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Foreword 

 

The past two years have been an unprecedented challenge for the 

cardiovascular community and our National Health Service at large. Dealing 

with the COVID-19 pandemic response and the impact of this on non-COVID-

19 related care, has required extraordinary and ongoing effort from health 

professionals working under extreme conditions, often in unfamiliar 

environments.  

 

As we would expect, our cardiologists in training have made a major 

contribution, with over half being re-deployed to looking after COVID-19 

patients on general medicine wards and intensive care units across the UK. 

Together with a sustained downturn in outpatient clinics, diagnostic testing and 

cardiology procedures, the inevitable disruption to their training opportunities 

has been profound, which the BJCA training survey highlights in full detail.  

 

The recovery of cardiology training and support for our trainees to reach their 

competency standards requires urgent and co-ordinated action. I am 

therefore delighted to see this document, which the BJCA has developed in 

conjunction with the BCS, the Joint Royal Colleges Postgraduate Training Board 

(JRCPTB) and cardiology sub-specialty societies. 

 

Whilst unashamedly aspirational, the document sets out in a clear and concise 

fashion the key responsibilities for us all moving forward. It is important to 

emphasise that there is nothing described here that is not already being done 

successfully in many training centres across in the country. 

 

Importantly, it underscores the principle that, despite all of the competing 

demands we face in delivering patient-centred cardiology services, training 

our future consultant colleagues remains a key priority. It matters to all of us, 

and in particular to our patients of today and tomorrow. 

 

 

Professor John P. Greenwood, MBChB, PhD, FRCP, FACC, FSCMR 

President, British Cardiovascular Society 
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Impact of COVID-19 on UK Cardiology Training 
The impact of the COVID-19 pandemic on cardiology training has been 

profound. A substantial decrease in the number of patients attending for 

urgent or emergency procedures early in the pandemic, alongside further 

reductions in elective diagnostic and interventional activity have led reduced 

clinical and procedural exposure across the board.1,2,3  

 

Crucially, over half of all cardiology trainees (51%) were redeployed away from 

cardiology rotations to support the emergency pandemic response across 

general internal medicine and intensive care.4 These trainees have been 

redeployed for an average of four months. Regardless of redeployment, 70% 

of trainees report that COVID-19 has had a negative or very negative effect 

on training. Redeployment has led to a total of ~100 person-years of lost 

cardiology training.4 

 

These changes have resulted in trainees reporting lower procedure numbers 

across a range of cardiology areas upon reaching the end of core training. In 

particular, redeployed registrars have experienced a 40% reduction in 

coronary angiogram numbers and a 20% in trans-thoracic echocardiogram 

numbers by ST5.2 The latter from an already low baseline pre-pandemic, in 

which the majority of trainees consistently failed to meet the indicative 

standard (n=450) by the end of ST5.  
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Overall scope of training recovery 

Why do we need to focus on training recovery? 

• Today’s trainees are tomorrows consultant cardiologists; without 

appropriate training future patient care will suffer. 

 

• Trainees deliver large amounts of service provision as part of their 

training. This contribution should be recognised and training supported. 

 

Who should be involved in training recovery? 

• The gap in training that has developed over the course of this pandemic 

needs to be tackled collectively by the whole cardiology community.  

 

• All consultant cardiologists were trainees at some point 

 

• All consultant cardiologists can train 

 

• All members of the wider cardiology MDT can help in the training of 

cardiology trainees  

 

• Senior trainees can, and should, help training more junior colleagues 

 

When and where should additional training be offered 

• There are no cases that are not training cases, provided informed 

consent is obtained, 

 

• Each patient should have at least one trainee involved in their care 

 

• Any cardiology trainee can gain experience from involvement in the 

care of a patient and should have practical involvement in at least part 

of any procedure. 

 

• Training should not be limited to the catheter lab. Cardiology training is 

required across the specialty and is not limited to interventional or 

diagnostic procedures. Supervision and training should be offered in 

wards, clinics, diagnostic procedures, echocardiography departments, 

and administration. 



  

5 

 

Areas of responsibility for training 

Trainees  

• Trainees should assess the gap between where they are and where they 

would be if they had not been affected by the pandemic. 

 

1. This gap analysis should be undertaken in conjunction with your 

educational supervisor 

2. Compare your log-book or other records (including ePortfolio) 

against certification and ARCP guidance from the JRCPTB 

(https://www.jrcptb.org.uk/specialties/cardiology). 

3. Based on your training needs, agree a bespoke training 

programme and appropriate targets with your educational 

supervisor and other trainers which focuses on the next 3-4 months  

4. Pay particular attention to areas of the curriculum which 

historically may be more challenging to experience (e.g. 

cardiovascular disease in pregnancy, inherited cardiac 

conditions).  

 

• Review your progress regularly. Ensure Professional Development Plans 

are updated regularly (every one to two months) and include clear and 

appropriate objectives.  

 

• Identify all training opportunities including cath lab lists, clinics, MDT 

meetings, consultant ward rounds, etc. at least 1-2 weeks in advance.  

