Locum GPs will fail revalidation if the “RCGP Guide to Revalidation of General Practitioners” does not take their circumstances into account more carefully
As a locum GP I have major concerns regarding the process of revalidation as laid out in the “RCGP Guide to Revalidation of General Practitioners”. 

The Guide states that, in revalidation, “GPs will need to provide evidence that they keep up to date and remain fit to practice” (page 7/Background) through “evidence that could reasonably be expected from GPs” (page 8/Background). 
General Concerns

The current stage of preparation is too early to ask GPs to collect evidence
With these objectives in mind, and considering how important revalidation will be for our profession and for individual doctors, I am surprised at the apparently early stage of preparation while we are already being asked to compile evidence (page 10/Section I). Over and over again the document states that crucial areas are still under construction and review and pilots are still being run at the same time as the publication of this Guide. I understand that a lot of work has been done to prepare the Guide and that the start date for revalidation has been postponed by one year.

But for the process to be robust and for GPs to have confidence in the fairness of revalidation it is crucial to have the results of pilots and consultations first, before actually asking GPs to collect evidence.
The proposed evidence is too subjective, gives too much weight to few tools and doesn’t give doctors enough choice and flexibility
The table on page 43 (“The map of the RCGP’s criteria, standards and evidence to the GMC’s Revalidation Framework”) shows how, for revalidation, an attempt is being made to prove fitness to practice by finding evidence that a GP meets all the GMC attributes listed in the table on page 43 (“The map of the RCGP’s criteria, standards and evidence to the GMC’s Revalidation Framework”). Most doctors would agree that the GMC attributes are sound. However, they are also very difficult to prove.
Subjective evidence

With MSFs and Patient Satisfaction Surveys attempts are being made to measure something that can’t be measured objectively (for example, another person’s attitude) and to provide a numerical value, which can be compared on a scale. However, the process of obtaining this value relies entirely on colleagues’ or patients’ opinions and they are therefore highly subjective and open to abuse, bias and variables beyond the assessed doctors control. Clashing personalities, differing clinical opinions, relationships of power and dependence (e.g. between employers and employees) and working conditions are all potential influences. Therefore I have reservations about the quality of data that can be extracted from MSF and patient surveys. This is especially the case for locums working outside the usual practice network.
I appreciate that an attempt has been made to “cross reference” some attributes with more than one type of evidence (e.g. “Maintaining your professional performance” with MSF and Learning credits). However, if data is unreliable or of poor quality in the first place, then it is irrelevant, whether there are one or two sets of them.
Too much weight is given to too few tools

Table 1 on the next page below shows that the vast majority of the twelve GMC attributes rely on the most contentious and unscientific of evidence: 11 attributes depend on evidence from MSF, 5 attributes depend on Concerns/complaints and 4 attributes depend on Patient satisfaction surveys. Of the 11 attributes mapped to MSF, 5 depend solely on this tool; this means that almost half (5/12) of all the attributes depend on just this one tool as evidence! Ironically, the comparatively more robust tools of SEA, Audit, Learning Credits and Appraisal only give additional evidence relating to one attribute each, so each contributes to a far lesser degree.
For example, in my opinion, SEAs are able to provide evidence for more attributes than just “Put into effect systems to protect patients and improve care”. In Table 1 I have marked with a circle eight other attributes which can be shown with a good SEA.
I believe revalidation would be more robust if the proposed evidence were better balanced by giving more weight to harder evidence and less weight to soft evidence.
Appraisal is not given enough weight

It is also a shame that, in the Guide, Appraisal itself is not valued more by giving it more weight. Appraisal covers all areas of the GMC attributes and this should be acknowledged accordingly. In fact, I believe it is the best evidence for revalidation, since it provides reflection and discussion with an appraiser in addition to some data.

Therefore, Appraisal should have the biggest weight in revalidating GPs. This would make the process more transparent, robust and fair.
Not enough choice and flexibility

As GPs we appreciate that each patient is an individual and we do our best to meet their needs and to offer them choice whenever we can. The same should be true for us at revalidation. For example, we all have different learning styles (which can be assessed by various means, e.g. the Honey-Mumford Learning Style Questionnaire). Different types of learning suit different people, whereas forcing an individual to undertake learning in a way which doesn’t suit them is not going to achieve development, but the opposite: frustration, resentment, stress and anger, not to mention the waste of time and other resources. Good educational events take different learning styles into account.

