GPC Newsletter BMAS

Friday 19 December 2008 Issue 5

Content

Changes to the cremation regulations in England and Wales .........ccccccccecceeiiiiiieieveeeen, 5
Civitas Report onthe QOF ... e e e e e 3
Dispensing GPs in ENGIANG ...........oooiiiiiiiii e e 1
(€1 = O 1 0= 1] o P 1
L] O 01T PPN 9
Focus on the dynamising faCLOr ............couuiiiiiii i e 4
Freedom of Information Act (FOIA) Practice Publication Schemes ..........ccccccccvcceiieennnn. 6
LMC-Negotiator roadshows March/April 2009 ............ooooiiiiiiiii e 8
LMC coNferenCe 2009 ......coouuiiiiiiii et e e e e e et e e e e e et e e e e e e e e e 9
Y1 To [P W ol a )Y =T =T [= TN (=] Lo ] A 9
MPIG and the Exeter payment SYSIEM ......uuuuiiiii i 3
[N o 1Y Tl F=1 o o =Y 4
Patient FESPONSIVENESS ...uuuuiiiiii e e eiiee ettt s e e e e e e e e e e ettt rr e e e eeaetaeeeesererrennnaaaneeeeas 3
Prescription charges for patients battling Cancer ..........ccccvvviieiiiiie e 7
Prevalence ChaNQES .......uiiiiii i e e e e e e e e e e e e s 3
(@10 ] i oTe] g ISTU1 | ¢= 1o o ISP 2
Redesigned BMA WEDSITE .......cccoii it e e e 8
Referral iNCENtIVE SChEMES ......ccoi i 6
Revalidation for GPs: RCGP consSultation ............coooiiiiiiiiiiiiiiis e 6
Y= = Lo 4 TS0 [ £=T= 1 Vo 1P 9
Sickness certification PropOSaIS ........eeeiiiiiii i e 4
The Claire Wand FUN .........oi et s s e e e e e e e e e e eeeaaeenanans 8
The Working in Partnership Programme: Final Report .............couviiiiiiiiiiiieeeeeeeeeiiiniinnns 7
VAT changes - Dispensing doctors and personally administered items ..........cccccceeeeenn... 5

GPC meeting

The GPC met on 18 December 2008 and this newsletter provides a summary of the main items
discussed.

Dispensing GPs in England

We are very pleased to announce that, in a response to a Parliamentary question on Tuesday 16
December, the Minister of State for Health, Phil Hope MP, announced that there will be no



changes to the Control of Entry rules affecting dispensing doctors. The relevant extract from
Hansard is reproduced below.

"John Mann (Bassetlaw) (Lab): Five thousand of my constituents have written to
the Minister, via me, asking that their general practitioners be allowed to continue
dispensing. Will he take heed of this Bassetlaw common sense?

Phil Hope (Minister of Health): My hon. Friend has been at the forefront of the
campaign on the issue of dispensing by doctors. We are analysing the responses
to the consultation on pharmaceutical provision in England, and we will be
making an announcement on these wider issues as soon as possible in the new
year. | am aware of the strength of the responses we received on the various
options for amending the criteria for dispensing by doctors. We have taken into
account the views of those attending the listening events, the meetings and so
on, and as a result | am pleased to announce to him that there will be no change
to the current arrangements on GPs dispensing medicines to their patients."

This is the result of a year long campaign by the GPC and the Dispensing Doctors' Association
(DDA), since the publication of the Pharmacy White Paper and associated consultation
document. We would like to thank all LMCs for their efforts and for submitting responses to the
consultation process, particularly Cambridgeshire, North Yorkshire and Worcestershire LMCs for
hosting the roadshows during October and November.

The contribution of the Dispensing Doctors' Association, with whom we work very closely, has
been invaluable and we would like to thank their Chairman, Dr Richard West, and Chief
Executive, Dr David Baker.

Negotiations on the dispensing doctors' feescale for 2009/10 will take place early in 2009.

QOF consultation

The GPC initially considered the Department of Health (DH) consultation: Developing the Quality
and Outcomes Framework: Proposals for a new independent process published on 30 October
2008 at its meeting of 20 November 2008. The consultation proposes that the National Institute
for Clinical Excellence (NICE) lead a new process overseeing the review and development of
health and clinical indicators from April 2009, and that in addition to the nationally GPC-NHS
Employers agreed indicators, PCTs are able to select additional indicators to reflect local
priorities. Following this discussion in November a response was drafted by the secretariat with
further input from the GPC negotiators.

At this month’s meeting the committee was invited to comment further on the draft response and
the comments will now be incorporated and the response finalised. The final response will be
published and sent to LMCs in the new year; all LMCs are encouraged to consider the
consultation and send in a response to ensure that the Department of Health receives a
coordinated response from UK GPs . The Department of Health deadline for all responses is 2



February 2008 and the full consultation can be accessed on the Department of Health website -
please click here

We would also encourage LMCs to attend the national events organised by NHS Primary Care
Contracting as part of the consultation process. The three remaining meetings are scheduled to
take place in January and we would urge LMCs to attend to feedback their views. Please see the
links below for further information:

Birmingham - Tuesday 6 January
Taunton - Wednesday 7 January
London - Tuesday 13 January

Civitas Report on the QOF

Civitas published a report on 19 November claiming that the QOF offers inappropriate financial
incentives. We have commented, highlighting the lack of evidence in the report and stressing the
benefits the QOF has had for patients, as well as refuting the accusations that GPs are ‘gaming’
the system. The full BMA press release in response to this can be found on the BMA website -
please click here.

Prevalence changes

The GPC has considered further the implications for those practices who will be significant losers
with the changes to the QOF prevalence arrangements which will start being implemented from 1
April. In the light of this discussion and concerns raised, further efforts will be made to urge the
Health Departments to press PCOs to contact the affected practices as soon as possible.

MPIG and the Exeter payment system

Richard Armstrong, Head of Primary Medical Care at the Department of Heath, has written to us
regarding the recent reduction in MPIG payments that affected some practices.

He explains that a small number of practices in London received slightly reduced amounts due to
the London weighting amount of £2.18 not being properly taken into account in the initial release
of Exeter software which was intended to effect the SFE changes.

However, this explanation does not cover practice outside of the London area and our Health
Policy and Economic Research Unit are investigating possible reasons for these reductions.

Patient responsiveness

The GPC is beginning some work to encourage practices to ensure that their services are
responsive to patients’ needs and offer good ‘customer’ service. In taking this forward, it will be



important to be aware of resource implications. However, in promulgating best practice, it is
hoped that practices will be in a better position to compete in the changing NHS.

Novachannel

We have received a number of reports from GPs who have signed up to be included on a medical
directory operated by Novachannel, only to later receive a bill for 983 Euros a year. Notification of
this charge is hidden within the small print but there is no other clear indication that there will be a
charge.

We are advising members that, whilst we have had soundings that this company is operating in
bad faith, we have no concrete evidence to this effect, upon which to base our advice.

Therefore, whilst it is always an option for a practice to ignore the requests for payment by the
company, there is a risk that the practice will be obligated in law to render the amounts claimed in
full plus interest.

The Swiss Embassy has advised that if someone has been deceived into signing a contract, he
or she can challenge the contract by writing to the counterpart within one year of discovering the
error, stating that they have been deceived and therefore consider the contract to be invalid. They
have stated that the contract is then considered to be annulled, and that if a debt collection
company or other representative of the counterpart insist that the money be paid, the debt
collection company or representative should be informed that the contract has been annulled.
The Embassy has advised that only a judge has the power to definitely state whether the contract
is really invalid, providing that the party insisting on the validity of the contract initiates civil
proceedings. We would like to emphasise that the Swiss Embassy advice is given on the basis of
a person being deceived into signing a contract. The affected person would have to be able to
prove they have been deceived in order to rely legally on the advice.

