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R EL AT ED  R ESEAR C H  
U n i v e r s i t y  o f  Sh e f fi e l d  

M e as ur e s  t o  as s i s t  G Ps  wh o s e  

pe r f o r m an c e  gi v e s  c aus e  f o r  c o n c e r n  

Exe c ut i v e  Sum m ar y  

Bac kgr o un d  

In  l at e  1996, t h e  Sc h o o l  o f  H e al t h  an d  R e l at e d  R e s e ar c h  at  t h e  U n i v e r s i t y  

o f  Sh e f f i e l d  (SC H AR R ) was  c o m m i s s i o n e d  by  t h e  D e par t m e n t  o f  H e al t h  

t o  pr o d uc e  gui d an c e  f o r  h e al t h  aut h o r i t i e s  i n  d e v e l o pi n g l o c al  ar r an ge - 

m e n t s  f o r  s uppo r t i n g G Ps  W h o s e  pe r f o r m an c e  gi v e s  c aus e  f o r  c o n c e r n .  

T h e  gui d an c e  i s  bas e d  o n  a r e s e ar c h  pr o je c t ; c o n d uc t e d  by  SC H AR R , 

wh i c h  i n v o l v e d  s e c ur i n g t h e  Vi e w s  o f  pr o f e s s i o n al  an d  m an age r i al  bo d i e s  

an d  i n d i v i d ual s  W i t h  a ke e n  i n t e r e s t  i n  G P pe r f o r m an c e .  

T h e  gui d an c e  h as  be e n .  d e v e l o pe d  agai n s t  t h e  bac kd r o p o f  s i gn i f i c an t  

po l i c y  ad v an c e m e n t s : 

0 a pr i m ar y  c ar e  l e d  N H S; 

0 t h e  f o r m at i o n  o f  t h e  n e w  h e al t h  aut h o r i t i e s ; 

0 t h e  i n t r o d uc t i o n  o f  t h e  G e n e r al  M e d i c al  C o un c i l ’s  (G M C ’s ) n e w  

po w e r s  t o  ad d r e s s  t h e  pe r f o r m an c e  o f  d o c t o r s  i n  ad d i t i o n  t o  h e al t h  

an d  m i s c o n d uc t  m at t e r s .  

W h i l e  t h e  G M C ’S n e w  po w e r s  ar e  i n t e n d e d  t o  d e al  wi t h  t h e  Ve r y  f e w  

d o c t o r s  W h o s e  pe r f o r m an c e  i s  ‘s e r i o us l y  d e f i c i e n t ’, i t  i s  r e c o gn i s e d  t h at  

t h e r e  wi l l  be  a l ar ge r  m i n o r i t y  o f  o t h e r s  i d e n t i f i e d  as  un d e r — pe r f o r m i n g t o  

a l e s s e r  e xt e n t  W h o  wi l l  n e e d  s uppo r t  t o  i m pr o v e  t h e i r  pe r f o r m an c e .  

Pr o v i d i n g h e l p t o  t h i s  gr o up o f  G Ps  i s  t h e  m ai n  f o c us  f o r  t h e  gui d an c e .  

T h e  gui d an c e  i s  pr e s e n t e d  i n  t h e  f o r m  o f  an s w e r s  t o  ke y  que s t i o n s , 

d e al i n g‘W i t h  m at t e r s  o f  pr i n c i pl e , d e f i n i t i o n , i d e n t i f i c at i o n , d i agn o s i s , 

i n t e r v e n t i o n , r e s o ur c i n g an d  e v al uat i o n .  T h e s e  ar e  e ac h  c o v e r e d  i n  d e t ai l  

i n  t h e i r  o w n  s e par at e  c h apt e r s , wh i l e  t h e  f i n al  c h apt e r  s ugge s t s  a pr ac t i c al  

m an age m e n t  f r am e w o r k f o r  l i n ki n g t h e s e  d i f f e r e n t  as pe c t s  t o ge t h e r , 

i n c l ud i n g pr o po s al s  abo ut  t h e  r o l e s  an d  f un c t i o n s  o f  t h e  ke y  pl ay e r s .  

T h i s  s um m ar y  i s  a c h e c kl i s t  o f  t h e  ke y  po i n t s  wh i c h  SC H AR R  

r e c o m m e n d s  h e al t h  aut h o r i t i e s  c o n s i d e r  i n  t h e  d e v e l o pm e n t  o f  l o c al  

s uppo r t  ar r an ge m e n t s .  T h e y  ar e  d r aw n  f r o m  t h e  i n d i v i d ual  c h apt e r  

s um m ar i e s  c apt ur e d  i n  t e xt  bo xe s  wi t h i n  t h e  bo d y  o f  t h e  m ai n  r e po r t .



W h at  pr i n c i pl e s  s h o ul d  appl y  t o  wo r ki n g wi t h  G Ps  wh o s e  

pe r f o r m an c e  gi v e s  c aus e  f o r  c o n c e r n ? —  Sc H AR R ’s  s ugge s t i o n s  

e s t abl i s h  a f r am e w o r k o f  pr i n c i pl e s , i n  par t n e r s h i p wi t h  l o c al  

pr o f e s s i o n al  r e pr e s e n t at i v e s , t o  gui d e  y o ur  appr o ac h ; 

e n s ur e  t h at  t h e  f r am e w o r k i n c l ud e s  c o m m i t m e n t s  abo ut  t h e  f o l l o w i n g: 
—  wo r ki n g i n  par t n e r s h i p wi t h  t h e  pr o f e s s i o n  

—  ad o pt i n g an  appr o ac h  wh i c h  i s  s uppo r t i v e , f ai r  an d  s e n s i t i v e  t o  t h e  

i n d i v i d ual  G P 

—  e s t abl i s h i n g ar r an ge m e n t s  wh i c h  ar e  t r an s par e n t , wi d e l y  pr o m o t e d , 

we l l  un d e r s t o o d  an d  e as i l y  ac c e s s i bl e  by  s e l f  r e f e r r al ; 

e n s ur e  t h e s e  pr i n c i pl e s  ar e  appl i e d  t o  t h e  pr ac t i c al  d e l i v e r y  o f  y o ur  

appr o ac h .

A 

H o w  d o  y o u d e f i n e  G P un d e r -pe r f o r m an c e ? —  Sc H AR R ’s  

s ugge s t i o n s  

ad o pt  a c l e ar  but  br o ad  d e f i n i t i o n  o f  un d e r -pe r f o r m an c e ; 

d o  n o t  be  o v e r — pr e o c c upi e d  wi t h  d e t ai l ; 

e n c o m pas s  i n ad e quat e  kn o w l e d ge  o r  s ki l l s  l e ad i n g t o  be h av i o ur  wh i c h  

pl ac e s  pat i e n t s  at  r i s k; 

r e c o gn i s e  t h e  r e l e v an c e  o f  c l i n i c al  an d  n o n — c l i n i c al  d i m e n s i o n s  o f  

pe r f o r m an c e ; 

ac c e pt  t h at  s i n gl e  i n c i d e n t s  m ay  n o t  c o n s t i t ut e  un d e r — pe r f o r m an c e ; 

s e t  t h e  l o c al  appr o ac h  wi t h i n  t h e  c o n t e xt  o f  n at i o n al l y  ac c e pt e d  Vi e w s  

o n  t h e  pe r f o r m an c e  o n e  c o ul d  r e as o n abl y  e xpe c t  f r o m  a G P.  

H o w  d o  y o u i d e n t i f y  a G P wh o  m ay  be  un d e r -pe r f o r m i n g?—  

Sc H AR R ’s  s ugge s t i o n s  

e s t abl i s h  a pr ac t i c e  d e v e l o pm e n t  pl an n i n g pr o c e s s  wh i c h  ac t s  as a 

s t i m ul us  f o r  d e v e l o pm e n t , a f o c us  f o r  d i al o gue  an d  an  e f f e c t i v e  

m e c h an i s m  f o r  m o n i t o r i n g pe r f o r m an c e ; 

ad o pt  a br o ad l y ~ bas e d , c i r c um s pe c t  appr o ac h  t o  i n d i c at o r s  o f  un d e r —  

pe r f o r m an c e ; 

d o  n o t  put  t o o  m uc h  r e l i an c e  o n  an y  o n e  m e as ur e  o r  s o ur c e , but  i gn o r e  

n o n e  o f  t h e m ; 

i n  par t i c ul ar , d e v e l o p a c o n v e n t i o n  f o r  d e al i n g wi t h  i n f o r m al  

e xpr e s s i o n s  o f  c o n c e r n  wh i c h  ac kn o w l e d ge s  t h e i r  v al ue  but  d e m an d s  

r e s po n s i bl e , e t h i c al  i n t e r pr e t at i o n  an d  m an age m e n t ; 

wo r k at  a c ul t ur e  o f  i n f o r m e d  s uppo r t i v e n e s s  wh i c h  c o m m an d s  

c o n f i d e n c e  an d  t r us t .  

H o w  d o  y o u r e ac h  an  un d e r s t an d i n g o f  wh y  a G P i s  un d e r - 

pe r f o r m i n g? —  Sc H AR R ’s  s ugge s t i o n s  

t h e r e  m ay  be  m an y  c o m pl e x r e as o n s  f o r  G P un d e r — pe r f o r m an c e ; 

t h e  r e as o n s  m ay  d i f f e r  f r o m  i n s t an c e  t o  i n s t an c e , e v e n  W h e r e  t h e  

m an i f e s t at i o n s  o f  pe r f o r m an c e  pr o bl e m s  ar e  s i m i l ar ; 

i f  i n t e r v e n t i o n s  ar e  n o t  t o  be  i n e f f e c t i v e , was t e f ul  o r  c o un t e r pr o d uc t i v e  

t h e y  s h o ul d  be  t ai l o r e d  t o  t h e  n e e d s  o f  t h e  i n d i v i d ual  G P; 

t h e r e f o r e , t ake  s t e ps  t o  e n s ur e  t h at  d i agn o s t i c  wo r k wi t h  un d e r ~ pe r f o r m i n g 

G Ps  i s  s uf f i c i e n t l y  s o ph i s t i c at e d  t o  i d e n t i f y  t h e  un d e r l y i n g pr o bl e m s ; 

put  t h e  r e s po n s i bi l i t y  i n  t h e  h an d s  o f  s e n i o r  pe o pl e  wh o  h av e  an  

e xc e l l e n t  un d e r s t an d i n g o f  ge n e r al  pr ac t i c e ; 

c o n s i d e r  t h e  us e  o f  s t r uc t ur e d  d i agn o s t i c  f r am e w o r ks  t o  s uppl e m e n t  

m o r e  c o n v e n t i o n al  d i s c us s i o n .  

W h at  i n t e r v e n t i o n s  s h o ul d  be  c o n s i d e r e d  t o  s uppo r t  t h e s e  C PS? —  

Sc H AR R ’s  s ugge s t i o n s  

0 be  awar e  o f  t h e  W i d e  r an ge  o f  po t e n t i al  i n t e r v e n t i o n s  t h at  m ay  be  

av ai l abl e  i n  t e r m s  o f  e d uc at i o n  an d  m e n t o r i n g, t h e  i m pr o v e m e n t  o f  

pr ac t i c e  i n f r as t r uc t ur e  an d  m e as ur e s  t o  d e al  wi t h  i l l -h e al t h ; 

i n  m o s t  i n s t an c e s  a pac kage  o f  s uppo r t  an d ‘ i n t e r v e n t i o n s  W i l l  be  

r e qui r e d  wh i c h  s h o ul d  be  s pe c i f i e d  i n  an  ac t i o n  pl an  o r  l e ar n i n g 

c o n t r ac t , t o ge t h e r  wi t h  t h e  i m pr o v e m e n t s  i n  pe r f o r m an c e  e xpe c t e d  

f r o m  t h e  G P; 

i n d i v i d ual  G PS, as  we l l  as  h av i n g d i f f e r e n t  pr o bl e m s  t o  c o n t e n d  wi t h  

an d  t h e r e f o r e  d i f f e r e n t  pl an  c o n t e n t , m ay  al s o  h av e  n at ur al  pr e f e r e n c e s  

i n  t e r m s  o f  l e ar n i n g m e t h o d s  an d  t h e s e  s h o ul d  be  t ake n  i n t o  ac c o un t ; 

c o n s i d e r at i o n  s h o ul d  be  gi v e n  t o  t h e  r o l e  o f  a m e n t o r  i n  s uppo r t i n g t h e  

G P t h r o ugh  t h e  pr o c e s s  o f  r e h abi l i t at i o n .  

H o w  d o  y o u r e s o ur c e  t h e  s uppo r t  ar r an ge m e n t s ? —  Sc H AR R ’s  

s ugge s t i o n s  

0 c o n d uc t  an  aud i t , wi t h  t h e  L M C  an d  o t h e r s , t o  i d e n t i f y  h o w  r e s o ur c e s  

ar e  c ur r e n t l y  be i n g us e d  t o  s uppo r t  ge n e r al  pr ac t i c e  pe r f o r m an c e  an d  

wh at  o ppo r t un i t i e s  t h e r e  m ay  be  f o r  r e f o c us i n g t h e m ; 

t h e  G P m i gh t  be  e xpe c t e d  t o  f un d  r e m e d i al  e d uc at i o n  an d  t r ai n i n g, but  

c o n s i d e r  f un d i n g c o v e r  ar r an ge m e n t s  t o  r e l e as e  t h e  G P; 

be  pr e par e d  t o  c o n t r i but e  t o  d e v e l o pm e n t s  i n  pr ac t i c e  i n f r as t r uc t ur e—  

pr e m i s e s , s t af f  an d  s t af f  t r ai n i n g —  wh e r e  t h e s e  ar e  t h e  c aus e  o f  un d e r - 

pe r f o r m an c e .



