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ABOUT RE:STATE  

Re:State is established as the leading Westminster think tank for public service reform. We 

believe that the State has a fundamental role to play in enabling individuals, families, and 

communities to thrive. But our vision is one in which the State delivers only the services that 

it is best placed to deliver, within sound public finances, and where both decision-making and 

delivery is devolved to the most appropriate level. We are committed to driving systemic 

change that will deliver better outcomes for all.       

We are determinedly independent and strictly non-party in our approach. This is reflected in 

our cross-party Advisory Board and our events programme which seeks to convene 

likeminded reformers from across the political spectrum.         

Re:State is a registered charity, the Re:State Trust Ltd, charity no. 1103739. 

 

ABOUT RE:STATE SCHOLARS 

Re:State Scholars aims to bridge the gap between policymakers and the expertise and 

analysis that exists in academia.  

Decision makers often have little access to the new thinking that emerges from the world of 

academia. This means that valuable insights – insights that could lead, via better policy, to 

better outcomes for citizens – never get beyond academic circles. And it makes it harder to 

break the groupthink and confirmation bias that too often pervades the policy world, limiting 

the quality of decisions and the range of ideas that are considered. 

This unique network for academics seeks to address that. Through the programme, Re:State 

is providing a platform for early-to-mid career academics to explore the public policy 

implications of their research, and to bring their findings to bear against the complex policy 

challenges of the coming years. 

For further information on Re:State Scholars, please contact programme lead and Director of 

Policy and Research, Dr Simon Kaye, at simon.kaye@re-state.co.uk.  

 

ABOUT THE SCHOLAR 

Dr Jennifer Creese is a Lecturer in Health Services Research in the Department of Population 

Health Sciences, University of Leicester. Her research focuses on workplace cultures, working 

conditions and retention of healthcare professionals, particularly doctors. She is a member of 

the Greater Manchester Patient Safety Research Collaboration, funded by the National 

Institute for Health & Social Care Research. 
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Re:State foreword 

Ours is a health system that faces many challenges, and a distinct lack of new thinking to 

provide possible solutions.  

For many resident doctors, the years after medical school are characterised by repeated 

moves between hospitals and communities, often just as they are trying to establish careers, 

families, and lives of their own. At the same time, government wants to build a health service 

that is more preventative, more rooted in neighbourhoods, and better connected to the 

communities it serves. 

Those two ambitions sit uneasily together. A genuinely neighbourhood-based health service 

needs clinicians who know the places in which they work: their populations, institutions, 

inequalities and assets. Yet our current system of medical training can make precisely that 

kind of connection difficult to build. 

In this paper, Re:State Scholar Dr Jennifer Creese asks what would happen if we treated place 

not as incidental to medical training, but as something worth deliberately designing into the 

system. Drawing on international experience, she explores how training could give resident 

doctors greater geographical stability while preserving breadth of experience, how doctors 

might become more connected to the communities they serve, and how they could be given 

greater capacity and voice to improve the services around them. 

The recommendations that follow are deliberately exploratory. They are the Dr Creese’s 

proposals for medical workforce reform, and raise important questions and put forward serious 

propositions that deserve consideration, testing and debate. That is an important part of what 

our Scholars Programme is for: creating space for new ideas from academic research to enter 

the policy conversation, particularly where they challenge established ways of doing things. 

None of these reforms alone will solve the pressures facing the medical workforce. But 

together they point toward a new organising principle: a system that goes beyond instilling 

expertise to help doctors to put down roots, understand a place, and become crucial partners 

in the creation and improvement of health there. 

Dr Simon Kaye 

Director of Policy and Research 
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Recommendations 
 

Recommendation 1: DHSC should work with the GMC and postgraduate medical training 

bodies to replace routine geographical relocation with new place-based training pathways. 

Resident doctors should have a defined ‘home training hub’ to which they return throughout 

their programme, rotating between specialties, services and providers within that area 

wherever possible. Placements outside that area should be fewer, longer, and if necessary 

work as mandatory postings. These are used where necessary to provide clinical experience 

that cannot be delivered locally, supplemented by full usage of remote learning and virtual 

rotations. Special pathways should be developed for persistently underserved areas, including 

routes that enable resident doctors from widening participation backgrounds to return to their 

home areas. 

Recommendation 2: Introduce a mandatory Community Health and Prevention component 

for all foundation doctors. This should be jointly developed by ICSs alongside local 

government public health teams in specific places. Each placement should provide protected 

time in community and prevention settings, structured exposure to local population health data 

and partnerships, and a small, assessed improvement project tied to an ICS priority area. 

Recommendation 3: Establish schemes where relevant place-based voluntary and 

community activities can be counted toward the part satisfaction of Continuing Professional 

Development (CPD) hours for established medics, including those with mandatory CPD 

requirements within their regulated professions. 

Recommendation 4: DHSC should work with ICBs to establish a programme of place-based 

resident doctor retention pilots in areas with persistent medical workforce shortages, 

combining greater stability in training placements with practical support to put down roots 

locally, including relocation, housing and a variety of internationally inspired and place-specific 

incentives. The pilots should evaluate which combinations produce sustained retention 

beyond the period of financial support. 

Recommendation 5: Launch a dedicated programme to create resident doctor capacity for 

engagement in innovative practices and community health, underpinned by increased task 

shifting to other clinicians, including nurses and nurse practitioners, physician associates, and 

allied health professionals. 

