.4 per cent of cases) and


emergency medicine (86.8 per cent of cases) and missing lectures/training days. (Appendix 3)


Table 53 – Have you regularly missed out on training opportunities since August 2009 


(by specialty category)?


Yes No Total No reply


Hospital based n 711 661 1,394 22


Per cent 51.8 48.2 100.0 0


General practice n 22 57 80 1


Per cent 27.8 72.2 100.0 0


Research/academic medicine n 15 19 36 2


Per cent 44.1 55.9 100.0 0


Total n 758 784 1,567 25


Per cent 49.2 50.8 100.0 –


Note: Does not include data for community health, public health medicine, palliative medicine or other due to insufficient
responses; 
*values have not been provided for specialty categories with less than 10 respondents. 
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Table 54 – Have you regularly missed out on training opportunities since August 2009 


(by hospital specialty)?


Yes No Total No reply


Per Per Per Per 


n cent n cent n cent n cent


Acute care common stem 19 59.4 13 40.6 32 100.0 0 –


Anaesthetics 80 66.1 41 33.9 121 100.0 3 –


Core medical training 104 52.8 93 47.2 197 100.0 2 –


Emergency medicine 38 44.2 48 55.8 86 100.0 2 –


General (internal) medicine 67 43.5 87 56.5 154 100.0 4 –


Geriatrics 25 53.2 22 46.8 47 100.0 1 –


Neurosurgery 16 80.0 4 20.0 20 100.0 0 –


Obstetrics and gynaecology 49 62.0 30 38.0 79 100.0 1 –


Paediatrics 86 58.1 82 41.9 148 100.0 4 –


Psychiatry 15 22.1 53 77.9 68 100.0 0 –


Surgery 173 56.7 132 43.3 305 100.0 2 –


Other 11 39.3 17 60.7 28 100.0 2 –


Total 706 51.9 654 48.1 1,360 100.0 22 –


Note: Does not include data for clinical oncology, general practice placement, medical microbiology and virology,
neurosurgery, ophthalmology, oral and maxillo-facial surgery, pathology or radiology due to insufficient responses; 
*values have not been provided for categories with less than 10 respondents. 
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Table 55 – What training opportunities have you missed (by specialty category)?


Research/


Hospital General Academic


based practice medicine Total


(n=711) (n=22) (n=15) (n=758)


n Per cent n Per cent n Per cent n Per cent


of cases of cases of cases of cases


Lectures/training days 534 75.1 18 81.8 11 73.3 572 75.5


Observation training/


clinical supervision 467 65.7 13 59.1 10 66.7 497 65.6


Meeting with educational 


supervisor 221 31.1 * * * * 236 31.1


Opportunities to complete 


procedures/demonstrate 


skills necessary to evidence 


your PDP competencies 450 63.3 14 63.6 * * 478 63.1


Planned study leave 223 31.4 * * * * 236 31.1


Opportunities to complete 


workplace assessments 347 48.8 10 45.5 * * 367 48.4


Other 37 5.3 * * * * 40 5.4


Note: Does not include data for community health, public health medicine, palliative medicine or other due to insufficient
responses; 
*values have not been provided for specialty categories with less than 10 respondents. 


Reasons for missing training opportunities
The main reason for missing training opportunities provided by respondents, was being required to 


fill long-term rota gaps/staff shortages (56.1 per cent of cases). This was followed by the need to 


cover for colleagues (41.4 per cent of cases), as a result of the design of the rota or having to take


compulsory time off as a result of the maximum average 48 hour week (28.5 per cent of cases) in


addition to the need to provide service provision or being too busy with clinical duties to take time 


out for training (14.1 per cent of cases). 
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Other reasons provided by respondents are shown in the box below (see also table 56): 


A principal theme identified included the presence of too many senior trainees within the same


rota resulting in greater competition for training opportunities:


“Too many trainees, rostered to do fewer hours, so less opportunity to learn” 


Not enough time spent at the hospital was also cited:


“you spend less time in hospital therefore you are exposed to less opportunities and


clinical experience” 


Being unable to access training opportunities as a result of being on-call:


“enforced days off due to hours, on-call fatigue due to body clock switching” 


Respondents also identified conflicting schedules: 


“not able to attend weekly A&E teaching as it clashes with GP teaching” 


Training opportunities were considered to be more limited due to working on a less than 


full time basis: 


“LTFT training exacerbates these issues as (the) rota may not fit with protected


teaching“


Respondents cited lower quality of training:


“poor continuity with patients due to shifts. Training opportunities much better with


24 hours on-call” 


Conflicts between performance targets and training opportunities were also reported by


respondents:


“Four hour wait means performing a procedure supervised isn’t allowed as it takes


up too much time“ 
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Respondents working in the hospital specialties of geriatrics (52.0 per cent of cases) and surgery 


(44.5 per cent of cases) were most likely to report that they missed training opportunities as a result 


of covering for colleagues. Respondents who worked in core medical training (75.0 per cent of cases)


and emergency medicine (68.4 per cent of cases) were most likely to have indicated that they had


missed training due to long-term rota gaps or staff shortages. Respondents who worked in the


specialty of emergency medicine (36.8 per cent of cases) most frequently reported that they missed


training as a result of having to provide service provision. (Appendix 4)


Table 56 – In your view, why did you miss these training opportunities 


(by specialty category)?