H o w  wo ul d  y o u e v al uat e  t h e  s uc c e s s  o f  y o ur  appr o ac h ?—  

Sc H AR R ’s  s ugge s t i o n s  

s e t  c l e ar  o bje c t i v e s  i n  t h e  ac t i o n  pl an  bo t h  t o  ac t  as  a f o c us  f o r  t h e  G P an d  

t o  e n abl e  t h e  G P’S pe r f o r m an c e  t o  be ‘ r e as s e s s e d  f o l l o w i n g an y  ac t i o n ; 

o bje c t i v e s  s h o ul d  be : 

—  i n d i v i d ual  t o  t h e  G P 

—  r e l at e  s pe c i f i c al l y  t o  t h e  ar e as  o f  c o n c e r n  

—  m e as ur abl e  

—  bas e d  o n  o ut c o m e s  W h e r e v e r  po s s i bl e  

—  be  un d e r s t o o d  by  al l  par t i e s  i n v o l v e d  
—  h av e  d e f i n e d  t i m e s c al e s  f o r  c o m pl e t i o n ; 

c o n s i d e r  pi l o t i n g an  e v o l v i n g appr o ac h  W i t h  n o n -l i v e  c as e s ; 

c o n s i d e r  m e t h o d s  o f  e v al uat i n g t h e  aut h o r i t y ’s  appr o ac h  o n  an  o n go i n g 

bas i s , i n c l ud i n g s e c ur i n g f e e d bac k f r o m  s ubje c t  G Ps  t h e m s e l v e s .  

H o w  wo ul d  y o u e s t abl i s h  an  o v e r al l  m an age m e n t  pr o c e s s  f o r  
wo r ki n g wi t h  G Ps  wh o s e  pe r f o r m an c e  gi v e s  c aus e  f o r  c o n c e r n ?—  

Sc H AR R ’s  s ugge s t i o n s  

i d e n t i f y  a h e al t h  aut h d r i t y  s e n i o r  m an age r  (d i r e c t o r  l e v e l ) t o  l e ad  o n  

G P pe r f o r m an c e  i s s ue s ; 

.  

as k t h e  L M C  t o  i d e n t i f y  a s i m i l ar  l e ad  pe r s o n ; 

c o n s t i t ut e  a Suppo r t  Pan e l  wh i c h , as  a m i n i m um , i n c l ud e s  c l i n i c al  an d  

n o n  c l i n i c al  h e al t h  aut h o r i t y  m e m be r s h i p, t w o  L M C  r e pr e s e n t at i v e s  

an d  a G P e d uc at i o n al i s t ; 

i n v i t e  t h e  Pan e l  t o  br i n g f o r war d  pr o po s al s  f o r  t h e  W h o l e  pr o c e s s , 

wh i c h  i n c l ud e : 

ar r an ge m e n t s  f o r  c o — o r d i n at i n g an d  as s e s s i n g i n f o r m at i o n  

c o n t ac t i n g t h e  G P an d  i n v o l v i n g a ‘f r i e n d ’ 

—  d i agn o s i n g t h e  un d e r l y i n g c aus e s  o f  a G P’s  un d e r — pe r f o r m an c e  

—  agr e e i n g a pac kage  o f  s uppo r t  an d  ac t i o n  pl an  wi t h  c l e ar  o bje c t i v e s  

t o  e n abl e  e v al uat i o n  

—  d e t e r m i n i n g W h at  f ur t h e r  ac t i o n  (i n c l ud i n g l o n g t e r m  s uppo r t ) t o  

t ake  f o l l o w i n g t h e  c o m pl e t i o n  o f  t h e  ac t i o n  pl an ; 

e s t abl i s h  C l e ar  pr o c e d ur e s  f o r  e n s ur i n g i s s ue s  c o n c e r n i n g i n d i v i d ual  

G Ps  ar e  t r e at e d  i n  s t r i c t  c o n f i d e n c e ; 

m ai n t ai n  go o d  d e t ai l e d  r e c o r d s ; 

c o n s ul t  wi t h  t h e  pr o f e s s i o n  o n  t h e  pr o po s al s ; 

e n s ur e  c o pi e s  o f  t h e  pr o c e d ur e s  ar e  s e n t  t o  al l  G Ps , jo i n t l y  i f  po s s i bl e
L  

wi t h  t h e  L M C .  

C H L O R IN E F R EE PAPER
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C hapter 1
. 

Introduction and background 

1. This report is about the professional perform ance of general 

practitioners. Its purpose is to give health authorities a fram ew ork of 

guidance w ithin w hich to develop their arrangem ents for supporting 

G PS w hose perform ance gives cause for concern. 

The D epartm ent of H ealth com m issioned the School of H ealth and 

R elated R esearch at Sheffield University (SC H AR R) to prepare the 

guidance on the basis of a brief research project w hich distilled the 

experience and View s of health authorities, the profession itself and a 

W ide range of other interested bodies and individuals. 

Im portance for health authorities 

In O ctober 1994, w ith EL(94)791, the N H S Executive set out a policy 

fram ew ork for a prim ary care led N H S. This has since unfolded into 

successive W hite papers, legislation and a raft of developm ent 

program m es in and around general practice. The EL began to define 

the responsibilities of the new  health authorities that w ere to com e 

into being in April 1996, replacing the form er D istrict H ealth 

Authorities Iand Fam ily H ealth Service Authoritiesz. It outlined their 

duty to “provide support to G Ps in both their prim ary care provision 

and fundholding capacities through the provision of advice, 

investm ent and training”. 

In D ecem ber 1996 the W hite Paper D elivering the Future3 reinforced 

the need for “clear arrangem ents to help identify inadequate 

perform ance by G PS” and prom ised to “encourage the developm ent 

of local arrangem ents for supporting doctors w hose perform ance 

gives cause for concern through the issue of guidance based on 

existing good practice and consultation w ith the profession”.



It is clear, and does not need to be rehearsed in detail here, that the 

perform ance of G Ps and general practice is now  intim ately entw ined 

w ith that of the health authorities them selves. It is not sufficient that 
those at the leading edge of general practice consistently m eet or 
exceed the highest expectations. It is also essential that the position 
of G Ps w ho, for W hatever reason, are struggling to m aintain 

standards is properly addressed. Their difficulties contribute to 

inequitable and unacceptable variations in levels of care, now  in 
sharp focus as a policy issue for health authorities. H ealth authorities 

have a key role in addressing under— perform ance, w orking w ith 
others, and it is hard to see how  they can achieve their overall aim s 

w ithout playing it w ell. 

W hatever its advantages, the relationship betw een G Ps and the N H S is 

a com plicating factor for health authorities seeking to address 

perform ance issues. G Ps are independent contractors running sm all 

businesses w ith the N H S as their m ain custom er. There is no 

conventional line of m anagem ent and the nature of the relationship 

betw een a health authority and the G Ps in contract w ith it is necessarily 

subtle. The position is set to C hange w ith the im plem entation of 
personal m edical services pilots under the N H S (Prim ary C are) Act 

1997‘, w hich enables G Ps to be em ployed directly by N H S trusts and 

practices, but the independent contractor m odel of em ploym ent w ill 
dom inate for the foreseeable future. The present guidance has been 

prepared w ith this m odel in m ind, although m any of its principles could 

and should be extended to other contractual arrangem ents. 

Im portance for the m edical profession 

7. From  the m edical profession’s perspective, perform ance issues are 

central to its relationship w ith society. 

The profession values and guards its independence, believing that the 

degree of knowledge and skill involved in m edical w ork m eans that 

non— professionals are not equipped to evaluate or regulate it. It 
argues that doctors are responsible and can be trusted to w ork 

conscientiously W ithout supervision, and that the profession itself 

can be relied upon to take appropriate action W hen individuals do 

not perform  com petently or ethically5. 

10. 

11. 

The G eneral M edical C ouncil, established under the M edical Act 

1858, m aintains the register of practitioners and accordingly has 

W ide responsibilities in enunciating thé duties and standards expected 

of doctors, ensuring appropriate education for them , adm itting them  

to the register and, if necessary, rem oving them  from  it. 

The public expects not only that initial registration reflects 

com petence but also that doctors rem ain safe and capable 

throughout their practising lives. This m eans that the profession as a 

w hole, and the G M C  in particular, m ust ensure —  and be seen to 

ensure —  that action is taken w hen appropriate standards of practice 

are not m aintained. The constitutional independence of m edicine 

depends on it. 

The responsibility for protecting patients (as the firét priority) does 

not rest solely w ith the G M C. It is clearly a duty of the individual 

practitioner in relation to his or her ow n practice, but it is also a 

doctor’s duty to respond w hen the practice of a colleague can be 

called into question. 

Tim eliness 

12. The currency of perform ance issues arises frO m  the im plem entation 

in July 1997 of the M edical (Professional Perform ance) Act 19956. 

Until now  the G M C  has had pow ers to act in relation to doctors on 

the grounds of ill health or serious professional m isconduct. The 

1995 Act gives it im portant new  pow ers to investigate a doctor’s 

perform ance and, w here it finds the standard of perform ance to be 

seriously deficient, to im pose conditions on or to suspend a doctor’s 

registration7. H ealth authorities m ay refer a G P to the G M C  W here it 

believes such action m ay be necessary. The G M C’s perform ance 

procedures apply equally to G PS and N H S trust doctors but the 

health authority’s prim ary concern is clearly w ith the form er.
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13. 

14. 

15. 

Although the G M C’s new  perform ance pow ers are obviously relevant 

to the w ork SC H AR R  has been asked to do, they relate to a very 

sm all m inority of G Ps. This guidance is concerned not only w ith 

them  but also —  and indeed m ainly —  W ith the health authority’s 

responsibilities tow ards the larger group of G PS W hose perform ance 

gives cause for concern but not to the extent that G M C  referral 

is necessary. 

It is also right to stress that W hereas the G M C’S pow ers apply by 

definition to the individual practitioner, the perform ance concerns of 

health authorities w ill often be perceived at the level of the practice 

and this is recognised at various points in w hat follow s. 

This guidance is therefore W ider in scope than the G M C’S new  

pow ers: it is m ainly about a larger num ber of doctors (and their 

practices) w hose perform ance gives som e but lesser cause for 

C oncern; and it is about the health authority’s responsibility for doing 

som ething about it and how  this m ight be discharged. H ow ever, at 

the heart of this group are those few  G Ps for W hom  the new  

perform ance pow ers w ill be relevant and the health authority in 

referring to the G M C  w ill have to dem onstrate that it has first done 

all in its pow er to im prove perform ance through appropriate support. 

M ethodology and organisation of the guidance 

16. SC H AR R’S sources in preparing this guidance have been: 

0 an initial review  of the available m aterial, including 

discussions w ith key stakeholders; 

o detailed m onitoring of six ‘learning sites’ in the N orth W est 

region —  health authorities w hich have ‘fast— tracked’ the 

developm ent of their approaches to under— perform ance; 

a literature survey; 

a national postal survey of health authorities; 

discussions w ith individuals and organisations w ho have a 

keen interest in G P perform ance. 

Appendix A gives m ore detail. 

17. Although funded through the D epartm ent of H ealth’s Policy 

18. 

19. 

R esearch Program m e, this is not a conventional research report. The 

very Clear aim  has been to offer health authorities accessible and 

practical guidance to help them  tackle one of their m ore difficult 

responsibilities. It m ay how ever be useful to em phasise here —  

because it is not laboured elsew here —  that the conclusions and 

suggestions m ade have a foundation in system atic enquiry. 

The guidance is presented in the form  of answ ers to key questions, 

dealing w ith m atters of principle, definition, identification, diagnosis, 

intervgntion, resources and evaluation. These issues are each covered 

in detail in separate chapters (2 to 8). C hapter 9 describes a practical 

m anagem ent process w hich draw s these different issues together and 

includes suggestions for the roles and functions of key players. It has 

been noted that m uch of w hat needs to be done is a natural extension 

and application of good m anagem ent practice from  other areas of 

w ork and this appears to the SC H AR R  team  to be true. 

At the end of each chapter the key points are sum m arised in a 

text box. 

C hapter 1 —  key points 

0 this report provides health authorities w ith a fram ew ork of 

guidance on arrangem ents for supporting G Ps w hose 

perform ance gives cause for concern; 

0 it is based on the findings of research carried out by SC H AR R; 

0 this first chapter describes the m edical profession’s ow n 

com m itm ent to m aintaining professional standards, and 

sum m arises the G M C’S new  pow ers to deal w ith perform ance; 

0 C hapters 2 to 8 describe in som e detail how  health authorities 

m ight approach issues of principle, definition, identification, 

diagnosis, intervention, resources and evaluation; 

0 C hapter 9 provides a practical m anagem ent fram ew ork for 

w orking w ith under— perform ing G Ps.



C hapter 2 

W hat principles should apply to 

w orking w ith G Ps w hose 

perform ance gives cause for 

concern? 

1. In responding to ScH AR R’s survey the great m ajority of health 

authorities w ere Clear about the need to develop m ore explicit and 

system atic arrangem ents for addressing G P under— perform ance, 

particularly in the light of the new  G M C  perform ance procedures, 

and acknowledged that ad hoc approaches w ere no longer sufficient. 

