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THE LOCUM DOCTORS’ ASSOCIATION'S COMMENTS ON THE GMC DOCUMENT "REVALIDATING DOCTORS ENSURING STANDARDS, SECURING THE FUTURE"
GENERAL COMMENTS:

1. We welcome the concept of revalidation as this will raise the quality of medical practice, but it is not likely to achieve the early detection of all poorly performing doctors, or the protection of patients from bad practice; as that entails ready reporting of such doctors by colleagues, which is unlikely to happen in the current culture of system support and institutional cover-ups. Revalidation is unlikely to detect a bad doctor who is popular with colleagues and enjoys Royal College patronage. Conversely there is a real danger that this process may be used to "weed out" overseas, ethnic minority, and locum doctors; and whistle-blowers.

2. We point out that the high-profile cases which have led to the birth of revalidation involved substantive doctors and not locums. One locum pathologist among these cases was in fact a post-retirement locum, who had held substantive appointments. We accept there are some locums who are deficient in their performance but it must be remembered that locums are generally doctors who are wilfully denied training, teaching, study leave, CME and audit facilities by the rest of the profession.

3. Locums work under great difficulties in less than ideal situations. A single locum is often made to do the work of several doctors, with less information, no induction, little support, and attitudes of discrimination. The NHS would collapse without locums. Many departments would cease to function without locums, but sadly to date, little or no appreciation has been shown to them.

Considering all the above difficulties, most locums have provided a safe and complaints-free service which indicates that locums have passed a silent test of quality in being able to function satisfactorily in stressful and disorganised conditions.

We believe revalidation may provide locums with the CUE, training and other facilities that we have hitherto cried out for. However, unless locums are given equal recognition by employers and a requirement is imposed on all employers to provide these opportunities, revalidation for locums may not work.

4. Our paper "Revalidating locum hospital doctors and doctors with atypical careers" provides a simple, fair and practicable method for revalidating all individual doctors. This should be adopted and implemented in full.

5. Our comment paper on "Supporting doctors protecting patients" should be taken in conjunction with this.

6. Locums must not be penalised for system failures and system deficiencies. No requirements must be imposed on locums that are not reasonably practicable to fulfil in their individual circumstances.

7. Currently appeals against GMC decisions only lie on points of law. Since such decisions are essentially based on facts, and any appeal in respect of revalidation will seek to challenge findings of facts; the law should be amended to allow appeals on points of facts. This can be incorporated with the legislation enabling revalidation.

SPECIFIC COMMENTS:

CHAPTER ONE:

Box 1: Benefits of revalidation:
We agree with all the points here but it remains to be seen whether this process will indeed enable weaknesses to be corrected safely and promptly. Such correction needs adequate funding, and a culture of openness. It would be unrealistic to expect a trainee to put his career at risk by reporting his trainer, or a team-player to fall out of the team by reporting a colleague. Mutual protection in the NHS will continue.

"Local" for a locum is the individual circumstances of the doctor in and out of the system. A doctor out of work may only be able to read the literature. How can national standards be set for such circumstances? A doctor in such circumstances should not be required to provide evidence beyond his means.

It should not be presumed that an unemployed doctor with a clean past record is automatically unsafe for patients. The law presumes all persons innocent until proven guilty. Unless there is evidence of harm, no doctor should be presumed unsafe on the grounds of a career break.

Revalidation should not reverse the burden of proof to doctors in FTP proceedings. In law the prosecution has the onus of proving guilt.

Box 2: Attributes of revalidation:

We agree with these points, especially the recognition of flexibility which is important in respect of locums. However the last sentence "... may move in and out of active clinical practice." becomes contradictory if this pattern is liable to cause doctors to lose their registration, or difficulty in retaining registration. We would stress that qualifying as a doctor does not denote a compulsory requirement to work in certain settings.

Standards of good practice para 15:

Clear definitions and baselines are needed for the terms inefficiency, incompetence and misconduct.

Page 9, Stage 2 and 3:

We support a five-year assessment as illustrated in Diagram 1.