Focus on....the dynamising factor

This guidance note has been updated following the BMA's success in the Judicial Review and the
recalculation of the dynamising factors. The guidance has been produced by the General
Practitioners Committee (GPC) and the BMA'’s Pensions Department to help GPs and local
medical committees (LMCs) to understand the arrangements for the dynamising factor (DF),
which is applied to GPs’ pensions. This guidance is available on the BMA website - please click
here

Sickness certification proposals

The Government responded to Dame Carol Black’s review of the health of the working-age
population announcing proposals to get people back to work and stay in work. The BMA gave
some support to the ‘Fit for Work’ service to help people back into employment but stated the
importance of GPs’ role as the patient’s advocate rather than policing the system for the
Department for Work and Pensions. The full press release is available on the BMA website -
please click here.




VAT changes - Dispensing doctors and personally adm inistered
items

Following the recent changes to VAT rates, clarification has been sought from the Department of
Health about the implications for dispensing practices and those practices providing Personally
Administered (PA) items.

“Drug/medicine reimbursements to dispensing doctors and for the PA
arrangements are set out in section 17 of the SFE.

The relevant part is paragraph 17.3(c):

“(c) an allowance to cover VAT is payable on the purchase of any products listed
in paragraph 17.4 (a) to (e) and which are provided in accordance with paragraph
52(1)(b) in Part 3 of Schedule 4 of the 2004 Regulations. The allowance is to be
calculated by applying the rate of VAT applying at the time of a claim to the
basic price of the product after the discount calculated in accordance with Part
1 of Annex G has been deducted..."

The claim process is covered in paragraph 17.15 of the SFE.

This wording means that the SFE does not need to be changed each time the
rate of VAT is adjusted”.

There should, therefore, be no operational problems for practices.

Changes to the cremation regulations in England and Wales

New cremation regulations for England and Wales have been published by the Ministry of Justice
to help prevent another Harold Shipman-type murder. From the 1 January 2009 the new
regulations will affect all medical practitioners who are involved in completing medical forms for
cremation purposes.

Under the new regulations bereaved families will be able to inspect the medical forms of a
deceased family member before a cremation takes place as well as draw the medical referee's
attention to any concerns about unexpected symptoms or discrepancies in the case.

Changes have also been made to the medical forms cremation 4 (replacing form B) and
cremation 5 (replacing form C). All Medical practitioners and Medical Referees involved in this
process are strongly encouraged to familiarise themselves with the new forms as well as reading
the Ministry of Justices’ guidance documents.

The Regulations are an interim measure and will precede longer-term Department of Health plans
to create the role of a Medical Examiner, who will deal with all deaths.



The cremation (England & Wales) Regulations 2008, forms and guidance for practitioners are
available online - please click here.

Freedom of Information Act (FOIA) Practice Publicat  ion
Schemes

Following a review of FOIA publications schemes, in line with section 20 of the Freedom of
Information Act, the Information Commissioner has approved a new model publication scheme
which should be adopted by all public authorities and will be effective from 1 January 2009. An
authority is not required to inform the Information Commissioner that it has adopted the scheme;
he will assume the authority has done so unless he hears otherwise.

GP practices are classed under public authorities banner are obliged to adopt the new scheme,
details of which are available from the links below.

The timetable for 1 January 2009 implementation has slipped and the Information
Commissioner's Office (ICO) will not begin monitoring the new scheme until March 2009.

The guide to information template is now on our website in PDF and Word format. Please click
here for the PDF version and click here for the Word version

A specific information leaflet for GP practices is being prepared by the ICO, but publication has
been delayed. As soon as we have details of this, we will inform LMCs.

Revalidation for GPs: RCGP consultation

The RCGP is formally consulting with the profession on the revalidation process, including
evidence for revalidation. This consultation is attached in the form of a letter from the RCGP
(appendix 1), the consultation document (appendix 2) and consultation questions (appendix 3).
The GPC encourages all doctors, including salaried GPs and locum GPs, to respond directly to
the RCGP on this, and it would therefore be helpful if all LMCs could publicise this consultation in
their newsletter and website.

The GPC will also be submitting a response, and so if LMCs would like to feed in to the GPC
response please could comments be sent by email to jgoodway@bma.org.uk by 8 January 2009.

Referral incentive schemes

In recent months there have been a number of inflammatory stories in the media concerning
referral incentive schemes that it has been claimed pay doctors not to refer patients to hospital.
Such situations are usually more complicated and subtle than the headlines imply, and the GPC
has agreed guidance for LMCs and GPs explaining how GPs should act regarding these
incentive schemes. This guidance will be published in the New Year.



The Working in Partnership Programme: Final Report

The Working in Partnership Programme (WiPP) was set up in 2004 in England as part of the
outcome of the nGMS contract negotiations to support general practice with capacity-building
resources and strategies. Since then, a wide range of tools and resources has been developed
including online training courses, best practice guides, toolkits and framewaorks to create capacity
and support NHS professionals. The Programme was established because of the strong views of
GPs that demand management was a major concern that should be addressed, but the
Programme has also addressed making the most effective use of clinicians’ time, new ways of
working, skillmix change, public and patient education and empowerment, the promotion of self-
care and more appropriate and effective use of NHS services. The intention of the thirteen
projects within the Programme has included identifying and analysing workload, reducing
demand, addressing unnecessary bureaucracy, promoting staff recruitment, training,
development and retention, workload substitution and delegation and increasing practice
efficiency.

The Programme ended in June 2008 and has published its Final Report, which can be found on
the WiPP website - please click here

The GPC would like to raise awareness of the very useful outputs and materials available on the
WIiPP website, which are of considerable potential value to practices and practice managers, not
just in England but throughout the UK. Those materials are designed to help practice
development, primary health care team development, the promotion of self-care and the
management of demand. LMCs are recommended to publicise the WiPP products to their
constituents. LMCs may also wish to consider how they might use the materials and learning
from the Programme to help their constituents; the Londonwide LMCs Secretariat has already
been doing this.

Prescription charges for patients battling cancer

We have received further details of the introduction of exemption from prescription charges for
patients battling cancer, as follows

"In line with other medical exemptions, entitlements will arise through an
exemption certificate. Application forms (FP92A) are being revised to include the
new category and will be distributed direct to practices by the NHS Business
Services Authority (BSA). Otherwise, the arrangements will be the same as for
the current medical exemptions. The BSA plans to distribute sufficient pads of
forms to practices so that each doctor may hold a pad. (Additional pads may be
ordered via the PCT as usual as can pre-addressed envelopes for dispatch of the
forms.) Pads will be distributed before 1 April and applications will be accepted
by the PPD as soon as the new forms are available although exemption
certificates for cancer patients will not start until 1 April 2009. Locally amended
versions of the current application form cannot be accepted.



The PPD will write direct to practitioners in the near future outlining the
arrangements and asking them to run down stocks of the current version of the
application forms. The PPD will also write to trusts to ask oncology departments
to order pads of forms for their current patients. GPs will be asked to give an
application form to relevant patients as they present but will not be expected to
search through records to identify other patients.

We plan a publicity campaign in the New Year to alert patients to the new
arrangements and expect relevant patients to identify themselves to GPs but, of
course, any help GPs and their staff can offer patients to obtain their entitlement
to exemption would be helpful.”

LMC-Negotiator roadshows March/April 2009

The schedule for the next round of LMC-Negotiator roadshows is currently being finalised, but it
can be confirmed that they will take place in the weeks beginning 23 and 30" March 2009. We
hope to be able to provide more detailed information at the beginning of January.

Redesigned BMA website
The redesigned BMA website was launched earlier this week.