 

• Work as a team with other trainee colleagues to allocate people to 

these training opportunities. Trainees should be allocated based on 

whose training needs best relate to the potential training provided by 

each session.  

 

• For each training opportunity discuss with the consultant (or lead allied 

health professional) your training aims and skill level before commencing 

 

Consultants and specialty doctors 

Consider how every patient may be an opportunity to train. 
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Cath lab 

• Incorporate training into the WHO briefing at the start of the list/each 

case to inform the wider team that you will be training during the case.  

 

• Pre-list discussions should include the current level of experience of the 

trainee, strengths and areas of weakness, and a list of achievable aims 

for the session should be developed incorporating expected case mix 

(e.g. learn to do an aortogram). 

 

• If there is more than one trainee present, split opportunities according to 

their level of training 

 

• At the end of each case ensure you give constructive feedback. This 

could be either informal or via a workplace-based assessment; it is the 

dialogue that is important.  

 

Outpatient clinics 

• Ensure trainees are able to come to outpatient clinics and encouraged 

to attend. Developing skills in managing outpatient encounters is 

important 

 

• Let the trainee see new and follow-up cases of a suitable complexity for 

their stage of training 

 

• Discuss a plan for the consultation from the referral letter and available 

investigations where available. 

 

• Depending on the stage of the trainee and case complexity, discuss the 

management plan at the end of the consultation or at the end of the 

list. Provide direct feedback on each encounter.   

 

Ward rounds 

• Ensure trainees regularly lead the ward round and help guide their 

consultations where required. 
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• If time is a limiting factor, agree that the trainee will see a proportion of 

the patients or that they will lead for a specified period of time 

 

• Ensure that time is available at the end of the ward round to allow for a 

constructive feedback dialogue between yourself and the trainee. 

Complete relevant work-place based assessments (WPBAs) where 

required.  

 

Ward cover and acute inpatient reviews 

• Encourage trainees to review patients either with supervision or 

independently, depending on stage of training. 

 

• Ensure trainees discuss patients they have reviewed and provide 

feedback on their management plans. 

 

• Where pre-specialty doctors are present on the ward, cardiology 

trainees should be encouraged and empowered to leave the ward 

environment to pursue appropriate training opportunities.  

 

• Trainees should be provided with a bleep or alternative communication 

system to allow the ward team to contact them as needed. Trainees 

should be encouraged to return to the ward periodically to follow-up on 

ward cases and ensure that feedback can be provided to pre-specialty 

doctors (thus ensuring this becomes a training opportunity for the pre-

specialty doctors as well). 

 

Emergency take 

• Encourage trainees to undertake senior reviews of new patients and 

lead post-take ward rounds. 

 

• Encourage supported decision making with trainees. 

 

Multidisciplinary meetings 

• Ensure that trainees are encouraged to present cases. 
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• Involve trainees in the discussion and guide them in the decision making 

process. 

 

• Ensure that time is set aside at the end of the meeting to generate a 

feedback dialogue with trainees 

 

Mentorship 
• All departments should endeavour to pair each trainee with 1-2 

consultants to act as training mentors. 

 

• These would be different from their Educational Supervisor and should 

be within the areas based on individual trainee needs 

 

• Mentors should meet regularly with trainers to assess their training within 

the specific identified areas of need, discussing how to provide further 

training opportunities where required.  

 

• Where a local mentor is not available, an alternative mentor within the 

region should be made available wherever possible.  

 

Trainees supporting trainees 
• In many settings, senior trainees can support more junior colleagues. 

 

• In particular, sub-specialty trainees can ensure that more junior trainees 

acquire fundamental skills within that subspecialist area. 

 

• This applies to all sub-specialist areas including coronary intervention, 

echocardiography, and devices/electrophysiology. 

 

• Senior trainees should be supported to offer this training by consultants 

and the wider MDT including offering feedback and workplace-based 

assessments on their training/teaching. 
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Institutional support required for training 

Schools of Medicine and Training Programme Directors 

(TPDs) 

• TPDs should liaise with educational supervisors and trainees to identify 

those who need additional support. 

 

• Educational supervisors should perform a 1:1 training evaluation with all 

trainees and develop individualised training plans as required.  

 

• Where trainees feel that they have insufficient training support from their 

department or educational supervisor, this should be discussed with their 

TPD at an early opportunity to allow for consideration of additional 

measures.  

 

• Flexibility should be increased to enable trainees to benefit from the most 

appropriate training opportunities for them within the LETB/Deanery, 

even if this is not at their base hospital.  

 

Cardiology departments and employers 

• Trainees are future consultant cardiologists and colleagues. Meeting 

their training needs is vital to ensuring the quality of future cardiology 

care.  

 

• All departmental meetings where service delivery is planned need to 

consider the needs of trainees. 

 

• All cath lab or diagnostic lists, clinics, echocardiography sessions, and 

meetings need to include consideration of which trainees will benefit 

from attending and being involved in each training opportunity. 

 

• Trainees gave a year to Trusts and the NHS to support the COVID-19 

response both through redeployment and redistribution of 

responsibilities. It is important that efforts are refocused on ensuring that 

high quality training is at the centre of all recovery plans.  
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