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 J Starter
	GMC Number:
	6565656

	Mailing address: FORMCHECKBOX __
	Email address: 

	City View Apartment

West End

Big Place

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 D Just

	Appraiser Number:
	

	Date of Appraisal Interview:
	


	

	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 sessional GP living in a large conurbation in the Scottish central belt.   I am two years post Registrar training.  Over the last year I have been working in multiple practices [about eight in total].    The practices where I work are extremely varied.   One is in a part of the city with much deprivation, numerous families of concern, poverty and drug users. There is a network of interlinked families who have multiple problems, some of whom have been in the area for two to three generations.  There are also many recent arrivals from other parts of the EU who have come to work and who are seeking affordable housing but who have issues with language and expectations of what the NHS can provide.   By contrast two other practices where I work are in “leafy suburbs” with a generally very well educated population of whom a large proportion are greater than 75 years.  Other practices where I work are in more mixed suburban areas with many young families.

In the year since my last appraisal I have been fortunate to have had a locum position of three months in one of the more affluent suburban practices covering a partner who had a back operation.   I enjoyed the continuity that this post offered.
I am keen to develop an interest in sports medicine.   In the longer term I will be looking for a GP partnership – but at this point I am not sure exactly where, or what, that should be and so I am still wanting to work in many varying practices to sort out my ideas.   
I have recently been accepted to work regularly for the NHS out of hours service. On one weekend in four I will work two six hour shifts from next month.



Current professional appointments (including non-practice activities for healthcare organisations):
	Sessional locum GP

Sessional out of hours GP [ part time]

I have no other medical roles at this point.

I have been approached about occasionally providing pitch side medical cover for the Rugby games at my old school.    I would like to discuss the implications of this at my appraisal in terms of my responsibilities and how I can ensure that I am safe to do this.  


Describe your clinical work, including any clinical duties and management roles which require particular knowledge or skills, or for which you have particular responsibility:
	My sessional GP work is to provide General Medical Services as a locum.   I see patients for antenatal care if required.  I mainly do booked surgeries with some emergency “on the day” appointments, followed, or preceded, by a variable number of acute house visits.  One practice [in the deprived area] has an open surgery each morning.  I am frequently asked to cover a “ duty doctor “ session in which case I will be responsible for dealing with all acute telephone request, house visits, telephone triage and messages as well as repeat prescription requests. 
In most practices I have booked surgeries of between 10 to 14 x10 min appointments with some “on the day” appointments followed by some acute visits   The practice in the deprived area holds an open surgery each morning in which I could see up to 20 patients.   These open surgeries are always covered by at least two doctors and there is a strong tradition of other doctors helping out at the end of the morning if the doctors assigned to the open surgery are not managing to see all the patients.   Occasionally I am asked to do insurance reports [eg if I am duty doctor and it is quiet]    During my long locum appointment I enjoyed the continuity of care and the chance to ask patients back for review.   On that occasion I also worked through Docman results and helped with the diabetic clinic  - but normally I am not asked to do this. 
The different practices where I work vary in whether they invite me to team meetings or not.   In some I am employed to cover the practice whilst they hold such a meeting.   In another they include me as part of the team – even for the protected learning time [although they don’t pay me to attend!] – if I am working for them that week.   This is the practice where I have been able to discuss an SEA 
I have a special interest in sports medicine – but as yet no formal appointment related to this.  I use my knowledge as part of provision of general medical services.
I have only done one weekend of out of hours work so far.   I was seeing patients in the base and providing telephone advice.    It is likely that in the future I will sometimes be rostered to do visits.    I have the support of the other GP working on that shift as well as a nurse practitioner and a driver if I am doing house calls.   The out of hours base is situated next to the Accident and Emergency dept. of our main hospital so there is specialist expertise readily available if needed. 


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?
	Since my last appraisal I have successfully completed a long [three month ] locum at one of the practices where I regularly work.    This gave me more experience in providing continuity of care for patients with chronic diseases than I had had since my GP Registrar year.
I have become more established locally with sufficient regular work in a variety of practices.

I have been accepted as a provider of regular OOH sessions [ two per month].


