NASGP Revalidation Survey June 2009
Preliminary results, focus on locum GPs (11.6.09)
Respondents

Total 168, included appraisers

Locum: 81% (136), of those female: 65.2%

Salaried: 22.0% (37)

OOH: 15.5% (26)

Themes of comments about locum work made by locum GPs
General difficulties of locum GPs
· Locums are disadvantaged compared to practice based doctors, all basic requirements are more difficult

· Personal circumstances of locums, in need of flexibility, child care

· Burden of locum admin (tax, pension, invoicing, accounts)

· Lack of information cascade from PCT/LHB about educational and organisational issues, meetings, information in general, that is available to practice based staff

· Lack of support from PCT/LHB in general and for protected learning time, appraisal preparation in particular

· General bias against locums

· Practices tend to not re-book a locum if any problems occur, rather than feed back

· Lack of experience for NQGPs

· Patients don’t know Locum

· General isolation and lack of support
Financial issues

· Poor Locum pay in general and inadequate pay for appraisal

· Additional unpaid workload of revalidation, not paid to contribute to meetings regardless of our experience or expertise
· Locum fees should cover time out for revalidation etc

· Lack of financial support for professional development

· Current financial situation is driving down fees, leading to locums having to work longer hours, with less time for audits, research, meetings etc.

· Concern about cost of MSF and Audit

Practice problems negatively affecting locum GP’s performance (outside locum’s control)

· Substandard systems in practices negatively impact on locum’s performance

· Practices and staff not providing enough support to locums for them to perform better, negative impact on locum’s performance

· Poor treatment of locum GPs

· Locums just expected to get on with job

· Exclusion from practice activities such as practice meetings, audit/SEA/discussion of complaints

· Difficulty of getting involved in practice development

· Lack of willingness of practices to support their locums with feedback

· Lack of understanding of locum situation leading to unfair feedback from practices

· Poor opinion of locums in general, may even be expressed to patients

Themes of comments about locum revalidation

General points about revalidation proposals

· System set up for practice based doctors

· Proposals much easier to fulfil if practice based, therefore locums disadvantaged
· Lack of information regarding locum revalidation
· On the whole unworkable, will require massive input of effort and time

· Not addressing locum issues for revalidation

· Inflexible and not taking into account variety of locum work settings and individual careers, e.g. difficult to fulfil for doctors working OOH or in other clinical settings (e.g. Contraception and Sexual Health), who are part-time or semi-retired,  working through agencies or abroad, contradicts diversity and does not value difference
· Number of minimum sessions to qualify as GP doesn’t take account of wide range of different possible GP activities

· Locums see different type of patients/cases than practice based staff

· Lack of continuity of care, working in too many practices and for short time only
· Locum referrals are sometimes altered by practices

· Lack of support for locum GPs that is available for practice based doctors, e.g. practice infrastructures

· Locums depend on goodwill of practices and patients

· In general difficult to discuss outcomes in practice team and alter management as result of feedback

· Difficult to prove you are a good doctor

· Will need firm arrangements with at least one practice, for support and assistance in harvesting and sharing relevant evidence
Opinions about validity/evidence for data collection and usefulness

· No trust in evidence

· Not useful for assessing practitioners’ safety

· Poor validity of feedback from odd sessions

· Hoop jumping/tick boxing, does not evaluate clinical competence

· Waste of time

· Would revalidation stand up to a legal challenge?
· Reflection/justification etc. is patronising for professionals

· Harold Shipman would have passed
Problems with data collection

· Practical difficulties of accessing data (no access given by practice, no room, no support, travelling to collect data)

· Lack of personal log-ons

· poor data quality on GP clinical systems, even if with personal log-on

· Worry that locums may be charged to access practice data and use of practice staff and other administrative infrastructure

· Difficulty coordinating attendance at meetings, since working in many different places

· No prescribing data available

· No QOF data available

· No data on referral rates available
Multi Source Feedback/360 degree feedback

· Doubt about validity for locums

· Too much emphasis

· Unreliable results: colleagues may not know you well enough

· working in too many practices

· not enough colleagues to conduct, since mainly small to medium sized practices will need locums
· uncertainly about length of involvement with a practice to qualify

· result not comparable with practice based doctors
Patient Satisfaction Surveys
· Difficult to impossible to obtain from practices

· Influenced by factors outside of doctors control

· Not practical for locums, working in too many practices

· Not practical for OOH

· Result not comparable with practice based doctors

Audit
· Difficult to impossible to obtain from practices, lack of support

· Case follow up impossible (lack of time, data protection, confidentiality)

· not sole charge of a case

· Lack of suitable specimen audits 

· lack of data due to lack of log-ons 

· Not meaningful, can’t audit formally what is of importance to locum GPs and what would help improve quality

· Can’t close audit circle

· difficult to draw conclusions & to effect changes
· Locums can’t implement changes of practice identified in audit

Significant Event Analysis

· Difficult to impossible to obtain from practices, lack of support
· Inability to get feedback of SEAs to locums
· Who to discuss with

· needs persistence to be heard by practice/allowed into meetings

· Locums don’t want to upset practices with negative feedback

· Locums can’t implement or press for changes of practice identified in SEA

· If experienced and up to date don’t happen with respect to own practice

Clinical Governance
· Expectations for locum data collection must be realistic, no  participation possible

· Sessional GPs should be able to confirm, that they have worked in an approved environment

· Communication with locums is a governance issue for practices

· Individual log-ons for locums is a governance issue for practices

CPD and CPD points

· CPD should have more emphasis

· Locums often attending more than practice based doctors

· Not enough support from PCT

· CPD points: lack of understanding of system, too complex

· CPD points: biased towards partner due to position of facilitating change

Fears and concerns voiced by Respondents
· Fear of loss of livelihood
· Fear of revalidation effectively eliminating locum work as a positive career opportunity

· Career breaks will cause special problems

· Considering change of career/country/retiring as a result, leading to loss of experienced GPs

· Fear of loss of faith in profession due to tick box doctors rather than what our patients really need
· Worry about losing sight of what our patients need and want in a doctor

· Loss of confidence (not feeling good enough to do data collection)

· NGOs – may cause difficulties to recruitment of doctors

· nMRCGP exam not acceptable alternative

· Number of clinical sessions too restrictive
Questions from Respondents
· Will audits done abroad be allowable?