CRAPTER TWO:

Box 5: The roles of other bodies:

THE NHS:

Locum doctors with contracts of six months or more could be subject to the same process as their substantive counterparts, provided the NHS employers provide equal facilities for locums. Here revalidation could actually provide an additional benefit by encouraging equal treatment and non-discrimination.

LOCUM AGENCIES:

Locum Agencies have not been mentioned. These provide a large percentage of locum doctors to all sectors. Agency locum doctors with long-term contracts could receive the same benefits as NHS-contracted locums via the issue of honorary NHS contracts, and funding arrangements agreed between NHS trusts and locum agencies. NHS trusts should either refuse to recruit from locum agencies not participating in the revalidation of their locum doctors; or provide the facilities to the recruits of uncooperative agencies if they choose to recruit from them. Either way, locum doctors should not be penalised because of business arrangements which are kept secret from them. The LDA would of course advise its members to work only for agencies prepared to provide revalidation resources.

THE NHS CENTRALLY:

A central body perhaps named "Revalidation Authority" or "Central Assessment Authority" (or ASC as proposed by the DOH in its document "Supporting doctors protecting patients"), should be entrusted with the assessment, appraisal, training, study leave and CPD funding and arrangements; and remedial functions for doctors engaged in short-term locums, atypical and single-handed practice, career breaks or out of active medical employment for any reason. Such a body could support all those doctors who are currently unsupported and have nowhere to turn to for help. It would facilitate the re-entry of non-working doctors into the system, improve their quality, and bring about the use of a valuable manpower resource otherwise wasting. The LDA would be happy to work with such a body to achieve these objectives.

MEDICAL ROYAL COLLEGES AND SPECIALIST ASSOCIATIONS:

· The design of the folder.

Doctors should be free to design their own folders as long as these contain all the required information. There should be no compulsion to use any one organisation's folder. That would create a business monopoly.

Producing validated information about the current performance of Members/Fellows...

We do not see how the Royal Colleges can obtain this information accurately. Not all doctors are affiliated with a Royal College. Locums are not registered for CPD by any College. Since some Colleges are using CPD as a means of generating finance, and concerns have been raised that Members/Fellows refusing to pay large fees for this to one or two Colleges are threatened with de-approval of training posts in their department - a de-recognition not based on merit; we do not support having to rely on Colleges for CPD. Indeed we reserve the right to refuse to pay any body for "CPD registration".

· Expert advice on the recommendation to the GMC... 

· Involvement in external quality assurance

Human Rights Law requires that each part of the process be independent of the other. The body making the rules or setting criteria cannot also be involved in judging the cases or being involved in both the internal and external processes. Furthermore the Colleges run courses and examinations which earn finance. In our document "The Revalidation of Hospital Locum Doctors and Doctors with an Atypical Career", we have set out the conflicts of interests in the role of the Colleges at present. These practices will not be able to continue when the Human Rights Act comes into force this year.

We are also concerned that the Royal Colleges do not consult or represent the views of locums. It is therefore unacceptable for their regulations and policies to be imposed upon us in a democratic society.

POSTGRADUATE DEANS:

PG Deans could do more for the locums and unemployed doctors in their area. They could ensure that doctors residing in their regions, in between posts are given access to libraries and postgraduate meetings and other activities.

Page 13, The proposals in detail:

The entire folder should be available to both the annual and the five year assessment panels. This will reduce the risk of collusion at local/regional level in the annual assessment. We do not accept that the five year panel should only look at an annual appraisal which at present is not a robust process. There is evidence that trainees successfully assessed for the CCST are found inadequate for consultant posts and the incidence of suspensions of post-CCST-holders in their first year of appointment is high enough to raise questions about their training assessments. The award of the CCST therefore should not be a criterion for revalidation, though this could form one of the contents of the individual folders.

Box 7: Effective teams:

As stated above, team members will be likely to cover-up for the inadequacies of each other. Only outside information about individuals in a team can assist in detection of problems. Such scrutiny will have to be applied stringently. Whistleblowers would have a role here.

Stage 1 - profiling performance - the information:

These proposals echo the methodology in our own documents. We believe it is the only method which can be uniformly applied to all categories of doctors on the Register.