Recommendation 6: DHSC should establish and promulgate a national expectation that 

resident doctors have direct involvement in NHS service improvement and reform. Trusts and 

ICBs should provide protected time and formal representation for resident doctors in relevant 

planning and improvement structures, alongside a national mechanism for resident-doctor 

input into workforce and service reform. 
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1. Introduction 

The working conditions of doctors in the UK have become an essential component in a wider 

policy debate about the future of the health system.  

Since 2023, NHS resident doctors (formerly referred to as ‘junior doctors’ – doctors-in-training 

who have completed medical school and are developing to become consultant doctors) have 

staged multiple high-profile strikes, led by the British Medical Association (BMA).1 While these 

strikes have called principally for “pay restoration” following the real-terms decline in their pay 

value due to inflation, with a separate dispute over training bottlenecks, in reality resident 

doctors are dissatisfied about more than their wages.2 High numbers of resident doctors report 

poor wellbeing and burnout, due in part to poor work-life balance and precarity within a training 

system that sees them move location every three to twelve months.  

In what has been referred to as “Drexit”,3 many doctors who are worried about the future of 

the NHS or are unsure of their future within it are leaving the health service and even departing 

the country to work elsewhere.  

1.1 Attachment, exit, and voice 

The nature of resident doctors’ current model of work and training makes it difficult for them to 

develop ‘place attachment’: a social and emotional bond with the community in which they 

live. Place attachment has proven links with life and work satisfaction, good mental health, 

and stronger social bonding.4 But with resident doctors’ training periods after medical school 

lasting upwards of 8 years in some specialties, these disconnected conditions are long lasting 

and affect doctors at a key stage of life, both for themselves and for their families.  

Social science theory on dissatisfaction states that people who want change, whether it is as 

employees, customers, or citizens, have three options.5 They can choose ‘loyalty’ – saying 

nothing, remaining as they are and eventually developing apathy and stagnation. They can 

choose ‘voice’ – raising concerns publicly, speaking up to identify problems, affect change, or 

share new solutions. Or they can choose ‘exit’ – leaving the business or system for another 

option.  

The NHS has long relied on dissatisfied resident doctors to choose loyalty, through a “hidden 

curriculum” of medical training which normalises poor conditions and personal sacrifice as 

natural in medicine.6 However, the General Medical Council’s most recent National Training 

Survey finds that almost 61 per cent of resident doctors are at significant risk of burnout, 

 
1 British Medical Association. “Pay Restoration for Resident Doctors in England.” 2025. 
2 Kate Kirk and Jennifer Creese, “Junior Doctors: Why Pay Isn’t the Only Reason Thousands Are 

Striking,” The Conversation, 13 April 2023 
3 Hannah C. Wilson, Sarah Abrams, and Arabella Simpkin Begin, “Drexit: Understanding Why Junior 

Doctors Leave Their Training Programs to Train Overseas,” Health Science Reports 4, no. 4 (2021): 

e419 
4 Maria Lewicka, “Place Attachment: How Far Have We Come in the Last 40 Years?,” Journal of 

Environmental Psychology 31, no. 3 (2011): 207–230 
5 Albert O. Hirschman, Exit, Voice, and Loyalty: Responses to Decline in Firms, Organizations, and 

States (Harvard University Press, 1972 
6 Marika Davies, “The Risks of Following the Informal and Hidden Curriculums,” BMJ: British Medical 

Journal 359 (2017) 
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suggesting this is not a sustainable solution.7 Collective voice for resident doctors is 

channelled through professional bodies like the BMA; however, concerns about precarity, 

wellbeing, and belonging have been overshadowed by the pay restoration discourse and strike 

action.  

When resident doctors’ voices are denied or disregarded, and loyalty is likely to result in 

burnout, exit may logically follow as the only option left to resident doctors. Recent research 

has found that 94 per cent of hospital-based resident doctors surveyed are worried about the 

state and future of the NHS, with 81 per cent also concerned about their own future within it.8 

For many, these fears turn into plans to work primarily within private sector provision or indeed 

to emigrate, and many follow through to leave NHS practice. Data from the General Medical 

Council (GMC), the regulator who overseas registered doctors in the UK, shows that around 

3,000 doctors under 40 years of age leave the UK to move overseas each year, most of whom 

are resident doctors.9 Further data from the GMC suggests that 36 per cent of doctors under 

40 report they are likely to move overseas to continue their careers in the near future.10  

1.2 A neighbourhood health system 

The Government’s 2025 10 Year Health Plan for England sets out a vision for a 

“neighbourhood health system”, with a focus on community integration.11 This plan will need 

resident doctors, their expertise and their potential, to shift care provision closer to home, 

promoting health prevention and improving access to elective care. Given the potential 

benefits of higher levels of place attachment among doctors, this shift also represents an 

opportunity to improve workforce retention. 

The NHS has recently commenced a widespread review of medical training provision for 

resident doctors.12 How should the training of resident doctors shift so as to not only retain 

them, but to enable them to take a leading role in delivering this new community-based care?  

Based on a research programme of doctor retention across international health services over 

six years, this paper examines the countries to which UK resident doctors most commonly 

emigrate – Australia, New Zealand, Canada and the USA – for potential solutions to 

strengthen doctor retention and improve their sense of place attachment as the NHS navigates 

toward a more neighbourhood-centric approach. In each country, models can be found which 

enable resident doctors to become well integrated into communities and form a key part of 

localised health and social care. Three key areas of policy focus stand out: education, 

integration, and innovation.  

