CONFIDENTIAL

GP Appraisal in Scotland

GP Scot 1: Your Appraisal Form 

This form, the supporting evidence that goes with it and GP Scot 2 should be used as the basis of your discussion and will form the record of your appraisal that will remain confidential between you and your appraiser.  In addition, you will need to provide detailed evidence in one of 5 Core Category areas.  Further information can be found further down this form - see Page 4.

You should start preparing this form and gathering the supporting evidence at least three months before your appraisal interview is due.  The forms and your supporting evidence should be sent, electronically if possible, to your appraiser about four weeks before the interview.  

At the start of your appraisal interview, you will be asked to discuss and sign with your appraiser, details of the confidentiality agreement.  Please tick the confidentiality box once you are clear about the confidentiality processes concerning your appraisal.
Contact details

	Name of Appraisee:
	Dr V. Elder
	GMC Number:
	2222222

	Mailing address: FORMCHECKBOX __
	Email address: 

	Pleasant Surgery
Hilltop Road

Small Town

Scotland
	
	
	

	
	
	
	

	Please indicate which address you would prefer to be contacted at by marking the appropriate grey box.

	

	Practice Telephone No:
	
	
	Please mark preferred contact number in appropriate grey box

	Home Telephone No: (optional)
	
	
	

	Mobile Telephone No:
	
	
	


Details of your interview

	Name of Appraiser:
	Dr B. Fairfield

	Appraiser Number:
	

	Date of Appraisal Interview:
	June 15th 2011


	

	We have discussed the aspects of this interview relating to confidentiality
	
	
	

	To be marked with a tick or cross by the appraisee in confirmation at the start of the interview
	


GP Scot 1A:  The Work You Do 

In this section it is important that you include every role that you undertake. Most GPs will include this section in their Revalidation Portfolio and the GMC must be informed of all the work you do as a medical practitioner.

Please note, on this and subsequent pages, there is an expectation that you will be typing in your responses.  The boxes for those responses are accordingly small, and designed to be expanded.  If, however, you hand-write your responses, please expand the box size before you print the pages out, by clicking and dragging the bottom line of each box.

Describe the practice(s) in which you work:
	I am a partner of twenty five years standing in a medium sized practice [approximately 8000 patients] in small town near a major city.   We are fortunate to be in a purpose built health centre which is able to provide accommodation for other health professionals [district nurses, health visitors, midwives, physiotherapists and a chiropody clinic.]   The medical staff consists of 4 GP partners and 2 salaried GPs plus a GP on the Retainer scheme.   All doctors work part time.   I have a seven session commitment and have recently inherited the position of “senior partner” although as the partnership is run very democratically I am not yet sure how this will make a difference to my work.
The practice premises are very close to a small housing estate of council owned and housing association properties, in which a significant proportion of residents suffer some degree of deprivation and / or chronic mental ill health.    We also have a small number of patients with drug dependency who are mainly living in housing association flats.  We cover a moderate sized care home [32 beds].  The remainder of our practice area is privately owned housing in which there are a many young families, as the area has good transport links for commuting and easy access to the countryside.    In the last two years several new housing estates have been constructed which has resulted in a large influx of new patients and a strain on our facilities and services.   We do not qualify for deprivation payments. 
All doctors provide general medical services and antenatal care when required.  We all see a few patients on maintenance scripts for drug dependency.  I offer contraceptive services [Implants. IUS and IUD insertions] as does one of the salaried GPs and I now provide a minor surgery service for the practice.  One partner has a longstanding interest in child health and undertakes a regular weekly session in community paediatrics as well as holding a baby clinic [with the health visitor] once per week.   
I am the practice representative on the locality meetings which take place every two months. 
As senior partner I am finding that I am asked to liaise with outside agencies such as the local council about our accommodation problems.


Current professional appointments (including non-practice activities for healthcare organisations):
	For about fifteen years I have run a basic first aid course for the local Boys Brigade and for the Girl Guides each autumn.


Describe your clinical work, including any clinical duties and management roles which require particular knowledge or skills, or for which you have particular responsibility:
	I work seven clinical sessions spread over four days.   I have at least one session per week as a duty doctor.   Duty doctor sessions change each month according to a rota drawn up by the practice manager, which ensures that within the limits of our part time working, no one GP always has the most difficult duty doctor sessions ie Monday morning or Friday afternoon.   We discussed this extensively before implementing this system about two years ago and overall we all agree that it is very fair. 