Folder immunity:-

The folder is a contentious document. To prevent fishing inquiries from lawyers and prospective litigants, this must be granted professional privilege, and immunity from Discovery in court cases. Mere confidentiality will not suffice.
If early detection of problems is desired, the folder will need to contain criticisms of systems, hospitals, trainers etc. To encourage such input, the contents must not be available in full to employers and affected parties; unless a culture of healthy acceptance of problems develops.

Para 36 and Question 3 - Complaints:

We welcome the opportunity to include compliments in the folder. Complaints should only be included if:

- They are in writing.

- They are upheld.

An anonymous complaint with valid material leading to changes could be included but by and large anonymous complaints should be excluded. A truthful individual seeking change must identify themselves, to allow their allegations to be substantiated. Human Rights Law gives a right to defend allegations. This is not possible against anonymous allegations.

Doctors must be protected from malicious complaints, victimisation and "ganging-up" as seen when a group decides to get rid of a whistleblower or an unpopular person who may well be a good doctor. It must be noted that many patients make false or unjustified complaints. We are also concerned that the publicising of including complaints in the folder might precipitate an abuse of the complaints procedure and a large influx of complaints, some to be used as medicolegal evidence.

Illustrative example:

A patient sent home by a hospital in a taxi at his own expense tried to recover the fare by arguing that doctors made the wrong decision to send him home at all or not by an ambulance. The complaint then contained spurious subjective criticisms of doctors to add spice to the story.

We oppose the inclusion of such "complaints" in a folder. We believe the rest of the profession will agree with us.

The inclusion of false complaints could be defamatory. No doctor should be expected to defame themselves or allow defamation by others.

Complaints against an individual must make their appearance at the time and be raised with the doctor. They should not make a surprise appearance at a remote date. The latter strategy is used by employers as a defence in legal disputes of employment or discrimination.

Page 17, Question 2:
For locums out of jobs, the folder should contain whatever is feasible under the circumstances for that period. As long as the doctor demonstrates evidence of keeping up-to-date and has no record of being unsafe, this should be acceptable.

We note that the GMC wishes the five year panel to look at only a sample of folders. There is a real danger of undeserved appraisals passing through the net if more folders are not looked at. That may be time-consuming but will be necessary if the process is to be robust and effective.

It should not be presumed that folders of substantive doctors will be automatically "revalidable". Scrutiny must be equally stringent for all categories of doctors.

Para 38: Regular review of information:

For locums and doctors on career breaks we have addressed this above on page 3 in "The NHS centrally". This process will give locums a "sense of belonging" and the supportive environment needed. It will improve the quality of locum work.

Box 6: Appraisal and the link with revalidation:

We agree with most of the points here which outline the advantages of regular appraisals. However there are certain cautions:-

In managed settings there is a real risk of this process becoming a "you scratch my back I'll scratch yours". The appraisal process will need safeguards to prevent this happening.

The difficulties identified should not be "nit-pickings" or "weeding-out" points, as commonly experienced by overseas and locum doctors at the hands of Royal Colleges and Appointment committees. They should be nationally recognised difficulties, for which remedies are available.

A uniform standard and criteria must be designed for appraisals. The LDA must be involved in these for ensuring fairness to locums.

Most locums today are the victims of "appraisals" in "achieving a balance"; when ethnic minority registrars were denied career registrar status on the pretext of "criteria" based on points of shortcomings picked up spontaneously from individual curricula vitarum. The "criteria" were applied discriminately, and were usually beyond remedy such as age. You may know that some such processes were complained of in the tribunals and courts under the Race Relations Act. Some cases are still proceeding in the courts. The appraisers on those panels included regional college advisers and postgraduate deans. The doctors thus treated ended up as today's locums and their wounds are still fresh from those horrific experiences. It remains to be seen whether we can trust the system again for a similar process. The onus is on the profession and the health system to convince us it can act fairly towards us.

We enclose a draft Declaration of Interest letter which should be completed and signed by all appraisers, panel members (annual and five-yearly) and the doctors themselves. The safeguards and benefits of this are stated at the bottom of the draft letter. The format and layout can be altered for preference, but the letter should be issued in a single style by the GMC to all concerned.