M ost w ere also Clear that these new  approaches, to be acceptable and 

effective, w ould have to be w ell grounded in principle. 

2. It w as suggested that any system  for addressing G P under—  

perform ance should be: 

0 developed in partnership w ith the profession; 

o supportive of general practice and individual G PS; 

0 fair; 

0 confidential for individuals; 

0 clear and transparent as process; 

- w idely prom oted and w ell understood; 

0 accessible through self referral; 

o sensitive to the needs of the G P; 

0 led W ithin the health authority at a very senior level. 

Partnership 

The Statutory role of Local M edical C om m ittees (LM C S) in dealing 

w ith G P under— perform ance is described in both the N H S (G eneral 

M edical Services) R egulations 19928 and the N H S (Service 

C om m ittees and Tribunal) R egulations 19929, as subsequently 

am ended. H ealth authorities, in discharging their ow n 

responsibilities, should be able to turn to LM C S as natural partners 

w ith a shared concern for standards. 

Several H AS reflected this in their survey replies, highlighting the 

im portance of w orking in partnership w ith the profession locally to 

develop, im plem ent and evaluate system s of support. O ne authority 

said “it is a question of building up relationships and offering 

satisfactory interventions” and another “it is question of getting it 

right, w hich includes securing the active involvem ent and agreem ent 

of the LM C”.
‘ 

This belief in the value of collaboration w as also shared by m any 

W ithin the profession, one G P representative suggesting that “doctors 

have their ow n agenda and so do health authorities, w hich can be the 

source of trem endous tension. But the approach (for supporting G Ps 

W hose perform ance gives /cause for concern) can only be defined as 

‘sensitive’ if bot/o parties/(m anagem ent and the profession) are in 

agreem ent and w orking together”. 

A m anager in one of the N orth W est learning sites explained that 

W ithin the joint group established to develop form al procedures, the 

various parties had all approached the issue from  different angles. 

H ow ever through “com m on com m itm ent, m utual respect and 

developing a shared understanding of the task, w e are developing a 

process w hich is jointly ow ned and supported”. Initial concerns from  

the professional m em bers of the group revolved around the 

D epartm ent of H ealth’s and health authority’s m otivation for 

addressing the perform ance issue, perceiving a potential for a “w itch 

hunt”. Through dialogue, the m anager claim ed, the health authority 

had been able to convince their professional colleagues that they 

w anted to develop in partnership “a constructive, supportive and 

proactive approach”.



Suppon 

7. The notion of establishing a supportive approach to individual G Ps 

W ho are under— perform ing w as a consistent them e in the replies of 

health authorities: 

“The key to all of this is having a system  that is seen as being 

supportive and providing assistance rather than being punitive 

in focus
” 

“W e are concerned w ith establishing a supportive m echanism , 

designed to identify, help, support and enable G Ps to carry on 

practising” 

“It is im portant that the Authority is in the position to be supportive 

and facilitative w hen problem s are uncovered rather than sim ply 

m onitoring and bringing retribution” 

“W herever it is possible, the under-perform ing G P should first be 

offered the opportunity and support to im prove their perform ance” 

Fairness 

The need to achieve fairness in perform ance arrangem ents w as 

highlighted by both m anagers and the profession. The O verseas 

D octor’s Association (O D A) considered it crucial, in View  of the 

potential for prejudice against overseas doctors, that health 

authorities should adopt —  and be seen to adopt —  “ethical”, “just” 

and “equitable” approaches to addressing G P under-perform ance. 

It is W idely accepted that overseas doctors attract higher levels of 

com plaints, not necessarily because of differential levels of skill or 

perform ance but because of cultural differences, com m unication 

difficulties and problem s of prejudice or expectation“). 

10. 

O ne of the learning sites had considered the issue of racism  at length 

and concluded that “the process has to be open, fair and transparent 

to avoid prejudice influencing the approach w ith any doctor”. 

Another learning site highlighted the need to guard against racism , 

w hich had influenced their thinking in seeking to develop “a clear, 

transparent process, including a diagnostic approach w hich 

hopefully ensures consistency and fairness to all G Ps”. 

C oncerns w ere also registered by single handed G PS and the Sm all 

Practice Association about the potential for health authorities to 

target single handed practitioners, W hose perform ance m ay be m ore 

Visible than that of their colleagues providing care in partnerships. 

W ith reference to both race and single handed G Ps, a health 

authority m anager suggested that “having a structured approach, 

developed and operated w it/7 the active involvem ent of all key 

stakeholders, should ensure consistency”. 

Appropriate com m unication 

11. 

12. 

13. 

The need to ensure individual confidentiality w as at the heart of 

m any concerns from  the profession, but encouragingly it w as also 

acknowledged separately by m any health authorities w ho identified 

it as a key principle W hich should underpin their W hole approach. 

It w as considered that confidentiality should not only relate to the 

individual G P, but also extend to other individuals w ho m ight w ish 

to disclose concerns anonym ously about a G P, and t0 the G P’s 

patients w ith respect to the disclosure of personal health details 

W ithin the course of inquiries. 

W hile confidentiality w as seen as essential in dealing w ith individual 

G Ps, m any also identified the need to have, conversely, very 

transparent overall processes, open to scrutiny and w ell understood 

by the profession. 

It w as suggested by a num ber of people that inform ation about a 

health authority’s approach should be com m unicated to all G Ps so 

that they are fully aw are of the range of support options available to 

them . It w as also considered im portant that these support 

arrangem ents should be easily accessible through self referral.



Sensitivity 

14. 

15. 

A G P expressed his anxiety about the new  arrangem ents by telling 

the SC H AR R  Team  “there are enough pressures w ithout feeling you 

are being w atched”. 

The need for sensitivity W hen approaching the issue of G P 

perform ance w as expressed by several health authorities, one noting 

that “health authorities are under very real danger of alienating a 

num ber of G Ps w here the concept of scrutinising their perform ance 

is not fam iliar to them  H ow ever, w here a G P’s livelihood m ight 

be threatened by this approach, one can understand the need for 
sensitive handing. ” 

Seniority 

16. R espondentg in particular representatives of the profession, 

considered it im portant that a senior m anager, probably at director 

, level, should have lead responsibility for overseeing perform ance 

17. 

issues W ithin the health authority. This person should be 

knowledgeable about general practice, although not necessarily a 

clinician. 

H ealth authority arrangem ents m ust com m and the respect and 

confidence of G PS. A senior lead dem onstrates com m itm ent and 

regard for the profession, underw rites the authority’s seriousness 

about the issues, and enhances access to appropriate resources. 

Practical im plications 

10 

18. The various practical steps described in the guidance either directly 

enact the principles or are com patible w ith them . 

Principles —  ScH AR R’s suggestions 

0 establish a fram ew ork of principles, in partnership w ith local 

professional representatives, to guide your approach; 

0 as a point of principle, give lead responsibility w ithin the 

health authority to a senior m anager, preferably w orking at 

director level; 

0 ensure that the fram ew ork includes com m itm ents about the 

follow ing: 

_ w orking in partnership W ith the profession 

—  adopting an approach w hich is supportive, fair and 

sensitive to the individual G P 

—  establishing arrangem ents w hich are transparent, W idely 

prom oted, w ell understood and easily accessible by self 

referral.

11



R elative perform ance 

7. It w as suggested that under-perform ance m ay be defined relatively —  

i.e. as perform ance W hich is substantially poorer than that of the 

m ajority of G Ps. O ne city health authority said: “O ur definition of 
an under-perform ing G P is one w hose pattern of perform ance in a 

range of key areas is w ell below  the standards achieved by the 

m ajority of G PS in the city. 
” This w as also the View  of a practising 

G P w ho defined under— perform ance as “not perform ing as the 

average doctor w ould do”. 

Scope of definition 

Several respondents urged that under— perform ance should be defined 

m ore broadly than in term s of patient safety and clinical practice. 

“This (said one health authority) is w ider than just satisfying the 

Term s of Service. W e also consider attitude to patients, their 

com m itm ent to developm ent of a com prehensive range of services, 

their skills in practice m anagem ent and their fundholding 
3.! perform ance. Another said they w ould “incorporate the four 

headings used in the Accountability Fram ew ork” (for fundholders) —  

clinical and professional, patients and the w ider public, m anagem ent, 

and finance. ” 

Frequency and severity 

14 

9. There w as a recognition that under— perform ance can often be m ore 

about repeated failures than single episodes —  w hich in m any of the 

m ost extrem e cases w ould be dealt W ith through the G M C’S pow ers 

around serious m isconduct. O ne respondent reflected that “everyone 

does m ake m istakes; a single m istake is not necessarily ‘under—  

perform ance’. A definition should include failure to m eet 

expectations over a period of tim e, or on a num ber of occasions, 01' 

in a num ber of different fields.” 

D efinition —  SC H AR R’S suggestions 

0 adopt a Clear but broad definition of under— perform ance; 

0 do not be over— preoccupied W ith detail; 

0 encom pass inadequate knowledge or skills leading to 

behaviour W hich places patients at risk; 

0 recognise the relevance of both clinical and non— Clinical 

dim ensions of perform ance; 

0 accept that single incidents m ay not constitute under- 

perform ance; 

0 set the local approach w ithin the context of nationally 

accepted View s on the perform ance that could reasonably be 

expected from  a G P.

W



C hapter 4 

H ow  do you identify a G P w ho m ay 

be under— perform ing? 

1. D uring the course of SC H AR R’S research m any m easures and sources 

w ere proposed as potential indicators that a G P w as falling below  

recognised standards. They can be grouped under the follow ing 

headings: 

0 practice developm ent planning; 

health authority inform ation sources; 

form al com plaints; 

inform al expressions of concern; 

patient perspectives; 

self identification. 

Practice developm ent p|anning and practice visits 

2. M any health authorities have, or are in the process of establishing 

w ith their professional colleagues, joint fram ew orks to support 

general practice developm ent planning. Several saw  the planning 

1! 

fram ew orks as a m echanism  not only for stim ulating developm ent 

but also for m onitoring perform ance. 

3. South C heshire H ealth Authority View ed their general practice planning 

fram ew ork explicitly “as the vehicle for looking at perform ance and 

im proving quality”. The fram ew ork has been designed to enhance 

general practice developm ent and perform ance in the four areas defined 

in the N H S Executive’s Accountability Fram ew ork”: 

iii 16 

o clinical and professional; 

0 patients and the W ider public; 

0 m anagem ent; 

0 finance. 

W ithin the fram ew ork, each practice is expected to produce an 

annual plan, w ith support, w hich is then form ally agreed w ith the 

health authority. The plan includes objectives, defined by the 

practice, w hich are “intended to focus the attention and energy of the 

practice”. Practices are encouraged to m onitor their ow n 

perform ance, and progress against the plan is review ed on a regular 

basis jointly W ith the health authority. A senior m anager considered 

that the fram ew ork w ill “enable problem s and solutions to be 

identified m ore easily and w ill be m ore positive for G Ps.” 

It w as argued that the changing role of health authorities, linked to 

the em ergence of prim ary care as a key area of national policy, has 

resulted in m any m ore health authority visits being m ade to practices 

than ten or even five years ago —  including those entailed by form al 

joint planning. Several health authorities noted that through regular 

Visits m anagers them selves are able to detect problem s, particularly 

around the organisation of the practice. “Senior m anagers in the 

Prim ary C are D irectorate m aintain a program m e of regular visits to 

practices. D uring each visit, detailed discussions take place regarding 

practice staff issues including, training and education; developm ent 

and contractual issues; the suitability of practice prem ises; target 

levels; postgraduate training; service developm ent plans; and the 

range of genem l m edical services available to the practice 

population” (a health authority). 

H ow ever a risk is that Visits can often be conducted by a num ber of 

different staff across a W ide range of issues w ith little system atic 

sharing or co— O rdinated appraisal of the inform ation gathered.

17
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The SC H AR R  Team  considers that C hannels of com m unication m ight 

in som e cases be structured m ore effectively, perhaps by focusing 

cohtact w ith the practice prim arily around the practice developm ent 

planning process, w ith practice liaison C O -ordinated through one lead 

officer. Ideally the practice plan, led by the practice but constructed 

jointly, should define clear targets and responsibilities for both the 

practice and the health authority. It should reflect a supportive 

approach. through w hich problem s can be identified earlier and 

positive action taken sw iftly to prevent escalation. 

O ther sources of inform ation should be handled in the context of the 

practice planning process. 

H ealth authority inform ation sources 

18 

10. 

H ealth authorities currently process significant am ounts of data 

relating to practices and individual G PS. The value of this data w as 

recognised by both health authorities and the profession, and m ost 

people accepted its potential for indicating that there m ay be under—  

perform ance. 

Several health authorities explained that they w ere w orking jointly 
w ith their professional colleagues to identify a fram ew ork of 
indicators w hich w ould reflect quality w ithin general practice. This 

involved setting standards for m inim um  perform ance and good 

practice. A num ber of these health authorities noted they w ere keen 

to apply national standards w here they existed, w ith specific 

references being m ade to recognised fram ew orks of ‘good practice’ 

such as: 

o the guidance issued by the Joint C om m ittee of Postgraduate 

Training (G eneral Practice) setting standards for teaching 
' 

13. practlces , 

o the R oyal C ollege of G eneral Practitigners publications 

Q uality Initiative”, W hat Sort of D octor” and Fellow ship by 

Assessm ent”; 

0 the G M C’s G ood M edical Practice”; 

0 the King’s Fund O rganisational Audit”. 