Each normal clinical session consists of a booked surgery [10x10 min appointments] with four on the day “extras”. The morning duty doctor has no booked appointments initially but offers some on the day appointments, deals with urgent visits, telephone advice, repeat prescriptions etc.  Following the morning surgeries the GPs meet briefly for coffee and share out any remaining house calls.   The afternoon sessions are booked surgeries with the duty doctor again dealing with all urgent appointments, telephone queries, house calls etc. 

For many years I have had a special interest in coronary vascular disease [since I worked as a medical registrar in cardiology] and now I oversee the QOF areas of coronary heart disease, stroke and hypertension.
Now that I am the senior partner I know that I will have some additional responsibility for staff issues.   One of my partners takes the lead on this but historically this has always been shared with the senior partner.

I will also need to oversee the finances, together with the practice manager and our accountants and then report back to the rest of the partnership on how we are doing.

 


GP Scot 1A:  The Work You Do (Continued)

This page should be completed for subsequent appraisals to show what changes have taken place in your work and practice since your last appraisal.

What has changed?

What has changed in the work you do since your last appraisal?
	The biggest change has been becoming the senior partner.   Our previous senior partner had been in the practice for more than 30 years, lived locally, was well liked and knew many of the older patients personally through local church activities etc and he is a great loss.    He had to retire earlier than expected because of family circumstances, so I have not been able to benefit from his mentoring before taking on this responsibility.  We have taken on a salaried GP for seven sessions.   
Another change [in the last three years] has been the rapidly increasing practice list, because of the new family homes built in the area.   We have experienced a lot of pressure on appointments and our waiting time for a routine appointment is now 7 to 10 days. 
Fortunately in all other respects there have been no major changes to deal with apart from learning how to use a new clinical software system [Vision] which has been introduced this year by the Scottish government.  This has been hard work.  We converted to this in April.


What has gone well in the work you do?
	To replace the clinical sessions of our retiring senior partner we appointed a second salaried GP.   She had worked in the practice previously covering a maternity locum and was very successful.   She is delighted to have a salaried post as she has young children and did not feel ready for the commitment of a partnership yet.   The appointment process went very smoothly and she is fitting in well.
We did very well in the QOF last year gaining 998 points!   [This was based on the old GPASS system.]



Are there any aspects of the work you do that have gone less well?
	We have had some problems with the attitude of one of the elderly reception staff.   In the past she has sometimes tended to be a bit abrupt with some patients – especially those who are on methadone prescriptions or are from a country other than the UK.    It has grumbled on for years and the practice manager has had to speak to her formally about this twice before, which has always produced a temporary improvement in her behaviour.     Unfortunately she was overheard being almost rude to a Polish man who was trying to register as a patient so we will have to take action again and as senior partner I will need to be involved.  




Your Core Category
Please ensure you choose only ONE CORE CATEGORY each year, which is different from any previous in your current five-year revalidation cycle.
	Core Category
	Scottish GP Appraisal Toolkit Reference
	Mark your chosen Core Category
	Year/Year of cycle (e.g. 2004/1)

	i     Review of Prescribing
	GP Scot 1B
	
	
	
	2010-2011[2]

	ii    Working with Colleagues & Referrals
	GP Scot 1D
	
	
	
	

	Iii   Clinical Audits
	GP Scot 1B
	
	x
	
	2011-2012 [3]

	iv   Significant Event Analysis
	GP Scot 1B
	
	
	
	2009-2010[1]

	v   Communication Skills
	GP Scot 1C
	
	
	
	


General Guidance

The layout of this form is linked to the GMC’s seven Components of Good Medical Practice:

1. The clinical work you do

2. “Maintaining Good Medical Practice” – ie keeping up to date

3. Teaching and Training, Appraising and Assessing

4. Relationships with patients

5. Relationships with colleagues

6. Probity

7. Health

Each year you will be expected to provide any evidence that you have about the quality of your work in each of those seven areas.  This may be in the form of audit reports, prescribing reviews, protocols or guidelines you have implemented or helped to develop, case reports, significant event analyses (SEAs) or other accounts of your clinical work.  

