Poorly Performing Doctors – Facilitators notes
The week before ask the GPSTs to prepare:
1. Reflect on an incident when you were upset or irritated by a fellow health professional - describe the situation in a couple of sentences and think of at least four factors that might have contributed to the situation (both yours and theirs) - bring them to HDR.
2. ‘Google’ GMC procedures and the National Clinical Assessment Service.
The HDR session
Start with a brief introduction.....

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 – poor paediatric surgery 
· Alder Hey Enquiry – retained organs scandal
· Dr Harold Shipman – mass murderer
· Dr Rodney Ledward – poor clinician
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.
GPSTs to be divided into 3 groups to consider over 30 mins
Group 1 – What are the common causes of stress and illness in GPs?

Group 2 - Indications of potential illness in a colleague

Group 3 – How would you as a GP partner address the problem of an underperforming colleague? What agencies might be involved with an ill colleague?
Groups 1, 2 & 3 then to feedback to HDR 

(Whole process took 1 hour in our HDR)

Facilitator notes
Why does poor performance 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


Indications of potential illness in a colleague

Deteriorations in 

· Attitudes

· Skills

· Knowledge

Symptoms & Signs

· Changes in normal behaviour e.g. short tempered, unhappy withdrawn.

· Deterioration in relationships with colleagues.

· Deterioration in relationships with staff.

· Decreased productivity (late for surgery, late doing paperwork, unable to cope with additional tasks or ‘extras’), withdrawal from practice development, new projects and team working)

· Difficulty coping with change

· Increasingly doctor centred consultations

· Increasing significant events

· Depersonalisation of patients with loss of human values – they become ‘punters’.

· Increasing use of alcohol

Objective evidence

· Increasing adverse and near miss incidents

· Increasing complaints from staff and patients

· Deteriorating MSF and PSQ scores

· Decreasing performance as identified by in-house or PCT audit

· Poor medical practice identified through naturally occurring evidence

· Poor medical practice identified through RCA, PCA etc

· Concerns expressed by an appraiser 

· Changes in behaviour

· Smelling of alcohol

· Decreased productivity (late for surgery, late doing paperwork, unable to cope with additional tasks or ‘extras’), withdrawal from practice development, new projects and team working)

Managing sickness in doctors

A number of key themes

1. Identification of illness – disclosure OR intervention

2. Treatment

3. Support and supervision

4. Employment and disciplinary issues

Factors that inhibit self disclosure

· Fear of compromising their future career

· Fear of loosing respect from colleagues and patients

· Loss of income

· Fear of ‘fitness to practice’ issues

· A feeling of letting your colleagues down

· Feeling a personal or professional failure

· Lack of support or supervision which may be actual (unavailable) or perceived (doctor unaware)

Self disclosure is often triggered by identification of the problem by the doctor’s colleagues.

Otherwise it may be patients or colleagues reporting concerns to the doctor’s employer, PCT or GMC.

Sources of help for sick doctors

Their own GP – one of the most important!

Occupational health

The PCT

Or services outlined below

· BMA Counselling Service 
Provides 24/7 telephone counselling by qualified counsellors. 
Tel: 0645 200169 

· BMA Doctors for Doctors Service 
Provides help for doctors in employment difficulties especially in relation to mental health problems and abuse of alcohol and drugs. The unit provides a signposting service to the area of help that is of most pertinence to the individual doctor’s case. Tel: 020 7383 6739
http://www.bma.org.uk/doctors_health/index.jsp  


· British Doctors’ and Dentists’ Group 
A network of support groups of recovering medical and dental drug and alcohol users. Students are also welcomed. The groups are accessed via the Medical Council on Alcohol. 
Tel: 020 7487 4445 
website: www.medicouncilalcol.demon.co.uk 

· Doctors’ Support Network and Doctors’ SupportLine 
Self-help organisations for doctors with or who have recovered from mental illness. 
Tel: 0870 765 0001 
email: lizzie@dsn.org.uk 
websites: www.dsn.org.uk and www.doctorssupportline.org

· Sick Doctors’ Trust 
A pro-active service, self-help organisation for addicted physicians. 
Tel: 0870 444 5163 
website: www.sick-doctors-trust.co.uk
· National Counselling Service for Sick Doctors - A doctor concerned about the effect of illness or the fitness to practise of a sick colleague may telephone the national contact point on 0171 935 5982. He will be given the name of a national adviser who will be a senior doctor in the same branch of medicine as the doctor-patient. He may contact the national adviser, and it is not until this stage that he need disclose the name of his sick colleague. The adviser may personally approach the sick doctor, or may arrange for another specialist to do so. No permanent records incorporating names will be kept of these transactions. The sick doctor is perfectly entitled to refuse the offer, in which case the original referring colleague is informed and the matter closed so far as the National Counselling Service is concerned.