Logging into the website will ensure that you a homepage tailored to the needs of GPs,
and that you can access members-only content. In addition, a revamped search
function will make it much easier for you to find the news and guidance that you need.

Note for webmasters: Because of the new website structure, any weblinks you might
have created to BMA web-pages that contain ap.nsf in the URL will no longer work, and
you will need to update your website with to link to the new URLSs.

The Claire Wand Fund

The Claire Wand Fund is a trust established to provide scholarships and grants for research and
the further education of doctors working in general practice

Who can apply?
Individual general practitioners working in primary care.

What can | apply for?

Grants towards the cost of, secretarial and administrative assistance for projects, stationery
costs, conference fees, dissemination of information, research for a thesis or dissertation, travel if
a project could not be undertaken in the UK.



What would not be covered?

Projects without benefit to general practise as a speciality, the costs of a locum, accommodation
and subsistence costs, purchase of equipment eg computers, repeated grants for the same
project..

How do | apply
By application form to the Secretary, Mrs Jane Cope, Claire Wand Fund, BMA House, Tavistock
Square, London WC1H 9JP Email jcope@bma.org.uk.

LMC conference 2009

LMCs are reminded that the deadline for sending in the names and addresses of appointed
representatives to attend the conference is 9 January 2009 . It is necessary to adhere strictly to
this deadline so that we can complete the election of LMC Conference representatives to attend
the annual representative meeting (ARM). Please send your form as soon as possible to Karen
Day at kday@bma.org.uk.

Media coverage report

Please find attached (appendix 4) a GPC media coverage report prepared by the BMA's press
office, detailing GPC media activity during the last few weeks.

GPC News

We have made some changes to GPC News over the last two months and would welcome any
feedback on the changed format .

Season's greetings

On behalf of the GPC secretariat, we wish you all a joyful and restful Christmas and a happy
2009.

The GPC next meets on 19 February 2009, and LMCs ar e invited to
submit items for discussion. You may like to review these, beforehand,

with the representatives in your area who serve on the GPC. The closing
date for items is 10 February 2009. It would be he Ipful if items could be
emailed to Catharina Ohman-Smith at cohman-smith@bma.org.uk . You




may also like to use the GPC's listservers to excha  nge views and ideas.

GPC News

GPC News is available via the Internet, via the BMA’s web pages: www.bma.org.uk

LMCs are reminded that their regional representatives can provide more detailed
information about the issues covered in GPC News, and other matters. Other members of
the GPC would also be pleased to accept invitations to LMC meetings wherever possible.
Their names and addresses are in the GPC Yearbook. The secretariat can also provide a
written background brief if required, but it would be helpful to have such requests well in
advance of your meetings.

Finally, if LMCs require assistance on local issues, they can also contact the BMA's local
offices: addresses are on page 3 of the GPC'’s yearbook.

This newsletter has been sent to:

Secretaries of LMCs and LMC offices
Members of the GPC

Members of the GP trainees subcommittee
Members of the sessional GPs subcommittee
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Background

In 2009 the General Medical Council will introduce licensing. All doctors who are
registered at the time that licensing is introduced will be entitled to a licence to
practise. From its introduction next year, it will be the licence, rather than
registration that signifies to patients that a doctor has the legal authority to write
prescriptions, sign death certificates and exercise a wide range of other legal
privileges. General practitioners will need a licence to practise if they work as a
doctor, either in the NHS or in the independent sector on a permanent or locum
basis. GPs will remain on both the general medical register and the GP register.

Only licensed doctors will be subject to revalidation. In common with all doctors,
GPs will need to be relicensed and recertified (for the GP register) periodically.
These two outcomes will be achieved through one process — revalidation — which
will require evidence that they keep up to date and continue to be fit to practise.

. ONE PROCESS:
| REVALIDATION
1
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]

1

1

1

]

1
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LICENCE TO — .| 5YEARLY RE- !
PRACTISE ! LICENCE I
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b o o o e e e e e e e e

The Royal College of General Practitioners (RCGP) has the responsibility, on
behalf of members and non-members, to propose the standards and revalidation
methods for the revalidation of general practitioners. The General Medical
Council has to approve those standards and methods before introduction.

The first practical step towards defining the standards for revalidation was the
publication by the General Medical Council of a Framework for Appraisal and

12



Revalidation® based on Good Medical Practice. The criteria for the revalidation of
all doctors are based on this document.

Next the RCGP published its revision of Good Medical Practice for General
Practitioners? which sets out the expectations of an exemplary and an
unacceptable general practitioner. The latter are the standards for revalidation.

Finally the RCGP has been describing the evidence required for most general
practitioners and for those who will find the normal process challenging; and the
process for revalidation.

The RCGP has been working with key partners — the General Medical Council,
the General Practitioners Committee of the British Medical Association, the
Academy of Medical Royal Colleges, the Departments of Health and bodies such
as the Revalidation Support Team in England — to prepare for its roles. This
document takes into account the views of these partners.

This document

This document sets out for all interested parties — general practitioners, other
doctors, the NHS, other Colleges, regulators and, importantly, the public — the
RCGP’s draft proposals for the process for the revalidation of general
practitioners. This includes the criteria that will be used, the standards that will
apply and the evidence expected.

This document has four elements:

SECTION 1: A description of the process that the Ro  yal College of
General Practitioners proposes for the majority of general
practitioners who are in clinical practice

SECTION 2: A description of how revalidation might occur for those
general practitioners who need a non-standard route

APPENDIX 1: The mapping of the RCGP criteria for re  validation to
the General Medical Council’s framework

APPENDIX 2: The criteria, standards and evidence th  at will be used
in revalidation for general practitioners

! http://www.gmc-uk.org/about/reform/gmp framework.asp
2 RCGP and GPC. Good Medical Practice for General Practitioners: 2™ Edition. London:
RCGP, 2008 http://www.rcgp.org.uk/PDF/GMP_web.pdf
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This document will be re-drafted in the light of this consultation and the RCGP
will undertake pilots in 2009 in preparation for the commencement of revalidation
in 2010.
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SECTION 1: The standard process for the revalidatio  n of general
practitioners

This part of the document

This section gives an overview of revalidation. It describes the sort of evidence
that will be expected from a general practitioner at revalidation and the way in
which that evidence will be assessed. It is deliberately “high level” and clearly
many details need to be agreed once the strategy has been settled.

Principles
The principles that underpin revalidation are:

1. Local continuing clinical governance systems will detect and address
performance issues throughout the revalidation five year cycle.
Revalidation should act as confirmation that local processes have been
effective, and the vast majority of doctors should be revalidated.

2. Annual appraisal is central to revalidation, acting as a forum to promote
the skills and attributes of the general practitioner and to check progress
towards revalidation

3. Recertification for the GP Register means that the doctor is considered fit
to work as a general practitioner, including in clinical general practice.

4. 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.

5. 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.

6. The RCGP must judge that a general practitioner’s evidence is suitable for
recertification before it can recommend recertification to the General
Medical Council. The RCGP will retain discretion in making its assessment
of an individual’s evidence, but will act within agreed and published
guidance and will need to provide a cogent explanation for its decision if
challenged.

7. If the RCGP is unable to make a recommendation for recertification, the
General Medical Council will need to consider the doctor’s case. Only after
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due process can the doctor’s certification be jeopardised. There will be an
appeals process for any adverse decision by the General Medical Council.

Consultation question 1. Have you any comments on the principles
identified? Are any unclear, or are there any that have been missed?

The evidence to be gathered

These proposals draw on the draft Criteria Standards and Evidence (Appendix 2
to this document) and these, in turn, are based on the General Medical Council’s
Framework for Appraisal and Revalidation (Appendix 1). Other sources used
include the General Medical Council’'s Good Medical Practice, Good Medical
Practice for General Practitioners, Essential Evidence to Support Appraisal from
the Welsh Deanery, the Leicester 2007 Conference Statement on Essential
Evidence for Appraisal and the RCGP Scotland Revalidation Toolkit.