In addition, each year, we expect you to provide detailed evidence in one of the five Core Category areas: 

· Prescribing

· Referrals & Working with Colleagues

· Clinical Audit

· Significant Event Analysis

· Communication Skills 

Over a five year period you should have covered all five areas, i.e. a different one each year.  Guidance on what sort of evidence is acceptable for a Core Category can be found on SOAR at http://www.scottishappraisal.scot.nhs.uk/appraisal-preparation/core-category.aspx, and detailed examples and proformas appear in the Toolkit http://www.scottishappraisal.scot.nhs.uk/toolkit.aspx. The website provides guidance and examples only, and should you wish to use a different method to complete a Core Category area, please discuss this with your appraiser. 

If you mainly work in one Practice it is envisaged that much of the material needed as supporting evidence will be available in the practice in one form or another; for example, prescribing information, audits and other material prepared for nGMS. 

The evidence you provide does not necessarily have to be something you have collected yourself.  For example, an audit you use may be something that was done by the whole practice or even as part of a local or wider group.  However it is necessary that you are familiar with the work and are prepared to use the evidence to reflect meaningfully on what you have personally learned and how this may influence your own practice. 

It is recognised that it can be more difficult for sessional doctors who do not work within one practice setting to collate some of this evidence.  Each section of the Toolkit contains guidance on alternative ways of gathering evidence, which may be more suitable for doctors who work in this way.  In addition, the SOAR website provides specific guidance: http://www.scottishappraisal.scot.nhs.uk/appraisal-preparation/sessional-gps.aspx.

GP Scot 1B:  Good Clinical Care

This is the first of the GMC’s seven components of Good Medical Practice, relating to the clinical care you provide as a GP.  You are asked to consider, and provide evidence of the quality of, that work.  Your evidence should include what is most relevant to you and your practice.  

What evidence have you submitted to demonstrate the quality of clinical care you provide?
	Two clinical audits.  [ see separate audit report documents].  This is my core category.

The first is a two cycle audit that looked at warfarin management in the practice.   About eighteen months ago there was an SEA triggered by a patient who had to be admitted to hospital with a very high INR.  It caused the practice to review its system for INR monitoring.  We looked at best practice / local guidance and then I conducted an audit of our practice compared to this.  The results were discussed at one of the lunchtime clinical meeting, following which we decided to set up a protocol for warfarin dose adjustment and delegate one of our salaried GPs to oversee the system.   We also asked two of the reception staff to share the duty of contacting patients about results and dosage changes.   Ten months later I carried out a repeat audit which showed an improvement in how we record the required details as well as better adherence to the target INRs.
The second audit is only single cycle so far.  It looks at whether patients with CKD are being prescribed NSAIDs.  I had been alerted to this issue at the BMJlearning medical update course.   I have reviewed the notes of all patients coded with CKD and identified a small number who had received an NSAID on repeat prescription.   In all cases this had been started some years ago and often the patients were not requesting the NSAIDs very often.  I was able to delete these items from their list and make a note to this effect in the clinical record.    I also looked at patients with CKD who had received NSAIDs on acute prescription - of which there were many more.   Again I was able to make a warning note in the clinical record and discussed what I had done with my colleagues when I presented this audit so now we are all aware of the issue.   I plan to run a repeat audit data collection next year.
Other evidence
QOF score 998. [see summary of QOF attainment in supporting evidence] This was excellent, with full points in the areas which I oversee [ coronary heart disease, stroke and hypertension]

Data on practice quality prescribing indicators attainment [see summary of PI attainment in supporting evidence]
I have developed a minor surgery service for the practice this year.[ for protocol see supporting evidence] which was part of my PDP for the last year. 


What strengths have you demonstrated in this area?
	Audit : These audits demonstrate an ability to make a change in practice in the light of clinical guidelines and specialist advice.    There was improvement in all the parameters measured in the two cycle audit and I anticipate that a second cycle of the CKD / NSAID audit would also show improvement..

