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Exploring UK foundation doctors’ perceptions surrounding raising concerns in the 

workplace 

This study aims to explore the perceptions of foundation doctors (FDs) in the United 

Kingdom (UK) surrounding raising concerns in the workplace. An online survey was sent to 

all FDs in the UK between February and March 2018. Respondents were asked what they had 

observed or experienced that had been ethically challenging during their foundation training. 

The qualitative responses were coded into themes. Reasons why FDs wished to raise 

concerns in the workplace included disagreements about clinical decisions within the team, 

insufficient availability of resources, lack of senior colleague support and having to work 

beyond their competencies. Challenges faced by FDs when raising concerns included 

organisational resistance to change, difficulties in communicating ideas to those higher up in 

the hierarchy and the emotional stress of whistleblowing regarding senior colleagues. 

Perceived consequences of raising concerns included negative impact on FDs’ reputation and 

career, and fear of bullying. To overcome these barriers, changes within organisations at all 

levels must take place in order to provide an environment where FDs are encouraged to raise 

concerns and thus make positive changes to their work environments for themselves, their 

colleagues and patients.  
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professions; workplace learning 

  



Introduction 

Organisational factors such as poor staffing, lack of senior support and shortage of beds are 

considered to be challenging and stressful for junior doctors (McDougall and Sokol 2008; 

Williams et al. 1997). Initially, junior doctors struggle to report their concerns on quality and 

safety (Carr et al. 2016), although they are thought to gain confidence about speaking up with 

increased clinical experience (Beament and Mercer 2016). There have been calls for more 

support to be provided for junior doctors, as this can impact on their job satisfaction, the 

quality of care they provide to patients, as well as their own health (Rogers, Creed, and Searle 

2014). Despite this, junior doctors sometimes find themselves in situations where there is 

little or no senior support as evidenced by the UK case of Dr. Bawa-Garba where the lack of 

senior support was a factor in the junior doctor’s error (Cohen 2017). 

The culture of organisations can also present challenges for junior doctors when 

whistleblowing (Francis 2015). The presence of a hierarchy can mean junior members of the 

team feel unwilling to speak up to senior colleagues (Samuel et al. 2012), and experience 

resistance to the changes they propose (Goodwin 2019). Leadership training has been 

proposed to help junior doctors learn how to have their ideas heard (Gilbert et al. 2012), and a 

curriculum on ethics and law has been proposed to support Foundation Doctors (FDs) for the 

challenges they face in the first two years since qualifying (Machin et al. 2020). Yet, 

organisations often regard the junior doctor’s role as that of service provision and as they 

become engrossed in this, their leadership skills and potential become suppressed (Bagnall 

2012), and time away from the ward for training becomes harder to justify (Kirkham and 

Baker 2012).  

Junior doctors fear the perceived consequences of whistleblowing, such as isolation from 

their team (Martinez et al. 2017), bullying (Holt 2015), and negatively impacting on their 



career, as illustrated by the case of the UK whistleblowing junior doctor, Chris Day (Rimmer 

2018). It has been suggested that a ‘no-blame culture’ should be adopted by organisations 

(Markwell and Wainer 2009), creating an environment that encourages and protects those 

who speak up (Førde and Aasland 2008; Reiser 1994; Vivekananda-Schmidt and Vernon 

2014). Such organisation-wide movements are considered to increase the likelihood of 

positive change in individuals as they feel part of a bigger change (Solomon et al. 1991), 

where shared values are embraced, and vehicles to drive those changes exist (Reiser 1994). 

Examples of such changes are the implementation of Schwartz rounds where healthcare staff 

from all levels can come together to discuss the emotional aspects of their jobs in a safe 

environment (Oliver 2018), and the call for widespread introduction of clinical ethics support 

services (Machin and Wilkinson, forthcoming). 

Junior doctors, in particular FDs, demonstrate motivation and enthusiasm for making changes 

in their workplace in order to improve patient care (Bagnall 2012). Organisation leaders 

should therefore provide an environment that listens to FDs’ ideas for quality improvement 

(Bethune, Roueche, and Hilman 2011; Gilbert et al. 2012). Yet, FDs are rarely asked how to 

improve the systems within their workplace (Maisonneuve, Lambert, and Goldacre 2014), 

leaving some FDs feeling undervalued and unsupported by organisation managers and 

consultants (Bagnall 2012; Gilbert et al. 2012). Providing a supportive environment for FDs 

will ensure risks of stress and burnout are minimised, thereby securing sufficient staffing to 

meet tomorrow’s patient demand (Markwell and Wainer 2009). In addition, today’s FDs will 

become tomorrow’s clinical leaders and so by providing them with the right preparation and 

support, they will be able to make a positive influence on the future of the culture within our 

National Health Service (NHS) (Bagnall 2012). 