Therefore, for revalidation to be fair and acceptable for all GPs, more choice and flexibility for providing evidence should be aimed for. This might mean that not all possible types of evidence are provided by all GPs. This should not be a problem, as long as a minimum requirement is met and as long as the provided evidence covers all attributes. It is not acceptable to have one subjective tool (=MSF) providing the only evidence in 5 of the 12 GMC attributes. 

	                            RCGP evidence

GMC attribute
	MSF
	Patient satisfaction surveys
	Concerns/

complaints
	SEA
	Audit
	Learning Credits
	Statements
	Appraisal

	Domain 1: knowledge, skills and performance

	Maintain your professional performance
	· 
	
	
	
	
	· 
	
	

	Apply knowledge and experience to practice
	· 
	· 
	· 
	· 
	
	
	
	

	Keep clear, accurate and legible records
	· 
	
	
	
	
	
	
	

	Domain 2: safety and quality

	Put into effect systems to protect patients and improve care
	
	
	· 
	· 
	· 
	
	
	· 

	Respond to risks to safety
	· 
	
	
	· 
	
	
	Supporting statement
(if in an extended clinical role e.g. GPwSI)

	

	Protect patients and colleagues from any risk posed by your health
	· 
	
	
	
	
	
	Statement of health
	

	Domain 3: communication, partnership and teamwork

	Communicate effectively
	· 
	
	
	· 
	
	
	
	

	Work constructively with colleagues and delegate effectively
	· 
	
	
	· 
	
	
	
	

	Establish and maintain partnership with patients
	· 
	· 
	· 
	· 
	
	
	
	

	Domain 4: maintaining trust

	Show respect for patients
	· 
	· 
	· 
	· 
	
	
	
	

	Treat patients and colleagues fairly and without discrimination
	· 
	· 
	· 
	· 
	
	
	
	

	Act with honesty and integrity
	· 
	
	
	· 
	
	
	Statement of probity
	


Table 1: Mapping of proposed RCGP evidence to GMC attributes
· RCGP evidence mapped to GMC attributes
· Suggested additional GMC attributes covered by SEA

The RCGP’s Learning Credits add unnecessary uncertainty and subjectivity
Under evidence area 6, the Guide states that “all medical royal colleges are using learning credit systems with a minimum of 50 credits in a year and 250 credits in a 5-year cycle to support a positive revalidation decision. However, unlike other college schemes, the RCGP credit system is not based on time spent but on the outcomes of learning.” (page 17).

Unfortunately the Guide doesn’t give any reasons why General Practice should differ from the other Medical Specialties in this respect. I suspect the reason is an ambitious attempt to reduce “course potatoes”. This proposed credit system adds uncertainty and subjectivity and thereby unfairness to the very important but already involved process of revalidation. I attend regular GP education courses and read regular publications; these aren’t mentioned in the examples. We all work under time pressure and have to struggle to protect our family time from our workload. Therefore, it is in no doctor’s interest to waste time with inefficient (and perhaps expensive) learning. Reflection on impact and challenge can still take place within a time-based learning credits system.
I believe it would be much better to have time-based credits to avoid unnecessary uncertainty and subjectivity.
GPs trust in appraisers and assessors needs to be ensured
We need to be able to have confidence in our appraisers. I already know three appraisers in my locality that I would not trust to appraise me fairly, and two others that I have reservations about. The first appraiser I know through an information evening about appraisal led by him, and I don’t have confidence that this appraiser lives in the real world. Another appraiser, who I was allocated last year for my appraisal, tried to intimidate me via email to attend at his house. I felt this was inappropriate and I therefore declined. He subsequently refused to be my appraiser, which caused me considerable anxiety in having to organise a new appraiser at the last minute. The third appraiser has a mainly academic background and completely fails to understand the special circumstances of non-academic GPs, as demonstrated at a recent appraisal by one of my locum colleagues. I have reservations about a fourth appraiser who admitted during another colleagues’ appraisal that she had not read all the documents provided. Another colleague was told by a fifth appraiser that he should assess the sacroiliac joints by internal examination.
My first appraiser was my GP trainer, my second, by coincidence, a salaried GP with good locum experience, which was crucial in my appraisal being meaningful. I feel it would be impossible for a partner to completely understand a locum’s situation, and vice versa.