QOF scores.    I feel everyone in the practice worked very well as a team for this.  Our practice manager gave us regular updates on how we were doing during the weekly business meetings and our combined efforts clearly showed up in the results.
We also benefit from a very dedicated practice nurse who has been with the practice for about twenty years and who is not only efficient but also knows the patients with chronic diseases very well indeed.  She makes it her mission to get good attendance at reviews and phones the patients at home to remind them.
Practice prescribing indicators.  Overall we have high formulary compliance as a practice and achieved all but one of the quality prescribing indicators. The locality prescribing advisor meets with one of my colleagues twice a year to discuss the practice data and agree targets for improvement. 
The minor surgery service has been a great success.  I am enjoying doing the procedures and we are all pleased that we can offer a local service to our patients as waiting time for the community surgical clinic in the city is very long.   I have been pleased with the results so far [only one minor infection and adequate pathological excision of all lesions] and I plan to produce a summary of all procedures done [and the outcome] for my next appraisal.


Are there any aspects of this area you have you undertaken less effectively?
	Although we have done well with the measured QOF, I wonder how much difference we are making to the lifestyles of our more deprived patients.  Obesity is visibly a problem and although we have a smoking cessation clinic run from the health centre, many of our more deprived patients still use cigarettes and are heavy drinkers.    I would like to explore what other support or education we could offer.


What have you learned?
	Satisfied with seeing an improvement in patient care as a result of the audits.  
That we have been an effective team in meeting the QOF targets.

That our overall prescribing is good but that there is still a need for vigilance in one area.

That I enjoy the practical side of medicine and having an opportunity to do small surgical procedures greatly enhances my satisfaction with my work. 


What have you changed or do you plan to change as a result? (if applicable)
	I plan to repeat the second data collection of the NSAID audit to ensure that changes are maintained.

Now that we have a better system in place, I plan to discuss with my colleagues whether we should regularly review the warfarin management in the practice as part of an audit cycle.

We will all need to keep constantly vigilant about prescribing and in particular the one area I in the PIs where we did not meet the target. 

I would like to find out about community education resources for our most deprived patients.


GP Scot 1C:  Relationships with Patients

This is the fourth of the GMC’s components of Good Medical Practice.  You should consider and provide evidence of issues that are most relevant to you.  You must include any complaints here, and if appropriate any results of the practice’s QOF Patient Satisfaction Questionnaire that are relevant to you.  You may also include any other patient feedback, thank you letters, and analysis of other patient surveys.  This area includes the following:

· Communication Skills

· Complaints

· Policy on removal of patients from the list (GP partners only)

It is recognised that complaints are very stressful events for GPs and there should be an opportunity to discuss any complaints and the learning points from these in a supportive environment.  The appraisal interview provides such an opportunity.  You must include all formal complaints relevant to your own professional practice.  You can also include any more general complaints received during the last year, which you wish to discuss.

What evidence have you submitted, as part of appraisal, to demonstrate your relationship with patients?  (As a minimum you must include any formal complaints and, if available, analysis of the relevant areas of the annual QOF patient satisfaction survey)
	I have not received any formal complaints this year.
There is a practice complaints procedure. Essentially all written and verbal complaints are passed to the practice manager who acknowledges the complaint and then passes it to the appropriate clinician to write a response.   The response is sent to the patient by the practice manager with an invitation to make an appointment to meet either herself, or the clinician involved, to discuss the matter further if they wish. 
We review all practice complaints at least once a year during a whole practice meeting.  It is a very useful learning experience for all of us.   If a complaint is very serious then it may be discussed by the whole team as an SEA.

The results of the most recent patient experience survey.   The survey results were discussed with the patient involvement worker at a practice meeting and I have uploaded the resulting summary action plan.[supporting evidence]
I have received a number of personal letters of thanks from patients over the year [which I can show at appraisal] together with some small [edible] gifts and two bottles of wine at Christmas.



What strengths have you or your practice demonstrated in this area?
	There is a suggestion box for patients on the Reception desk and once a month the practice manager goes through the suggestions with us at the practice meeting.   There have been some good ideas – such as using the radio as background music to help provide a little more confidentiality at the front desk.

Last year the practice started producing a quarterly newsletter for patients, to let them know about special clinics etc and to provide them with lifestyle and self help advice.    It seems to have been well received. 




Are there any aspects of this area you or your practice have undertaken less effectively?
	Our lowest scores [just below the Scottish average] on the patient experience survey were for “ access to a particular doctor”, “getting through on the telephone ”,” booking appointments in advance”, and concerns about being overheard at the reception desk.