  

 
7 General Medical Council. National Training Survey 2025: Results. 2025 
8 Wen Wang, Jennifer Creese, Maria Karanika-Murray, Kevin Harris, Mark McCarthy, Christopher 

Leng, and Christopher King, “Can Compassionate Leadership of Senior Hospital Leaders Help Retain 

Trainee Doctors?” BMJ Leader 9, no. 3 (2024): 225–229  
9 Nicola Brennan, Nicolas Langdon, Marie Bryce, Tom Gale, Andy Knapton, Lorna Burns, and Niamh 

Humphries, Drivers of International Migration of Doctors to and from the United Kingdom (Report to 

the General Medical Council; Collaboration for the Advancement of Medical Education Research & 
Assessment, 2021) 
10General Medical Council UK and IFF Research, Identifying Groups of Migrating Doctors Research 

(2023) 
11 Department of Health & Social Care, Fit for the Future: 10 Year Health Plan for England (2025) 
12 NHS England, Medical Training Review (2025)  
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2. Education: improving the training of 

resident doctors 

The current model of training for resident doctors involves a series of stages: out of medical 

school, doctors undertake two ‘Foundation Years’ of training where they experience services 

across a range of specialties.13 Following this period, most will apply for a programme of 

training in a particular specialty – for example, surgery, cardiology, or general practice – which 

lasts anywhere from three years to eight years depending on the chosen specialty. Training is 

organised by the NHS into Local Education Training Boards or deaneries: regionalised 

clusters of hospitals across which assigned resident doctors are trained.  

Throughout this time, resident doctors are required to move regularly between NHS Trusts 

across the deanery. This is relatively straightforward to manage in deaneries with a small 

geographical area, such as the London deanery (covering the Greater London area) but less 

so in larger regional deaneries, such as the East of England deanery (covering from Watford 

in Hertfordshire to the Norfolk coast).14 The majority of resident doctors also focus much of 

their work and learning on service provision and treatment, rather than upstream prevention 

and public health (See Figure 1a). 

The nature and style of this training makes it difficult for resident doctors to develop the sorts 

of connections and knowledge they need to contribute to the new vision of neighbourhood 

health, not to mention the stability and social connectivity that would encourage them to be 

part of it. The NHS review of medical training provision provides an opportunity for rethinking 

training pathways and opportunities; however, less conservative and more radical thinking is 

needed in this redesign to address the twin challenges of retention and community health (see 

Figure 1b). Two areas could be tackled to enable the retention and community engagement 

needed: rethinking rotations and developing public health knowledge.  

2.1 Rethinking rotation   

The rotational training system is, in theory, meant to give trainee doctors exposure to new 

ideas and challenges by working with different senior specialists and populations. Drawing on 

a wide range of learning experiences and specialist expertise can enrich medical training.  

However, the current rotational model is based on an outdated ideal of the resident doctor – 

one who is independently wealthy enough to move around the country, who is single or 

supported by a stay-at-home partner, whose sole focus is on working to further their career. 

The reality for many resident doctors is complex – many are parents (and some single parents) 

or have ageing parents themselves, have partners with careers of their own, and come from 

a variety of backgrounds. Uprooting regularly in the name of training is highly disruptive to 

these doctors and their families, as well as being financially, socially, and psychologically 

burdensome. It also makes it difficult to develop place attachment and undermines the 

development of the sorts of local social connections that would help resident doctors be an 

engaged part of any localised healthcare partnership approach.  

 
13 British Medical Journal, “How Doctor Specialty Training (Residency) Works in the UK” (2024) 
14 NHS Workforce, Education & Training Directorate, “Regions”   
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Other health systems take different approaches to training their doctors that develop expertise 

without requiring perpetual mobility. In the USA and Canada, standard medical training uses 

a ‘matching’ model where after medical school resident doctors apply to a list of their preferred 

hospitals and services, depending on their desired location and specialty. They are 

algorithmically matched with a hospital or service depending on preference, application 

strength, and hospital need and specialisation. Then, they undertake the whole of their 

specialty residence in the same service or hospital, alongside the same cohort of peers. The 

US has used the National Matching Programme since the 1950s,15 and the Canadian Resident 

Matching Service has been used since the 1970s.16  

These programmes are not without their drawbacks. Current international match systems 

have been criticised for potential bias, particularly along gender lines, and accused of being 

highly subjective with no clear guidelines for assessment of candidates.17 The American 

programme is currently under investigation in a congressional antitrust inquiry, alleging that 

the scheme restricts aspiring doctors’ opportunities for mobility and, echoing the current BMA 

industrial action in the UIK, disincentivises hospitals from offering higher pay18 Nevertheless, 

data from the American Association of Medical Colleges suggests that almost 60 per cent of 

doctors who undertake this localised training remain in the same local area for the rest of their 

careers, indicating that it helps to promote a sense of in-place attachment.19 

The Australian model of medical training mostly mirrors the UK model of rotation throughout 

the training years, particularly in hospital-based medicine. However, in regional and rural areas 

of Australia resident doctors may apply for special training schemes that allow them to remain 

in place, in the same community throughout their training time.20 

The Remote Vocational Training Scheme, which has been running for over 25 years in 

underserved communities in Australia, allows resident doctors to train as GPs, generalist 

medical practitioners, and rural medical specialists after internship (equivalent to a UK 

Foundation Year). This approach, although small scale (the Australian government funds for 

22 incoming resident doctors each year), helps doctors to form place attachment, and ensures 

a stable medical workforce and greater continuity of primary care in underserved communities. 

