Leeds Sessional GPs Revalidation & “Plan B”

This year the General Medical Council will introduce licensing & every General Practitioner will need a licence to practice, whether NHS or private, in a permanent post or on a locum basis.

Only licensed doctors will be subject to revalidation in a five year cycle - they will be relicensed and recertified (for the GP register) periodically 

The Royal College of General Practitioners (RCGP) has been given the responsibility, on behalf of members and non-members, to propose the standards and revalidation methods for the revalidation of general practitioners.
The Royal College of General Practitioners currently proposes that a 

Standard revalidation portfolio will normally contain twelve items of evidence:-
1. A description of all the professional roles undertaken by the general practitioner and demographic data. 

2. Any Exceptional Circumstances

3. Evidence of active and effective participation in a cycle of five annual appraisals over the five year revalidation cycle.
4. A personal development plan (PDP) for each year agreed with the appraiser [presented annually year one to five].

5. A review of the previous year’s PDP, with reflection on whether educational needs identified have been met or reasons as to why they have not been or only partially been met [presented annually initially year two to five]. Impact of development should also be considered at appraisal and linked to the CPD credit system (see 6 below).

6. Self-accreditation of a minimum of 250 learning credits over the 5 year revalidation cycle, normally at least 50 credits each year, discussed and agreed at annual appraisal [presented annually years 1-5]
7. Results of at least two multi-source feedbacks from colleagues, with evidence of reflection, appropriate change and discussion in appraisal [normally one MSF in year one or two and one MSF in year four or five].

8. Results of at least two patient surveys of their consultations and care during the revalidation cycle, with evidence of reflection, appropriate change and discussion in appraisal [normally one patient survey in year one or two and one patient survey in year four or five].

9. A description of any cause for concern raised about the doctor and a review of any formal complaint in which the doctor has been directly involved; with a description of the circumstances, lessons learnt, and appropriate actions taken, and evidence of discussion in appraisal [presented annually year 1-5]. In cases where there has been no cause for concern or complaints this should be recorded.

10. A minimum of five significant event audits involving the GP that demonstrate reflection and change, with evidence of discussion in appraisal, over the five year cycle.

11. Audits of the care delivered by the GP in at least two significant clinical areas of their practice, with standards, re-audit and evidence of both appropriate improvement, compliance with best practice guidelines and discussion in appraisal. 

12. Statements of probity, health and use of health care, including registration with a GP in another practice; evidence of appropriate insurance or indemnity cover
It has been cited that items 7-11 are particularly difficult to fulfill for locum GPs, especially those who work at several surgeries. It is going to require help from practice managers but unfortunately locum GPs are often of low priority compared to other practice issues.

Learning Credits – a major concern for locum GPs is that, whilst a salaried or Principal GP can ‘double’ their credits from a single educational meeting by demonstrating that they have implemented a change in practice on an organisational level with templates and clinic changes, locum GPs can’t. Theoretically, this would mean Locum GPs allocating more time in educational meetings to make up the shortfall & obviously they do not get paid for sessions missed as a result! Locum GPs also tend to be excluded from many learning processes that could qualify for credits, such as those to do with training.
Patient & MSF surveys – These require organisation, support & cooperation from practice staff to work efficiently and effectively.

Significant event audits – This is often a difficult area for locums as they are not always included in the SEA process, or even made aware that a SE has occurred!
Audits – Although possible, data collection and implementing change is much harder for a locum. They have no defined patient population on a permanent basis, and are very unlikely to be able to implement changes in practice policy. Changes in our individual practice e.g. prescribing habits are impossible to account for, as we still do not have unique prescriber numbers.

Annual appraisal remains central to revalidation.

Two additional principles are paramount:

a) Revalidation should not be overly onerous on general practitioners but it must be sufficient to provide confidence to the public, the profession and employers that each doctor is fit to practise.

b) The evidence required and the standards applied to that evidence must take account of the different working lives of general practitioners; the process must be objective, fair and equitable.

It would seem unreasonable to expect locum GPs to participate without the same infrastructure and assistance that other practice-based GPs receive, to avoid the financial & time penalties suggested. 

“Plan B” Revalidation
Sessional GPs who would find a standard portfolio of evidence for revalidation impractical, are therefore a group in which non-standard evidence might have to be submitted – in particular those who were not in work for all years in the five year cycle, taking career breaks or to have families.
Normally a general practitioner will be required to demonstrate that they have worked in an organisation with a Responsible Officer who is prepared to certify that there are no concerns about that general practitioner, to be recommended for revalidation. Potentially all Locum GPs operate in a non-approved setting.
The RCGP will be recommending to the General Medical Council that there is some choice available to these GPs. 
Some general practitioners, who might find the accumulation of a conventional portfolio of evidence onerous, could make this “choice” to undertake and pass an approved knowledge assessment & approved clinical skills assessment.

A successful approved knowledge assessment in their fifth year could result in the GP not being required to submit evidence of 250 learning credits; and those who undertake and pass an approved clinical skills assessment might not be required to provide evidence of undertaking significant event and conventional audits! However these general practitioners would still have to participate in appraisals and clinical governance.
There is concern that the RCGP will benefit financially* from this format of assessment, as with MRCGP examination, & has more to gain, the less it promotes & facilitates the Standard revalidation portfolio route.
One area of support which the LMC could consider promoting is the development of a Sessional GP Liaison officer within the PCT. 
This facilitator could organise and co-ordinate the non-clinical functions of Sessional GPs in its area as well as supporting the Sessional GPs' quality maintenance mechanisms for appraisal and revalidation, such as coordinating feedback and collecting audit data. 
They would need to be supported by a fully trained GP mentor to oversee the professional and pastoral needs of those Sessional GPs, and together form the PCT's Sessional GP Support Team.

* Apparently the RCGP do not make any profit out of the MRCGP examination & if anything the costs of this are subsidised by the membership of this college.
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