Hospital General


based practice Total


(n=711) (n=22) (n=758)


n Per cent n Per cent n Per cent


of cases of cases of cases


Covering for colleagues (i.e. short term) 295 41.5 * * 314 41.4


Due to personal reasons 17 2.4 * * 20 2.6


Long-term rota gaps/staff shortages 402 56.5 10 45.5 425 56.1


Design of rota/compulsory time off due to WTR 203 28.6 * * 216 28.5


Service provision/too busy for training 100 14.1 * * 107 14.1


No training sessions available at night 33 4.6 * * 33 4.4


Lack of supervision 40 5.6 * * 45 5.9


Other 57 12.5 * * 61 12.6


Note: Does not include data for community health, public health medicine, palliative medicine or other due to insufficient
responses; 
*values have not been provided for specialty categories with less than 10 respondents. 
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Views on the WTR
Half (49.8 per cent) of all respondents reported that they thought that it is possible to train in their


specialty whilst complying with the maximum average 48 hour week. Respondents who worked in


community health (80.8 per cent) and public health medicine (76.9 per cent) were most likely to 


think it is possible to train a junior doctor on the maximum average of 48 hours a week. (Table 57)


Within hospital based practice, respondents who worked in psychiatry (70.6 per cent) and emergency


medicine (69.0 per cent) were most likely to indicate that it is possible to train a junior doctor whilst


complying with a 48 hour week. Respondents who worked in neurosurgery (90.0 per cent) were much


more likely to report that it was not possible to train a junior doctor within these time constraints. 


The majority of respondents who worked in surgery (53.8 per cent) and geriatrics (45.7 per cent) 


also thought that it was not possible. (Table 58)


The majority of respondents (54.0 per cent) were of the view that the number of years junior doctors


spend in a specialty should be increased to achieve the competencies within the maximum average 


48 hour week. Respondents who worked in research/academic medicine (69.4 per cent) and


community health (61.5 per cent) were most likely to indicate that the number of years in specialty


training should be increased. (Table 59)


Respondents who worked in radiology (68.2 per cent) and emergency medicine (65.5 per cent) were


most likely to be of the view that the number of years that junior doctors spend training in a specialty


should be increased; however, respondents who worked in neurosurgery (60.0 per cent) were most


likely to disagree with this. (Table 60).


Over half (56.3 per cent) of respondents disagreed that time spent training should not be included 


in the total hours junior doctors are contracted to work for the purposes of the maximum average 


48 hour week. Respondents who worked in hospital based practice were most likely to agree with 


this statement. (table 61)


Respondents who worked in the hospital specialties of core medical training (23.4 per cent), surgery


(22.7 per cent) and radiology (22.7 per cent) were most likely to agree that time spent training should


not be included in the total hours junior doctors are contracted to work for the purposes of the


maximum average 48 hour week. Respondents who worked in anaesthetics (69.7 per cent) were 


most likely to disagree with this statement. (Table 62) 
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Table 57 – In your view, is it possible to train as a junior doctor in your (intended) specialty


whilst complying with the maximum average 48 hour week (by specialty category)?


Neither 


agree or 


Agree disagree Disagree Total


Hospital based n 656 226 487 1,394


Per cent 47.9 16.5 35.6 100.0


General practice n 56 * 16 80


Per cent 70.0 * 20.0 100.0


Community health n 21 * * 26


Per cent 80.8 * * 100.0


Public health medicine n 10 * * 13


Per cent 76.9 * * 100.0


Research/academic medicine n 11 * 18 36


Per cent 31.4 * 51.4 100.0


Total n 767 248 526 1,567


Per cent 49.8 16.1 34.1 100.0


Note: Does not include data for palliative medicine or other due to insufficient responses; 
*values have not been provided for specialty categories with less than 10 respondents.
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Table 58 – In your view, is it possible to train as a junior doctor in your (intended) specialty


whilst complying with the maximum average 48 hour week (by hospital specialty)?


Neither


agree or 


Agree disagree Disagree Total


Per Per Per Per 


n cent n cent n cent n cent


Acute care common stem 18 56.3 * * 13 40.6 32 100.0


Anaesthetics 63 51.6 17 13.9 42 34.4 122 100.0


Core medical training 78 39.6 48 24.4 71 36.0 197 100.0


Emergency medicine 60 69.0 10 11.5 17 19.5 87 100.0


General (internal) medicine 85 56.3 27 17.9 39 25.8 151 100.0


Geriatrics 15 32.6 10 21.7 21 45.7 46 100.0


Neurosurgery * * * * 18 90.0 20 100.0


Obstetrics and gynaecology 33 42.9 15 19.5 29 37.7 77 100.0


Paediatrics 84 56.4 29 19.5 36 24.2 149 100.0


Pathology 13 52.0 * * * * 25 100.0


Psychiatry 47 70.6 10 14.7 10 14.7 68 100.0


Radiology 13 59.1 * * * * 22 100.0


Surgery 99 32.7 41 13.5 163 53.8 303 100.0


Other 16 55.2 * * * * 29 100.0


Total 649 47.8 226 16.7 482 35.5 1,357 100.0


Note: Does not include data for clinical oncology, general practice placement, medical microbiology and virology,
ophthalmology or oral and maxillo-facial surgery due to insufficient responses; 
*values have not been provided for categories with less than 10 respondents. 
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Table 59 – In your view, should the number of years junior doctors spend training in a


specialty be increased to enable the required competencies to be achieved within the


maximum average 48 hour week (by specialty category)?