This Australian programme uses remote clinical and educational supervision. Virtual rotations, 

born out of necessity during the COVID-19 pandemic, have been shown to help the broader 

development of physicians through exposure to national and international expertise without 

geographical limitations.21  

These technological solutions might be further built upon to enable resident doctors to connect 

with and learn from senior experts in other locations, without needing to physically uproot their 

lives. Widening Participation schemes, aimed at attracting young people who already live in 

those underserved communities and financially supporting them to apply to and complete 

medical training, on the condition they undertake their resident medical training back in their 

 
15 National Matching Programme, “About National Matching Programme” (2025) 
16 Canadian Resident Matching Service, “The Canadian Resident Matching Service – About” (2025) 
17 Tammy Ryan, “Addressing Bias and Lack of Objectivity in the Canadian Resident Matching 

Process,” Canadian Medical Association Journal 190, no. 40 (2018): E1211–E1212  
18 Mike Scarcella, “US House Panel Launches Antitrust Probe of Medical Residency System,” 

Reuters, 17 March 2025.  
19 American Association of Medical Colleges, 2023 Report on Residents: Physician Retention in State 
of Residency Training, by Last Completed GME Specialty (2023) 
20 Remote Vocational Training Scheme Ltd., “About the Remote Vocational Training Scheme” (2025)  
21 Nicholas Stark, Tuna Hayirli, Aditi Bhanja, Michaela Kerrissey, James Hardy, and Christopher. R. 

Peabody, “Unprecedented Training: Experience of Residents during the COVID-19 Pandemic,” 

Annals of Emergency Medicine 79, no. 5 (2022): 488–494  
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home community, also operate alongside the Remote Vocational Training Scheme. While 

many UK medical schools have Widening Participation initiatives, a lack of joined-up thinking 

with postgraduate medical training means that students recruited from underserved 

communities do not have mechanisms in place to return home to their community to practice. 

 

Recommendation 1: DHSC should work with the GMC and postgraduate medical training 

bodies to replace routine geographical relocation with new place-based training pathways. 

Resident doctors should have a defined ‘home training hub’ to which they return throughout 

their programme, rotating between specialties, services and providers within that area 

wherever possible. Placements outside that area should be fewer, longer, and if necessary 

work as mandatory postings. These are used where necessary to provide clinical experience 

that cannot be delivered locally, supplemented by full usage of remote learning and virtual 

rotations. Special pathways should be developed for persistently underserved areas, including 

routes that enable resident doctors from widening participation backgrounds to return to their 

home areas. 

 

2.2 Developing public health knowledge 

During their pre-specialty foundation training, resident doctors sample a range of different 

hospital areas and specialties. However, in the UK, most resident doctors do not spend any 

time in public health to learn about community health needs and prevention strategies. Out of 

the 75,600 resident doctors in formal training posts in the NHS, around 350 (0.5 per cent) 

across the country are in public health posts, and 16,000 (21 per cent) are in general practice 

training involving some public and preventative medicine.22  

This means that most training for the majority of the UK’s resident doctors is focused on 

treatment, not prevention. This approach is out of sync with new proposed healthcare models 

which aim to engage healthcare professionals and the public as partners in prevention and 

public health efforts. They also do not get to know much about their local communities or the 

health and wellbeing issues and challenges they face. Likewise, it prevents resident doctors 

from connecting with other community members and stakeholders around health, which could 

otherwise enhance their social connections and encourage retention.  

In New Zealand, all resident doctors regardless of their chosen specialty have a mandatory 

Community Based Attachment element as part of their training. Here, they must work outside 

the hospital directly in their local public health, community mental health, or urgent care service 

for at least 3 months, getting hands-on training about early detection and health prevention 

outside the hospital setting.23 Evaluation of this programme indicates that time learning about 

public health and prevention gave resident doctors a better understanding of the interface 

between hospital and community care,24 as well as improving their social supports and 

 
22 General Medical Council, The State of Medical Education and Practice in the UK Workforce Report 
2024 (2024)  
23 Medical Council of New Zealand, Definition of a Community Based Attachment (2019) 
24 Medical Deans Australia and New Zealand, Training Tomorrow’s Doctors: All Pulling in the Right 
Direction (Discussion Paper, 2021) 
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networks.25 In the New Zealand model, Community Based Attachments are taken during intern 

training (the equivalent of UK Foundation Training).  

In the USA, resident doctors are required to undertake Continuing Medical Education (CME) 

training annually to maintain and develop their broader practical medical knowledge. 

Requirements vary state by state, but in the District of Columbia, all registered doctors 

including resident doctors are required to undertake at least 10 per cent of their mandatory 

CME in public health topics aligned with their specialty, from chronic disease management to 

community safety.26  

Exposing resident doctors to public health practice throughout their specialty training, in a way 

that engages with their specialist knowledge – for example, respiratory physicians 

collaborating with stop smoking services or paediatricians with healthy child programmes – 

could help residents see the upstream social determinants and community infrastructure 

which shapes the conditions they see in hospital practice, as well as deepen social and 

professional connections. 

 

Recommendation 2: Introduce a mandatory Community Health and Prevention component 

for all foundation doctors. This should be jointly developed by ICSs alongside local 

government public health teams in specific places. Each placement should provide protected 

time in community and prevention settings, structured exposure to local population health data 

and partnerships, and a small, assessed improvement project tied to an ICS priority area. 