The Royal College of General Practitioners currently proposes that a revalidation
portfolio will normally contain twelve items of evidence (with additional evidence
from those with extra roles).

1. A description of all the professional roles undertaken by the general
practitioner and demographic data.

In order to make judgments on whether there is sufficient supporting evidence for
revalidation there must be clarity on the roles undertaken by the general
practitioner.

2. Exceptional Circumstances

There may be exceptional circumstances which have occurred which both the
appraiser and any portfolio assessor need to be aware of when making an
assessment. Examples may include periods of prolonged sickness, career
breaks, bereavement etc.

3. Evidence of active and effective participationi  n a cycle of five annual
appraisals _over the five year revalidation cycle.

This would normally be five forms signed by the GP’s appraiser(s).

4. A personal development plan __ (PDP) for each year agreed with the
appraiser [presented annually year one to five].

The PDP should reflect educational needs identified by the GP including any
needs identified during the appraisal discussion.
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5. Areview of the previous year's PDP,  with reflection on whether
educational needs identified have been met or reaso  ns as to why they
have not been or only partially been met [presented annually initially
year two to five]. Impact of development should als 0 be considered at
appraisal and linked to the CPD credit system (see 6 below).

This would normally be part of the appraisal discussion. It is anticipated that for a
number of reasons not all the learning outcomes on the preceding years PDP will
have necessarily been met. The key issue will be reflection on the reasons for
this and a plan to move forward in the next year (which can include dismissing
the learning need).

6. Self-accreditation of a minimum of 250 learning credits_over the 5 year
revalidation cycle, normally at least 50 credits ea  ch year, discussed and
agreed at annual appraisal [presented annually year s 1-5]

The credit system is an integral part of the RCGP’s Revalidation proposals and a
separate consultation and pilot process is underway Credits are not time based,
but will be self-attributed on the basis of effort and impact on patient care. There
may be reasons why the number of credits fall short over a particular year. This
should be justified by the GP. It is anticipated that over the five year period a
minimum of 250 credits will be included. The RCGP will provide a six monthly
Essential Knowledge Update of new and changing knowledge that every UK GP
should have assimilated. In addition the linked Essential Knowledge Challenge
will be a voluntary assessment for the GP to provide evidence of keeping up to
date.

7. Results of at least two multi-source feedbacks f  rom colleagues , with
evidence of reflection, appropriate change and disc ussion 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 ref lection, appropriate
change and discussion in appraisal [normally one pa tient survey in year
one or two and one patient survey in year fouror f  ive].

The RCGP will, following completion of an independent review by an
international expert, develop the criteria for assessing and approving MSF tools
and patient surveys for general practice. Any tools approved by the RCGP as
suitable for revalidation will also need to be approved by the General Medical
Council.

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
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involved; with a description of the circumstances, lessons learnt, and
appropriate actions taken, and evidence of discussi on in appraisal
[presented annually year 1-5]. In cases where there  has been no cause
for concern or complaints this should be recorded.

It is recognised that complaints can be very stressful for the general practitioner
(as well as for the patient). There is emerging evidence that many GPs have
found it supportive and constructive to discuss complaints at appraisal and to
include reflection. If the Primary Care Organisation has raised concerns, then the
GP should describe their response to those concerns and, if appropriate, actions
taken to address them. General Practitioners will need to clearly understand what
is meant by a ‘formal complaint’ and this will form part of the piloting work.

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.

Following the introduction of the new GMS Contract in 2004, all practices now
participate in significant event analysis. The analyses presented for revalidation
should include learning points for the GP.

11. Audits _of the care delivered by the GP in at least two si  gnificant clinical
areas of their practice, with standards, re-audita  nd evidence of both
appropriate improvement, compliance with best pract ice guidelines and
discussion in appraisal.

It is important that the audit presented reflects the care given by the individual
doctor. A proforma for the recording of audits will be included in the e-portfolio.

12. Statements of probity, health and use of health care, including
registration with a GP in another practice; evidenc e of appropriate
insurance or indemnity cover

It is anticipated that the General Medical Council will develop a generic approach
to this element. It should include Hepatitis B status.

There will be additional evidence required from some general practitioners with
extended roles. These include evidence and supporting statements for
appraisers, trainers and teachers; standards of care and competency in any
extended clinical role (such as GP with Special Interests) performed; and
research governance sign off for researchers.

Consultation question 2. Have you any comments on the areas of evidence
to be gathered? Are any of the areas particularly challenging to gather,
and if so, how?
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The submission of the evidence

Each GP will be expected to submit a portfolio of evidence every five years. This
portfolio can be on paper but it is expected that most GPs will chose to gather an
electronic portfolio for their annual appraisals and revalidation. They will submit
the relevant parts of that electronic portfolio for their revalidation. The RCGP will
design and pilot an electronic portfolio that is suitable for appraisal and
revalidation. Other electronic portfolios may also be approved as suitable for
revalidation.

The doctor’s portfolio will be considered alongside evidence from other local
sources available to the Responsible Officer including clinical governance data.

Consultation question 3. Have you any comments? A  re there any
particular areas that you think need to be consider  ed when developing an
electronic portfolio?

Assessment of evidence for revalidation

When a portfolio of evidence is submitted it will initially be sifted by the local
Responsible Officer or their staff. This assessment will also be informed by the
evidence from annual appraisals and clinical governance processes. The
evidence will be initially assessed into three broad categories: appears
satisfactory; needs discussion; or substantial issues are raised.

A local group will be convened consisting of the Responsible Officer’, an RCGP
external assessor and a lay assessor. [If the Responsible Officer is not on the
general practice register, the Responsible Officer will need to consider appointing
an appropriate general practitioner as their adviser and to attend the meeting.] All
three will need appropriate and adequate training and resourcing. The trio will
allocate their time appropriately, sampling satisfactory portfolios and assessing
fully other portfolios. They will notify the General Medical Council of the names of
those GPs that they are able to recommend for revalidation.

Where the local trio are unable to recommend revalidation to the General
Medical Council, the portfolio will be shared with the RCGP centrally. The precise
processes by which the decision will then be moderated have to be decided, but
they are likely to involve the GMC Affiliate, the RCGP and the General Medical

% There is a current consultation on the new post of Responsible Officer. The RCGP’s
proposals will need to take account of the outcome of that consultation.
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Council. At this stage some doctors will be recommended for revalidation, but
others may need to be considered further by the General Medical Council.

Consultation question 4. Have you any comments abo ut the local
arrangements described and those at the national le  vel?

Quiality assurance

Ultimately the responsibility for revalidation lies with the General Medical Council.
In the process described in this document the RCGP is acting on the General
Medical Council’s behalf. Whatever the RCGP proposes must be subject to
General Medical Council approval. One key role for the RCGP is in quality
assurance and to do this it will need to oversee the training and processes of the
assessors; review all portfolios where a recommendation cannot be made; and
review a sample of recommended portfolios. The RCGP will need to satisfy the
General Medical Council that the process of revalidation is as fair, equitable and
objective as possible.

Consultation question 5. Have you any suggestions about how the RCGP
should satisfy the GMC that the process is fair, eq  uitable and objective?
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SECTION 2: Non-standard processes for the revalidat  ion of
general practitioners

This part of the document

This section of the document describes possible non-standard ways in which
evidence might be submitted by those who would find a standard portfolio of
evidence for revalidation impractical. This group encompasses those in clinical
general practice but who may find elements of a conventional portfolio difficult to
accumulate; those who were not in work for all years in the five year cycle or who
are on extended career breaks; and those whose only or predominant work as
doctors is not as a clinical general practitioner. The latter group includes a small
number of GPs in NHS management, educational management, political roles
(RCGP, BMA, Department of Health etc), health informatics or academia.