Neither


agree or 


Agree disagree Disagree Total


Hospital based n 734 297 342 1394


Per cent 52.6 21.3 24.5 100.0


General practice n 46 16 17 80


Per cent 57.5 20.0 22.5 100.0


Community health n 16 * * 26


Per cent 61.5 * * 100.0


Research/academic medicine n 25 * * 36


Per cent 69.4 * * 100.0


Total n 836 332 275 1567


Per cent 54.0 21.5 24.3 100.0


Note: Does not include data for palliative medicine, public health or other due to insufficient responses; 
*values have not been provided for specialty categories with less than 10 respondents.
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Table 60 – In your view, should the number of years junior doctors spend training in a


specialty be increased to enable the required competencies to be achieved within the


maximum average 48 hour week (by hospital specialty)?


Neither


agree or 


Agree disagree Disagree Total


Per Per Per Per 


n cent n cent n cent n cent


Anaesthetics 64 52.9 27 22.3 30 24.8 121 100.0


Core medical training 101 51.3 44 22.3 52 26.4 197 100.0


Emergency medicine 57 65.5 12 13.8 18 20.7 87 100.0


General (internal) Medicine 90 59.6 31 20.5 30 19.9 151 100.0


Geriatrics 27 58.7 10 21.7 * * 46 100.0


Neurosurgery * * * * 12 60.0 20 100.0


Obstetrics and gynaecology 51 66.2 12 15.6 14 18.2 77 100.0


Paediatrics 72 48.3 38 25.5 39 26.2 149 100.0


Pathology 14 40.0 * * * * 25 100.0


Psychiatry 30 44.1 19 27.9 19 27.9 68 100.0


Radiology 15 68.2 * * * * 22 100.0


Surgery 152 50.2 61 20.1 90 29.7 303 100.0


Other 11 37.9 10 34.5 * * 29 100.0


Total 711 53.2 288 21.6 337 25.2 1,336 100.0


Note: Does not include data for acute common stem, clinical oncology, general practice placement, medical microbiology
and virology, ophthalmology or oral and maxillo-facial surgery due to insufficient responses; 
*values have not been provided for categories with less than 10 respondents. 
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Table 61 – In your view, should time spent training not be included in the total hours junior


doctors are contracted to work, for the purposes of the maximum average 48 hour week 


(by specialty category)?


Neither


agree or 


Agree disagree Disagree Total


Hospital based n 261 330 776 1,367


Per cent 19.1 24.1 56.8 100.0


General practice n * 30 44 80


Per cent * 37.5 55 100.0


Community health n * * 14 26


Per cent * * 67.8 100.0


Research/academic medicine n 11 10 14 35


Per cent 31.4 28.6 40.0 100.0


Total n 287 386 866 1,539


Per cent 18.6 25.1 56.3 100.0


Note: Does not include data for palliative medicine, public health or other due to insufficient responses; 
*values have not been provided for specialty categories with less than 10 respondents.
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Table 62 – In your view, should time spent training not be included in the total hours junior


doctors are contracted to work, for the purposes of the maximum average 48 hour week 


(by specialty category)?


Neither 


agree or 


Agree disagree Disagree Total


Per Per Per Per 


n cent n cent n cent n cent


Acute care common stem * * 10 32.3 18 58.1 31 100.0


Anaesthetics 13 10.7 24 19.7 85 69.7 122 100.0


Core medical training 46 23.4 54 27.4 97 49.2 197 100.0


Emergency medicine 14 16.1 21 24.1 52 59.8 87 100.0


General (internal) medicine 27 17.8 29 19.1 96 63.2 152 100.0


Geriatrics 10 21.3 12 25.5 25 53.2 47 100.0


Neurosurgery * * * * 10 50.0 20 100.0


Obstetrics and gynaecology 14 17.9 21 26.9 43 55.1 78 100.0


Paediatrics 33 22.1 37 24.8 79 53.0 149 100.0


Pathology * * * * 12 48.0 25 100.0


Psychiatry * * 22 32.8 40 59.7 67 100.0


Radiology * 22.7 * * 14 63.6 22 100.0


Surgery 68 22.7 65 21.7 167 55.7 300 100.0


Other * * 11 37.9 14 48.3 29 100.0


Total 259 19.1 328 24.2 768 56.7 1,355 100.0


Note: Does not include data for acute common stem, clinical oncology, general practice placement, medical microbiology
and virology, ophthalmology or oral and maxillo-facial surgery due to insufficient responses; 
*values have not been provided for categories with less than 10 respondents. 
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