Purpose 



In this paper we will explore the perceptions of FDs in the United Kingdom (UK) 

surrounding raising concerns in the workplace, in particular the causes, challenges and 

consequences of speaking up. Accepting individual responsibility and training as important 

factors, larger changes on all levels within organisations are needed in order for these causes, 

challenges and consequences to be properly addressed. 

The UK Foundation Programme 

The UK Foundation Programme (UK FP) was introduced in 2005 and encompasses the first 

two years of clinical practice by newly qualified doctors upon graduation from medical 

school (Collins 2010). Doctors within the programme are referred to as FDs and are the most 

junior members of the clinical team. The aim of the training programme is to provide a safe 

environment for FDs to put the knowledge they gained at medical school into practice and 

gain exposure to a range of different specialties before choosing their future career paths 

(Collins 2010; UK FP 2019).  

The foundation programme is divided into foundation year one and two and has its own 

curriculum (UK FP 2016). During the first year, FDs are provisionally licensed to practice 

with the General Medical Council (GMC), and must show evidence of achieving a set of 

outcomes by the end of the year in order to be able to become fully registered with the GMC 

with a licence to practice (Kirkham and Baker 2012). In foundation year two, as they become 

fully registered and have had more experience of the job, FDs are given more responsibility 

and can start to make more decisions around patient care (Dean and Duggleby 2013). FD 

training involves rotation through various placements, usually three per year, where they are 

predominantly in the hospital environment for example on the surgical or medical wards, and 

they may also have community attachments (UK FP 2019). As with all doctors in training, 



FDs should have a senior doctor available in their clinical settings to provide them with 

supervision (Dean and Duggleby 2013). 

Materials and methods 

An online survey was sent to all FDs in their first and second years of training across the UK 

over a six week period between February and March 2018. This timeframe was chosen to 

provide FDs sufficient time to settle into their new jobs (Byrne et al. 2016). As the 

questionnaire was promoted with support from the UK Foundation Programme Office and 

the Institute of Medical Ethics, it was not possible to ascertain how many FDs saw the 

recruitment advert. However based on the total number of filled posts for FDs during the 

period that the questionnaire was sent out (UK FP 2017; UK FP 2018), it is estimated that 3% 

of all FDs completed the survey. This means that similar to previous studies (Dean and 

Duggleby 2013) a limitation of our study is the relatively small sample size when considered 

in light of the number of FDs on the two year Foundation Programme. The potential 

implications of this small sample size includes selection bias and therefore it is worth noting 

that the views expressed in this paper may not necessarily reflect the experiences of the FDs 

who did not participate in the project (Machin et al. 2020). Furthermore, our study focuses 

solely on the perspectives of FDs, thus it does not include the point of view of senior doctors 

who play an important function in setting the culture in a workplace. 

 

Participation was voluntary and no incentives were provided for completing the survey. All 

responses were anonymous and respondents had the option to record answers as ‘prefer not to 

say’ where they did not want to share certain demographic data, such as age, gender and 

stage of foundation training. The survey generated both quantitative and qualitative data.  

Respondents were asked about the ethical and legal training they received in medical school 

and would wish to have during foundation training. Answers to these questions were 



recorded in a tick-box format to allow ease of answering. Responses were quantitatively 

analysed to determine the percentages of respondents having covered a topic in medical 

school and the percentages of respondents wishing to cover a topic in foundation training. 

Open-ended text boxes were provided in the survey, which generated qualitative data. 

Respondents were asked what they had observed or experienced that had been ethically 

challenging during their foundation training. Respondents were asked not to give any details 

of a specific case and/or disclose any identifiable information, such as a patient's age, medical 

condition, hospital or treating clinicians. Those answering the question were reminded to use 

local governance systems to report any significant concerns. Responses to this question were 

coded into themes with the gender and stage of training of each respondent included in order 

to monitor for any patterns between these demographics and the answers recorded.  

Institutional ethical approval was obtained from the Faculty of Health and Medicine at 

Lancaster University. Approval for this study was also gathered from Health Education 

England.  