 

Figure 1: Current model of resident doctor training progression and potential revised 

model allowing for better place attachment and establishment of community health 

insight and connections 

 1a: Existing training model  

 

 

 

 

 

 

 

 

 
25 Wayne de Beer and Helen Clark, “Four Years of Prevocational Community Based Attachments in 

New Zealand: A Review,” New Zealand Medical Journal 134, no. 1539 (2021): 56–62  
26 Department of Public Health, District of Columbia, Identifying Public Health Issues for Continuing 
Education (2025)  
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1b: Proposed training model
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3. Integration 

The nature of current medical training, with constant rotations and long unsociable hours, 

leaves many resident doctors feeling isolated and at risk of burnout: factors which have a 

proven link with intention to quit medical practice.27 Social media forums for UK doctors are 

filled with posts asking for help making friends or combatting loneliness as they move 

constantly from one location to the next. Removing mandatory rotational training may help. 

However, the job demands of medicine, including hours outside work revising for examinations 

and completing portfolio activities, leave doctors little time to develop social connections and 

supports even if they do stay in one place, particularly if this is far from family.  

This work-life imbalance not only affects resident doctors’ wellbeing,28 but makes it difficult to 

develop the place attachment and connectedness that could help resident doctors be an 

effective part of community-based healthcare models. There are two areas of focus for better 

integrating resident doctors into local communities: getting doctors out into the community as 

equals, and enabling them to become part of these communities and their needs.   

3.1 Going into the community 

Getting out into the local community through public health training may help resident doctors 

become part of a more localised, beyond-hospital approach to healthcare work. But if resident 

doctors could take a step further, could go out and connect with their local community beyond 

their professional roles, this could both enhance their awareness of community needs and 

combat some of the negative effects on social and psychological wellbeing common in 

medicine. We know that volunteering has been linked to better mental health and social 

wellbeing,29 as well as better morale and team relationships at work,30 all of which can help 

prevent burnout.  

Volunteering in the community could bring those benefits to resident doctors and their teams. 

Encouraging volunteering in a non-medical capacity – visiting care home residents, leading a 

local Scout troop, running a community garden, or providing meals to the homeless – could 

not only help with work-life balance, but could help resident doctors see the social 

determinants affecting the health of their communities. This insight, looking beyond the 

biomedical model, has been declared a vital part of resident doctors’ development by training 

providers and Royal Colleges across the spectrum of medical specialties.31 

The job demands of medicine make it difficult to find time to volunteer. Facilitating and 

recognising volunteering within training can help. In Australia, resident doctors in some 

specialties, such as surgery, can count accredited community volunteering hours towards 

mandatory continuing professional development.32 In the USA, the Accreditation Council for 

 
27 Wang et al., Can compassionate leadership of senior hospital leaders help retain trainee doctors? 
28 Antonia Rich, Rowena Viney, Sarah Needleman, Ann Griffin, and Katherine Woolf, “‘You Can't Be a 

Person and a Doctor’: The Work–Life Balance of Doctors in Training,” BMJ Open 6, no. 12 (2016): 

e013897 
29 John Wilson, “Volunteering,” Annual Review of Sociology 26, no. 1 (2000): 215–240  
30 Jessica Rodell, “Volunteer Programs That Employees Can Get Excited About,” Harvard Business 
Review 99, no. 1 (2021): 94–101 
31 Matilda Allen, Jessica Allen, Sue Hogarth, and Michael Marmot, Working for Health Equity: The Role 

of Health Professionals (UCL Institute of Health Equity, University College London, 2013). 
32 Royal Australasian College of Surgeons, Continuing Professional Development Guide (2024) 
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Graduate Medical Education, which governs all hospital-based residency programmes, makes 

either community service or volunteering a mandatory element in which all resident doctors 

are expected to participate.33 By giving time and recognition to volunteering, initiatives like 

these make it possible for busy resident doctors to pursue meaningful and fulfilling community 

engagement, building their connections and awareness around their local area. 

 

Recommendation 3: Establish schemes where relevant place-based community activities 

can be counted toward the part satisfaction of Continuing Professional Development (CPD) 

hours for established medics, including those with mandatory CPD requirements within their 

regulated professions. 

3.2 Being part of the community 

Getting to know the local community and building a presence through volunteering is a useful 

first step in integrating into the neighbourhoods which resident doctors aim to serve and 

socialise in. However, there are limits to how well this local-level integration can happen unless 

resident doctors are able to be part of their local communities: to truly be neighbours in any 

‘neighbourhood health service’.  

Under the current rotational system, resident doctors move around training regions several 

times a year, often requiring them to rent short term and move regularly through to their late 

30s. Removing the requirement for rotational training may help facilitate doctors to put down 

roots in local communities. However, affordability and availability of housing can also make it 

difficult to embed in their local communities. The inverse care law establishes that the most 

deprived areas of the UK are where the need for doctors is the highest.34 Yet at the same time, 

many of these areas are also where the greatest problems of housing affordability exist. For 

example, NHS England finds that London, Milton Keynes (East Midlands) and Thurrock (East 

of England) have some of the highest numbers of patients per GP in the country.35 At the same 

time, the Office for National Statistics shows that housing in these regions costs, on average, 

between 8.3 and 11.7 times the median average wage in the area, higher than national 

average of 7.7.36 This means resident doctors who work in these high-need communities may 

find themselves unable to even rent affordable accommodation near where they work, let 

alone buy into a neighbourhood, due to high costs and substantial student debt. Faced with 

long commutes and less of a sense of belonging, resident doctors may find it difficult to 

integrate and engage with communities. Similarly, communities may also feel understandably 

less likely to engage on local health issues with doctors who they might see as ‘fly in fly out’, 

rather than part of the community.  