I would therefore like to make the following points:

1. I feel all GPs should have the opportunity, if wished, of being appraised by an appraiser whose background is similar, i.e. partner, salaried, locum. This would make appraisal more relevant.
2. Some appraisers remain from a time when becoming an appraiser involved nothing more than raising your hand. Now there is a proper application process, but I feel that, since the bar has been raised for appraisal, so should the bar for appraisers, and they should be asked to re-apply.
3. It should also be possible to veto the allocation of any appraiser one doesn’t trust.
4. It is also important to ensure that the feedback an appraisee gives on an appraiser is absolutely confidential to the lead GP for appraisal, and that it will not negatively affect the appraisee, but will be used to truly improve the appraisal process. Currently, I don’t have confidence in this being the case.

Difficulties for Locum GPs

Locum GPs circumstances need to be taken into account more carefully

A lot of the proposed evidence relies on stable relationships within a team. It doesn’t appear to have been thought through in detail how exactly locum GPs are going to collect their evidence. For example, where exactly are locum GPs expected to do patient surveys or MSFs, in many different practices or in just one? If only in one of the many practices in which they may work, the risks are that  a) there may not be sufficient patients for the results to be meaningful, and b) that, in 2-3 years time, the locum may not be working in that particular practice, preventing a direct comparison from being made.  If multiple practices, it is uncertain that the mix of practices next time will be comparable to the first one. If the surgery setting of the MSF and patient surveys vary that much, are they really comparable and reliable? Would that be an exceptional circumstance? In fact, change of practice is recognised in the “Guide” as an exceptional circumstance for partners and salaried GPs, but this doesn’t appear to have been recognised for locum GPs, who change practice all the time. And who is going to pay for pre-paid envelopes for patients to post their patient satisfaction surveys about locum doctors, who is going to analyse the data and, again, who will pay for that? This must be clarified in detail before revalidation is implemented.
All processes proposed for revalidation should be piloted for locum GPs as well as for GPs working in a fixed team, to ensure a better understanding of the feasibility of the tasks for locum doctors.
Loss of income due to preparation for revalidation
The nature of locum work is that it is constantly changing, unpredictable and without continuity and locum GPs get only marginally involved in the whole team.  Often we work in different locations in the morning and afternoon with very little time for reviewing notes in between, especially if we are being asked to do home visits as well. Also, time is money and working self-employed means that many activities will be unpaid e.g. holidays, study leave and time off sick. The unpaid workload for appraisal is going to be considerable and, if we have to return to a practice to follow up on data, this will mean at least a half day of unpaid work. This could potentially add up to a significant loss of income in an already difficult locum market, whereas doctors in fixed employment or partners can expect protected time at work to complete their paperwork for appraisal.
Under evidence area 3 – Evidence of active and effective participation in annual appraisals (page 14) the Guide states that “All doctors on the Performers List of a primary care organisation or working within an organisation with a quality-assured system of clinical governance, including locums, should receive administrative support in undertaking annual appraisals.” It needs to be clearly explained what exactly this administrative support is going to be. Does it mean an obligation for practices to provide access AND staff for data searches etc.? Does it mean paying locums for every half day taken off work to complete their paperwork? Many PCTs don’t even pay locums for their actual appraisal, but this is going to be financially unsustainable for locum GPs if they have to take regular time off work for collecting data.
Impossible and difficult areas of evidence for locum GPs

Difficult to impossible areas of evidence expected

Viewing the document as a locum GP I have identified three of the 13 areas of evidence that are going to cause significant difficulties for locums, regardless of how good they are as GPs, and one which is going to be impossible, as it currently stands. The very difficult areas (as already hinted earlier) are MSF, SEA and patient surveys but, in my opinion, the most important problem is going to be clinical audits. For locum GPs, it is absolutely impossible to complete a full audit cycle due to lack of authenticated data (e.g. through personal log-ons) and lack of continuity of care. The evidence area of clinical audit must be reviewed for locum GPs and suitable alternatives must be given, such as surveys of referrals, admissions and consecutive patients seen.