 

Results  

Explanation of some terms used by respondents in the questionnaire 

To familiarise international readers, we provide a brief overview of several terms used by 

respondents in our questionnaire. As we collected the responses from a questionnaire and not 

through face to face interviews, these explanations are based on our clinical experience and 

interactions with clinicians rather than any definitions provided by the respondents: 

Registrars (abbreviated to regs) are doctors who are in specialty training programmes having 

completed foundation training.  



Consultants are doctors that have completed specialty training and are in charge of the 

clinical team. 

Bed blocking refers to beds that are occupied for a long period by patients who may be 

medically fit but are unable to be discharged to a safe place.  

End of life decisions are the decisions made by the clinical team for patients approaching the 

end of their life. This may involve palliative care decisions, ceiling of treatment, as well as 

advanced decisions on whether to perform resuscitation if the need arises. 

Form 4 is a consent form that is completed by the clinical team on behalf of a patient when 

the patient is deemed to lack capacity to make a decision regarding a certain medical 

procedure or treatment. The clinical team must act in the best interests of the patient. 

Deprivation of Liberty Safeguards (DoLS) is a part of the Mental Capacity Act 2005 and is 

used for patients who are unable to provide consent for their care and are deprived of their 

liberty. The safeguards assess whether the arrangements put in place by the clinical team are 

necessary and appropriate for the particular patient.  

Detention lifting refers to patients assessed in mental health settings who have been detained 

under a section of the Mental Health Act 2007, for example for assessment and/or treatment 

of a mental disorder. 

Demographics   

In total, 479 FDs across year 1 and year 2 completed the survey. Demographic data are 

summarised in Table 1. The majority of respondents were female and aged between 25-30 

years. Slightly more than half of the respondents were in their second year of training. 

 



[Insert Table 1 here] 

 

In response to the free text question on the ethical challenges experienced during their 

training, 229 FDs provided an answer. These answers fell broadly into two areas: concerns 

about clinical decisions made by the healthcare team, and concerns about poor working 

environments. We have separated these as whilst both concerns could be addressed by 

liaising with the individuals concerned and ameliorated by discussion with the team, and 

therefore be of educational benefit to the FDs, it is more likely that the second concern needs 

addressing at a higher level. 

Clinical decisions 

Two specific areas that were highlighted regarding disagreements with the clinical team were 

discussions around end of life (EoL) decisions and do not attempt resuscitation (DNAR) 

status. Seventy-seven percent of respondents reported receiving training on EoL at medical 

school and 47% of respondents wanted EoL training as part of their foundation training. 

Respondents described feeling uncomfortable about certain EoL decisions made by the team 

or senior colleagues, where the FDs felt the patients were being overtreated as the following 

quotes from FDs in their first and second year of training illustrate: 

‘Continuing surgical treatment when a patient with severe learning difficulties with 

terminal metastatic cervical cancer required multiple procedures. Palliative care was 

not brought up and consent was obtained without a form 4 despite the patient's 

inability to consent.’ [Female year 1]. 



‘Have occasionally disagreed with EoL indecision - patients clearly at end of life but 

some medical staff not empowered to take action to keep comfortable etc and 

continue aggressive treatment.’ [Female year 1]. 

‘(EoL) decisions, particularly when seniors have continued to investigate or treat even 

when patients are very frail or clearly dying…’ [Female year 2]. 

Similar challenges were identified with DNAR discussions. Seventy-seven percent of 

respondents reported receiving training on DNAR decisions at medical school and 57% of 

respondents wanted DNAR to be taught further during their foundation training. The 

following FDs in year 2 who had had DNAR teaching at medical school and stated they 

would like further training during their foundation years described situations where they felt 

DNAR decisions were not properly managed: 

‘Senior doctors feeling that [DNAR] only needs to be put in place when patients are 

poorly, not prior to that as an advance decision.’ [Female year 2]. 

‘Questionable decision making from seniors surrounding [DNAR] decision making 

and escalation of care.’ [Male year 2]. 

Respondents also identified certain approaches their senior colleagues adopted as concerning, 

as the following quote from a FD who wanted training on whistleblowing during the 

foundation programme illustrates:  

‘Situations where consultant may not seem to realise significance of ethical/legal 

issue.’ [Female year 2]. 