We do not object to lay input in appraisals, but lay persons will be disadvantaged on matters of professional knowledge and could then be influenced by the doctors on the panel.

As a matter of interest we realise that though we have opened our doors to lay organisation scrutiny; our own input or consultation has never been sought by them for their own policies. A lack of bilateral exchange makes a mutual understanding of problems difficult and could raise barriers during revalidation. Most individuals including substantive doctors do not comprehend the workings and circumstances of locums.

Page 19, Doctors working outside managed organisations:

Para 44: We endorse the need for flexibility stated here. This is crucial to locum and atypical doctors.

Para 45: Doctors who are not practising have no medical income. It is inequitable to expect them to pay for assessments or other parts of the revalidation process, especially when high-earning doctors in the NHS would get all these free. The process must be funded by the government for them.

Page 20, The basis for recommendation:

We agree with paras 50 and 5 1.

Para 52: Revalidation should be uniformly applied, but in exceptional circumstances e.g. if a doctor is going to be abroad or committed to something important at the time of revalidation; they should be able to apply for early revalidation. However recommendation for the CCST should not be a basis for early revalidation. There is no reason for these doctors to "jump the cycle".

Para 54 and Question 6:

The problems and solutions identified here should not be made public i.e. not be indicated on the Register. This is neither in the interests of patients nor the doctors. If these are documented on the revalidation certificate, that certificate should not be available to the public. It should be treated with the rules of confidentiality (like the result of the PLAB examination). It should only be available to the GMC and those concerned directly with the problems or remedial measures. Safety of the doctor assured by the continued registration of that doctor by the GMC is sufficient for the public. The fact that the GMC is stringently monitoring doctors should restore public confidence in the Register.

Para 55: We strongly agree that revalidation does not entitle a doctor to practise for five years without question; nor should it be used as a defensive weapon to ward off medical litigation, complaints and inquiries.

Para 57: We are concerned that the document addresses the issue of lay involvement in the process but no mention is made of locum involvement. Since locum circumstances and working patterns are unique, a locum doctor should be on the panels appraising or revalidating locums and atypical doctors.

If there are three panel members one should be a lay person, who may be selected for their experience or ability in appraising, mentoring or health issues. The latter is important as will be seen in the example below:-

Illustrative example:-

An unemployed doctor went to a lay "CV expert" to get his CV refined. The lay person reduced his modest six-page CV to one page. The doctor explained that for NHS posts CVs had to be very long, and no-one would employ him with a one page CV. The lay CV "expert" argued. "I know a British Prime Minister who got the job with a CV of one page. I have never heard of long CVs before. " The doctor was charged £25.00 for this.
This shows the importance of having individuals who understand the Health Service and the medical profession in the UK.

We also want to know how lay persons will assess specialist information. If they rely on the doctors for this, then exactly what role will they play on the panel?

Para 59: For fairness and objectivity, the five year panel must be independent of the annual appraising authority.

We are not clear about the reference to doctors who have not been appraised. We understand all doctors will need some form of annual appraisal. If that does not happen, the five year assessment could result in unwanted and avoidable surprises, and last minute harassments.

Para 60: The task of appointing, and arranging the five-year revalidation group should be exclusively the GMC's responsibility, so that the GMC be accountable for the certificate of recommendation for revalidation and the consequences of this register changes and action).

This would make any challenges to the revalidation decision by unsuccessful doctors less complex with the involvement of minimum respondents in the event of legal action.

DOCTORS IN SPECIAL CIRCUMSTANCES

Doctors in training:

Para 65: CCST cannot be granted automatic revalidation status since the rules for this are currently discriminatory. Overseas doctors in Type II training do not receive the CCST. It would be inequitable to deny them revalidation on the basis of this, or alternately grant another group revalidation on the basis of the CCST.

The criteria for the CCST are not the same as the criteria for revalidation.