· Who best to approach about NGOs?

· Are Locum GP Groups going to be allowed to analyse Significant Event Audits amongst themselves to qualify for that pat of revalidation or must it be with the practice team in which it occurred?
· What on earth is going to happen as regards Remediation for "failed" Locum GPs? 
Where are they to be retrained/supervised?
Who is going to pay for this?  How are they to maintain their income?
How is the NHS going to manage, if they make it so hard for Locum GPs to be revalidated, that our numbers dwindle?
· Though doing 4 sessions a wk still has to gather the CPD points as full time GP?
Suggestions made by Respondents
· locum difficulties must be taken into account for revalidation. We work really hard when we are working, and of course have to keep up to date, or we could not last with the Practice(s) where we work
· we need a completely different revalidation process

· A completely new type of PSS is needed if locums are to get useful feedback

· Appraisal should be given more emphasis

· Introduction of affiliated locums/practices

· Expectations for locum data collection must be realistic and relevant

· CPD points – Due to difficulties for locum of obtaining data for MSF, PSS, audit should obtain double points

· I think that PCOs could and should encourage practices using locums to help them by allowing data collection and attendance at practice meetings discussing significant events etc. It's in the practice interests to get the best from their locums, and to help them deliver the highest quality care to patients of that practice

· OOH services need to have formal structure for giving feedback to put in portfolios-?need a national standard for this that OOH organisations have to sign up to when tendering for contracts
· Recognise that there are a lot of GPs who have significant roles outside pure clinical GP, or who have special expertise in aspects of clinical medicine. It is vital that these contributions to the medical establishment are acknowledged
· Support, rather than hurdles from College

· could we be given a check list (one page summary) of what evidence we need to obtain over the 5 yrs and possibly examples of good quality evidences collected to aspire to
· As has been seen with annual appraisals, it is very difficult to produce stats re: no./ gender/ ages of patients seen and feed back from patients/ practices when you work in many different practices and if you partly work through an agency. So, those who are putting regulations for revalidation in place ought to ask themselves in every step, "how would a sessional GP working under the above mentioned circumstances manage to achieve/ comply with the new rules?"
Selected Quotes

· “Revalidation does not take into account that the performance of a locum is dependent on the environment they work in. Instead of identifying bad GPs, revalidation will single out the ones working in unsupported environments who are burning out and developing health issues”
· “Without a supportive practice we are isolated in any case, filling a vital but underrated gap. What is it that we have to prove which is a doctor's individual responsibility, not the practice responsibility. Locums have to work in subtly different ways in each practice they visit according to the ethos. It appears that the revalidation process at present has these 2 areas confused - there are practice issues and individual Dr issues; sessional GPs need only cover these latter. “

· “Enjoyable and fun medicine has been destroyed in the last 5 years - freelance GP is one of the remaining areas where a doctor can love the medicine and not be drawn into a state of depression.”
· “Assumption could be that we are locums cos we can't find permanent work - which in many cases is true - cos there is not the WORK OUT THERE - NOT because we ARE INCOMPETENT ... in fact I am very experienced and well qualified, and not as employable as a result.. (not so biddable, malleable, bossable, and not so cheap). I have personal close knowledge of one GP colleague who meticulously ticks all the required QOF and appraisal / revalidation boxes yet provides a woeful service to patients who find it impossible to make appointments more than 2 days in advance, who are not followed up, who are dealt with by telephone to an alarming degree, seldom examined, their care delegated to nurses or health care assistants and who is reluctant to visit even in emergency situations. The remarkable thing is although patients grumble about poor service they have yet to complain. None-the-less he will meet all the RCGP so called quality criteria. Targets distort the real priorities!”
· “The fact that GPs working in group practices are more likely to be deemed safe due to presumed peer regulation when locums will be deemed high risk as they work alone, when in actual fact locums work is scrutinised by a far larger number of Doctors who are far less likely to be complicit.”
· “It is also very important for PCTs to include all doctors on their performers list with a way of disseminating information. Again I have just found out I have missed out on updated anti-microbial guidelines. Until dissemination of information to us is sorted we cannot win. We cannot be expected to know which documents we have not received!”
· “This is not a level playing field and is utterly unfair. Poor doctors who happen to be partners will score highly in the revalidation stakes because they are backed by a good practice manager, while good sessional doctors will be both stressed and disadvantaged by the system”
· “Simply do not know how to prepare for it. I have no connection with my PCT except when they remind me to join the PCT I mostly work in. This other PCT, however, has ignored my applications; presumably they do not want to pay my pension contributions., I am frustrated and feel I do not belong anywhere and will have no support for revalidation. I do not know whether I'll be appraised this year. I have even thought of migrating. 
Dr. Stephanie Franz 11.6.09