One respondent also described feeling uneasy about the general attitude of some senior 

colleagues: 



‘Character ethics of registrars apathy towards dealing with a patient, reluctance to take 

responsibility for their care and assist in registrar level jobs ie reg to registrar referrals 

across hospitals.’ [Female year 1]. 

One respondent who wanted training on whistleblowing both at medical school and during 

foundation programme went further to comment on the challenge of trying to express an 

opinion to someone more senior in the hierarchy:  

‘Sometimes it is difficult to communicate with senior staff (as the most junior 

member of the team) with regards to family issues/[DNAR] decisions.’ [Female year 

1].  

Another respondent in the second year of foundation training highlighted the benefit of 

having the opportunity to discuss ethically challenging cases with more senior colleagues: 

‘I think that having the chance to discuss difficult ethical situations with senior 

colleagues as they arise is key to gaining experience and confidence.’ [Female year 2]. 

Work environment 

The following two FDs who both agreed they wanted training on being honest and open as 

foundation doctors described situations when they were asked to perform tasks for which 

they lacked training or sufficient experience to undertake: 

‘...Pressure to perform things outside of foundation competencies.’ [Male year 2]. 

‘Being requested to do something by a senior colleague that, on reflection, I wasn't 

comfortable doing.’ [Female year 1]. 



Similar issues were described by other respondents such as the following two FDs who both 

wished to have training on DoLS and assessing mental capacity as part of their foundation 

training: 

‘...Being asked to assess patients for detention or lifting of the detention which I 

obviously am not qualified to do.’ [Male year 1]. 

‘Asked to put DOLs in place and do mental capacity assessments when you have had 

no formal training on trust procedures, and people often want it doing quickly…’ 

[Female year 2]. 

In addition, FDs described feeling pressure from bed management to discharge patients due 

to bed shortages. Again this illustrates the role the organisation plays in creating a challenge 

for FDs when they felt obligated to speak up, as the below comments from FDs who wished 

for training on resource allocation demonstrate: 

‘Feeling pressurised to discharge patients from bed management. Bed blocking due to 

lack of social care/funding.’ [Male year 1]. 

‘Difficulties with pressure from management to discharge patients due to bed crisis.’ 

[Female year 1]. 

Respondents also described trying to give their best care to patients whilst facing the 

challenges posed by poor staffing. A cause for raising concerns was that FDs were frequently 

asked to cover for multiple colleagues at once, as highlighted by the following quotes from 

FDs who wanted training on whistleblowing: 

‘Being so under staffed that you feel you can't always perform to the best of your 

ability.’ [Female year 2]. 



‘..Shifts not being covered - at all grades from FYs to Consultant and this not being 

reported.’ [Male year 2]. 

Respondents also described a lack of availability of support from senior colleagues, 

particularly  when making decisions about palliative care and performing examinations as the 

following quotes from second year FDs illustrate:  

‘End of life care without availability of sufficient senior support.’ [Male F2] 

‘Performing examinations that I have felt out of my comfort zone with, and not had 

senior input.’ [Female year 2]. 

Some respondents implied that the staffing problem was accepted by those in the workplace 

to explain why nothing had been done to resolve it, either from management or those doing 

the shifts, as the following quote from a doctor who wished for training on whistleblowing 

highlighted: 

‘Constantly covering for two or three (at one time FIVE) of my colleagues in an 

environment that tells me “other people do it, you should too” and gives me no 

support to fight the poor conditions we suffer.’ [Female year 2].  

This appeared to create a challenge for those who wished to blow the whistle. In addition, 

working in such environments makes some doctors feel undervalued as the above FD felt 

doctors were ‘constantly taken advantage of and made to comply with a system that is flawed 

and simply not safe.’ [Female year 2].   

One respondent in his first year of foundation training described a concerning struggle they 

face due to the high workload, with the result being lack of sufficient rest for the FD:  



‘Making the choice (almost every day) between keeping patients safe and getting 

appropriate rest break.’ [Male year 1]. 

For some respondents, the perceived consequences to themselves from whistleblowing about 

the work environment however meant they were reluctant to speak out as the quote below 

from a doctor who wanted further training on whistleblowing demonstrates: 

‘Reporting patient safety issues or unsafe working schedules/environment can be met 

with superficially pleasant response, but ends up with you having a bad reputation 

within the department.’ [Female year 1]. 