11. 

12. 

13. 

14. 

W eightings w ere often being applied to indicators to reflect agreed 

differences in im portance and priority. 

A num ber of health authorities noted that they w ould be 

concentrating on using existing data sources w ell rather than 

developing new  ones. South C heshire spoke for m any w hen they 

explained “w e have sufficient inform ation already w ithout the 

unnecessary distraction of attem pting to invent new  data-sets”. This 

w as w elcom ed by local G P representatives W ho had expressed 

concern about possible requirem ents to collect and provide 

additional data solely to inform  the perform ance m onitoring process. 

Several health authorities had upgraded, or w ere seeking to upgrade, 

their com puter capability and centralise their inform ation system s to 

m ake data handling easier. In addition to sim plifying access to the 

full range of data item s and indicators, health authorities w ere keen 

to be able to “contextualise perform ance” (or benchm ark it) by 

com paring individual scores w ith national, district and locality 

averages and distributions. The geographical dim ension w as seen as 

im portant in View  of the varying dem ands on G Ps providing services 

to different com m unities w ith distinctive local characteristics. A 

num ber of health authorities also m entioned that they distribute 

inform ation routinely to all their practices, show ing how  the practice 

is perform ing com pared w ith other (anonym ised) practices w ithin 

their area, supporting self-audit and developm ent. 

The indicators or sources suggested by health authorities included: 

0 perform ance against the G P Term s of Service (item  of service, 

targets, PG EA, etc); 

o prescribing data (PAC T); 

0 hospital utilisation data (accident and em ergency attendances, 

referrals by specialty); 

o organisation m anagem ent (staffing levels, staff turnover, 

training etc.).

19
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Single health authority perform ance indicators alone are 

insufficiently sensitive to define under— perform ance but a pattern of 

deviation from  local norm s on m ore than one indicator m ay provide 

an im portant pointer and trigger further exploration. 

There w as particular aw areness am ongst health authorities of the 

lim itations of perform ance m easures w hen attem pting to distinguish 

betw een an individual G P’s perform ance and that of their practice, as 

m ost of the data is captured at practice level. It w as noted that the 

perform ance of an under— perform ing G P m ay be m asked W ithin a 

partnership w ith data aggregated across several G Ps. 

By com parison, single handed G PS are far m ore exposed as their 

individual scores and perform ance cannot be m asked by the 

contribution of other G Ps. 

C aution w as expressed about the use of som e particular indicators, 

especially hospital referral data. W hile it is W idely accepted that rates 

of referral provide little or no indication of the appropriateness of 

referralsm o, one R egional D irector of Postgraduate G P Education 

ventured that “m ajor deviations are significant and should w arrant
_ 

further investigation”. 

Form al com plaints 

20 

19. There w ere m ixed View s about a reliance on com plaints as an 

20. 

indicator of poor perform ance. Follow ing the introduction of the 

new  com plaints procedures, w ith the em phasis m uch m ore on 

practice arrangem ents for handling the initial com plaint, m ost health 

authorities have reported that the num ber of com plaints reaching 

their attention in detail has dropped significantly. They receive 

inform ation only about the num bers of com plaints dealt w ith at 

practice level. 

There w as also a recognition that the incidence of com plaints is not 

influenced only by the actual perform ance of the G P, and that a range 

of other factors such as patient em pow erm ent and better patient 

education and understanding play a part. 

21. 

22. 

23. 

“C om plaints m ay appear to be a useful area (said one health 

authority) but they m ay reflect the patient’s expectations of service. 

That is practices w ho consistently provide a poor service m ay 
produce low  expectations in their patients and therefore they do not 
com plain w hereas a good practice m ay receive com plaints if their 
service falls below  their norm ally high standard.” 

Basing an overall judgem ent on an individual com plaint w as seen by 
m ost health authorities as unsound, although they accepted that the 

severity of an allegation could som etim es be decisive. It w as 

considered very im portant to distinguish betw een com plaints w hich 
had been upheld and those that w ere dism issed. The general View  

w as that trends in com plaints m ight indicate a problem  and trigger 
further enquiries. 

Several G P representatives highlighted the devastating effect a 

com plaint can have on a G P, noting that com plaints are not only a 

possible m anifestation of under— perform ance but also a potential 
cause. W hile the profession has very m uch w elcom ed the new  

procedures, it w as suggested that com plaints, W hatever their outcom e, 

tend to low er m orale and often lead to defensive practice. Support and 

rehabilitation at this stage can be crucial in m aintaining standards. 

Inform al expressions of concern 

24. Several health authorities referred to the ‘richness’ of inform ation 
w hich people com m unicate inform ally about G Ps. The follow ing w ere 

identified by health authorities as potential sources of inform ation: 

0 patients, carers and com m unity groups; 

0 prim ary health care team s, particularly com m unity 
nursing staff; 

0 staff of other agencies, e.g. social w orkers, voluntary w orkers; 

0 other G Ps, including partners, the LM C, educationalists; 

0 health authority staff; 

0 secondary care clinicians and m anagers; 

0 relations of the G P.
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Som e concern w as expressed about the use of inform ation from  

sources w ho w ere not prepared to register their View s form ally. 

H ow ever it w as accepted that, for a variety of reasons, people are 

often understandably uncom fortable about m aking a form al 

com plaint about som eone w ith w hom  they have to m aintain a close 

w orking relationship. This is true in particular for the G P’s partners, 

and staff w ho m ay be directly em ployed by the G P. 

W hile a num ber of health authorities and professionals considered it 

inappropriate to include such inform ation in approaches to under—  

perform ance, there w as a balance of professional and m anagerial 

opinion that it does constitute a legitim ate trigger for further 

investigation. 

“W here a concern w as raised verbally it w ould be appropriate to 

look closely at ‘hard’ inform ation such as perform ance indicators in 

an attem pt to validate the concern” (a health authority m anager). 

“You have got to w ork w ith soft inform ation because it m ay be too 

late w hen it becom es hard” (21 G P R epresentative). 

Som e health authorities w ho had com e to this View  had identified the 

need to establish m ore structured processes, external and internal, to 

capture this intelligence effectively —  but w ith a sense of balance. 

M any health authorities have adopted locality m anagem ent 

arrangem ents, and locality m anagers w ere seen as key players, 

naturally gathering ‘soft’ inform ation from  local com m unities, 

com m unity health service staff (nurses, m ental health professionals), 

local authority staff and the local voluntary sector. 

A num ber of health authorities recognised that m any officers 

throughout their organisations interact either directly w ith G Ps or 

w ith bodies w ho relate to G PS. They saw  a need to ensure 

com m unication channels w ere established and clear in order for all 

staff to be able to contribute their understandings —  positive as w ell 

as less so. 

31. 

32. 

Several health authorities suggested it w as im portant that local 

arrangem ents do not encourage an ‘open season’ on G PS, but that 

real concerns are captured effectively, and then dealt w ith 

appropriately: there is no room , several thought, for unprincipled or 

indisciplined reporting. 

A com m unication 100p should be established to ensure feedback to 

the original source. This w ould “discourage the propagation of 
scurrilous rum ours” (a health authority), but also ensure the health 

authority w as seen to be dealing fairly w ith the issue and not 

shielding G Ps inappropriately. In addition it w as pointed out by a G P 

representative that it w as im portant to safeguard the identity of the 

person disclosing the inform ation. 

Patient perspectives 

33. 

34. 

35. 

Patient View s w ill feed into this process both through the form al 

com plaints route and through inform al expressions of concern. 

H ow ever there w ere suggestions, m ainly from  G Ps them selves, that 

m ore proactive approaches to securing patient View s should be 

em ployed. O ne G P noted that “Patients should be the judge of 
practice. It should be possible to survey a random  selection of 
patients w hen assessing a practice”. 

But others expressed their caution about the value of using patient 

surveys to identify G P under— perform ance. It w as suggested that 

satisfaction surveys m ay often deliver high recorded levels of patient 

satisfaction, alm ost irrespective of actual quality. M oreover a 

num ber of G Ps m entioned that patients can som etim es collude w ith 

poor practice to get W hat they w ant (drugs, sick notes, hospital 

referral etc.) rather than challenging or reporting it. 

A m iddle View  w as that good patient surveys, despite their pitfalls, 

m ay help the practice to identify areas for developm ent, in addition 

to potentially highlighting areas of concern.
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Self identification 
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36. 

37. 

38. 

Several health authorities m entioned that G Ps w ho are experiencing 

problem s occasionally contact the health authority directly in order 

to seek support. O ne health authority m ade reference to a single 

handed G P w ho w as feeling isolated and W ished to shadow  other 

G Ps in order to support his ow n professional developm ent. O ther 

health authorities m entioned G Ps w ho had contacted m anagers w ith 

concerns about their abilities to cope or w ith anxieties about their 

health. 

It w as how ever accepted that it w as very rare that a G P w ould first 

share concerns about their ow n perform ance w ith their health 

authority. For this to be seen as an appropriate step for G Ps to w ant 

to take, several health authorities felt they w ould need first to 

dem onstrate that their approach w as inform ed and “supportive of 
general practice”. H ealth authorities saw  self identification as a 

m edium  to long term  aim , reflecting an increm ental process of 

dem onstrating the value of the support that they can offer. 

It w as suggested by m any health authorities that the locality 

approach to developing closer w orking relationships w ith general 

practice m ay help to rem ove barriers and encourage greater 

openness. W hile som e m em bers of the profession agreed that locality 

organisation and processes w ere helping to facilitate the building of 

relationships, several bodies such as the G M SC  felt it w as equally if 
not m ore im portant for the G P to know  that they could approach 

individual very senior m anagers or senior professional colleagues, 

sym pathetic and knowledgeable about their plight, and able to 

deliver a package of support. 

H ealth authority overview  

39. 

40. 

D espite the declarations by health authorities about their 

com m itm ent to fair and transparent arrangem ents, there w as concern 

and alm ost resignation from  m any professionals that health 

authorities believe they know  w ho the poor perform ers are and w ill 

use the new  G M C  arrangem ents and other perform ance m anagem ent 

approaches sim ply as a w ay of “sorting out” —  alm ost settling scores 

w ith -—  these G Ps. 

W ithin this context of suspicion and anxiety, it is im portant that 

health authorities should establish procedures (see C hapter 9), 

including system s of identification, w hich are developed w ith the 

active involvem ent of the profession and are consistent and equitable 

in their application. Personal View s, not based on clear criteria or on 

the inform ation sources described in this section, have no place 

W ithin these arrangem ents. 

Identification —  ScH AR R’s suggestions 

0 establish a practice developm ent planning process w hich acts 

as a stim ulus for developm ent, a focus for dialogue and an 

effective m echanism  for m onitoring perform ance; 

0 adopt a broadly— based, circum spect approach to indicators of 

under— perform ance; 

0 do not put too m uch reliance on any one m easure or source, 

but ignore none of them ; 

0 in particular, develop a convention for dealing w ith inform al 

expressions of concern w hich acknowledges their value but 

dem ands responsible, ethical interpretation and m anagem ent; 

0 w ork at a culture of inform ed supportiveness, including at the 

m ost senior levels, w hich com m ands confidence and trust.
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C hapter 5 

. H ow  do you reach an understanding 

of w hy a G P is under— perform ing? 

R esponding to variety 

The previous chapter outlined the various sources of inform ation 

W hich m ight indicate that a G P w as under-perform ing. Identification 

is obviously im portant but of itself unproductive. There also need to 

be m echanism s for establishing the underlying causes. 

O ne health authority noted that “O nly by understanding the 

underlying cause or causes can one hope to start to im prove 

perform ance”. Another suggested “you need to be experienced and 

sufficiently knowledgeable about the potential causes to look for the 

right clues”. 

Sir D onald Irvine, the President of the G eneral M edical C ouncil, 

w rote recently (w ith characteristic directness) “Som e doctors 

seriously breach accepted standards of professional conduct and 

practice. O thers becom e ill w ithout recognising the consequences for 
their patients. Yet others Show  evidence of a pattern ofpoor practice, 

the causes of w hich include professional isolation, com placency, 

arrogance, idleness and sim ply losing touch ”21. 

SC H AR R’S discussions and survey w ork have left a clear im pression 

that health authorities w ill need to achieve considerable 

sophistication in understanding W hy things are going w rong in the 

case of individual G Ps. There is a risk that inaccurate or 

oversim plified understanding of the issues m ay lead to inappropriate, 

w asteful and counterproductive interventions. If for exam ple the 

underlying problem  for a G P is stress related to relationships betw een 

practice partners, and this has interfered W ith his or her ability to 

keep in touch w ith professional developm ents and resulted in poor 

clinical w ork, an educational intervention as the first and only 

response is quite likely to m ake things w orse. The interpersonal 

issues m ay need to be addressed first as a w ay of preparing the w ay 

for successful learning. 

An indication of inadequate diagnostic w ork m ight be a lack of 

variety in the w ay G Ps recognised as under— perform ing are supported. 

Even W here the m anifestations of under— perform ance are sim ilar the 

causes are likely to vary —  and so therefore should the chosen 

interventions if they are to address the issues in a tailored w ay. 