Some NHS trusts do offer short-term hospital accommodations to resident doctors while they 

become established in an area, though cost cutting and soaring property prices have meant 

that waiting lists and competition are high, residency is usually capped at six months, and the 

end of such policies for many trusts.  

One solution to enable resident doctors to be part of the communities where they work is to 

incentivise residence within the community. This has been done successfully in Australia, 

 
33Accreditation Council for Graduate Medical Education, ACGME Program Requirements for 
Graduate Medical Education in Physical Medicine and Rehabilitation (2023)   
34 Michael Marmot, “An inverse care law for our time”. BMJ, 362 (2018).  
35 NHS Digital, General Practice Workforce official statistics, 31 December 2025. (2025) 
36 Office for National Statistics, Housing affordability in England and Wales: 2024 (2025) 
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particularly in rural and remote areas, where a federal government scheme has been running 

since 2022 where resident doctors’ student debts are reduced when they remain and reside 

in underserved local communities. Resident doctors living and working in eligible underserved 

areas receive a government-funded reduction in their outstanding student loan debt for each 

year they reside and provide services in a location classified as “rural”, “remote” or “very 

remote”; a resident doctor who studied a 6-year medical degree would be eligible for full loan 

forgiveness after serving 4 years in an underserved area.37  

The Canadian government announced a similar scheme in early 2025 forgiving student loans 

for family doctors (GPs) and nurses working in underserved rural communities and small 

towns long-term: eligible resident doctors working in a qualifying area for 5 years can receive 

up to $60,000 CAD student loan relief.38 These schemes are new and there is little data around 

their success in retention and place attachment (the Australia scheme is currently being 

evaluated); any apparent early success should be cautiously interpreted, as evidence that 

financial incentives promote long-term ‘belonging’ is sketchy, with many doctors returning to 

larger centres a short time after qualifying for the award.39 Geography is also a factor in these 

schemes, where Canadian and Australian rural and remote underserved areas are hundreds 

of miles from alternative places to live and residing outside the community of service is 

impractical. 

Another solution could be to directly subsidise housing within the local community, to facilitate 

a sense of place attachment and belonging. While a number of private mortgage lenders and 

rental property management companies across the UK offer Key Worker schemes and 

incentives, for which resident doctors may be eligible, these are not standardised, nor do they 

incentivise doctors to live in communities of high need. The USA has a government-sponsored 

“Good Neighbour Next Door” programme which facilitates substantial discounts on house 

prices and mortgage rates for law enforcement officers, firefighters, paramedics, and teachers 

to live in the communities where they serve as part of neighbourhood revitalisation efforts.40 A 

similar scheme in medicine could help resident doctors and their families develop a sense of 

community connection in the areas they provide care for, helping with work-life balance, social 

connectivity, and better understanding the social determinants of health around them.  

 

Recommendation 4: DHSC should work with ICBs to establish a programme of place-based 

resident doctor retention pilots in areas with persistent medical workforce shortages, 

combining greater stability in training placements with practical support to put down roots 

locally, including relocation, housing and a variety of internationally inspired and place-specific 

incentives. The pilots should evaluate which combinations produce sustained retention 

beyond the period of financial support. 

 

 

 
37 Australian Government Department of Health & Aged Care, HELP Debt Reduction for Rural 
Doctors and Nurse Practitioners (2022)  
38 Government of Canada, Canada Student Loan Forgiveness for Family Doctors and Nurses (2025) 
39 Anna B. Parlier, Shelly Galvin, Sarah Thach, David Kruidenier, and Ernest B. Fagan, “The Road to 

Rural Primary Care: A Narrative Review of Factors That Help Develop, Recruit, and Retain Rural 

Primary Care Physicians,” Academic Medicine 93, no. 1 (2018): 130–140  
40 US Department of Housing and Urban Development, “About Good Neighbour Next Door” (2025) 
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4. Innovation 

Resident doctors are well placed to develop and champion the innovations that the new 

‘neighbourhood health service’ models will require, particularly if they can become integrated 

into communities and understand their contextual challenges. They are newly equipped from 

their medical school studies with the latest knowledge, not only in biomedicine, but in the social 

and psychological sciences behind health. When resident doctors are able to be involved in 

developing innovative healthcare solutions in their work – known as Quality Improvement (QI) 

– they feel empowered and motivated at work, which encourages wellbeing and retention.41 

They also learn how to view clinical services with a wider lens – not just the clinical skills 

required to perform a medical procedure, but how that procedure fits into healthcare workflows 

and patient journeys, what root causes for problems within and beyond the hospital might be, 

and how to solve them.42  

Improvement and prevention work by resident doctors requires time and support. There are 

two areas where changes could enable resident doctors to be more involved in innovation: 

firstly, by better balancing their work across multidisciplinary teams, and secondly, by teaching 

and encouraging them to bring their voices to the table. 