Whistleblowing 

When asked about whistleblowing, 42% of respondents reported having received training on 

this at medical school. Fifty percent of respondents stated they would like teaching on 

whistleblowing in foundation training: this included 92 of those who had had training on 

whistleblowing at medical school (thus 46% of those who had training as undergraduates 

wanted more training during foundation training). 

Some respondents specifically mentioned whistleblowing or raising concerns as an ethical 

challenge they had faced in their foundation year(s). Both of the following doctors who 

wished for more training on whistleblowing gave examples of times they felt compelled to 

speak up in the workplace: 

‘I have had an episode of whistleblowing this year in FY2 were I had to voice my 

concerns and it was quite stressful for me as this person was my senior colleague.’ 

[Male year 2]. 



‘Discussions regarding poor quality of colleagues work - escalating above them and 

the professional relationships. Whistleblowing and our workplace right…' [Female 

year 2]. 

This response also highlights the fear FDs described surrounding the perceived consequences 

as a result of whistleblowing. These fears were echoed by other respondents such as a female 

in the second year of her foundation training who did not have any training on 

whistleblowing at medical school:  

‘Raising issues in a confidential but professional manner - without repercussions for 

the whistle blowers.’ [Female year 2].   

Another doctor, who did have training on whistleblowing, found this particularly challenging 

when the concern related to senior colleagues: 

‘I have seen a lot of senior members act in ways I feel is ethically incorrect however 

the nature of the medical system is that senior members are never questioned or 

challenged and if they are this usually backfires on the person questioning leading to 

them being penalised. This causes a fear of standing up for patients ethical rights in 

fear or bullying in the workplace, gaining a negative reputation and fear of dismissal. 

The problem lies with the senior staff abusing their power rather which leads to junior 

staff feeling limited in what they can achieve in terms of ethical and human rights.’ 

[Female year 1]. 

This response also identifies the perceived consequence of whistleblowing on the FD’s 

career. 

 

Discussion 



In this paper we have explored FDs’ perceptions of the causes, challenges and consequences 

of raising concerns in the workplace. The key issues identified regarding the causes for 

raising concerns in our study relate to the role of senior colleagues and the work 

environment.  

Causes 

Our results show that FDs sometimes disagree on decisions made by the healthcare team or 

senior doctors regarding EoL and DNAR, where the FDs feel patients may be overtreated, a 

finding that concurs with existing literature (Linklater 2010). In relation to the work 

environment, FDs reported facing situations where they did not have adequate senior support, 

were asked to work beyond their competencies, and faced pressure from lack of staffing and 

bed shortages. Previous studies have also identified these organisational factors as causing 

challenges for FDs (Linklater 2010; McDougall and Sokol 2008; Williams et al. 1997). 

Challenges 

In this study, FDs reported facing challenges from senior colleagues and the work 

environment when raising concerns in the workplace. These consisted of the emotional stress 

of having to raise concerns about a senior colleague, as well as organisational factors 

including trying to communicate ideas to those more senior in the hierarchy and facing 

resistance and reluctance from seniors and managers to making changes in the work 

environment. These results support previous findings (Bagnall 2012; Francis 2015; Goodwin 

2019; Samuel et al. 2012). 

Consequences 

Our results have also identified the consequences perceived by FDs of raising concerns in the 

workplace. FDs reported fear of bullying and gaining a negative reputation within a 

department and fear that there would be negative impacts on their careers if they were to 

blow the whistle, findings which are consistent with existing literature (Holt 2015; Martinez 



et al. 2017). It is likely that these fears have been exacerbated in recent years by high profile 

cases involving junior doctors (Cohen 2017; Rimmer 2018). 

What changes can we make? 

A previous study has shown that some junior doctors tend to voice their concerns informally 

as opposed to reporting them on incident report forms (Hooper et al. 2015), however our 

study has found that FDs find it difficult to raise their concerns verbally. Whilst this may be 

due to a lack of experience and over the years they may become more confident about 

speaking up as they go through their clinical training (Beament and Mercer 2016), FDs are an 

important group whose views can help us improve systems within our hospitals (Gilbert et al. 

2012). As the FDs rotate through wards and departments, they act as the ‘eyes and ears of the 

service’ (Department of Health 2015), and organisational leaders should encourage them to 

share their ideas for quality improvement in order to make positive changes in the workplace 

(Bethune, Roueche, and Hilman 2011; Francis 2015). This will ensure we have a safe 

healthcare system for patients (Department of Health 2015; Francis 2015), and will help 

nurture our FDs into becoming successful future clinical leaders of the NHS (Bagnall 2012). 