What has gone well in the work you do?
	Increasing confidence in my general practice skills and enjoyment of my contacts with patients.
Good relationships with all the practices where I regularly work.  I am aware that I am often their first preferred locum.

Confirmation that it will be possible to pursue my interest of sports medicine. I have been accepted to study for a postgraduate certificate in this subject from next Autumn.

Being appointed as an OOH doctor.  This will help me maintain my skills in acute medicine. It also provides regular work and the support of being in a managed environment. 




Are there any aspects of the work you do that have gone less well?
	Sometimes it is difficult to complete all the work that is required of me within the locum session.   I generally stay late if needed rather than come back the next day.    Once that was not possible because the premises had to be locked up and as I was not a keyholder I had to leave earlier than I would have liked.

A verbal complaint [ see section1 C]
I am aware that I am not seeing so many patients for management of their chronic diseases now that my long locum has finished.   I am concerned that I may become de-skilled in this aspect of general practice..


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
	
	
	
	

	ii    Working with Colleagues & Referrals
	GP Scot 1D
	
	x
	
	2011-2012 [2]

	Iii   Clinical Audits
	GP Scot 1B
	
	
	
	

	iv   Significant Event Analysis
	GP Scot 1B
	
	
	
	

	v   Communication Skills
	GP Scot 1C
	
	
	
	2010-2011[1]


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?
	I have chosen working with colleagues and referrals as my core category this year.
I have chosen to keep a log of all my referrals from 10 surgeries. I have then reflected on them as suggested in the SOAR sessional doctors Toolkit. [ see separate document]

I have also included an SEA report, which I was able to discuss at the practice where I did a three month locum.  SEA is not my core category for this year but the event was traumatic for me and I would like to discuss it at my appraisal. 
Although I am committed to generic prescribing whenever possible and am familiar with the local formulary and try to adhere to it, I do not have my own cipher number so it is not possible to retrospectively review my prescribing.   However next year I plan to look prospectively at my scripts for antibiotics for my appraisal core topic.
I am aware of current QOF indicators and aim to adhere to them when possible.   I do not have access to precise figures but I am aware that whilst one of the practices I work in [the one where I did a three month locum] scored extremely well with QOF last year, another practice where I regularly work [the practice with the most deprivation] did not do so well and the partners have been meeting regularly with their practice manager to work out how this can be improved. 




What strengths have you demonstrated in this area?
	If I am working in a practice for only one day I make a point of trying to complete all referrals that day [either by dictation, or electronically through use of SCiGateway].      In the very rare event that this is not possible I leave a note for the practice manager and arrange to come back into the practice asap to complete the referral.
When I reviewed my referral rate it was 12% - which is only a little higher than the reported average of 10%.

I had made referrals to eight different specialities. Two were urgent referrals that could not be delayed, for clinical reasons.   In one case I felt the referral could have been made earlier by a colleague because the patient had attended five times in as many months, with increasing pain. One referral was directed to a speciality because of my sports medicine knowledge


Are there any aspects of this area you have you undertaken less effectively?
	When I reviewed my referrals I saw that I made a lot of referrals to physiotherapy.  This may reflect my sports medicine interest – but maybe I could develop some self help resources to allow me to avoid referral.

I felt that two referrals to the psychiatric services might have been averted if I had better knowledge of the local support services for patients with depression.




What have you learned?
	That my special interest affects my threshold for referral.

That it is helpful to keep a list of local resources for depression for each of the practices that I usually work in.


What have you changed or do you plan to change as a result? (if applicable)
	I will gather some information leaflets on support services [counselling etc ] for mild depression and for simple exercises for back pain.   I will keep them in surgery specific folders. 


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)
	As a sessional doctor I do not usually have access to the patient experience survey data of the practices where I work, and it would not necessarily reflect my performance anyway.