What have you learned?
	That patients value privacy at the reception desk.  We will see if next years score for this is better – but so far the patients appear to like the radio and say that it helps. 

We need to review the appointment system and find ways to advertise the fact that it is possible to book in advance for a particular doctor. 

We believe that there is an underlying problem of access because our practice numbers have increased so rapidly in the last three years as new housing has been built locally.   We use our current premises to full capacity already so cannot offer more appointments without extra accommodation.  We are currently in discussion with the health board about support for installing a Portacabin in the practice car park to provide extra office space. This would allow us to convert existing office accommodation into two small consulting rooms as a temporary measure.   There are a lot of issues to be considered including direct access from the main building security and cost.
. 



What have you changed or do you plan to change as a result? (if applicable)
	We have agreed to have a discussion about the appointment system at one of our forthcoming practice meetings.   Our variable day duty doctor system may be confusing for patients although it is helpful for us.    We may need to have more notices up to explain when different doctors are on – or encourage patients to make their next appointment before they leave the practice.

We have asked for a quotation on the cost of installing an additional phone line




GP Scot 1D:  Working with Colleagues

This is the fifth of the GMC’s components of Good Medical Practice.  It relates to the relationship you have with colleagues and fellow clinicians, both in the practice and outside it.  Evidence here may include Multi Source Feedback (MSF, also known as 360 degree feedback), critical appraisal of referrals within the practice or to secondary care, review of at least two significant event analyses (SEAs), an account of practice and multidisciplinary team meetings/structure, a review of referrals, record keeping, or working with colleagues.

At least once every 5 years you should include a review of referrals and evidence of team working skills.

What evidence have you submitted, as part of appraisal, to demonstrate evidence of working with colleagues?
	Practice meetings structure

We meet regularly as a team. We know this is especially important because we all work part time and good communication is vital. 
Almost every month there is an educational meeting for the whole practice team with practice manager, administrative and reception staff, doctors, nursing staff and as many attached staff [ district nurses and health visitors etc ] as can come.     This originated from the Health Board supported “protected learning time afternoons” which are funded six times per year.  They were judged to be so useful that the practice committed to covering the costs involved [locum fees] to allow us to meet every additional month apart from the summer holiday period.     As well as the educational programme these provide an excellent networking opportunity for the team.

There is a weekly minuted business meeting for all doctors, the practice nurses and the practice manager.    This is held on either Tuesday or Thursday to allow for maximal attendance.  For those not able to attend in any one week there is a “ buddy system” whereby they will be updated by their buddy as well as receiving the minutes. 

Once a month there is a lunchtime clinical meeting which allows for review of children and family of concern, the palliative care register, SEA discussions, audit presentations, complaints reviews, and discussion of problem cases, as well as an occasional journal club.

The doctors meet informally each morning at coffee time.  This is a new development since last year.
Communication with the health visitors, district nurses and physiotherapists etc is excellent as we are all housed in the same building.    The health visitors meet briefly once a fortnight to discuss problem cases with a GP colleague who takes an overview of the needs of children in the practice. 
I was recently involved with providing palliative care for an elderly lady whom I had looked after for more than ten years since she moved down to this area from the Highlands.   I needed to involve the Marie Curie nurses and the district nurses as well as the social work dept.


What strengths have you demonstrated in this area?
	We recently started the “ buddy system” to improve communication and feel this has been successful. 

Personal and working relationships within the team are generally very good.   We aim to organise a social event for all the practice about once per quarter and this has been appreciated.
The palliative care case went as well as it could have done.   The lady died in her own home as she wished to do and her sister [the carer] felt well supported and wrote to the practice manager to thank all the people who had been involved.  



Are there aspects of this area you have you undertaken less effectively?
	Given the part time working of all the doctors we need to constantly work hard on good communication.
As GPs now spend so much time working through results in isolation [Docman] the increasing workload in the practice has made it harder for us to meet regularly.   This makes it more difficult to be supportive of each other when needed.     For example a colleague separated from his partner last year and there was delay before anyone else in the team realised.    After this we decided that we needed to meet daily whenever possible. 

  


What have you learned?
	The importance of face to face personal contacts.