Senior doctors have an important educational and supportive role in training FDs. We have 

shown that at times FDs question the decision taken by the healthcare team. It is only by an 

open and educational culture from senior doctors that the FDs will appreciate the nuances 

that they had perhaps missed and understand the reasons for the senior decision. Equally, a 

senior doctor who encourages and permits such discussions around complex decisions also 

has the opportunity to learn through questions raised by FDs. 

Our study also suggests that FDs would benefit from ethics teaching during their Foundation 

training, a finding that concurs with existing literature (Chamsi-Pasha, Chamsi-Pasha, and 

Albar 2016). However, simply providing further teaching is insufficient in tackling the 

challenges identified in our study. On the contrary, we have previously identified that FDs’ 



confidence for dealing with ethical issues in the workplace was unrelated to their ethics 

teaching received at medical school (Corfield et al 2020). Furthermore, it has been argued 

that teaching about whistleblowing without providing the supportive work environment for it 

to occur in can negatively impact FDs by causing moral distress (Martinez et al. 2017). 

Instead, organisations should encourage and protect whistleblowers (Førde and Aasland 

2008; Reiser 1994; Vivekananda-Schmidt and Vernon 2014), adopt a ‘no-blame culture’ 

(Markwell and Wainer 2009), and provide an environment where FDs feel valued by senior 

members of the hierarchy and able to voice their opinion. As advocated by the Point of Care 

Foundation, managers should support their teams by openly talking about the work pressures 

they face and how they can be overcome (Oliver 2018).  

Our recommendations  

With this in mind, we propose a set of recommendations for each of the parties involved in 

the training of FD. We believe educators should ensure FDs are provided with ethics training 

opportunities to enable them to find effective ways to deal with issues that arise in their 

workplaces. Senior doctors, especially supervisors, should take on an active teaching role in 

these training opportunities where possible and engage with FDs in the workplace so that 

they both feel supported in their clinical work and also able to raise concerns. This should 

provide FDs with more learning opportunities to better understand the clinical decisions 

made whilst also providing senior doctors with the opportunity to learn from the issues raised 

by FDs. In order for these proposed recommendations to have a long lasting impact changes 

should be implemented at all levels, in particular organisation leaders. Speciality directors, 

clinical leads and ward managers should encourage open discussions at all levels of the 

organisation and protect those who raise concerns in the workplace. Finally FDs should 

consult their educators where they feel there is a gap in their ethics training. With the 

successful implementation of these proposed changes, we should have a work environment 



where FDs feel able to voice their questions or concerns, without fear of the consequences, 

and be actively listened to so that positive changes are made to their work environment in 

response to their concerns, where applicable. 

Abandoning the emotive and highly charged term ‘whistleblowing’ may also go some way 

towards this, as might more senior members of the organisation taking responsibility for the 

concern once raised, much as transport officials in the UK do - all one has to do is ‘see it’ and 

‘say it’ and they will ‘sort it’. Without addressing the challenges faced by FDs when raising 

concerns, we are at risk of allowing moral distress to propagate within our Trusts, which can 

lead to burn out and demotivation amongst staff resulting in loss of the next generation of our 

workforce from the NHS. Changes should focus on large organisational movements that will 

encourage individuals at all levels to implement the improvements into their day-to-day 

practice. 

Future directions 

In depth qualitative research is much needed in order to explore the views of FDs on how to 

best tackle these causes, challenges and consequences of raising concerns. In addition, the 

perspectives of educators, senior doctors and organisational leaders should be explored in 

order to gain a holistic picture on the matter of raising concerns within the NHS workplace. 

Conducting future research with educators, senior doctors and organisational leaders would 

also enable researchers to ascertain how best we can implement the proposed changes to 

allow FDs to be able to raise concerns without fear of any consequences. 
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Table 1. Demographic data of respondents 

Parameter Values Number of 

respondents 

Percentage of respondents (to the 

nearest whole number) 

Gender Female 308 64% 

 Male 158 33% 

 Prefer not to say 13 3% 

Age 20-24 136 28% 

 25-30 292 61% 

 30-34 30 6% 

 35+ 16 3% 

 Prefer not to say 5 1% 

Stage of 

training 

Year 1 218 46% 

 Year 2 254 53% 

 Prefer not to say 7 1% 



Table 1. Demographic data of respondents 

 