The criteria for mediated entry to the specialist register did not take into account Good Medical Practice guidelines, and were essentially unrelated to it and inconsistently applied. Portfolios that would have satisfied the GMC did not satisfy the STA and the Colleges. If such decisions about entry to the SR determine revalidation, then we are all on the wrong course here.

If the CCST is a gateway to revalidation, what about other examinations and diplomas?

Before involving the Colleges, the officers of these must be subject to stringent revalidation themselves. That also applies to GMC members.

Para 71: In addition to the points we have stated above regarding the differences between the CCST and revalidation, it is important to note that the assessment methods and panel for the CCST also differ from those of revalidation. If the assessment for CCST is to count, then trainee hospital doctors will have a different system for revalidation from the rest of the profession. That would be unacceptable. Conversely it would be unacceptable for lay persons to assess specialist training.

The folder for CCST would not include complaints or patient feedback.

Locums:

Our own document covers the methodology for locums. We are currently addressing para 73 issues with the DOH, who would be the best-placed to fund and organise the process for us. If the DOH sets up a centre for this purpose, its details would be sent to all locum and atypical doctors. The GMC could include this in its first revalidation mailing to individual doctors. The doctors would then register with this centre, which would provide funding, appraisal, and remedial action for them. The details will have to be worked out with the DOH.

Question 9:

We have already addressed this above and on page 3. We reiterate the need for a locum doctor on both the annual and five-year panel for the appraisal/assessment of locums.

Virtual practice cannot be applied to hospital locums or categories other than GP locums.

Para 74, Question 10:

We need details of the privileges of doctors on a non-revalidating register to comment further. We believe anything a doctor can basically do safely should be allowed.

Para 75, Question 11: Doctors who have retired:
Doctors who have retired could choose whether they wish to work in which case they will have to participate in revalidation; or whether they do not wish to work in which case they need not revalidate, but could retain certain basic privileges which we believe all doctors qualifying to be so are entitled to unless they have committed conduct which warrants removal of those privileges.

Para 76, Question 12: Doctors working abroad:

Many doctors return to the UK as locums for a working holiday. Arrangements for finalising their revalidation process in time to enable them to commence work here are essential. The GMC will need to make arrangements for doctors from abroad to either be assessed immediately on arrival in the UK, or for them to maintain folders abroad with appraisal from employers liaising with the GMC. The five-year assessment should preferably be in the UK.

Para 77: Doctors returning to practise after a career break:

This is an important issue. Doctors should be able to flexibly move in and out of the system. Barriers would deprive the public of much-needed medical manpower and result in wastage of training and experience.

Doctors taking career breaks may be either:

- On a long-term planned break to do something different.

- Locums in between jobs or doctors working flexibly in portfolio careers.

The former may not participate in revalidation until their return to active medicine.

The latter would be job-hunting or available and willing to work. They would need to keep themselves updated as best as possible. The ASC centres would assist them.

Not all doctors "rust" at the same rate. A senior doctor with years of experience does not rust in 6 or 8 months, but a junior doctor with only 6 months experience in a speciality would need retraining after a 6 months break. We recommend that each doctor's case be dealt with individually depending on length of experience, nature of practice, duration of break and revalidation activities during the break. Subject to these, we do not think any doctor with a break of less than twelve months should be forced to undergo re-training. Objective evidence of knowledge and skills should be sufficient.

Should re-training be required, it should be a period of supervised, reasonably remunerated work which should be arranged by the ASC or the deaneries. Doctors in such position should not have to lose out through lack of such supervised attachments. These should be mandatorily arranged.

External Quality Assurance:

Our Declaration of Interest letter provides one mode of this.

Strict monitoring overall will need to be carried out to prevent coercion or collusion or bias (positive or negative).

Equal opportunities monitoring in the profession does not work or make any difference. We have yet to see if it does with revalidation.

Para 81: CHIMP

We need to know how they would carry out quality checks.

Para 83: 200 folders across the whole profession and range of specialties in the whole of the UK would mean only two or three folders in any one grade/specialty. This would be inadequate.

Page 26, The impact of revalidation on the register:

Para 90-92: & Question 13:
After the introduction of revalidation, the doctor's entry on the register should be sufficient for patients. A doctor's name should be removed from the register following FTP procedures if they fail to revalidate. This is the best safeguard for the public.