Guidance in considering non-standard portfolios
In considering whether to recommend a doctor for re-certification for the general
practice register, it is suggested that the local panel and, if appropriate, the
RCGP centrally will take into account the following guidance:
If, at revalidation, a general practitioner has not been in clinical practice for
the past five years or more the RCGP will not normally recommend that

doctor for recertification to the GP register

If, at revalidation, a general practitioner has been in clinical practice during
the past five years the RCGP will wish to consider the following:

o0 The environment in which the GP has worked and whether the
evidence of clinical governance and annual appraisal from that
environment can be relied on

o The GP’s learning credits over the five years and in each year

0 The evidence of annual appraisal, annual PDP and PDP review

o0 The evidence of feedback from colleagues (MSF) and patients (patient
surveys)

0 Any assessment of clinical skills or knowledge

0 Any outcome from a re-entry programme
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The RCGP will normally expect evidence that the general practitioner satisfies
the requirements for recertification for each year in which the GP was
substantially clinically active, provided that the evidence covers at least three
years in the five year revalidation cycle.

If the general practitioner was in clinical practice for fewer than three years in the
five years in the revalidation cycle, the RCGP would normally accept evidence
that the general practitioner was keeping up to date (50 learning credits per year)
and being effectively appraised annually (including PDP and PDP review) for at
least three of the five years. The doctor’'s Responsible Officer and the RCGP will
need to be satisfied that the evidence is sufficient to demonstrate that the doctor
is up-to-date and fit to practise at the time of revalidation.

It should be noted that Committee of General Practice Education Directors
(COGPED) recommend a re-entry course in an approved setting after a GP has
had an absence of a period of two years with no learning credits or appraisal
during that time. If the general practitioner has not been clinically active at all in
the five year period the RCGP would not normally recommend recertification. For
those with intermittent absences or who can demonstrate that they keep up to
date, the RCGP will consider the evidence put before them.

Consultation question 6. Are there any other areas that could be
considered non-standard? If so, what are they and do they fall within the
guidance defined in the paper?

Issues to be considered

a) The minimum clinical commitment required to esta blish eligibility for a
recommendation for recertification

The RCGP will need to consult on this issue and to evolve its guidance with
experience of the pilots and the early years of revalidation. However, it might
formulate guidance such as: “The RCGP would expect a clinical general
practitioner to have a commitment of at least 200 clinical half-day sessions
(equivalent to one day a week over a period of at least two years) in the five year
cycle”.

Consultation question 7. Bearing in mind that the RCGP will need to
consult on this in the future, do you feel that the example is about right?
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b) The acceptability of evidence from GPs not worki ng in approved
settings

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. If a doctor has not
been working in such an environment (working abroad for example) the RCGP
would not normally recommend the doctor for recertification unless,
exceptionally, the doctor can provide acceptable evidence of an equivalent
environment.

Consultation question 8. Do you feel thisisthe ¢ orrect level for
acceptability of evidence?

c) The extent to which GPs in active clinical pract  ice can choose what
evidence to provide

The RCGP will be recommending to the General Medical Council that there is
some choice available to GPs. In particular, those who wish to undertake and
pass an approved knowledge assessment in their fifth year might not be 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. The reasoning for this is
that some general practitioners, for example those in very part-time sessional
work, might find the accumulation of a conventional portfolio of evidence
onerous. It should be noted such general practitioners must still participate in
appraisals and clinical governance.

| Consultation question 9. Do you feel that this pro  vision is flexible enough?

d) The revalidation of GPs who wish to return to cl inical practice

If a general practitioner is on the General Medical Council GP Register but does
not meet the minimum criteria set out in this document, then they should
undertake and achieve satisfactory outcomes from a re-entry programme, and
should demonstrate their fithess to practise through passing an approved
knowledge assessment and an approved clinical skills assessment.

The same will apply to GPs whose certification on the GP Register has lapsed.
The General Medical Council will need to consider the arrangements whereby
such a doctor can be licensed or certified to allow them to participate in a re-entry
programme, but a mechanism such as conditional certification will be required.
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Consultation question 10. Have you any comments on the process put
forward for those returning to clinical practice?

e) The revalidation of GPs working as doctors but n ot in clinical general
practice

This is a small but important group. These doctors must be in good standing with
the General Medical Council in order to undertake the work they do, but they may
not be in active clinical practice for significant periods of time. The RCGP
recommends that they should submit evidence for revalidation under the
principles in this document. If they have not been in active clinical practice in the
five years of the revalidation cycle or have not met the minimum criteria agreed
by the RCGP, they will not normally be recommended for recertification. The
General Medical Council will need to consider whether they are eligible for
relicensure, and a licence may be all they require to undertake their non-clinical
role. For this they will still need to relate to a Responsible Officer and if re-
licensed would need to undergo re-entry before re-starting clinical practice.

| Consultation question 11. Have you any comments?

Portfolios for revalidation for general practitione rs

The RCGP will want to consider each portfolio of evidence submitted by a
general practitioner for recertification on its merits. This analysis suggests
however that there will be four main types of portfolios of evidence:

Standard portfolio — The expectation is that the vast majority of general
practitioners will submit a standard portfolio of evidence to be assessed in a
standard way.

Non-standard portfolio — Some general practitioners will find a standard
portfolio challenging and may opt to use success in an approved knowledge
assessment to replace evidence of learning credits and success in an approved
clinical skills assessment to replace evidence of significant event and
conventional audits.

Partial portfolio — If a general practitioner has not been in active clinical practice
for all of the five years in the revalidation cycle, they can submit evidence that
they meet the minimum requirement for clinical activity in the five years and that
they have kept up to date and been appraised in at least three of the past five
years.

Re-entry portfolio — If a general practitioner cannot meet the requirements for a
partial portfolio, they will need to provide evidence of successful re-entry to

24



clinical general practice and success in an approved knowledge assessment and
success in an approved clinical skills assessment.

Consultation question 12. Do you think that these definitions capture all
the possible permutations?
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Evidence

Conventional

Non- standard

A partial portfolio

Re-entry

Description of roles

portfolio

portfolio

portfolio

Exceptional circumstances

Evidence of 5 appraisals

At least three

Five PDPs

At least three

Four reviews of PDPs

At least two

250 Learning Credits

At least 150

Two MSFs from Colleagues

Either one or two

Two Patient Surveys

Either one or two

Review of Complaints

Five significant event audits

One for each year in
practice in the five

Two conventional audits

Either one or two

Statement of probity and health

Approved knowledge
assessment

Approved clinical skills
assessment

Satisfactory completion of re-
entry programme
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APPENDIX 1: The map of the RCGP’s Criteria to the Doma ins
and Attributes in the General Medical Council’'s Fra mework

This part of the document

To ensure that revalidation for all disciplines is set on an equivalent basic and is
clearly tied to the General Medical Council’s Good Medical Practice, the General
Medical Council has published a framework. This Framework for Appraisal and
Assessment was the starting point for the RCGP’s work on criteria, standards
and evidence for revalidation.

This appendix maps the RCGP’s proposed criteria to the General Medical
Council’'s Framework, showing how the criteria were derived.

The map to the General Medical Council’'s Framework

The following table demonstrates the map between the RCGP criteria and the
General Medical Council’'s Framework.

