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Impact of EWTD on Teaching and Training in Irish Paediatric
Medicine: Positive or Negative?

Abstract:

DM Slattery
The Childrenâ��s University Hospital, Temple St, Dublin 1

Abstract

The European working time directive (EWTD) was instituted in Childrenâ��s University Hospital, Temple Street, Dublin,
October 2010. This study aimed to assess the impact of the EWTD on teaching and training in hospital paediatric
medicine. Research tools included questionnaire and focus group. Twenty out of a potential 52 non-consultant hospital
doctors (NCHDs) completed the questionnaire. Sixty five percent (n=13) of respondents stated the EWTD had an impact on
teaching, with 75% (n=15) stating it made it more difficult to attend hospital teaching sessions. The majority (95%,
n=19) felt it did not result in increased consultant or registrar teaching time. Thirty five percent (n=7) said the
EWTD had decreased consultant supervised training time in specific procedures while 50% (n=10) felt it had reduced
registrar supervised training time. The EWTD enabled NCHDs to attend teaching sessions less tired (65%, n=13) but they
missed significant teaching due to enforced rest and cross cover arrangements.

Introduction

In the past, long working hours was normal practice for doctors in training, working in hospital, with on call
duration extending up to 96 hours over a bank holiday weekend. Both NCHDs

1,2
 and the media

3
 highlighted their concerns

regarding this issue. Fatigue was a common complaint of trainees
1
 and many stated they had made errors which they

attributed to same
4
. Fatigue impairs human performance

5,6
. Sleep deprivation has been shown to be equivalent to the

effect of alcohol intoxication
7
. In the transportation industry, the extent of working hours has been limited by

federal regulations
8
. In particular the aviation industry rules regarding maximal hours in flight have been in place

since the 1930s
9
. The EWTD was enacted into the United Kingdom (UK) law as the 1998 Working Time Regulations

10
 and was

implemented in an incremental fashion. The EWTD was transposed into Irish Law in 2004
11
.

In 2007, the legal obligations regarding compliance with the terms of the EWTD changed such that the average number of
hours worked by a NCHD could not exceed 56 hours per week and by August 2009, this figure had reduced to 48 hours.
Four years later, inaction and inertia has resulted in multiple paediatric hospitals and departments in Ireland
remaining non EWTD compliant. Debate continues about the impact of the EWTD on the delivery of post graduate medical
training within the 48 hour week

12
.

Methods

A prospective study was performed between January and April 2011, at CUH Ethical approval was obtained from CUH Ethics
committee. Research tools employed included both questionnaire and focus group which were completed at the end of a 3
month period working in a EWTD compliant environment. The questionnaire (35 questions) was designed and piloted among
the NCHDs. Questionnaire collected both quantitative and qualitative data pertaining to the impact of the EWTD on
teaching and training in hospital paediatrics and future recommendations. Data was inserted into excel files, analysed
using SPSS version 14.0 and Cronbachâ��s alpha coefficient calculated. Qualitative data from the questionnaire and the
focus group was analysed thematically, by the author and verified by a second consultant. The focus group comprised of
2 senior house officers, 2 registrars, an independent observer who transcribed notes and recorded discussion and a
facilitator (the author).

Results

Twenty out of a potential 52 NCHDs (not working shift work), completed the questionnaire of which 12 were female
(60%). Response rate was 38.4%. Cronbackâ��s alpha co-efficient for the questionnaire was 0.78. The majority (n=18,
90%) were training in paediatric medicine, 2 (10%) were training in general practice while 16 (80%) had > 2years of
paediatric training completed. All20 (100%) had completed at least 3 months working in a EWTD compliant hospital
(CUH). Thirteen (65%) respondents agreed the EWTD had an impact on teaching with 15 (75%) stating the EWTD made it
more difficult to attend hospital teaching sessions (Table 1). The majority, 19 (95%) stated it did not result in
increased consultant or registrar teaching time, while 11 (55%) stated it actually resulted in reduced consultant and
13 (65%) reduced registrar teaching time. Approximately, two thirds (n=13, 65%) of respondents did not feel the EWTD
resulted in the development of an improved structured teaching programme but stated they were less tired at teaching
sessions than prior to its introduction, (n=13, 65%). The majority (n=16, 80%) favoured early morning teaching
sessions (8-9am).

Regarding impact of the EWTD on supervised training (Table 2), the majority did not feel the EWTD had an impact on
consultant or registrar supervised training time (65%, n=13 and 60% n=12 respectively) in specific procedures e.g.
lumbar puncture. There was unanimous agreement (n=20, 100%) that the EWTD did not increase consultant supervised
training time while 35% (n=7) felt the EWTD had actually decreased consultant supervised training time. The majority,
(60% n=12) stated that shift work did not improve teaching and training opportunities though 55% (n=11) did not feel
it dis-improved them. When questioned if â��working in a sub-specialty which involves significant emergency work
reduces teaching and training opportunities in the EWTD working weekâ��, 35% (n=7) agreed, 25% (n=5) disagreed and it
was not applicable in 40% (n=8). Regarding future teaching and training in a EWTD compliant hospital (Table 3), 16
(80%) would like more structured teaching and 17(85%) more supervised training sessions within the working week, while
the majority stated that they would attend both outside the working week [17 (85%) and16 (80%) respectively].