Unless a doctor is proved unsafe, imposing barriers on registration could infringe his fundamental Human Rights.

Publishing problems on the register will neither be in the patients' interests nor the doctors. A balance must be struck between ensuring patient safety and overdoing it to the extent that there is an exodus from the profession and new entrants to medicine are discouraged. That would backfire on the public with a severe manpower crisis in medicine.

Currently the register does not state diplomas like FRCS and MRCP. Doctors with specialist qualifications are therefore seen on the register as no different from GPs or doctors without postgraduate diplomas. Why should revalidation be given preference over these diplomas? The public are not fully informed about their doctors presently anyway. If it is intended to indicate revalidation, we suggest that diplomas should be reinstated on the register.

Doctors who have retired from active work may transfer to a non-revalidating register.

It must be remembered that earning a livelihood is a fundamental right. If the revalidation details on the register deter this, it will have serious consequences for the profession and the whole process. It will also unduly distress patients, some of whom may become paranoid about revalidation dates etc.

Para 93: As stated before we believe that unless proved otherwise a doctor is entitled to certain privileges. These need to be clarified.

Question 14:

We need more information and discussions on this.

Para 96: Doctors returning to practice:

We believe there should be an "all or none law" registration policy here. All doctors should be aware of their limitations and that exceeding this will result in losing their registration.

Para 97: We have described re-training methods above. A retainer scheme in hospitals may also be useful.

Para 100: We oppose the taking of any further examinations. Clinical attachments, supervised sessions or proper re-training in a few cases will be sufficient.

Para 114: Appeals:

An appeal mechanism is a must. No foolproof safeguards currently exist and we know the system is fallible. There should be appeals at all stages in the interests of justice and fairness.

Question 16:

We have addressed this in question 13 above. We wish to add that as a profession we are entitled to confidentiality and dignity. This must not be lost in the public's eyes. The revalidation date does not have to be published but can be made known to a member of public on request. A published list with dates approaching expiry can cause unnecessary anxiety to people. It can also prompt public complaints against the GMC for mental distress.

Para 121: We agree with this para. This should be the case.

Para 122, 123 and 124, Question 17: Rules of evidence and Human Rights Law dictate that a fair trial is prejudiced if the jury and judge are made aware of past problems. These are only disclosed after the decision is given, to then decide on penalty. The same should be applied to revalidation at all stages. If past findings are made available to local appraisers, the validity of the appraisal would be questionable. The Order of the Health Act 1999 in question may be incompatible with, and need amendment in the light of the Human Rights Act 1998 after revalidation is introduced. This would not affect those who provide remedial measures.

Para 129 and Question 18: This suggestion of a committee with powers almost akin to those of revalidation groups seems inconsistent with the whole process. If a committee is created then this process can be dodged by withholding the certificate. Doctors who fail to submit must be sent first a reminder letter to do so or face FTP action. Failing this the action must be proceeded to. For consistency, uniformity and fairness the doctor's evidence must be scrutinised by a revalidation group and not a GMC committee. The doctor should be dealt with as any doctor who fails to revalidate. Costs are irrelevant here and would require expensive and time-consuming litigation to obtain. There should be no question of lateness or delay on either side without very valid reasons.

Page 33: Phased implementation:

Revalidation must commence simultaneously on a given date for all doctors. We would say that if this is impractical then the scheme should never have been considered. Targeting certain doctors or groups would attach a stigma to those groups. If locums and career break doctors were targeted, we would forcefully question the entire scheme.

The process should only be introduced after the government has put into place its assessment centres, funding and other arrangements for locums and atypical doctors. If that does not happen, revalidation will be an impracticable dream. We advise against chasing dreams.

CONCLUSION:

WE have supplied workable, simple and fair ideas which we hope will be taken aboard. We are happy to continue working with the GMC, the DOH and all parties concerned to resolve difficulties and make this process function well. We invite all other parties to work with the LDA in the interests of high quality locum care.

THE LOCUM DOCTORS'ASSOCIATION

September 2000