· The National Clinical Assessment Service works with health organisations and individual practitioners where there is concern about the performance of a 
doctor. http://www.ncas.npsa.nhs.uk/ 


· Clinicians’ Health Intervention Treatment and Support 
Promotes a consistent response to substance misuse problems in clinical staff throughout the United Kingdom. The confederation recognises that dedicated services to deal with addictive behaviour in healthcare professionals are important components in any effective response to their problems. 
Tel: 01335 342144 
email: avoca@birdsgrove.freeserve.co.uk






PD to give a brief overview of the PATs, NCAS and GMC systems (5 mins max) and then to finish off the first session with the ‘Guess the GMC Outcome’ game.  
N.C.A.S  - Facilitator notes
 National Clinical Assessment Service
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 usually from PCT Performance Assessment Teams or the GMC
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.

Department of Health:

Annual Report of the Chief Medical Officer 2002 re NCAS

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

Duties of a doctor Good Medical Practice (2008) – Facilitator notes

The duties of a doctor registered with the General Medical Council 

Patients must be able to trust doctors with their lives and health. To justify that trust you must show respect for human life and you must:

· Make the care of your patient your first concern

· Protect and promote the health of patients and the public

· Provide a good standard of practice and care

· Keep your professional knowledge and skills up to date

· Recognise and work within the limits of your competence

· Work with colleagues in the ways that best serve patients' interests

· Treat patients as individuals and respect their dignity

· Treat patients politely and considerately

· Respect patients' right to confidentiality

· Work in partnership with patients

· Listen to patients and respond to their concerns and preferences

· Give patients the information they want or need in a way they can understand

· Respect patients' right to reach decisions with you about their treatment and care

· Support patients in caring for themselves to improve and maintain their health

· Be honest and open and act with integrity

· Act without delay if you have good reason to believe that you or a colleague may be putting patients at risk

· Never discriminate unfairly against patients or colleagues

· Never abuse your patients' trust in you or the public's trust in the profession
You are personally accountable for your professional practice and must always be prepared to justify your decisions and actions

· G.M.C. General Medical Council – Facilitator notes 
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 complaint 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. 

‘Guess the GMC outcome’ –  
GPST have to stand up and

Move to the right of the room if they think the outcome was suspension

Stand in the middle if they think the doctor was allowed to practice with supervision

Move to the left of the room if the outcome was a warning

Case 1 – Depressed GP (having treatment) was discovered to have had sex with one of his patients whom he had treated for depression. This episode occurred shortly before the GP went off sick due to his depression.

Outcome – Return to work once medically fit and to continue working as a doctor but only under close supervision.

Case 2 – Female GP saw a patient with a breast lump. Took a history and performed an examination and advised her to return in 1 month if it had not settled (by which time she would have had a period). GP documented her history but forgot to document her examination findings. Patient re-attended just over a month later and was found to have a large breast mass which was fast tracked and discovered to be cancer. Patient complained that she had not been examined at the first consultation.

Outcome – GMC warning re record keeping.

Case 3 – Middle aged GP discovered to have been paying a patient to keep quiet about their sexual liaisons.

Outcome – Removal from the GMC Register

Break for coffee

Post coffee session
Case scenario

Poorly performing doctor - case scenario

Dr Sid Brown is the senior partner and last year took a year long sabbatical in Australia where he worked with the Ministry of Health in New South Wales developing palliative care services.

He is 55, married with two children who are at university.

Since his return he does not seem his normal self. At practice meetings he seems agitated and very resistant to any change, especially anything that requires additional work.  He gets very easily riled, especially if partners starting talking about strategies for achieving QOF targets. The reception girls have started calling him the ‘grumpy bear’, as he is so abrasive on his on call days. 

In the last few months their have been some ‘unofficial complaints’ to receptionists about his behaviour during consultations. The recently introduced GPAQ patient satisfaction questionnaires reveal his performance is well below the national mean in most of the GPAQ domains.

On a few mornings when he has not been chewing mints you have noticed a whiff of stale alcohol. There have also been rumours that his wife is having an affair with the District Nurse from the neighbouring practice.

Ask the GPSTs to break into groups and consider the scenario in light of all that they have learnt and consider how they might manage the scenario at a Practice level?
Facilitators to be the advocate of the problem partner and ensure that GPs realise the import of their decision making for the practice and partnership.
e.g. 
1. Partnership meeting without Dr Brown  
· To determine if the concerns are shared by all parties and the level of concern.
· Identify any potential contributing or underlying problems that some partners may be aware of.

· Any further robust evidence of poor performance?

· Consider getting independent objective advice from the PCT. 

· A decision on how and when to tackle the issues with Dr Smith e.g.
2. A partner with whom he gets on with well to ‘fire a warning shot’ by discussing their concerns?

3. Discuss the importance of a Practice Contract.

4 A full partnership meeting with prior planning for that meeting to decide on how you as a partnership or other agencies may be able to support Dr Brown, how will you assess changes in his performance and within what timeframe do these changes have to be made. What the partnership will do if these changes fail to be made.
Then get the GP Registrars to role play elements of the Practice Meeting or discussion with Dr Brown to make it more real.
Don’t forget the handouts/downloads

1. Sick doctors

2. Poorly performing doctors

3. Managing stress in General Practice

Time taken for post coffee session was 40 to 60 mins (varied between groups)
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