Poorly Performing Doctors

Although the incidence of poor performance is not accurately known, it is likely to affect only a small proportion of doctors at any one time.
Concerns about performance used to be either ignored, or assessed by unreliable local methods, which often led to draconian GMC investigation. 

Primary Care Trust’s now have a responsibility to supervise the management of alleged cases of poor performance.

PCT mechanisms need to be open, fair and effective

The GMC have also reformed its processes

The NCAS (National Clinical Assessment Service) is a new body with the potential to help both doctors and PCT’s. http://www.ncas.npsa.nhs.uk/
Why has it become so important?
· Bristol Heart Enquiry

· Alder Hey Enquiry
· Harold Shipman

· Rodney Ledward
Protecting patients
· All doctors have a duty to maintain good practice

· Patients must be protected from poor practice
· Dysfunctional doctors should be helped back to practice wherever appropriate

· Openness about doctors’ performance is essential to public trust

Why has poor performance not previously been adequately addressed?
Sir Liam Donaldson CMO report 2002

· High tolerance of deviant behaviour among doctors.
· The fact that whistle-blowing can be seen as disloyal.
· Ambiguity of where to draw the line between acceptable and unacceptable. 

DOING NOTHING IS NO LONGER AN OPTION

Prevalence of poorly performing doctors
6 % senior hospital workers in any 5 year period.
3 – 5 GPs per health authority area.
Why does it occur?
Problems with:

· Doctor’s health



· Knowledge


· Skills

· Attitudes

· General clinical competences

· Organisation and system failures

Causes of stress & illness

Patients

· Complaints or litigation

· Increased workload (increased numbers or expectations)

GP – Patient communication

· Lack of consultation skills

· Poor emotional housekeeping

· Unnecessary interruptions to consultations

Themselves

· Unrealistic expectations of themselves (the demon of perfection)

· Lack of intellectual stimulation

· Poor time management or organisation skills

· Health issues 

· Home issues (finance, relationships, dependants etc)

Practice factors

· Increased actual workload (increasing list size or increasing patient expectations)

· Decreased GP numbers (maternity leave, sick doctor, holidays)

· Resource input not keeping pace with increasing demand

· Poor organisation

· Poor peer or professional support

· Dysfunctional partnership

Organisational causes of poor quality medical care


· A provider- orientated service
· Emphasis on speed of access to service over quality
· Self accountability and paternalism
· Waiting for the damage to be done

· Lack of coordination of all involved in regulation

How to identify and investigate allegations of poor performance. 
 ‘Good Medical Practice’ requires ALL doctors to take steps if they believe that the health, conduct or performance of a colleague, may be putting patients at risk of harm. 

There are multiple methods to do so following a single incident, or more significantly, a pattern of repeated poor performance.
Who does this?
Practice
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Practice
Concerns about performance are often expressed and incidents uncovered long before the individual self discloses, is referred to the PCT, NCAS, GMC etc or GP partners intervene. Early intervention at this stage,  however traumatic for the Practice, can avoid significant events and provided a better outcome for the doctor concerned.

PCT


Primary Care Trust
Different ways an allegation is made/ brought to attention




An NHS complaint

  

An independent panel review


Health authority disciplinary inquest

Ombudsman’s enquiry


GMC inquiry




Performance procedures


Conduct procedures



Health procedures


Inquest





Claim for negligence


Police enquiry




Clinical governance review


Analysis of PACT data by PCT

Healthcare commission review


Employer’s investigation


Internal and public enquiries.
The PCT may assess a doctor and consider referral to their performance assessment team which comprise clinical and lay members e.g. Practice Managers
Competences needed by assessment team members:

· Information gathering

· Communication skills

· Team working skills

· Leadership skills

· Good track record in own professional field.
Possible flow of an investigation

PCT INFORMATION GROUP


Gather data and process allegations
Appoint case manager

Receives report of case

Advises Chief Executive on possible actions

POSSIBLE REPONSES (NOT EXCLUSIVE)

No action
Continued surveillance

Dialogue with clinician or practice


Referral to a local Performance Assessment Team
Referral to NCAS

Referral to GMC

Exclude from practice pending inquiry

Occupational health assessment. 