4.1 Enriching (not expanding) work 

The UK General Medical Council requires all doctors to be involved in QI as part of 

accreditation,43 as do most other medical regulators internationally. However, time for non-

clinical work like this is eroded by the high workload of clinical service provision. Instead, 

resident doctors are expected to undertake QI projects and audits in their own time, on top of 

strained workloads.44 This pressure not only contributes to burnout and intention to quit 

practice,45 it also makes it very difficult for resident doctors to engage in improvement and 

change.  

Better workload management, through better use of technology and interprofessional 

teamwork, can reduce clinical overwork and allow resident doctors to concentrate on complex 

cases. Some elements of clinical workloads, particularly for routine work, could be 

redistributed to other healthcare practitioners, such as nurses and nurse practitioners, 

physician associates, and allied health professionals. Known as ‘task shifting’, this would allow 

resident doctors to both focus on developing complex biomedical expertise and put their 

enhanced wider insights on local health to use in healthcare prevention and improvement.  

 
41 Natasha J. Doran, Rob Bethune, Joanne Watson, Katherine Finucane, and Andrew Carson-
Stevens, “Empowering Junior Doctors: A Qualitative Study of a QI Programme in South West 

England,” Postgraduate Medical Journal 94, no. 1116 (2018): 571 
42Sean R. Smith and Rishi Bakshi, “Promoting Resident Involvement in Quality Improvement 

Initiatives through Faculty Involvement and Curriculum,” Journal of Graduate Medical Education 7, no. 

1 (2015): 119–120 
43 General Medical Council, “Quality Improvement Activity” (2024) 
44 A. Zarkali, F. Acquaah, F. Donaghy, R. Hutton, L. McLaughlin, J. Ngai, and A. Till, Trainees 
Leading Quality Improvement: A Trainee Doctor’s Perspective on Incorporating Quality Improvement 
in Postgraduate Medical Training (Faculty of Medical Leadership and Management, 2016) 
45 Wang et al., Can compassionate leadership of senior hospital leaders help retain trainee doctors? 
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While some moves towards task shifting, such as the introduction of the Physician Associate 

role in the NHS, have been controversial amongst both professionals and patients,46 task-

shifting models have been effective in reducing workload strain and improving patient care 

internationally.  

Canada’s Patient’s Medical Home model, which most closely resembles the ‘neighbourhood 

health service’ model envisaged in the UK’s NHS Ten-Year Plan, makes wide use of nurses, 

nurse practitioners, and physician assistants in both primary and specialist care.47 This 

enables doctors including residents, to focus on clinical problem solving and specialist care. 

There is evidence from this Canadian model that task shifting, combined with supported 

training in quality improvement, has not only facilitated doctors’ involvement in quality 

improvement but increased their capability for designing solutions to community care 

challenges.48 

 

Recommendation 5: Launch a dedicated programme to create resident doctor capacity for 
engagement in innovative practices and community health, underpinned by increased task 

shifting to other clinicians, including nurses and nurse practitioners, physician associates, and 
allied health professionals.  

4.2 Learning and listening  

In the current training model for UK doctors, emphasis is placed on providing clinical services; 

no space or guidance for innovation is incorporated in training programmes and the model 

relies on resident doctors taking on QI work in their own free time. Understandably, this means 

work-life balance, satisfaction, and motivation take a hit. There is also no set training in QI and 

innovation – residents either learn by doing (if they can find an appropriate mentor) or pay out 

of pocket for extra courses. A nominated rotation, specifically in QI, as part of resident doctor 

training could ensure that all doctors are equipped with effective skills to improve healthcare 

services and outcomes.  

In Canada, the national CanMeds competencies framework49 requires resident doctors to 

undertake quality improvement for accreditation, just as the UK does. However, the Royal 

College of Physicians and Surgeons of Canada also sets a national quality improvement 

curriculum for all resident doctors and their trainers.50 The Canadian resident training 

curriculum also requires that QI be integrated into everyday clinical practice time rather than 

expecting innovation work to be done in addition.  

Finally, one of the simplest and most powerful things health policymakers can do in terms of 

innovation is listen to resident doctors. Working at the coalface of healthcare provision, 

bringing new research-based knowledge from their studies and the communities they get to 

 
46 Martin McKee, Louella K. Vaughan, and Giuliano Russo, “A Contentious Intervention to Support the 
Medical Workforce: A Case Study of the Policy of Introducing Physician Associates in the United 

Kingdom,” Human Resources for Health 23, no. 1 (2025): 4 
47 College of Family Physicians of Canada, A New Vision for Canada: The Patient’s Medical Home 

(2019) 
48 Monica Aggarwal, Brian Hutchison, Reham Abdelhalim, and G. Ross Baker, “Building High‐

Performing Primary Care Systems: After a Decade of Policy Change, Is Canada ‘Walking the Talk?’,” 
The Milbank Quarterly 101, no. 4 (2023): 1139–1190 
49 Royal College of Physicians and Surgeons of Canada, The CanMEDS Framework (2015) 
50 Roger M. Wong, Teaching Quality Improvement in Residency Education (Royal College of 

Physicians and Surgeons of Canada, 2015)  
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know, resident doctors are ideal changemakers. However, the ‘hidden curriculum’ of 

medicine,51 placing them at the bottom of the hierarchy, discourages resident doctors from 

speaking up52 and is often deaf to their feedback and ideas.53 The current UK approach to 

resident doctor voice, which sees medical professional bodies like the BMA taking a combative 

stance and being “at war” with government54, is focused solely (and seemingly fruitlessly) on 

employment issues, not collaboratively bringing complementary insights together for 

healthcare improvement  Resident doctors have insufficient security when raising concerns,55 

and many take to anonymous social media to express their views.56 This approach is stagnant 

at best. It is likely not only to increase dissatisfaction and exit, but actively undermine efforts 

to improve community health.  