It is obviously im possible here to capture all the potential causes of 

under— perform ance and the w ays in w hich they m ay interact w ith 

each other. A num ber of suggestions (w hich are not m utually 

exclusive) w ere how ever m ade in health authority survey responses, 

including: 

0 poor preparation for general practice; 

0 isolation from  both professional colleagues and m anagem ent; 

0 lack of involvem ent in continuing education; 

0 problem s of physical health; 

0 m ental health problem s, including addiction or alcohol abuse; 

0 stress related to w ork or dom estic circum stances; 

0 low  m orale; 

0 poor practice infrastructure and insufficient resources; 

0 excessive w orkload; 

0 poor relationships W ithin a practice; 

0 inappropriate or com plex relationships w ith patients; 

0 especially tragic or upsetting patient experiences; 

0 an unsupportive or inappropriate attitude on the part of the 

health authority; 

a attitudinal problem s on the part of the G P.
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The need for clarity about causes as a basis for properly chosen and 

targeted intervention has the im portant im plication for health 

authorities that those responsible for perform ance issues should have 

a genuinely strong understanding of the general practice environm ent 

and the concerns of G Ps. 

D iagnostic tools 

28 

10. 

11. 

W hile a m ajority of health authorities took the View  that an 

understanding of the issues in play could be achieved through 

conventional discussions w ith a G P, a few  concluded that a m ore 

structured diagnostic approach w as required. It is interesting and 

significant that the N orth W est region learning sites, W here there has 

been a good deal of focused thinking and discussion, w ere m ore 

likely than health authorities in general to favour this approach. 

M orecam be Bay H ealth Authority, in collaboration w ith their LM C, 

has developed a diagnostic checklist w hich covers all aspects of 

general practice. The checklist is used by their G P Facilitator, during 

practice Visits, as a prom pt to ensure consistency and as a tool to 

identify areas of need or deficiency. 

O ne health authority m edical adviser said that in addition to talking 

w ith a G P, there m ay need to be a m ore thorough investigation of his 

or her practice, w hich m ight include options such as review ing a 

sam ple of case notes and looking at the appointm ent system s. The 

m edical adviser considered the analysis of case notes to be “a useful 

test of the C PS aw areness of their responsibilities”. 

O ther health authorities w ere considering using existing assessm ent 

tools or fram ew orks for ‘good practice’ such as those m entioned in 

Paragraph 10 of C hapter 4. A num ber of educationalists and m edical 

advisers, favoured the assessm ents applied to the accreditation of 

training practices“. 

12. It w as noted by m any including the R C G P that caution should be 

applied w hen em ploying these tools to identifying and assessing 

under— perform ing G Ps, since they w ere developed prim arily to 

recognise good or exceptional practice. If standards are to be used 

they m ight need to be adjusted sensitively to reflect the difference of 

purpose and expectation, w ith the involvem ent and agreem ent of the 

profession locally. 

13. W hen focusing dow n in detail on the specific cause of a problem , it 

w as suggested that a single diagnostic tool is likely to be insufficient 

to establish that a G P’s perform ance is inadequate, and that it is safer 

to rely on evidence w hich is supported by m ore than one assessm ent 

instrum ent. 

D iagnosing the underlying causes of under-perform ance —  

ScH AR R’s suggestions 

0 there m ay be m any com plex reasons for G P under—  

perform ance; 

0 the reasons m ay differ from  instance to instance, even W here 

the m anifestations of perform ance problem s are sim ilar; 

0 if interventions are not to be ineffective, w asteful or 

counterproductive they should be tailored to the case; 

0 therefore, take steps to ensure that diagnostic w ork w ith 

under— perform ing G Ps is sufficiently sophisticated to identify 

the underlying problem s; 

0 put the responsibility in the hands of senior people W ho have 

an excellent understanding of general practice; 

0 consider the use of structured diagnostic fram ew orks to 

supplem ent m ore conventional discussion.
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Support packages and action plans C hapter 6 

4. An exploration of the literature22 and the View s of som e 

educationalists and G P representatives advanced during the research, W hat interventions should be 

considered to support G Ps w ho 
are under-perform ing? 

suggest that one~t0— one contact, in particular w ith respected peers, 

can be especially effective in influencing behaviour. H ow ever it is also 

w idely acknowledged that because the underlying causes of under—  

perform ance w ill often be several and com plex, no single approach is 

likely to deliver the necessary im provem ents in perform ance: rather a 

package of support and interventions w ill be required. 

Im prO Ving perform ance 5. M any health authorities said they envisaged that the range and type 

of interventions and support being offered, and the im provem ents 
Securing im provem ents in perform ance is recognised as difficult and 

often tim e consum ing”. It w as suggested by a health authority 
m anager that im provem ent is m ost likely to happen w hen there is “a 

recognition by the G P of the need to change and a w illingness by the 

G P to undertake actions w hich bring change about”. 

A health authority m edical adviser suggested that the introduction of 
the G M C’S new  pow ers w ould be “useful in securing the attention of 
the G P”, suggesting that this in itself w ould be a driver for change. 

This m ay be true but it is Clearly not sufficient. Alm ost every 

respondent has recognised that establishing a productive change 

process requires skill on the part of those w orking w ith the G P to 

identify the personal issues and respond to these w ith appropriate 

interventions and support, designed to im prove perform ance. 

As there are m any reasons W hy a G P m ay be under— perform ing so 

there are m any approaches w hich m ay be used to support G Ps w hose 

perform ance gives cause for concern. This section of the report 
provides ideas and exam ples of different types of interventions and 

support, draw n from  the ScI— IAR R  research. 

expected from  the G P in return, w ould be expressed in the form  of 
an action plan or contract betw een the health authority and the G P. 

The types of interventions and support idéntified through this project 

can be categorised into three m ain groups: 

0 education, including m entoring; 

0 m easures to im prove practice infrastructure; 

0 steps to address health issues. 

Educaflon 

W here a G P w as identified as having shortfalls in his or her 

professional skills or knowledge, or in their application, it w as 

generally expected that they w ould benefit from  a package of rem edial 

or additional training (w ith the caveat expressed in C hapter 5, 

paragraph 4).
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It w as suggested that w hen an educational need w as identified the G P 

should be referred to an educationalist (independent of the general 

assessm ent process described in the m anagem ent m odel in C hapter 9). 

A num ber of people identified the R egional D irector of Postgraduate 

G P Education as the appropriate person to refer to in the first 
instance, as the person best placed to access educational resources 

(funding, as w ell as other educationalists) W ithin the patch. 

Several of the current incum bents of this regional role, w hen the 

SC H AR R  Team  m et them , suggested it w ould be im portant for health 

authorities to talk w ith their ow n Associate Advisor and their local 

R egional D irector of Postgraduate G P Education to com e to a 

general understanding about local arrangem ents for supporting G Ps 

W hose perform ance gives cause for concern. This w ould include 

establishing: 

0 criteria for referral to a nam ed educationalist; 

:9 clear assessm ent procedures; 

0 arrangem ents to support the construction of personal 

learning plans; 

0 access to a range of education and training interventions; 

o m echanism s to evaluate the success of these interventions. 

Follow ing a referral and assessm ent identifying deficiencies in either 

skills, knowledge or application, it w as suggested that the G P 

educationalist should agree w ith the G P a personal learning or 

professional developm ent plan to address these deficiencies. Several 

health authority m anagers suggested this plan should also be agreed 

w ith the health authority as the body responsible for overseeing the 

process and as a potential co— resourcer (see C hapter 7). 

11. 

12. 

A num ber of people said the plan should be tailored to the 

individual’s needs, geared to rehabilitation, and include specific 

outcom e m easures to aid evaluation. O ne R egional D irector of 

Postgraduate G P Education noted that “the prescription for each 

case w ill be different and the training should be tailored accordingly. 

Education should not be tim e serving but should be show n to m eet 

[D re-determ ined objectives.” 

D uring the course of the research, the attention of the SC H AR R  Team  

w as draw n to m any interesting approaches to education and training. 

In addition to the m ore conventional PG EA accredited courses, the 

follow ing w ere also identified as being potentially relevant: 

o action/portfolio based learning sets for sm all groups of G Ps to 

learn together, reducing isolation and encouraging m utual 

support; 

0 secondm ent schem es to enable a G P to gain practical 

experience, knowledge and skills from  ‘shadow ing’ respected 

peers in a ‘real’ environm ent; 

a Visiting G Ps w ith appropriate experience providing practical 

training and support to an under— perform ing G P in their ow n 

surgery; 

0 G P induction schem es aim ed at newly qualified G Ps or 

returners could also be appropriate for the isolated under—  

perform ing G P; 

9 practice based m ultidisciplinary training aim ed at im proving 

practice cohesion and com m unication; 

o com puter based interactive training packages; 

0 m anagem ent training for G PS; 

0 audit groups to support m ore effective care through audit and 

reflective learning.
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m-‘ These initiatives reflect research into G P needs and preferences 

concerning their education“, w hich has show n that G Ps in general ° providing the G P W ith protected tim e in a confidential C O H tCXtE 

0 close to the practice; 

0 in sm all groups of respected peers; 

o w ith personal contact and active participation; 

o reflecting on and review ing perform ance; 

0 offering new  inform ation or skills; 

o aim ing to reduce uncertainty and elevate the status of 

their w ork. 
17. 

prefer and respond best to education W hiC h IS: 0 supporting the preparation of a personal learning plan; 

0 helping the G P to apply their previous knowledge to present 

tasks; 

0 offering help in identifying barriers to developm ent, including 

the form ulation ‘of solutions; 

0 providing personal support for an individual’s professional 

developm ent. 

W hile it w as generally considered that the m entor should be a 

respected peer, View s varied on w ho w as the m ost appropriate type 

of m entor for this'group of G Ps. It w as suggested that G P Trainers 
1 

14. A note of caution is appropriate how ever. Stanton and G rant’s recent 
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and as a w ay of supporting a G P through the W hole process of 

knowledge of the support avallable to G Ps. Selectlon, preparatlon 

rehabilitation 
and ongoing support for the role w ere considered essential”. 

16. Although m entorship can take a variety of different form s, it w as M easures t0 Im prove praC te lnfraStrU C ture 

34 

suggested that the key features of the m entoring role in supporting 

G Ps W hose perform ance gives cause for concern w ere: 19. U nder— perform ance m ay be attributed to an underdeveloped practice 

infrastructure”.
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A num ber of health authorities acknowledged that G PS can be 

severely ham pered in the range and quality of services they provide 

by the lim itations of their surgery prem ises. It w as recognised that 

sm all, cram ped accom m odation inhibits the provision of the type 

of prim ary health care service expected in the 19903. H ealth 

authorities w ere clear that they had a responsibility to support G Ps 

in developing their prem ises, w hich included help w ith design, 

planning and funding. 

Sim ilarly, it w as recognised that a G P w orking W ithout access to 

appropriate levels of support staff w ould also find it difficult to 

provide an adequate level of service. Several health authorities 

m entioned specifically the contribution w hich a practice nurse can 

m ake, but there w as also a recognition that adm inistrative and 

clerical staff play a valuable role in releasing the G P to practice m ore 

effectively. M any health authorities acknowledged they had a 

responsibility to support the G P not only by m aking reim bursem ent 

available, but also by helping w ith recruitm ent and staff training and 

facilitating the adoption of practice based personnel policies. 

O ne R egional D irector of Postgraduate G P Education noted that “it’s 

not just doctors that perform  badly, it’s w hole practices”. Another, 

D r Bob H edley, based in the Postgraduate O ffice in N ottingham , 

agreed that perform ance is underm ined W here team w ork is poor. In 

response his office has developed a ‘total facilitation service’ aim ed 

at assessing the perform ance of a W hole practice across a w ide range 

of areas, identifying developm ent needs and providing training to 

m eet these needs. The training is practice based and 

m ultidisciplinary, w hich D r H edley believes helps practice cohesion 

and com m unication, so im proving perform ance. 

The value of m ultidisciplinary learning w as also recognised and 

supported by a num ber of health authorities, w ho w ere either 

running, or in the process of developing, practice based educational 

program m es. 

24. 

25. 

26. 

27. 

The View  that G P perform ance is enhanced by efficient practice 

m anagem ent“ w as W idely endorsed by health authority m anagers 

and m em bers of the profession. The converse w as also noted in that 

som e G Ps m ay be poor m anagers them selves or their m anagem ent 

arrangem ents m ay be poor, either of w hich could be reflected in 

inefficient or ineffective patient care. 

M easures to support im proved practice m anagem ent suggested by 

health authorities included: 

0 m anagem ent training for G PS; 

0 the appointm ent of practice m anagers to practices W ithout a 

m anager; 

0 training program m es for practice m anagers; 

0 practice m anager support groups; 

0 pairing practices to learn from  each other; 

0 respected practice m anagers w orking w ith other practices 

experiencing organisational difficulties. 

The role of the practice m anager w as seen as a key feature of m odern 

general practice, one health authority m anager explaining that ‘a 

good practice m anager can lift so m uch of the adm inistrative and 

m anagem ent burden off the shoulders ofa G P, releasing the G P to be 

m ore effective in their clinical role’. Several health authorities 

believed they had responsibilities to help G PS to recruit good quality 

m anagers, and to support practice m anager developm ent through 

training and netw orking. 

In recognition of the m anagem ent difficulties often experienced by 

single handed or sm all practices, M anchester H ealth Authority has 

established a Sm all Practice Adviser Schem e. This involves tw o very 

experienced practice m anagers w orking w ith a num ber of sm all 

practices to support them  in their practice organisation.
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28. 

29. 

30. 

31. 

32. 