I make a point of asking about the complaints policy at each practice when I first go to work there.
I find that usually the practice manager is the first point of contact and I would speak to him / her for help in guiding me through the complaints procedure that should be followed.
In one practice I had a verbal complaint 

I saw an elderly woman with insomnia who asked for Temazepam.   It was very apparent from her previous clinical record that she had addiction problems so I did not immediately agree but talked with her instead about sleep hygiene, bed time habits, alcohol and caffeine intake etc and offered her small amount of amitriptyline 10 mg nocte as a trial.   Unfortunately she took offence and made a loud and angry verbal complaint immediately to the receptionist about that “ fool young doctor”..  I discussed it that day with the senior partner and was reassured that he felt that I was absolutely right not to have given her the Temazepam.   However it felt very bad to be complained about.  He suggested I draft a letter of explanation in response to the complaint and checked it over for me before it was sent.   There was no response from the patient but she has continued to attend the practice and apparently has not asked for Temazepam again. 
On a more positive note I received two thank you cards from patients when I finished by long locum.  I have also had some verbal thanks passed to me by the practice manager in two different practices where I work.less regular sessions.  

 


What strengths have you or your practice demonstrated in this area?
	Open discussion and willingness to reflect on a complaint and what can be learnt from it – even though it was painful at the time.     The interest and support of the senior partner was very helpful.    The practice manager kept me well informed about the complaints policy and how and when I should send a response to the patient. 
As a locum I accept that I am unlikely to receive many letters of thanks from patients but, whilst I was doing my long locum, I did receive a card of thanks from a patient with abdominal pain who was very grateful for the prompt referral that I made and the clarity of my letter [ which he said sped up his passage through the A and E dept].   I received a second card from a gentleman who had been made redundant and turned to alcohol as a way of coping.  We had several long consultations, with the good result that he was able to seek help and eventually managed to control his drinking. 



Are there any aspects of this area you or your practice have undertaken less effectively?
	Obviously it would have  been better not to have had the complaint in the first place
I did not manage to persuade the patient about options other than Temazepam fro her insomnia.

Maybe I did not make her feel that I fully understood her problems 

I could have found out more about why she was seeking Temazeapm at that point and maybe that could have led to a deeper discussion about the things that were bothering her. 


What have you learned?
	I learned that communication and negotiation are very key skills in consultations.   Tact and diplomacy is very important and sometimes “saying less is more”.    I was reminded of the importance of active listening and body language in communication.  With the senior partner I discussed the technique of summarising, as a way of helping a patient realise that I have understood their concerns.  I learned that sometimes it is simply not in a patient’s best long term interests to give them what they are first asking for – but that the biggest challenge is to negotiate successfully with the patient and come to a shared understanding
I discussed this complaint with my CPD group too.  We all had a session of role play, practising ways of saying “ No” whilst aiming to still keep the patient on side.




What have you changed or do you plan to change as a result? (if applicable)
	Put these techniques into practice and hopefully avoid another complaint about a similar situation.

Continue to work hard on my consultation skills by being reflective, discussing difficult situations with my colleagues and trying always to empathise with the patient and make them feel valued and understood.   As my experience grows I hope I will get better at doing this. 


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?
	This is the second part of my core category.  I have used the checklist in the Sessional doctors toolkit on the SOAR appraisal to review how I relate to colleagues in each practice I work in.

SEA report.

I have made an effort to be involved in practice meetings wherever that is allowed.   
I work with other GPs in organising the local sessional doctors group.    This has been a very valuable experience.


What strengths have you demonstrated in this area?
	I am now well known in the practices where I work but initially I always made a point of introducing myself to as many staff as possible.   When finishing a locum session I leave a written note of any unfinished business or followup that is required. I also speak to one of the GPs in the practice if that is possible.   Failing that I will speak to the practice manager.    For the practices where I work most regularly, I now have a good idea of how to contact district nurses and health visitors etc in each practice and in fact I have developed a small partitioned notebook with practice specific information about contact details, lab van times etc, which I take with me at all times.  

From my self assessment with the check list I also realised that:

I am good at familiarising myself with equipment available and the computer systems that are to be used.   

I am good at asking about practice protocols and the practice formulary.   

I am good at knowing about the practice complaints policies
I am good at arranging to hand over clinical issues to permanent staff in the practices I work in and arranging for patients to have follow-up if necessary. 