Consultation question 13. Have you any comments abo  ut the mapping to
the GMC'’s Framework shown in the table below?
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GMC Framework
Domain

Domain 1: Knowledge,
Skills and Performance

GMC Attribute

Maintain your professional
performance

RCGP Criterion

A general practitioner must maintain their knowledge and skills, and keep up to
date

Apply knowledge and
experience to practice

A general practitioner must have the appropriate clinical and communication skills
and apply those skills for the doctor-patient partnership, including respect for
patients’ dignity, privacy and confidentiality, and support for self-care

A general practitioner who teaches, appraises or researches must do so properly,
ethically and fairly

Keep clear, accurate and
legible records

A general practitioner must keep good records

Domain 2: Safety and
Quality

Put into effect systems to
protect patients and improve
care

A general practitioner must demonstrate commitment to reflective practice, quality
assurance and improvement; and that the standards of care and patient safety
achieved are appropriate

Respond to risks to safety

A general practitioner must be suitably trained, skilled and insured or indemnified
for the roles that they undertake

Protect patients and
colleagues from any risk
posed by your health

A general practitioner’s fitness to practise must not be compromised by health
issues

Domain 3: Communication,
Partnership and Teamwork

Communicate effectively

A general practitioner must communicate with and relate appropriately to
colleagues

Work constructively with
colleagues and delegate
effectively

A general practitioner must ensure that all staff, including locums and students,
are properly trained and supervised

Establish and maintain
partnership with patients

A general practitioner must have the appropriate clinical and communication skills
and apply those skills for the doctor-patient partnership, including respect for
patients’ dignity, privacy and confidentiality, and support for self-care

Domain 4: Maintaining Trust

Show respect for patients

A general practitioner must have the appropriate clinical and communication skills
and apply those skills for the doctor-patient partnership, including respect for
patients’ dignity, privacy and confidentiality, and support for self-care

Treat patients and colleagues
fairly and without
discrimination

A general practitioner must have the appropriate clinical and communication skills
and apply those skills for the doctor-patient partnership, including respect for
patients’ dignity, privacy and confidentiality, and support for self-care

Act with honesty and integrity

A general practitioner must act with probity and honesty
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APPENDIX 2: Criteria, Standards and Evidence for the
revalidation of general practitioners

This part of the document

In the first part of this document the twelve areas of evidence that, it is proposed,
will comprise a standard portfolio of evidence for a general practitioner’s
revalidation, were described.

This appendix maps out the criteria that the RCGP have derived, the standards
(from Good Medical Practice for General Practitioners®) which will be used, and
the evidence expected. This shows how the evidence list in the first section has
been drawn up.

The criteria, standards and evidence

The following table sets out the RCGP’s current view of the criteria, standards
and evidence for the revalidation of general practitioners.

Consultation question 14. We would welcome your comments on the criteria,
standards and evidence set out in the table below. In particular, we welcome
your views on:

The overall proposals
Their balance and fitness for purpose
Comments on the specific sections of the document (appendix 2)

4 RCGP and GPC. Good Medical Practice for General Practitioners: 2" Edition. London:
RCGP, 2008 http://www.rcgp.org.uk/PDF/GMP_web.pdf
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RCGP Ciiteria

1. A general practitioner
must have the appropriate
clinical and communication
skills and apply those skills
for the doctor-patient
partnership, including
respect for patients’ dignity,
privacy and confidentiality,
and support for self-care

RCGP Standards

See Good Medical
Practice for General
Practitioners Second
Edition (RCGP and
GPC. London: RCGP
2008°) Section 1: Good
clinical care, pages 5 to
17

And

Good Medical Practice
for General
Practitioners Second
Edition (RCGP and
GPC. London: RCGP
2008) Section 4:
Relationships with
patients, pages 27 to 34

RCGP Evidence for
Recertification
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
Results of relevant
guestions in at least two
multi-source feedback
surveys from colleagues,
with evidence of reflection,
appropriate change and
discussion in appraisal
A review of all formal
complaints directly
involving the GP, with
description of the
circumstances, lessons
learnt and appropriate
actions taken, and
evidence of discussion in
appraisal

2. A general practitioner
must maintain their
knowledge and skills, and
keep up to date

See Good Medical
Practice for General
Practitioners Second
Edition (RCGP and
GPC. London: RCGP
2008) Section 2:
Maintaining good
medical practice, pages
19to 21

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®

Results of relevant
guestions in at least two
multi-source feedback
surveys from colleagues,
with evidence of reflection,
appropriate change and
discussion in appraisal

® http://www.rcgp.org.uk/PDF/GMP_web.pdf
® The RCGP system for accredited learning is described in other documents
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RCGP Ciiteria

3. A general practitioner
must demonstrate
commitment to reflective
practice, quality assurance
and improvement; and that
the standards of care and
patient safety achieved are
appropriate

RCGP Standards

See Good Medical
Practice for General
Practitioners Second
Edition (RCGP and
GPC. London: RCGP
2008) Section 2:
Maintaining good
medical practice, pages
19to 21

RCGP Evidence for
Recertification
Evidence of active and
effective participation in a
cycle of five annual
appraisals over the five
year recertification cycle
A personal development
plan for each year agreed
in appraisal
A review of the previous
year’s personal
development plan with
reflection on whether
educational needs
identified have been met
and agreed in appraisal
A minimum of five
significant event audits
involving the GP that
demonstrate reflection and
change, with evidence of
discussion in appraisal
A review of any concerns
raised and all formal
complaints directly
involving the GP, with
description of the
circumstances, lessons
learnt and appropriate
actions taken, and
evidence of discussion in
appraisal
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
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RCGP Ciiteria

4. A general practitioner
must communicate with and
relate appropriately to
colleagues

RCGP Standards

See Good Medical
Practice for General
Practitioners Second
Edition (RCGP and
GPC. London: RCGP
2008) Section 3:
Teaching and training,
appraising and
assessing, pages 23 to
25

And

Good Medical Practice
for General
Practitioners Second
Edition (RCGP and
GPC. London: RCGP
2008) Section 5:
Working with
colleagues, pages 35 to
43

RCGP Evidence for
Recertification
Results of relevant
guestions in at least two
multi-source feedback
surveys from colleagues,
with evidence of reflection,
appropriate change and
discussion in appraisal

5. A general practitioner
must keep good records

See Good Medical
Practice for General
Practitioners Second
Edition (RCGP and
GPC. London: RCGP
2008) Section 1: Good
clinical care, pages 5
to18 (particularly pages
9 and 10)

Results of relevant
guestions in at least two
multi-source feedback
surveys from colleagues,
with evidence of reflection,
appropriate change and
discussion in appraisal

6. A general practitioner
must be suitably trained,
skilled and insured or
indemnified for the roles that
they undertake

See Good Medical
Practice for General
Practitioners Second
Edition (RCGP and
GPC. London: RCGP
2008) Section 1: Good
clinical care, pages 5 to
18 (particularly pages 6
to 8)

Evidence and supporting
statements for their
training, standards of care
and competency in any
extended clinical role (such
as GP with Special
Interests) performed
Results of relevant
guestions in at least two
multi-source feedback
surveys from colleagues,
with evidence of reflection,
appropriate change and
discussion in appraisal
Evidence of appropriate
insurance or indemnity
cover
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RCGP Ciiteria

7. A general practitioner
must ensure that all staff,
including locums and
students, are properly
trained and supervised

RCGP Standards

See Good Medical
Practice for General
Practitioners Second
Edition (RCGP and
GPC. London: RCGP
2008) Section 3:
Teaching and training,
appraising and
assessing, pages 23 to
25

And

Good Medical Practice
for General
Practitioners Second
Edition (RCGP and
GPC. London: RCGP
2008) Section 5:
Working with
colleagues, pages 35 to
43

RCGP Evidence for
Recertification
Results of relevant
guestions in at least two
multi-source feedback
surveys from colleagues,
with evidence of reflection,
appropriate change and
discussion in appraisal

8. A general practitioner who
teaches, appraises or
researches must do so
properly, ethically and fairly.

See Good Medical
Practice for General
Practitioners Second
Edition (RCGP and
GPC. London: RCGP
2008) Section 3:
Teaching and training,
appraising and
assessing, pages 23 to
25