What have you changed or do you plan to change as a result? (if applicable)
	We have agreed to make brief meetings at coffee time a priority


 


GP Scot 1E:  Other Professional Roles

Please include details of other professional activities.  These may include details of out of hours responsibilities, work for regional, national or international organisations, teaching and/or research activities and management/administrative responsibility and activity, and any other professional activities, both NHS and private.

NB:  Please include all roles on this sheet.  You do NOT have to fill out additional sheets for each role.

What roles do you have outside General Medical Services?
	First Aid tutor for Boys Brigade and Guides   I have  been doing this on a voluntary basis for more than 15 years now [ ever since my own children were members of the BB and Guides]


What evidence have you submitted, as part of appraisal, to demonstrate ongoing development in these roles?
	Recently purchased and read the revised First Aid Certificate handbook, which is what I base my short course on. 
CPR and anaphylaxis updates.




What strengths have you demonstrated in this area?
	The organisations in question continue to ask me back to run the course !
In the last few years I have included a lot of practical experience [ bandaging etc] in the course, which appears to have been appreciated .   I also asked a friend who works for the Red Cross to show me how to create fake wounds with make up.   This made the sessions more realistic and the children [ the boys particularly !] seemed to find this good fun.


Are there any aspects you have undertaken less effectively?
	I am not sure.   I always ask for feedback from the club leaders – but so far it has always been good.


What have you changed or do you plan to change as a result? (If applicable)
	Nothing at this point – although I will continue to keep alert to any changes in First Aid advice.    I buy a new copy of the Handbook whenever it is revised.


GP Scot 1F:  Achievements

These may include clinical and non–clinical activities, achieved as an individual or part of a wider practice team, or other events of a personal nature; for example, new qualifications, publications and achievements outside work.

As you consider the time since your last appraisal, what have been your achievements?
	I took part in a [fairly] long distance sponsored cycle ride.    We went along the Union canal from Clydebank to Edinburgh and I raised £ 200 for The Amazon Hope [Scottish/ South American medical charity].
This has revived my interest in cycling and weather permitting I intend to do more [ and get fitter] 


Are there any particular circumstances which have helped or hindered your performance over the last year that you would like to discuss?
	My elderly mother is now getting frail.  She lives alone in a rural area about 50 miles away and although very independent now needs more support.   For this reason I am reluctant to take on additional clinical work at this point


GP Scot 1G:  Probity

This is the sixth of the GMC’s components of Good Medical Practice. 

Please read each year the GMC’s recommendations in this area at:

· http://www.gmc-uk.org/guidance/good_medical_practice/probity.asp
Think about whether there are any issues you need to consider.  These can be discussed in complete confidence with your appraiser, within the GMC regulations on confidentiality that apply to all doctors.

Having read paragraphs 56-76 of Good Medical Practice, has anything arisen in the last year that applies to you or particularly concerns you in this area?
	No 
We no longer see any pharmaceutical reps in the practice.


In the last year have you been subject to referral or any disciplinary procedures, either locally or with the GMC?

If yes, please document.
	No


In the last year have you been suspended from practice? 

If yes, please document.
	No


GP Scot 1H:  Health

This is the seventh of the GMC’s components of Good Medical Practice. 

Please read each year the GMC’s recommendations in this area at:

· http://www.gmc-uk.org/guidance/good_medical_practice/health.asp
Think about whether there are any issues you need to consider.  These can be discussed in complete confidence with your appraiser, within the GMC regulations on confidentiality that apply to all doctors.

Having read paragraphs 77-79 of Good Medical Practice, over the last year, have you had any concerns that your health may have interfered with good clinical care for your patients?
	No 
As mentioned above I need to get fitter and lose some weight – but this does not interfere with my ability to care for patients. 


Are there any other aspects of your health you would like to discuss in confidence?
	No


GP Scot 1 Summary of the Appraisal Interview (Optional)

If you wish to make a record of the areas discussed, after your appraisal interview, please do so here. 

As your appraiser keeps no other record of what was discussed, this may be appropriate if you would like a permanent record of the appraisal interview.  However, this part of the appraisal paperwork is voluntary.

This section can be used to record or summarise any detail of the appraisal interview that you and your appraiser agree should be noted. 

Please note that this summary will remain confidential to you and your appraiser and does not form part of the GMC Summary which may be sent to your Medical Director.
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