When asked to rank in order of importance for teaching opportunities 5 different teaching activities: 1 respondent
missed the question but of the remaining 19, 12 (valid percent, 63.2%) ranked the consultant led formal teaching
session as best, 3 (valid percent, 15.8%) ranked â��consultant post call roundsâ�� as best, 2 (valid percent 10.5%)
ranked outpatient clinic and 2 (valid percent 10.5%) â��consultant teaching ward roundâ�� best. The use of technology
in education was warmly welcomed. Overall 75%(n=15) felt that real time video link from hospital teaching sessions to
their home computer would be useful, 80% (n=16) felt web based teaching sessions would be useful, 70% (n=14) felt that
sessions which could be downloaded to an iPod or iPhone would be useful while the majority (90%, n=18) felt that
podcasts of guest lectures and establishment of a paediatric virtual learning centre for NCHDs would be useful.

Qualitative data identified that â��being less tiredâ�� was the most important positive change and â��missing teaching
sessions post callâ�� the main negative change since introduction of the EWTD The focus group concurred with the
questionnaire and uncovered a willingness to learn among NCHDs who swapped call to ensure presence on busy clinical
days. Solutions offered to overcome EWTD challenges included, increased NCHD number, protected teaching time or
earlier consultant post call ward rounds.

Discussion

The key points highlighted in this study, is that NCHDs in hospital paediatrics feel that the introduction of the EWTD
has resulted in teaching sessions being more difficult to attend, with reduced consultant and registrar teaching time
available to them and no improvement in structured teaching or training opportunities. The significant group of
non-responders is concerning and may reflect disinterest in learning or inability to attend due to clinical
commitment. Despite recent media attention, there is a significant paucity of data regarding the impact of EWTD on
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teaching and training in paediatric medicine. This is the first paper identified, despite the authorâ��s extensive
search. A recent systematic review

13
 of the impact of reduction in working hours, for doctors in training, on post

graduate medical education demonstrated that reducing hours from >80 hours per week has limited effect on postgraduate
training, that these studies are often of poor quality revealing conflicting results and that only 2 out of 41
pertained to non surgical or non-anaesthetic specialities.

The majority (27) showed no change in training outcomes, with 12 reporting a deterioration. Our study demonstrates a
dis-improvement in teaching but not specifically in supervised training for a specific procedure. A recent Irish
surgical study

14
 highlighted that 88% of surgical senior house officers reported a reduction in quality of surgical

training at a University hospital since introduction of EWTD.

Specialities with small numbers of NCHDs find it more difficult to comply with EWTD so it is important that NCHDs
demonstrated flexibility and interest to attend teaching and training in the trainees own time, outside of work hours.
This area should be maximised as advocated by Temple in the recent Medical Education England (MEE) report

15
. A

willingness to learn during unpaid time is crucial to ongoing teaching and training and should prevent the need for
increased length of training, if teaching and training is well structured. Being less tired is important to trainees
regarding teaching and training and here this study concurs with others internationally,

16
 many of which highlighted

that doctors after working 24 hour shifts, are more prone to making medical errors
4,17,18

, have twice as many road
traffic accidents

19
 and have a doubling of intrusive attentional failure at night

20
. Missing teaching sessions was a

significant negative of the EWTD identified in this study, which concurs with others
13
 that identified a â��detrimental

association between reduced working hours and measures of post graduate training and teachingâ��
13
. Our NCHDs called

for more staff. Significant provision for extra staffing has been made in the USA and UK but not in Ireland. Potential
options include, increase in consultant or registrar number, development of grade staff, introduction of interns to
paediatrics and /or allocate certain tasks from NCHDs to other professionals e.g. phlebotomy.

A weakness of this study is that it was performed in one hospital only, which may lead to bias but CUH was the only
EWTD compliant paediatric hospital with an ICU in the Republic at the time of the study. Prospective multi-centred
studies are required. In the words of John Temple â��training is patient safety for the next 30 yearsâ��

15
. The

traditional experiential model of postgraduate training and education is not appropriate in 2013. Shift work has been
identified as negatively impacting on training by reducing mentoring

21
, and trainer-trainee interactions

15
. Although the

MEE report cites evidence that a consultant led service is cost effective,
22
 personnel reconfiguration to maintain

trainee compliance with EWTD has been significantly expensive in other countries
23
. In the current fiscal environment

â��cost neutralâ�� is king. Overall, introduction of the EWTD is a positive change: it protects our NCHDs, our
patients, makes practical sense and is the law. However, unless our approach to teaching and training changes,
introduction of the EWTD may lead to a reduction in standard of same. Our challenge and obligation, as trainers is to
provide excellence in structured teaching and supervised training within and outside the working week in a financially
efficient way. Additionally, increased staff and financial input are required. Money remains an obstacle to
implementation of EWTD in Ireland.
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