Meeting with Prof. Mike Pringle 16.6.09
Today I had the opportunity to discuss revalidation for sessional GPs with Mike Pringle for about an hour, just before he attended the Revalidation Steering Group meeting. We sat in a little park cafe and he was very focussed on working out a way ahead. I had sent him a preliminary summary of the NASGP survey in advance and he brought a copy of it to the meeting.
He is committed to ensuring that sessional GPs can be revalidated. For salaried GPs he doesn’t anticipate additional problems, since they are practice based and able to work within the primary care team. He is concerned about GPs who work outside this traditional team, like locum GPs and for example GPs in very remote and rural settings.
He agrees that locum GPs play an important role in the NHS and for the provision of primary care and he worries about the impact of a possible lack of locum GPs, should they face difficulties with revalidation. He therefore wants to work out a practical way for revalidation of locums.

He also has patient safety and care at heart and he talked about recent cases of failing practices. Support and funding for revalidation will be needed and every case of an individual doctor failing revalidation will raise issues for the PCT involved, since they will be asked whether they could have anticipated and prevented it.

He admitted that there will be additional workload for all doctors and that for locum GPs this risks being more than for partners or salaried GPs, due to the lack of support staff and team working. He is willing to counterbalance this and the other general difficulties faced by locum GPs through encouraging suitable flexibility for revalidation requirements and by speaking out for fair locum pay (possibly through the GPC), which would compensate for the loss of income due to the need to take time off work in order to compile revalidation evidence.
He is looking for ways to reduce the isolation of locum GPs and to improve the information cascade to locum GPs. We agreed that PCTs would be well positioned, since they should have the data on their performers list, about which doctor is a locum GP and since they already routinely circulate information to practices. Locum GPs should be included in these regular information cascades and a possible role of PCTs to encourage or facilitate local locum groups will be explored further by Mike. Affiliated practices/locums as another possibility to improve inclusion of locum GPs was mentioned.
Another problem highlighted was the lack of prescribing data for all GPs and the inability of the clinical systems to process data input sufficiently for audits. Also, the inconsistent provision of individual log-ons for locum GPs, with medico-legal implications and difficulties for audit, needs addressing and maybe locum GPs should simply request it more.

We discussed possible modifications to the individual revalidation requirements.
He fully agrees that audits will be very difficult for locum GPs due to the unpredictable work situation and due to working at different surgeries. He said that a degree of flexibility would be possible, e.g. no re-audit in one of the 2 audits. But he would really like to challenge and encourage locum GPs to use lateral and creative thinking and to design imaginative solutions for possible locum audits. Successful audits could then be used as model audits and could be recommended as good practice. He was suggesting for example daily collection forms for recording relevant cases and then to phone up surgeries at a later stage to enquire about individual outcomes or to look them up while in the surgery another time. However, I pointed out that the workload of chasing such data from different surgeries will be considerable.
He understands that MSF will be impractical and not useful for locum GPs. He favours a feedback form which locum GPs can leave with the surgery after a session for immediate feedback, rather than a formal MSF at a later stage which might cause difficulties in finding members of staff who can comment in retrospect. This is a suggestion which has been discussed by BASD (Bristol Association of Sessional Doctors) and I promised to forward the relevant proposed form to him.

Regarding complaints from patients it will be important for revalidation, but also out of courtesy towards the doctor, that GP surgeries inform locum GPs about any concerns. He also recognised that it would be very difficult and impractical for locum GPs to attend SEA meetings at a practice and SEA meetings arranged by locum groups will be fully acceptable. He is interested in the outcome of two SEA afternoons for locum GPs planned in Bristol by BASD and is hoping that they will be suitable as a model for other locum groups. These meetings would also help to link up locums for mutual support and encouragement.
My impression is that Mike Pringle is very willing and trying hard to understand the difficulties of locum GPs. He will need as much feedback as possible from us all to achieve this and I think the recent NASGP survey really helped. He is engaging, listening and determined to make it work, and he needs our support.
Revalidation is becoming reality now, and this is the time when we can shape it with our feedback and by engaging with ideas and suggestions for how to do it best.
The first phase of feedback on the “RCGP guide to revalidation” has already brought improvements for the CPD credit system and a slower roll-out of revalidation. The next version of the guide is expected in the next few weeks and we need to continue to respond to it. 
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