Poor physical or m ental health can severely im pair the perform ance 

of a G P“). M any W ithin the profession did how ever draw  attention to 

the reluctance of G Ps to access health services available to the general 

public. It w as suggested that G Ps often feel that they have a 

responsibility to take care of them selves, but that being “objective 

about one’s ow n health is im possible” (a G P). In addition, it w as 

claim ed that, because of their position as “guardian of other people’s 

health” (a G P), G Ps are particularly sensitive about the perceived 

stigm a of being seen by patients or colleagues to have a health need, 

particularly w here this relates to m ental health or addiction 

problem s. 

Several people highlighted the difficulties associated w ith G PS 

registering for general m edical services. In particular, the potential 

conflict of interest arising from  a G P being registered w ith their ow n 

practice w as identified; especially W here a period of absence due to 

sickness m ight im pinge on the w orkload and finances of the G P’s 

partners. For this reason the G M SC  and som e health authorities 

encourage G Ps to register w ith a practice other than their ow n. 

O ne health authority m edical adviser said that w hen he encountered 

a G P W hose under— perform ance could be attributed to sickness, he 

w ould usually encourage them  to Visit their ow n G P and w ould 

follow  their progress inform ally (w ith the G P’s consent). 

The idea of care and support aw ay from  the im m ediate area, 

avoiding the G P’s ow n patients and colleagues, w as considered 

im portant by m any W ithin the profession even W here this m ight 

necessitate an extra contractual referral by the health authority. 

O ne health authority and their LM C  had reached a joint agreem ent 

that any G P identified as potentially under— perform ing due to ill 
health could be referred for a private ‘out of area’ consultation paid 

for by the health authority. This w as considered to be an independent 

and confidential arrangem ent w hich w as sensitive to the G P’s needs, 

but also safeguarded the patients’ interests. 

33. 

34. 

35. 

The G M SC  has recently revised its guidance to LM C S on a m odel 

schem e to help G PS w ho are sick and this is a valuable source”. 

As independent contractors, G Ps are responsible for their ow n health 

care but m any w ithin the profession believe strongly that G Ps should 

have recourse to an occupational health schem e specifically geared to 

the needs of G PS. The G M SC  w ill shortly be publishing a report aim ed 

at encouraging health authorities and LM C S to establish local schem es. 

G PS as em ployers have a responsibility for the occupational health of 

their em ployees, and since their ow n perform ance is intim ately linked 

to that of the practice team  it is im portant that they address it 

positively, and are supported by the health authority in doing so. 

The m ental toll of providing care on a long term  basis has been 

identified as a potential source of G P ‘burnout’ and counselling 

initiatives have been proposed as the appropriafe responsive 

m easures”. In addition to the BM A’S w ell respected N ational 

C ounselling H otline, several health authorities referred to their ow n 

local arrangem ents to support G Ps through the provision of 

dedicated counselling.
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Interventions and Support —  SC H AR R’S suggestions 

0 be aw are of the W ide range of potential interventions that m ay 

be available in term s of education and m entoring, the 

im provem ent of practice infrastructure and m easures to deal 

w ith ill— health; 

o interventions and support should be tailored to the needs of 

the individual G P; 

0 in m ost instances a package of support and interventions w ill 
be required w hich should be specified in an action plan or 

learning contract, together w ith the im provem ents in 

perform ance expected from  the G P; 

0 individual G Ps, as w ell as having different problem s to 

contend w ith and therefore different plan content, m ay also 

have natural preferences in term s of learning m ethods and 

these should be taken into account; 

0 consideration should be given to the role of a m entor in 

supporting the G P through the process of rehabilitation. 

C hapter 7 

H ow  do you resource the suppert m  

G Ps w hose perform ance gives cause 

for concern? 

G eneral 

M any health authorities had recognised that there w ould be no 

additional funding provided centrally to support w ork w ith under—  

perform ing G Ps —  including those for W hom  G M C  referral cannot be 

avoided. H ow ever, it w as acknowledged that resources w ould be 

needed to: 

o establish and run the assessm ent process described in 

C hapter 9; 

0 support individual G Ps in taking forw ard the recom m ended 

action from  the assessm ent. 

Several health authority officers suggested that they w ould need to 

m ake the case for additional resources w ithin their ow n authority. A 

num ber of m anagers explained that they w ould be seeking to 

establish support for poorly perform ing G Ps as a priority for the use 

of available grow th m onies. 

TW O  health authorities said they intended to audit the current use of 

resources in support of under— perform ing G Ps including staff tim e. 

This w ould identify W hat is available and open the w ay, at least to 

som e extent, to reprioritisation. O ne of the health authorities 

planned to involve their R egional D irector of Postgraduate G P 

Education and LM C  so as to achieve a shared understanding of all 

the resources available to support G Ps in the area.
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;‘ A num ber of health authorities acknowledged that cash lim ited 

G eneral M edical Services (G M S) funding w as distributed 

disproportionately and perhaps inequitably am ongst practices. Som e 

could see a case for som e gradual redistribution in favour of practices 

experiencing perform ance problem s. 

R esourcing the assessm ent process 

In general, health authorities considered that the overall officer 

contribution to new  perform ance-related arrangem ents w ould not 

necessarily have to change significantly, although there w ould need 

to be som e refocusing around a m ore defined and form al process. 

They considered that the sam e m ight apply to the involvem ent of G P 

educationalists and LM C  m em bers. W hile several educationalists did 

express anxiety that they w ere not resourced for this type of w ork, 

LM C  representatives generally accepted that supporting struggling 

G Ps w as part of their role and therefore involvem ent in the process 

w as a legitim ate call on their tim e. 

R esourcing support arrangem ents for individual G Ps 
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6. Under the G M C’S new  perform ance procedures the onus of m eeting 

the costs of rem edial training rests w ith the G P. In the W ider context 

of w ork w ith G Ps W hose perform ance gives cause for concern, health 

authorities tended to agree that training costs should be m et by the 

G P but several also indicated that they w ere prepared to help. Som e 

felt a 50%  split w ould be appropriate. 

“W hile G Ps have a responsibility to support their ow n professional 

developm ent, w e also have a clear responsibility to support prim ary 

care developm ent w hich includes support to individual G Ps.” This 

health authority m anager reflected a m ore W idely held View  that 

w ork w ith under— perform ing G Ps is part and parcel of practice 

developm ent w ork in general, not qualitatively different from  it. 

10. 

11. 

A num ber of people, including m anagers, G PS and educationalists 

proposed that an individual G P m ight be expected to set all or part 

of their Post G raduate Education Allow ance (PG EA) against the cost 

of retraining. O thers expressed opposition to this suggestion on the 

grounds that the allow ance should be used for continuing m edical 

education (C M E) rather than rem edial training. The SC H AR R  Team  

are clear that the w ording of Section 37 of the Statem ent of Fees and 

Allow ances is sufficiently flexible to enable D irectors of Postgraduate 

G P Education to accredit rem edial training tow ards PG EA and 

believes that this should becom e accepted practice. 

There w as a recognition that G PS, particularly single handed G PS, 

w ill require support to run their practice so they can be released for 

training. Several health aujc’horities suggested that they w ould 

consider contributing to the cost of locum s. 

M any health authorities accepted they had a responsibility to 

support G Ps in developing their practice staffing structure, 

particularly W here it w as hindering the provision of services. 

H ow ever they w ere all anxious that —  in line w ith established practice 
—  the G P should take som e responsibility in contributing to costs. 

H ow ever several health authorities said that w ith the agreem ent of 

their LM C S they had contributed 100%  reim bursem ent for 

peripatetic posts w orking across a num ber of practices. These 

included specialist practice m anagem ent advisers w orking w ith sm all 

practices or practices needing support w ith their organisation
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R esources —  ScH AR R’s suggestions 

0 conduct an audit, w ith the LM C  and others, to identify how  

resources are currently being used to support general practice 

perform ance and w hat opportunities there m ay be for 

refocusing them ; 

0 the G P m ight be expected to fund rem edial education and 

training, but consider funding cover arrangem ents to release 

the G P; 

0 be prepared to contribute to developm ents in practice 

infrastructure —  prem ises, staff and staff training —  w here these 

contribute to under— perform ance. 

C hapter 8 

H ow  w ould you evaluate the success 

of your approach? 

Evaluating individual G P perform ance follow ing 

intervention 

1. In attem pting to im prove the perform ance of individual G Ps, several 

people acknowledged the im portance of setting clear objectives 

W ithin the action plan both to focus the attention of the G P and to 

enable the G P’s perform ance to be reassessed follow ing any action. 

2. D uring the course of SC H AR R’S research, it w as suggested that 

objectives should: 

0 be individualised; 

relate specifically to the identified areas of concern; 

be m easurable; 

be based on outcom es rather than inputs w herever possible; 

be understood by all parties involved; 

have defined tim escales for com pletion and review. 

3. It w as noted that certain areas w ere m ore am enable to m onitoring 

than others. W here under— perform ance w as attributed to lack of 

knowledge, skill or understanding and a course of training w as 

recom m ended, it w as suggested from  several quarters that this should 

be follow ed up w ith som e form al testing. W here poor perform ance 

w as a consequence of ill health and the G P w as under supervision of 

another health professional, there w ould be a clear duty on the health 

professional to allow  the G P to return to practice only w hen they 

w ere clinically fit. W here attitudinal issues are involved in under—  

perform ance the m easurem ent problem s are greater.
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Several health authorities em phasised the need to m easure progress 

and change in term s of the inform ation sources w hich contributed to 

identification and diagnosis. Som e w ent on to say that the sam e 

caution had to be exercised in interpreting inform ation as evidence of 

actual change as in interpreting it as evidence of the need for change. 

The point w as m ade that perform ance gains m ade in the short term  

can also be short lived. There m ay in som e cases need to be 

m onitoring approaches w hich operate over a longer tim e scale. 

Evaluating the process 
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A num ber of health authorities, particularly the Learning Sites in the 

N orth W est, indicated their determ ination to review  their ow n 

arrangem ents for supporting under-perform ing G Ps. This included: 

0 piloting procedures w ith volunteer G PS in advance of 

im plem entation w ith G Ps believed to be under— perform ing; 

o post— im plem entation m onitoring of the process. 

Several learning sites w ere testing their assessm ent procedures by 

conducting Visits to volunteer G Ps. W hile this w as recognised as no 

substitute for Visiting a perhaps reluctant under— perform ing G P, it 

w as considered that the pilots w ould enable authorities to: 

0 iron out O bvious flaw s in their approach; 

0 test the appropriateness of any diagnostic tools; 

0 enable key staff m em bers to gain experience in a ‘safe’ 

environm ent. 

A num ber of health authorities considered it w ould be im portant to 

continually check w hether a process, once operational, w as 

successful in identifying under-perform ing G Ps, diagnosing their 

problem s and ultim ately achieving im provem ents. O ne health 

authority suggested that in addition to m onitoring the perform ance 

of G Ps against the objectives set out in the action plans, they should 

also check w ith individual G Ps to understand the approach from  

their perspective. This w ould include asking them  to suggest w ays of 

im proving it. 

Another health authority officer w as keen to com m ission an 

independent study into the effectiveness of their ow n approach, 

currently being developed. She considered it w as im portant to be able 

to dem onstrate that their approach w as supportive, believing that 

this m ight encourage G Ps w ho are struggling to m aintain standards 

to contact the health authority for help and assistance. 

Evaluation —  SC H AR R’S suggestions 

0 set clear objectives in the action plan both to act as a focus for 

the G P and to enable the G P’s perform ance to be reassessed 

follow ing any action; 

- objectives should be: 

individual to the G P 

relate specifically to the areas of concern 

m easurable, as far as possible 

based on outcom es w herever possible 

be understood by all parties involved 

have defined tim escales for com pletion; 

0 consider piloting an evolving approach w ith non— live cases; 

0 consider m ethods of evaluating the authority’s approach on an 

ongoing basis, including securing feedback from  subject G Ps 

them selves.
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C hapter 9 

H ow  w ould you establish an overall 

m anagem ent process for w orking 

w ith G Ps w hose perform ance gives 

cause for concern? 

1. The previous sections have focused in detail on separate elem ents of 

w ork w ith under— perform ing G Ps —  identification, diagnosis, 

intervention and so on. H ealth authorities charged w ith offering 

support to under— perform ing G Ps w ill need to put in place a clear 

overall m anagem ent process w hich links the elem ents together in an 

effective, com prehensive approach. 

2. The follow ing proposed approach has been distilled from  ideas 

advanced by a large num ber of health authority m anagers and 

m em bers of the profession. It is m eant to serve as a practical 

fram ew ork for developing local approaches to supporting G Ps W hose 

perform ance gives cause for concern. 

3. The approach w ill hold few  if any surprises for health authority 
m anagers and is a natural extension of good m anagem ent practice in 

other areas of w ork. 

H ealth authority lead senior m anager 

4. The SC H AR R  team  is convinced that there should be som eone senior 

(at director level) w ith clear responsibility for m anaging this area of 

perform ance W drk W ithin the health authority. The person should be 

knowledgeable about general practice although not necessarily a 

clinician, and com m and (or quickly secure) the obviously essential 

respect of the profession. 
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This person w ould be responsible for co-ordinating the practice 

developm ent planning and inform ation sources described in C hapter 

4. They w ould have arrangem ents in place for routinely review ing 

perform ance indicator data and w ould be the ‘assem bly point’ for 
other concerns and inform ation about perform ance. 