General Problems with Patient Surveys and MSFs
The Guide acknowledges that it may be difficult for locum doctors to undertake conventional MSF, and that alternatives will be acceptable, but it doesn’t clarify what exactly is regarded as acceptable justification for not undertaking a conventional MSF, or what alternatives will be acceptable. This leaves affected doctors with further uncertainty regarding their evidence.
Also, the Guide states that, if there is more than one MSF in the portfolio, the assessor will look for evidence that, if any areas for improvement were identified in the first, there is evidence of some improvement in the second, or reflection as to why this is not the case. However, if the working environment has completely changed between the first and second MSF, e.g. different practices, are the results really comparable?
Evidence area 9 – Description of any cause for concern and/or formal complaint

It will have to be made clear to practices that they must feed back any positive or negative comments from patients or from colleagues to their locum GPs in a professional way, both to enable them to learn from the feedback and for appraisal and revalidation purposes. Currently, most practices give no feedback to a locum on their performance, which is a lost opportunity. It must be ensured that feedback on complaints or concerns is given in a fair and standardised way and locum GPs must be given a fair chance to give their view of an incident too, before a practice responds to a complaint or makes a decision not to book a locum again.
Evidence area 10 – Significant event audits

For most locum GPs it will be difficult to evaluate and discuss SEAs, since they work outside the usual practice team.
Evidence area 11 – Clinical audits

General Practice is teamwork, influenced by increasing numbers of guidelines, QOF, and prescribing prompts by computer programmes. This, in my view, is reflected in the fact that non-locum doctors will be able to submit joint audits affecting the whole team, rather than just the individual doctor; the results of such audits should be useful to a team and are likely to lead to improved patient care, but the same cannot be said of surveys done by a locum.

During my GP registrar training, I did an audit on CKD in patients on repeat NSAID. This resulted in a large number of patients being advised to change their analgesia, and this was well received by both patients and colleagues. During my Psychiatry post, I did an audit on charcoal administration in overdose. Both audits were based on sound guidelines, had national standards that could be followed and resulted in improved patient care.

However, this type of audit is only suitable for a team, not for an individual doctor.

As a locum, instead of an audit, I did a review of all my referrals over a certain period of time. This was accepted for appraisal purposes, even though it was not an audit in the true meaning of the term, as outlined in the guide. My appraiser actually highlighted the difficulty of following up locum referrals and how little learning is to be gained from it. A survey such as this might prove interesting, to see the outcome of a certain patient, but that doesn’t necessarily help improve care, and there is no standard for comparison.
It is therefore impossible for locums, who don’t work as part of a team, to do formal full audit cycles on their work. Moreover, a lot of practices don’t have authenticated log-ons for locums (which puts us at risk from a medicolegal point of view) and, even if they do, the data that can be extracted is very limited. The numbers are likely to be too small to be significant, and too variable between different practices and over time to show anything worth reflecting on, since locum work is, by its nature, totally unpredictable.
I have little confidence in practices being “encouraged” (to quote the Guide) to let locums use their infrastructure/practice support to facilitate clinical audits. Likewise, the DoH has been “encouraged” (again to quote the Guide) for a long time to make prescribing identifiable and it has not happened. It is not going to happen in the next year.

Also, not sufficient information has been given regarding exactly what is to be audited and against which standards for any of the suggested audit topics listed. What exactly would I audit regarding antibiotic prescribing; no search will show how often I didn’t prescribe antibiotics, or how appropriate or otherwise the prescription was. But the main point has to be that, for locums, there is NO AUDITABLE DATA WHATSOEVER, simply because of software problems and the lack of authenticated log-ons. They would therefore fail revalidation, unless these critical issues are addressed.

Conclusions
It is very important that GPs have confidence in the revalidation process, to avoid further unsettling GPs in the currently uncertain political and professional climate. Compiling the necessary evidence is going to add further to the burden of bureaucracy. The evidence therefore needs to be robust and acceptable to all GPs; otherwise it will turn into a tick-box exercise, taking away valuable resources from patient care.

For locum GPs, as the Guide currently stands, at least one area of evidence (clinical audits) will be impossible to achieve, and at least three further areas (MSF, Patient Satisfaction Surveys and Significant Event Audits) will be very difficult to fulfil in a meaningful way. 

I get the impression from the media, from personal discussions and from online fora that the RCGP is seen to be out of touch with many grass roots GPs. The way it handles revalidation is going to be absolutely crucial. The current proposals are causing widespread concern, and they will further erode the trust of grass roots GPs if their opinions are not taken seriously (please see the comments made by various doctors on online fora, such as on doctors.net.uk).
There is a great risk that revalidation, as it stands at the moment, will just assess how good a doctor is at ticking boxes and producing documentation. There is a widely held belief that Shipman would have passed revalidation easily, because he was popular with patients and was meticulous in covering his tracks. However, many good and experienced locum GPs will fail, if their special circumstances aren’t acknowledged more carefully.
Dr Stephanie Franz, 19.5.09
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