The BMA, and some Royal Colleges, operate Regional Resident Doctors’ Committees, whose 

members act as liaisons between resident doctors and the main parent organisation, and 

these committee representatives are part of the Local Education and Training Board. But these 

arrangements still make these parent organisations the (often filtered) mouthpiece for resident 

doctors’ voices, rather than empowering and engaging with their insights directly. Listening to 

the voices of resident doctors can, and should, happen on a national level, through dedicated 

professional organisations specifically for resident doctors. International examples of these 

sorts of bodies have been able to successfully focus advocacy and support purely on issues 

which affect resident doctors, facilitating their voice and development, especially in New 

Zealand where there is no national Medical Association or union for doctors. In contrast, the 

BMA – even with its dedicated Resident Doctors Committee – takes on a broad mandate and 

can be thinly spread, and online discourse suggests that some BMA standpoints, particularly 

around training, are (anecdotally) very poorly received by many resident doctors.  

In moments of profound shift in healthcare services, such as the implementation of the NHS 

10 Year Plan, recognising and platforming the voices and needs of doctors in training is crucial 

to ensure sustainable improvement, engaging the new generation of medical workforce in 

collaboration to implement it effectively. In Canada, the Canadian Association of Interns & 

Residents (CAIR; now Resident Doctors of Canada or RDoC) was set up in 1972 as part of 

the roll-out of the nation’s first Public Medicare universal health system. RDoC exists as a 

standalone organisation, run by resident doctors independently, and historically the group has 

regularly challenged its parent medical organisations where resident doctors’ interests were 

not being met57. RDoc is not only the lead umbrella organisation on resident doctors’ collective 

bargaining and industrial negotiations with regional health authorities and employers, but is 

also part of the official Canadian Medical Forum, contributing resident doctors’ voices to 

national government health policy in its own right.58 This type of relationship, where the 

professional organisation moves beyond advocating and industrial action to collaborating in 

 
51 Davies, The risks of following the informal and hidden curriculums. 
52 Jennifer Creese, John-Paul Byrne, Anne Matthews, Aoife M. McDermott, Edel Conway, and Niamh 

Humphries, “‘I Feel I Have No Voice’: Hospital Doctors' Workplace Silence in Ireland,” Journal of 
Health Organization and Management 35, no. 9 (2021): 178–194  
53 Jennifer Creese, John-Paul Byrne, Edel Conway, Gerald O’Connor, and Niamh Humphries, “‘They 
Say They Listen. But Do They Really Listen?’: A Qualitative Study of Hospital Doctors’ Experiences of 

Organisational Deafness, Disconnect and Denial,” Health Services Management Research 38, no. 2 

(2025): 62–70 
54 Wes Streeting, “My Message to Doctors, after Five Days of Strikes? Work with Us: If You Go to War 

with Us, You’ll Lose,” The Guardian, 30 July 2025  
55 Abi Rimmer, “Junior Doctor Whistleblowers Need Protection They Can Trust, Says Robert Francis,” 
BMJ 361 (2018) 
56 Partha Kar, “Partha Kar: We’ve Failed Our Generation Next of Doctors,” BMJ 384 (2024) 
57 Brad Fritz, The BCMA, Then and Now: A Selected History from 1965 to Doctors of BC (2017) 
58 Canadian Medical Forum, “Our Members” (2025), 
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health service design, contrasts significantly with the current BMA relationship with the 

government.  

The UK could set a global standard for resident doctors speaking up, being heard, and 

contributing insights to improved healthcare. On a local level this could involve resident doctor 

representation in healthcare service strategic planning and improvement, particularly around 

community healthcare delivery, in a way that is meaningful and draws on expertise rather than 

tokenistic. On a national level this could involve liaison by key health policymakers with 

resident doctors through a representative body of their own, that focuses directly on bringing 

resident doctors’ contributions to the table to inform healthcare policy and planning.  

 

Recommendation 6: DHSC should establish and promulgate a national expectation that 

resident doctors have direct involvement in NHS service improvement and reform. Trusts and 

ICBs should provide protected time and formal representation for resident doctors in relevant 

planning and improvement structures, alongside a national mechanism for resident-doctor 

input into workforce and service reform. 
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5. Conclusion 

With changes on the horizon both for medical training and for the organisation of national 

healthcare provision, the time is ripe to rethink the way resident doctors are educated, 

integrated into the communities they serve, and enabled to take part in making change 

happen. Without meaningful improvements to the way resident doctors are educated, 

integrated into communities and empowered to innovate and improve care and safety, resident 

doctors will have no options available except drastic solutions: industrial action to try and gain 

a voice, exit and emigration from the system, or working on, morally injured by a system in 

which they neither see nor effectively deliver the changes needed to improve local health.  

The solutions proposed here are not overnight ‘quick fixes’, and are recommendations rather 

than a concrete guide. Co-production is needed: working in partnership with medical 

educators, hospital leaders, communities, and doctors to explore solutions and guide their 

implementation, these strategies may help change the minds of resident doctors looking 

abroad to realise their dream of a medical career. In doing so, we can also help ensure an 

engaged medical workforce for the future, who are partners in the health of our 

neighbourhoods.  
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