And

Good Medical Practice
for General
Practitioners Second
Edition (RCGP and
GPC. London: RCGP
2008) Section 6:
Probity, pages 45 to 52
(particularly Research
on pages 49 and 50)

Evaluations of teaching
and appraisals by students
and appraisees

Results of relevant
guestions in at least two
multi-source feedback
surveys from colleagues,
with evidence of reflection,
appropriate change and
discussion in appraisal
Research governance sign
off

9. A general practitioner
must act with probity and
honesty

See Good Medical
Practice for General
Practitioners Second
Edition (RCGP and
GPC. London: RCGP
2008) Section 6:
Probity, pages 45 to 52

Statement of probity
Results of relevant
guestions in at least two
multi-source feedback
surveys from colleagues,
with evidence of reflection,
appropriate change and
discussion in appraisal
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RCGP Ciiteria

10. A general practitioner’s
fitness to practise must not
be compromised by health
issues

RCGP Standards

See Good Medical
Practice for General
Practitioners Second
Edition (RCGP and
GPC. London: RCGP
2008) Section 7: Health,
pages 53 and 54

RCGP Evidence for
Recertification
Statement of health and
use of health care,
including registration with a
GP in another practice
Results of relevant
guestions in at least two
multi-source feedback
surveys from colleagues,
with evidence of reflection,
appropriate change and
discussion in appraisal
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RC Rovyal College of
G'P General Practitioners

REVALIDATION FOR GENERAL PRACTITIONERS

CONSULTATION RESPONSE FORM

Please fill out the response form below and return it to the Royal College of
General Practitioners by
Closing Date: Friday 9 January 2009

The Questions below are also embedded within the consultation document itself
Please use either this form or the online response form to provide your feedback.

Responses should be sent to responses@rcgp.org.uk

Returned by Fax: 0207 589 3145

By Post
The Honorary Secretary

Revalidation Consultation

Policy and Governance

Royal College of General Practitioners
14 Princes Gate

London SW7 1PU

Please fill out your details

Name:
Address:
Email:

Are you a GP?:

If so what type of GP do you consider yourself: (e.  g. GP Principal,
Sessional, salaried, academic GP, GP trainer, other  etc.):
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General Comments:

SECTION 1: The standard process for the revalidation of general
practitioners

Principles

Consultation question 1. Have you any comments on the principles
identified? Are any unclear, or are there any that have been missed?

ANSWER:

The evidence to be gathered

Consultation question 2. Have you any comments on the areas of evidence
to be gathered? Are any of the areas particularly challenging to gather,
and if so, how?

ANSWER:

Consultation question 3. Have you any comments? A  re there any
particular areas that you think need to be consider  ed when developing an
electronic portfolio?

Assessment of evidence for revalidation

Consultation question 4. Have you any comments abo ut the local
arrangements described and those at the national le  vel?

ANSWER:

Quality Assurance

Consultation question 5. Have you any suggestions about how the RCGP
should satisfy the GMC that the process is fair, eq  uitable and objective?

ANSWER:
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SECTION 2: Non-standard processes for the revalidatio  n of
general practitioners

Consultation question 6. Are then any other areas that could be
considered non-standard? If so, what are they and do they fall within the
guidance defined in the paper?

ANSWER:

Issues to be considered

f)  The minimum clinical commitment required to establi sh eligibility for a
recommendation for recertification

Consultation question 7. Bearing in mind that the RCGP will need to
consult on this in the future, do you feel that the example is about right?

ANSWER:

g) The acceptability of evidence from GPs not working in approved
settings

Consultation question 8. Do you feel thisisthe ¢ orrect level for
acceptability of evidence?

ANSWER:

h) The extent to which GPs in active clinical pract  ice can choose what
evidence to provide

Consultation question 9. Do you feel that this pro  vision is flexible enough?

ANSWER:

i) The revalidation of GPs who wish to return to cl inical practice

Consultation question 10. Have you any comments on the process put
forward for those returning to clinical practice?

ANSWER:

J) The revalidation of GPs working as doctors but n ot in clinical general
practice
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Consultation question 11. Have you any comments?

ANSWER:

Portfolios for revalidation for general practitione rs

Consultation question 12. Do you think that these definitions capture all
the possible permutations?

ANSWER:

APPENDIX 1: The map of the RCGP’s Criteria to the Doma ins
and Attributes in the General Medical Council’s Fra mework

The map to the General Medical Council’'s Framework

Consultation question 13. Have you any comments abo  ut the mapping to
the GMC’s Framework shown in the table below?

ANSWER:

APPENDIX 2: Criteria, Standards and Evidence for the
revalidation of general practitioners

Consultation question 14. We would welcome your comments on the criteria,
standards and evidence set out in the table below. In particular, we welcome
your views on:

The overall proposals
Their balance and fitness for purpose
Comments on the specific sections of the document (appendix 2)

ANSWER:

Royal College of General Practitioners
December 2008
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Appendix ...

GPC Media Coverage Report — November 2008

This month the main topics in the media regarding GPs have been:

Fit notes: The government announced the traditional sick note would be changed to a it note’ —
the BMA’s response was widely quoted.

Banning cuddly toys from surgeries: This received a large amount of regional coverage and
was picked up by the Telegraph and Express.

BMA mentions in the national and regional media for November:

National Regional Total

Print: 11 25 36

Broadcasts: 6 11 17

National National

SUBJECT broadcast print

Fit notes 1

IT data security

Top up payments

1

Child protection / Baby P 2 -
1
1

QoF & GP pay

Cancer survival rates -

1
1
Toys banned from GP surgeries - 2
Annual health checks / learning disabilities - 1

TOTAL 6 11

SUBJECT Regional media

NHS Admin (banning toys from GP surgeries) 6
Screening

GP led health centre

NHS Funding
Co-payment

Support Your Surgery

Fees
Depression

GMC

Wales Audit office
Contraception

GP Access

Transplant
PB Commissioning

Fit notes

RlRRRPrRRIR RPN W ww|o|o

QoF
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| TOTAL 36

Press releases issued:

19/11/08 The Quality and Outcomes Framework is one government target that truly
benefits patients, says BMA
25/11/08 Overhaul of the sick note system is long overdue, says BMA

Letters to Press from GPs include the following:

Date Signatory Publication Subject of letter

04/11/08 Dr Laurence Buckman Guardian GP checks on people
with learning
difficulties

21/11/08 Dr Laurence Buckman Daily Mail Cancer survival rates
and GP referral

Communications report - Scotland

November — December 2008

Promoting General Practice:  As part of the campaign to promote GPs, the Public Affairs Office
has produced a new report “The Quality and Outcomes Framework: modernising healthcare
delivery in primary care and improving the management of patients with long term conditions”.
This paper demonstrates how the QOF is making a real difference to the health of patients in
Scotland.

BMA Mentions in the Scottish Press
We do not currently have a monitoring service to pick up on broadcast mentions. The following
includes BMA gquotes or interviews relating to GP and public health issues.