POSSIBLE TREAMENTS

No action,

Health intervention

Educational intervention 

Principles governing PCT performance procedures. 


European law 

Proportionality

Equality and respect for fundamental rights

Legitimate expectations

Legal certainty. 


Natural justice 
Hear the other side

Rule against bias

Follow procedures


Must look for mitigating circumstances. 


Follow code of practice for confidentiality. 

N.C.A.S
 National Clinical Assessment Service


Established special health authority 2001

The aim of the authority is to produce a support service to NHS primary care, hospital and community trust, the prison health service and the defence medical services, when they are faced with concerns over the performance of an individual doctor. 

Referrals 

Clinical issues

Health issues

Behavioural Issues

A combination of the above
Components of NCAA assessments

· Occupational health assessment 


· Behavioural assessment

· Basic knowledge screen

· Review of information provided by the GP and the referring organisation prior to assessment

· Check of practice equipment

· Views of colleagues about doctor’s performance
· Patients views of practice and satisfaction with consultations

· Direct observation of practice
· Medical record review

Practice based discussion- clinical and managerial. 

Referring organisation follow up after NCAA assessment. – can have review in 6 -12 months if planned

G.M.C. General Medical Council 
If GMC referral usual follows very severe allegations against a doctor or if the doctor is referred from PCT or NCAA.
The GMC will review the ccomplaint carefully to see if there are issues that they need to investigate. If they decide that they do not need to investigate, then they may pass the complaint back to the doctor's employer so that it can be handled locally.

If they do decide to investigate, they will need to show the doctor the full details of the complaint. Once they have received his or her comments, the complainant will be given a chance to respond. 

Once they have collected the information they need, the case will be considered by two case examiners (one is medical, the other non-medical) who are senior GMC staff.

They will consider whether the concerns are serious enough for the doctor to attend a hearing. If they are, a panel will decide at the hearing if the doctor is fit to practice. A Fitness to Practice Panel hearing is the final stage of GMC procedures.
Investigation is in two parts –

1. Investigation

2. Adjudication 

Fitness to practice panel


Lay and clinical members


Allows legal rules of procedure

Legal Representation

Witnesses

Cross Examination 

After a hearing the GMC may
· Issue a warning 

· Put conditions on the doctor's registration so that they are only allowed to do medical work under supervision or so that they are restricted to certain areas of practice 

· Agree undertakings, for example they agree to re-train, or work under supervision 

· Suspend the doctor's name from the register – so that they cannot practice during the suspension period 

· Remove the doctor's name from the register. 

The doctor can appeal to the High Court to challenge the outcome.
Department of Health:

Annual Report of the Chief Medical Officer 2002

Key Recommendations

· The vast majority of doctors practise to a high standard, the poor performance of a minority has given rise to serious concern from the public.

· The NHS in the past has had great difficulty in effectively addressing such problems, partly because of inflexible, legalistic, and daunting statutory procedures. 

· A new approach was agreed in the year 2000 based on early identification of problems and rapid objective assessment of the doctor concerned by a National Clinical Assessment Service. 

· During its first 21 months the NCAS has taken 446 referrals, predominantly from older age groups, four in five being male doctors and the highest number in the surgical specialities. 

· The NCAS has consulted in 36 cases where NHS Trusts were proposing suspension, and in 30 cases the Authority was able to offer alternative approaches. 

· The performance problems amongst these referrals were mainly multi-factorial, four in five were a capability issues combined with ill health, behavioural problems featured in half the cases, whilst one in three concerned clinical capability alone.

· The proposal to rescind the old NHS procedures was intended to give full force to the new approach (including the NCAS role) but this has not yet happened because of the consultant contract rejection. 

· A further national initiative is in training to try to reduce the number of long suspensions (which includes a hidden element of doctors absent from work on special leave) but there are early signs of reduction in numbers as a result of work of the NCAS and the D of H. 

· More NHS Trusts and Primary care trusts need to use the NCAS route to resolving problems of poor clinical performance. 

· Further attention also needs to be given to how best to help sick doctors, given that ill health is still a major contributor to impaired performance. 
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