W here the data or a concern im plied possible under— perform ance, 

this senior officer w ould need to m ake a decision on an appropriate 

initial response. A num ber of health authorities noted that m any of 
the concerns arising can be dealt w ith inform ally at this stage by the 

health authority alone, usually through a low  profile practice Visit. 

O ne health authority m anager w as keen to note that indicators of
F poor perform ance should not be seen as ‘...cut and dried: it is 

im portant for senior m anagers to adopt a m ature and com prehensive 

approach by sharing concerns at an em ’ly stage w ith G Ps, talking 

w ith them  to establish w hat the underlying problem s m ight be, and 

w orking w ith the G Ps on w ays in w hich to address the problem s”. 

LM C  lead 

W here the level of concern w as relatively high, a num ber of health 

authorities suggested that the health authority lead officer should 

contact a nom inated m em ber of the Local M edical C om m ittee 

(LM C) to seek their View. It w as proposed that the nom inated LM C  
m em ber should have an ongoing responsibility for this area in order 

to build up expertise around the process and also develop an effective 

w orking relationship w ith the health authority lead. 

The tw o w ould m eet to consider the issue, W ith supporting 

inform ation provided by the health authority —  including practice 

profile inform ation built up from  the perform ance indicator data. 

Based on the inform ation available, they w ould’decide W hether it 
w as appropriate to continue w ith an inform al approach (through one 

or the other, or together) or W hether it w as necessary, because of the 

grounds for concern, to adopt a m ore form al approach. It m ight be 

that inform al contact w ould in turn yield additional inform ation 

w hich strengthened the level of concern, tilting the process in the 

direction of the form al. If a form al approach w as necessary the tw o 

w ould call a m eeting of the Support Panel.
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Support Panel 

50 

10. 

11. 

12. 

13. 

Several health authorities had reached the decision to establish a 

group of people, draw n from  health authority senior m anagers, the 

LM C  and G P education, to be responsible for: 

o review ing concerns about individual doctors; 

o assessing a doctor’s individual needs; 

0 supporting their rehabilitation through appropriate action; 

0 evaluating the success of the action. 

R eflecting the essence of the group’s role, one health authority 

referred to it as a Support Panel. 

The M ersey G roup of H ealth Authorities w ere looking to establish a 

Panel in each of the four constituent health authorities. Each w ould 

include tw o health authority m anagers (one non— clinical, the other 

the m edical adviser), tw o LM C  m em bers and an educationalist. 

M anchester has a panel —  again w ith representation from  the LM C, 

the health authority and G P education (Postgraduate Adviser and G P 

Tutor) —  but also including a C H C  representative and an independent 

(non— LM C) G P. 

Som e G P educationalists have registered concern about being 

involved in the identification and general assessm ent of G Ps w hose 

perform ance gives cause for concern, suggesting they should have an 

independent role w ithin the process, geared solely to the support of 

a G P once identified and assessed. O thers have agreed that W hile it 

m ight be m ore appropriate for the educational support or 

intervention itself to be provided independently of the assessm ent 

process, it w as nevertheless desirable to have an educationalist 

involved in the assessm ent stages for their ‘distinctive’ analytical 

skills and their ability to assess W hether a G P w ould benefit from  

educational support. 

14. 

15. 

16. 

There w as a suggestion from  the O verseas D octors’ Association 

(O D A), that an O D A m em ber should also be on the Panel to reduce 

concerns about racism . The O D A is represented in m ost LM C S, so 

there are opportunities for one person to cover both aspects of the 

role. It w as also recognised that in certain areas doctors from  

m inority ethnic backgrounds m ight have separate arrangem ents for 

representation w hich should be considered w ithin the local process. 

Presented w ith inform ation that a doctor m ay be under— perform ing, 

the Panel w ould need to m ake a decision on w hat action to take. 

D epending on the inform ation, it m ight choose one of the follow ing 

options: 

0 consider there w as insufficient cause for concern and decide 

that no action w as necessary; 

0 the sam e, but w ith a review  scheduled for a point in the future; 

0 consider there w as som e cause for concern but that it should 

be dealt w ith inform ally; 

0 consider there w as sufficient cause for concern to initiate a 

form al practice Visit; 

0 in rare circum stances, consider that the evidence w as so over- 

w helm ing that the G P should be referred directly to the G M C. 

If the health authority lead m anager and their LM C  colleague had 

done their job w ell, there w ould be few  doctors at this stage for 

w hom  the first three options w ould be appropriate. Equally, 

im m ediate referral to the G M C  w ould be rare. In the m ajority of 

cases, the appropriate course of action w ould be to Visit the G P, 

norm ally at the practice but exceptionally elsew here.

51



I;,B 

C om position of the Visiting Team  
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17. 

18. 

There w as general agreem ent from  health authorities pursuing this 

approach that the Visiting Team  should be draw n from  the Support 

Panel and should com prise a m inim um  of tw o people, w ith a 

m axim um  of three. There needed to be sufficient num bers to ensure 

a balance of expertise and opinion, but m ore than three w as 

considered unnecessarily intim idating for the subject G P. 

O ne health authority m anager suggested that “the Visiting Team  

w ould consist of tw o people from  the Panel, chosen on the basis of 
their knowledge of the particular area of concern.” O thers 

considered that a team  of three, including a health authority senior 

m anager, an LM C  m em ber and a G P educationalist w ould be m ore 

appropriate. In this m odel it w as argued that the senior m anager 

should be a non— clinician, acting alm ost in the capacity of 21 G M C  
‘lay assessor’. 

C ontacting the G P 

19. 

20. 

A num ber of health authorities acknowledged that the first contact 

w ith the G P should be handled particularly sensitively. It w as 

suggested that a personal telephone call by one of the Visiting Team  

w as the m ost appropriate approach. The purpose of this first contact 

w ould be to: 

0 set out the broad areas of concern; 

clarify the process; 

em phasise the supportive intent; 

o secure a date and venue for the Visit; 

0 clarify w here the G P w ould like any correspondence to be sent. 

This conversation w ould be follow ed up im m ediately by a letter sent 

to the address of the G P’s choice. O ne health authority suggested that 

a proform a or C hecklist W ith the details (an agenda for the Visit, in a 

sense) should be enclosed w ith the letter and the G P asked to 

com plete and return som e form  of confirm ation of understanding 

and agreem ent. 
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21. Som e G Ps m ight refuse to m eet w ith the Visiting Team  or be 

unw illing to address any concerns around their ow n perform ance. 
Several health authorities acknowledged that it w as natural for a G P 

to have reservations about the process. In such cases, through its 
m ost appropriate m em ber, the Visiting Team  should attem pt to allay 
the C PS fears as far as possible by em phasising strongly that the 

intention w as to try and understand the nature of the problem  and 

agree a program m e of help and support w hich w ould enable the G P 

to re-establish satisfactory practice. If the subject G P refused 

resolutely the Team , as one health authority m anager said, w ould 
have “no choice but to refer to the G M C”. 

G P friend/supporter 

22. 

23. 

24. 

25. 

Several people recognised that a G P m ight w ell feel vulnerable, 
isolated and agitated on receiving first new s of perform ance 
concerns. They m ight w ish to have ‘independent’ support to help 

them  through the process —  including preparation for the Visit, during 
the Visit itself, and through any program m e of action or 
rehabilitation. The right to this kind of support should be m ade Clear 

during the initial telephone conversation and reaffirm ed in the 

follow— up letter. 

It w as generally considered that the G P’s friend or supporter should 
be another practising G P on the basis that they w ould em pathise and 

understand the issues. But View s differed on how  the support person 

should be identified. 

Som e respondents believed that the subject G P should be able to 
choose any G P to act as their friend, others that the G P should only 
be able to m ake their choice from  an approved panel. M em bership of 
the panel w ould be based on having gone through an interview  and 

specific training for the role. The SC H AR R  Team ’s clear View  is that 
the subject G P should be free to C hoose anyone they w ish to support 

them , but that a list of appropriate G PS should indeed be form ed and 

held by the LM C  as a resource for subject G Ps to consider. 

The O D A represented particularly that it w as im portant for a G P 

from  a m inority ethnic com m unity to have the right to choose a 

friend from  the sam e com m unity.
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,b‘ Several people rem arked that the role of the m entor (described in 

C hapter 6, paragraphs 15 — - 18) and that of the G P’s friend/supporter 

potentially overlap. Although the skills required w ould be sim ilar, it 
m ight m ake sense for the roles to be considered distinct, w ith the 

friend/supporter concentrating on helping the G P through the 

process and the m entor specifically supporting and contributing to 

educational and rehabilitative m easures. 

Focus of the visit 
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27. D uring the Visit, the Visiting Team  w ould: 

28. 

29. 

30. 

0 explore their concerns w ith the G P; 

0 attem pt to diagnose the causes of the problem s identified; 

0 try to agree a w ay forw ard. 

From  the research, and particularly the experience of the learning 

sites, the SC H AR R  Team  consider that this w ould best be achieved 

w ith the aid of a diagnostic checklist, developed and agreed w ith the 

profession locally but based on nationally recognised fram ew orks of 
good practice. 

A num ber of health authorities felt that there m ay need to be m ore 

than one Visit, suggesting that at the first m eeting the Visiting Team  

w ould attem pt to secure from  the G P a recognition of the problem  

and a general com m itm ent to w orking together to tackle it. 

Subsequent m eetings w ould deal w ith the issues in m ore detail and 

m ight involve a range of people w ith specific skills, e.g. a prescribing 

adviser. 

In responding to the range of problem s w hich m ight be identified 

there w ould need to be the possibility of a referral on to 
‘independent’ specialist advice and skills. For instance, W here an 

educational need w as identified m any health authorities w ere clear 

that the Team  w ould seek advice from  an educationalist. 

Action plan/contract 

31. 

32. 

33. 

34. 

At the appropriate point the Visiting Team  w ould prepare a draft 

action plan w ith the G P. 

The Visiting Team  w ould produce a report for the Support Panel, 

giving their findings and proposing the action plan —  w ith outline 

costings —  for agreem ent. Because all the key stakeholders w ould be 

represented on the Panel, it w ould be in a position to assess, com m it, 

m obilise and co-ordinate the relevant available resources (including 

understanding, tim e, people, funding, and support system s). The 

Panel w ould agree a support package only on the basis of W hat w as 

affordable, w ithin the context of all other priorities. 

The Panel w ould negotiate and agree a w ritten contract w ith the G P, 

em bodying the action plan, specifying the responsibilities of both 

sides and detailing clear objectives w ith defined tim escales to enable 

the action taken to be evaluated. 

Clearly, for a process of this kind to w ork w ell, there needs to be one 

person responsible for overall co— ordination and the SC H AR R  Team  

consider that this should be the health authority senior m anager on 

the Visiting Team , w ith appropriate support. 

Evaluating perform ance and deciding further action 

35. Evaluation w ould be focused on progress m ade against the G P’s 

perform ance objectives as set out in the plan and contract. The senior 

m anager w ould prepare a report on progress at appropriate points in 

consultation w ith all involved including colleagues from  the Visiting 

Team . This w ould form  the basis of a m eeting betw een the Visiting 

Team  and the G P to determ ine W hat further action w as needed. 

D epending on the progress m ade, the Team  w ould m ake 

recom m endations to the Support Panel, w hich m ight include:
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o w here the plan w as com pleted and the objectives achieved, the 

Team  m ight recom m end that the G P be discharged from  these 

arrangem ents but encouraged to retain the support of thelr 

m entor W ho could provide support to help ensure sustalnable 

im provem ents in perform ance; 

0 W here objectives w ere only partially m et but there w as 

evidence of both a com m itm ent and an ability to im prove, the 

Team  m ight recom m end a further action plan w ith rev1sed 

objectives; 

0 W here objectives w ere not being m et and there w as no ev1dence 

gest that the G P had the com m itm ent or capacity to 
to sug 

. . 

then the recom m endatlon m lght be to 
im prove their practice, 

refer to the G M C  or encourage/facilitate the G P to leave 

general practice. 

Long term  support 
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36. 

37. 

Im provem ents m ight prove to be tem porary. There w ould alw ays be 

a C hance, particularly if the root causes of under— perform ance had 

not been recognised and addressed, that the G P’S perform ance w ould 

once again deteriorate. 

W hile a fully functioning G P, capable of taking long term  

responsibility for their ow n professional standards and developm ent, 

m ight be the desired outcom e, it is anticipated that m any G Ps w ho 

have been through this process w ill require som e form  of ong01'ng 

support. Vehicles for this m ight be a continuation of m entorm g 

arrangem ents or m em bership of a peer learning set. 

Ensuring confidentiality w ithin the process 

38. 

39. 

In order to translate the principle of confidentiality into practice 

there W ill need to be w ell defined rules and safeguards, agreed by all 

the m ain parties to the process. They should include a clear statem ent 

that only those involved directly w ith the process should have access 

to inform ation or be aw are of individual G Ps w ho are being 

supported. They w ould cover the handling of w ritten m aterial. Each 

body represented should be responsible for ensuring that their 

representatives acted in accordance w ith the agreed procedures. 

H ealth authorities and Support Panels w ill need to consider the 

retention of inform ation follow ing a program m e of intervention. A 

G P representative suggested that there should be provision “to w ipe 

the slate clean”, believing that once a G P w as considered to be 

perform ing satisfactorily there should be no perm anent record w hich 

could be a source of em barrassm ent. But a health authority m anager 

argued that good, detailed records should be prepared and retained 

in strict confidence W here patient safety had been an issue, saying “it 

is essential that the group acts consistently, fairly and w ith regard to 

both the right of the doctor to confidentiality and the right of the 

population to a high quality, safe prim ary care service”. 