The SEA discussion was very helpful to me. It was a traumatic event. I saw a three year old child whom I thought had a viral illness.  The following day she was admitted with haemolytic uraemic syndrome and subsequently required dialysis.   It was challenging to discuss this what had happened with a large number of people, but my more experienced colleagues were sensitive and supportive.  It went well as a meeting to discuss what could be learned, rather than a meeting for apportioning blame. 




Are there aspects of this area you have you undertaken less effectively?
	If I asked for a single session at a practice I don’t know, it is hard to always remember to check on the arrangements for investigations and collection of samples and how to contact district nurses and health visitors.

On reflection I am not so good at obtaining feedback on my performance from practices.  However I am frequently asked back by practices to work as a locum.  



What have you learned?
	I felt pleased that my checklist exercise implied that I am generally working well with colleagues in a range of practical ways..  
I realised that it is much better to have the information on nursing and social work contacts, lab van times and how to arrange investigations, at the start of my Iocum session - rather than looking for it during the middle of a surgery.

 Re SEA.  How helpful, supportive and understanding colleagues can be


What have you changed or do you plan to change as a result? (if applicable)
	I will make more of an effort to ensure I have my basic data set at the start of every locum session I do.

I could improve communication with colleagues by making it clear to GPs and practice managers that I am very happy to be contacted if they have any concerns, or wish for follow-up information.


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?
	I am a member of the committee that runs the local association of sessional doctors.  With other committee members I organise the programme of monthly CPD meetings.  I have also helped with developing the website which includes a “noticeboard” that practices can use if they wish to advertise a locum session and links to local organisations providing CPD.
 


What evidence have you submitted, as part of appraisal, to demonstrate ongoing development in these roles?
	A sample set of minutes from one of the association meetings [supporting evidence].   

These demonstrate my role in organising the CPD programme.
A feedback summary from one of the CPD meetings showing high satisfaction with what we had organised




What strengths have you demonstrated in this area?
	We have had discussions recently about the implications of accepting doctors as members of our organisation and posting their contact details on our website [at their request] so that they can be approached with offers of work etc. 

We have had to make it very clear on our website that we are not vouching for the fitness to practice of doctors on our list.  This arose after concerns were raised with us about the language skills of a European doctor who was working in the region for some time.  He has now left the area and returned to his country of origin but it highlighted an issue that we needed to make very clear to practice managers accessing our database.


Are there any aspects you have undertaken less effectively?
	We have talked about facilitating the formation of small sub groups of sessional GPs who could meet to discuss SEAs, continuing CPD etc.   We have not yet moved forward with this.
I am aware that there is a very high turnover of sessional doctors in this region and, as a committee, we have not made as much effort as we could have done to welcome new members and introduce them to the ways we work in this part of the country.   


What have you changed or do you plan to change as a result? (If applicable)
	I need to raise the concept of subgroups again at our next meeting and start collecting names, forming a list of interested people, putting them in touch with one another and developing a self sustaining system, or register, on our website which will enable this to happen , long term, with minimal input from the committee.


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 have successfully negotiated two years as a self employed sessional GP.   

I feel I have been well organised about managing my bookings and fulfilling my locum commitments
I have managed my finances, completed my tax return and remain solvent !


Are there any particular circumstances which have helped or hindered your performance over the last year that you would like to discuss?
	No


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?
	I have no personal probity concerns with respect to the GMC’s guidance. 
As mentioned in section I E I felt there were probity issues in relation to the EU doctor who had limited language skills.    In the event he has left the area and the problem has sorted itself – but it could arise again at any time and I would like to discuss the extent of my personal responsibility to take action if I became aware of a similar problem in the future. 




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?
	I developed Type 1 diabetes during my foundation year.
I use a basal bolus regime and generally have good control.    I attend a specialist diabetic clinic regularly for follow-up.    I am acutely aware of the dangers of having a hypo either when driving or when seeing patients.

I would welcome a chance to discuss the implication of my diabetes at appraisal.
Maintaining good diabetic control is a challenge because I am very active in sports, particularly the Triatholon.  


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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