Subject Scottish Press  [Scottish Broadcast

Assisted dying 7 7

Funding for deprived practices 1

Obesity 2

HPV 2 1

Alcohol during pregnancy 1

Contraception 2

Presumed Consent for Organ Donation 8 4

Smoking during pregnancy 1

Trust in doctors/politicians 1

Elected Health Boards 4

MSP Visit to GP practice 1

Access to GPs during Festive Season 4

Ban on cigarette vending machines 5

NHS Performance 4

BMA QOF Report 2 (also featured
in 33 local and
community
newspapers)

Press Releases issued:
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19 November Direct elections to NHS Boards will not improve public engagement, says BMA
Scotland (Dr Dean Marshall)

28 November BMA Scotland comment on first annual report for the NHS in Scotland (Peter
Terry)

4 December BMA Scotland response to Audit Scotland report on NHS performance

9 December  General Practice: improving healthcare in Scotland

Letters to Press:

Date Signatory Publication Subject of letter

16/10/08 Peter Terry Daily Mail Drinking during pregnancy

24/10/08 Dean Marshall & Mary Church | Scotsman GPs role in tackling health
inequalities

Articles:

Date Author Publication Title

11/11/08 John Garner Scotsman Put sleepless nights to bed with
good posture and diet

09/12/08 John Garner Scotsman Spending millions on elections is
not what the doctor ordered

Communications report - Wales

GP media work

Issues Welsh GPs have commented on in the media in November include; patients resistance to
antibiotics; Wales Audit Commission report on non-scheduled care; charging patients for missed
appointment; GP surgery lists filling up in Cardiff.

Blog

The Public Affairs team has used BMA Cymru Wales’ blog to highlight the following issues and
BMA policy; obesity; health inequalities in Wales, binge drinking, violence in the Welsh NHS
(linked to Tory Assembly debate), overhaul of benefits system, abuse of free parking in hospital
grounds, domestic violence (link to credit crunch), lowering alcohol limit for drivers.

Media coverage

Subject Welsh Press Welsh Broadcast

Surgery lists

Meningitis blunders

Charging patients for missed appoinments

Nurses and Pharmacists prescribing

il L

Big gaps in cancer rates

Antibiotic resistance 3

Wales Audit Commission report 1

N

F1 accommodation success

TOTAL 6 5
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GPC Parliamentary and Assembly Activity Report

WESTMINSTER

The Parliamentary Unit in London keeps in contact w ith MPs across all the political
parties.

MP- GP practice visit scheme

The Parliamentary Unit continues to implement the M P-GP practice visit scheme. So far,
164 MPs have asked to visit a GP practice in their ~ constituency. The Parliamentary Unit is
working closely with LMCs to identify GP practices that are interested in hosting a visit
from their MP and to date, 68 practice visits have been confirmed with many more being
planned. The Parliamentary Unit will carry out ath  orough analysis of the practice visit
scheme though early feedback from the visits has be en positive.

Meetings between key MPs and the Chairman of GPC

Dr. Laurence Buckman met with Shadow Health Secreta  ry, Andrew Lansley MP, on
Tuesday 9th December. There was discussion on the Conservatives’ proposals for

primary care. A further meeting between the GPC Ne  gotiators and the primary care leads
of the Conservative Health Team (Andrew Lansley MP, Mark Simmonds MP and Earl Howe)
is planned in February to have further in-depth dis cussions on Conservative health policy.

Parliamentary question on the number of doctors in the UK (Thursday 18th December)

Lord Roberts of Llandudno asked the following quest ion in the House of Lords:

Lord Roberts of Llandudno to ask Her Majesty’s Gove rnment whether they will take steps
to make the number of physicians per capita in the United Kingdom equivalent to the
European Union average.

The BMA briefed Peers ahead of the oral question.

Health questions in the House of Commons (Tuesday 16th December)

MPs asked a wide range of questions on GP issues at Health Questions on Tuesday 16th
December. Issues included GP led health centres, th e financial position of primary care
trusts, guidelines on diagnosis and treatment and e fforts to reduce GP referrals to
hospitals. To read the transcript, please go to
www.publications.parliament.uk/pa/cm/cmhansrd.htm

Parliamentary question on dispensing doctor services (Tuesday 16th December)

Lord Walton asked the following question about disp ensing doctor services in the House
of Lords:

Lord Walton of Detchant to ask Her Majesty’s Govern  ment whether they intend to
withdraw facilities for the dispensing of medicines from those dispensing general medical
practices situated within one mile of a community p harmacist.

The BMA circulated a briefing paper to Peers ahead of the oral question.

Queen’s Speech debate on Health (Thursday 11th December)

The BMA briefed MPs and Peers ahead of the debate o  n health following the Queen’s
Speech. There will be a Health Bill that will intr ~ oduce a NHS Constitution, bring forward
proposals on further tobacco control, introduce dir ect budgets and also require NHS
bodies to produce quality accounts. During the Com mons debate, there was also mention
of the Government’s introduction of GP-led centres. To read the transcripts, please go to:

Commons:
www.publications.parliament.uk/pa/cm200809/cmhansrd /cm081211/debtext/81211-
0008.htm#08121143000001
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Lords:
www.publications.parliament.uk/pa/ld200809/Idhansrd /text/81211-
0002.htm#08121141000749

Health Select Committee inquiry on NHS Public Expenditure Questionnaire (Thursday 11th
December)

David Nicholson, Chief Executive of the NHS and oth  er DH officials gave evidence to the
Health Select Committee on the NHS public expenditu  re questionnaire. Mr Nicholson
defended the GP contract following questions from D r. Howard Stoate MP about whether
the GP contract provided value for money. The trans  cript of the evidence session will be
available shortly.

House of Lords EU Sub-Committee G inquiry on Cross-Border Healthcare (Thursday 11th)

Dr. Hamish Meldrum and Prof. Vivienne Nathanson gav e evidence to the House of Lords
EU Committee G inquiry into cross-border healthcare . The BMA supports the principle of
cross-border mobility but has concerns around conti nuity of care, equality of access and
language and translation services. Full details of the BMA's written submission to this
inquiry are available on the website:
www.bma.org.uk/ap.nsf/Content/HoLEUCommIlngrossborde r?0penDocument&Highlight=2

,cross,border,healthcare

Parliamentary debate on health services in Telford (Wednesday 3rd December)

David Wright MP (Labour, Telford) held a parliament  ary debate on health services in
Telford on Wednesday 3rd December 2008. Mr Wright m  ade very positive comments about
local GP services including the local out-of-hours provider, Shropdoc. Mr Wright also
raised concerns about threats to the future of the Princess Royal Hospital.

To read the debate, please go to:

www.publications.parliament.uk/pa/cm200809/cmhansrd /cm081203/debtext/81203-
0018.htm#08120358000001

Parliamentary question on drug dependency in prisons (Wednesday 19th November)

The Bishop of Liverpool and other Peers raised conc erns about the treatment of drug
dependent prisoners in oral questions in the House of Lords. Peers raised a wide range of
gueries including the implementation of the Integra ted Drug Treatment System, the need
to test prisoners for drug use upon leaving prison and the need to have appropriate levels
of GP staffing in the new Titan prisons.

www.publications.parliament.uk/pa/ld200708/Idhansrd /text/81119-
0001.htm#08111975000007

BMA Parliamentary Unit
December 2008

WELSH ASSEMBLY

AM/MP meetings

Dr Richard Lewis and John Jenkins continue their re gular meetings with AMs and MPs
about a variety of issues. In November they met wit  h Janet Ryder (Plaid Cymru) about
forensic medicine and Rhodri Glyn Thomas (Plaid) an  d Jenny Randerson (Lib Dem) about
general health care issues.

Andrew Dearden met with Dr Chris Jones (primary car e strategy advisor to Welsh Health
Minister) to discuss NHS reforms.

Blog
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The Public Affairs team has used BMA Cymru Wales’ b log to highlight the following issues
and BMA policy; obesity; health inequalities in Wal es, binge drinking, violence in the
Welsh NHS (linked to Tory Assembly debate), overhau | of benefits system, abuse of free
parking in hospital grounds, domestic violence (lin k to credit crunch), lowering alcohol
limit for drivers.

Assembly plenary
- Conservative debate on violence against NHS workers
Conservative debate on breast cancer services
Update on NHS reforms
Welsh Ambulance service continuing to miss targets

BMA Wales
December 2008
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