D issem ination 

40. 

41. 

A num ber of health authorities indicated that, follow ing discussions 

w ith professional representatives, they w ere intending to circulate 

their proposals to all G Ps as part of a broad consultation. O ne 

m anager explained that she w as keen for this to be a true 

consultation, em phasising her interest in the process being shaped by 

ordinary G Ps, som e of w hom  m ight eventually need the support they 

w ere being invited to shape. 

Several health authorities said they w ould be sending a copy of their 

finalised procedures to all their G Ps. Som e signalled their intention to 

send out the inform ation jointly w ith their LM C s, w hich one 

m anager said “show s our com m itm ent to a professionally supportive 

approach. ” 

57 

A 

44_f:7:



:’ 

Establishing a process for supporting G Ps W hose perform ance 

gives cause for concern —  ScH AR R’s suggestions 

0 identify a health authority senior m anager (director level) to 

lead on G P perform ance issues; 

0 ask the LM C  to identify a sim ilar lead person; 

0 constitute a Support Panel W hich, as a m inim um , includes 

clinical and non clinical health authority m em bership, tw o 

LM C  representatives and a G P educationalist; 

o invite the Panel to bring forw ard proposals for the W hole 

process, including 

o ...arrangem ents for co— ordinating and assessing inform ation, 

contacting the G P and involving a ‘friend’, diagnosing the 

underlying causes of a G P’s under— perform ance, agreeing a 

package of support and action plan w ith clear objectives to 

enable evaluation, determ ining W hat further action (including 

long term  support) to take follow ing the com pletion of the 

action plan; 

0 establish clear procedures for ensuring issues concerning 

individual G Ps are treated in strict confidence; 

. m aintain good records; 

c consult w ith the profession on the proposals; 

0 ensure copies O f the procedures are sent to all G Ps, jointly if 
possible w ith the LM C. 

Further H elp and Support 

1. H ealth authorities requiring advice in developing local arrangem ents 

are encouraged to contact their N H S Executive R egional O ffice 

Prim ary C are Lead. 

In addition, the SC H AR R  Team  w ill be available, on a contracted 

basis, to support individual health authorities in conducting an audit 

of their ow n current arrangem ents and provide advice on the 

developm ent of m ore structured approaches. H ealth authorities w ho 

w ould like to explore this option in m ore detail should contact G uy 

R otherham  or D avid M artin on 0114 222 0792.
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Appendix A 

H ow  w as the research conducted? 

Sum m ary of approaches 
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1. The research w as conducted using a range of qualitative survey 

m ethodologies: 

0 an initial review  of the available m aterial, including 
discussions w ith key stakeholders; 

o the m onitoring of six ‘learning sites’ in the N orth W est; 

0 a literature survey; 

0 a national postal survey of health authorities; 

0 discussions w ith individuals and organisations w ho have a 

keen interest in G P perform ance. 

Initial review  of the Initial m aterial 

In the initial phase of the research, early discussions w ere held w ith 
the D epartm ent of H ealth, the G M C, G Ps and health authority 
m anagers in addition to considering readily available inform ation 

about w orking w ith under— perform ing G PS. W hile there w as som e 

evidence of differences of View  on the detail there w as rem arkable 

com m onality about the key elem ents that w ould be found in any 

sensible approach to under— perform ance (identification, assessm ent 

intervention, evaluation, etc.). These com m on them es w ere used to 

construct a sem i— structured interview  schedule w hich w as used as the 

basis for all the interview s and the national survey. This enabled 

consistency in approach and reporting, but also allow ed sufficient 

flexibility to accom m odate a variety of perspectives from  a range of 
different bodies. 

‘ 

I‘

a 

l , 

5%  

‘s 

E.” 

N orth W est learning sites 

In July 1996, the N H S Executive’s N orth W est R egional O ffice 

hosted a w orkshop for its health authorities w hich considered how  

they should assist G Ps W hose perform ance gives cause for concern. In 

response to the interest and the com m itm ent of the participants, the 

N orth W est R O  secured ‘pilot status’ for nine health authorities to 

take the issue forw ard, w ith the four M ersey health authorities 

w orking together as one pilot. 

The sites w ere: 

0 M anchester H ealth Authority 

0 M orecam be Bay H ealth Authority 

0 N orth C heshire H ealth Authority 

0 South C heshire H ealth Authority 

0 Stockport H ealth Authority 

0 The M ersey G roup: 

—  Liverpool H ealth Authority 

St H elens and Know sley H ealth Authority 

Sefton H ealth Authority 

W irral H ealth Authority 

R eflecting that the health authorities w ere not technically pilots, but 

rather that they w ere addressing this issue in advance of other health 

authorities, the term  ‘learning site’ w as considered m ore appropriate. 

Each site w as Visited at least tw ice during the course of the research, 

and contact w as m aintained betw een the SC H AR R  team  and the lead 

officers throughout.
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Literature survey 

7. The literature survey w as carried out by SC H AR R’S Inform ation 
R esources Section. Searching on a num ber of key w ords and phrases, 
the initial search produced over 250 references from  five databases of 
m aterial. From  this list the Project Team  identified around 60 useful 
references w hich, even if not cited here, have influenced the content 
of the guidance. 

N ational postal survey 
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8. 

10. 

11. 

It w as initially intended that the survey w ould be conducted using a 

structured questionnaire. This approach W as later dropped in favour 
of a letter to chief executives indicating our areas of interest and 
encouraging them  to respond in the w ay they thought w as m ost 
relevant and appropriate to their health authority. A draft letter w as 

piloted W ith four health authorities and feedback w as very positive. 
The open ended approach w as appreciated as developm ental in its 
ow n right. 

The letter w as sent to all chief executives of health authorities in 
England on 13 February 1997 (Appendix B). In addition, a copy of 
the letter w as sent to all N H S Executive R egional O ffice prim ary care 

leads seeking their support in identifying good practice. 

D iscounting the Learning Sites w ho w ere not included in the survey, 
the response rate to the letter w as 65%  from  91 health authorities, 
distributed fairly evenly across the country and betw een rural, 
m etropolitan and inner city authorities. 

In addition, letters w ere also sent to health authorities and boards in 
W ales, Scotland and N orthern Ireland, producing a response rate 
of 50% . 

haw  

;. 

Interview s w ith interested parties 

12. Using the sem i-structured interview  m entioned earlier, interview s 

w ere held w ith a range of organisations and individuals w ho w ere 

considered to have a keen interest in G P perform ance. D uring the 

course of our w ork, the list w as often expanded as a result of 

suggestions by people being interview ed. 

13. Interview s w ere held w ith representatives of the follow ing bodies: 

0 G eneral M edical C ouncil 

0 G eneral M edical Services C om m ittee, British M edical 

Association 

0 O verseas D octors’ Association 

0 Sm all Practices Association 

0 N H S C onfederation 

0 C om m ittee of R egional D irectors of Postgraduate G P Education 

0 D epartm ent of H ealth 

0 N H S Executive 

0 practising G PS 

0 individual R egional D irectors of Postgraduate G P Education 

0 a num ber of LM C  secretaries 

0 prim ary care academ ics 

0 G P Tutors 

0 H ealth Authority M anagers, including M edical Advisers 

0 C om m unity H ealth C ouncil Secretaries. 

Application of the findings 

.14. As noted in C hapter 1, the findings from  these various m ethods w ere 

used as the basis for the guidance.
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Appendix B 

12 February 1997 

To: C hief Executives of all H ealth Authorities in England 

N H S Executive R egional O ffice Prim ary C are Leads for inform ation 

D ear C olleague 

G Ps w hose perform ance gives cause for concern 

Introduction 

I am  w riting to request your help w ith a developm ent project w e have been 

asked to conduct by the D epartm ent of H ealth. The project is concerned W ith 

assisting health authorities in identifying and supporting G Ps w hose 

perform ance gives cause for concern. The issue, w hich is an im portant elem ent 

in taking forw ard a prim ary care led N H S, needs to be View ed against the 

backdrop of: 

0 C hoice and O pportunity 

0 Prim ary C are: D elivering the Future 

0 the M edical (Professional Perform ance) Act 1995. 

C ontext 

The recent prim ary care W hite Papers have reinforced the position 
of prim ary care developm ent as one of the leading C hallenges facing the N H S. 

H ealth authorities in particular have a m ajor role in supporting prim ary care 

professionals as both providers and purchasers. 

66 

The role of the general practitioner is a key factor, but there are W ide variations 

in the quality of services they provide. Although it is clear that the profession 

in general has alw ays provided high quality personalised care —  probably, 

overall, the best of its kind in the w orld —  it is inevitable (as w ith any 

professional group) that there w ill be som e w ho for w hatever reason fall below  

an acceptable standard. 

The M edical (Professional Perform ance) Act 1995, w hich com es into force in 

Septem ber of this year, confers new  pow ers on the G eneral M edical C ouncil to 

act in relation to G PS w hose professional perform ance falls short. Under the 

Act, health authorities W ill be able to refer G Ps to the G M C  W here their pattern 

of practice is identified as ‘seriously deficient’. W hile it is considered that a very 

sm all m inority of G Ps w ill fall in this category, there w ill be others w ho are 

identified as under— perform ing to a lesser extent, w ho w ill need support to 

im prove their practice. 

' 

In Prim ary C are: D elivering the Future, in the C hapter headed D eveloping 

Professional Knowledge, reference is m ade specifically to the G overnm ent’s 

intention to ‘encourage the developm ent of local arrangem ents for supporting 

doctors W hose perform ance gives cause for concern’. The docum ent reaffirm s 

that health authorities have a key role in ensuring that G PS w ho are struggling 

in one w ay or another are offered appropriate support to help them  deliver 

good, progressive practice. 

Inform ation and Advice 

To assist health authorities in dealing w ith this challenging issue, the School of 

H ealth and R elated R esearch (SC H AR R) at the University of Sheffield has been 

com m issioned by the D epartm ent of H ealth to produce an independent report 

to be released in July. The report w ill provide inform ation to health authorities 
' 

based on good practice from  around the country looking at supporting G Ps 

w hose perform ance gives cause for concern. 

N ational Survey 

As a key contribution to the w ork w e are keen to establish a picture of how  
health authorities throughout the country are taking these issues forw ard. W e
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need to establish a baseline of current understanding and activity, capture W hat 
is planned or is under developm ent, and identify dem onstrable good practice. 

I should be m ost grateful if you w ould arrange for the appropriate D irector 
w ithin your health authority to w rite to m e w ith an outline of the approach 
either being taken or planned by your organisation. R ather than inflict a 

questionnaire fram ew ork on you, w e thought that it m ight be m ore acceptable 
and productive to indicate our areas of interest and leave it to you to w rite in 
W hatever w ay seem s relevant and appropriate. 

Keylssues 

o H ow  do you define G P under-perform ance?
‘ 

o H ow  do you identify a G P w ho m ay be under— perform ing? 

o W hat arrangem ents do you have for diagnosing the reasons 

W hy a G P m ay be under-perform ing? 

o W hat sort of interventions w ould you m ake w ith a G P W ho 
w as considered to be under— perform ing? 

o W hat m echanism s do you em ploy for evaluating these 
interventions? 

0 W ho are the key players in your approach? 

0 Are you satisfied w ith your Authority’s approach, in particular 
W hat lessons have you learnt? 

o H ow  m ight you be seeking to develop capacity W ithin your 
health authority to deal w ith G P under— perform ance? 

'0 ApproXim ately how  m any G Ps (or W hat percentage) w ithin 
your area do you suspect are under— perform ing? 

0 Approxim ately how  m any G Ps (or W hat percentage) W ithin 
your area do you suspect w ill need referring to the G eneral 
M edical C ouncil under the new  arrangem ents? 

0 W hat w ould you like to see in any guidance? 

I should also w elcom e, w ith your letter, copies of any policy papers, procedure 
notes or protocols w hich relate to this issue. 
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It is w ell understood that each health authority w ill have a distinctive 

approach, and that the‘ w ay the w ork is being taken forw ard w ill vary 

according to how  the issue sits in the local order of priorities. W hat I w ould 

find very helpful is a frank account, how ever brief or lengthy, of w here you are 

in thinking about or developing practice in this area, even if you feel you are 

in the 'early stages. W e m ay W ish to follow  up your reply w ith you, w hich I 

hope you w ould find acceptable. 

C onfidentiality 

As our w ork is concerned w ith identifying and sharing good practice, w e do 

intend to illustrate our report w ith positive exam ples from  nam ed health 

authorities. H ow ever, I should like to assure you that w e w ill only m ake 

specific reference to a health authority w ith their explicit agreem ent. 

Tim escale and Advice Available 

I have enclosed a stam ped addressed envelope for your Authority’s response. I 

should be m ost grateful to receive a reply by 7 M arch 1997. 

Thanks for your help and please feel free to contact m e on 0114 2220743 if 

you have any concerns. 

Yours sincerely 

G uy R otherham  

Senior R esearch Fellow  

Project Team  

D r H elen Joesbury —  G P and Senior Lecturer at the D epartm ent of 

G eneral Practice, Sheffield University 

D r D avid M artin —  D irector of H ealth Policy and M anagem ent, 

SC H AR R, Sheffield University 

D r N igel M athers —  G P and Acting H ead of the D epartm ent of 

G eneral Practice, Sheffield University
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