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Medical revalidation: 
Where are we now? 
Where might we be going? 

 

This is very much a personal opinion, not an official report or communication.  There is a reason for 

that. 

At the time of writing I have recently been elected as one of the vice-Chairs of the Academy of 

Medical Royal Colleges (AoMRC) and as a result I am in the process of taking over from Dr Judith Hulf 

as ‘Revalidation Lead’ for the Academy.  I have already read many papers and met many people.  But 

I have grown concerned that I meet two separate groups of people.  On one hand there are the 

many doctors who know that revalidation is coming and are worried by it;  worried mainly about the 

prospect of extra work, bureaucracy and cost rather than worried about being found to be unfit to 

practise.  On the other hand there are those who are steeped in the process, whether in the General 

Medical Council (GMC), the Department of Health (DH), Medical Royal Colleges or medical 

management in Trusts.  

There is something of a gulf between these two groups.  The latter have the task of making 

revalidation a reality across the vast diversity of work that doctors undertake.  They have made a 

great deal of progress, but in the process they have produced reams of paper peppered with 

fusillades of bullet-points.  The former group sees some of this complexity and is understandably 

alarmed.  How can this disconnection be resolved?  It is difficult for bodies such as DH or GMC to 

issue a concise, informal, interim report because their reports carry such authority.  An attempt at 

simplicity will leave some doctors convinced that their unusual circumstances have been ignored.  

New ideas cannot be ‘floated’ widely to gauge opinions and seek better ideas, unless it is done as a 

cumbersome formal consultation process.  

In writing this I am attempting to fill this gap.  As the ‘new boy’ in this process I am somewhere 

between these two groups. I can, and do, admit uncertainty.  On my learning curve I will make 

mistakes, and if you find some within this text you will, I hope, gently put me right.  So in setting out 

my current perception of the situation, there is benefit for me.  I hope there is also benefit for 

worried doctors, who I think I can largely reassure;  and for those ‘steeped in the process’ who will, I 

hope, benefit from a wide overview of their work, including some of the potential pitfalls that worry 

others.  So please feel free to email your comments to me;  peter.furness@rcpath.org.  I cannot 

promise to reply to all emails, but I will read and consider them – if they are expressed in reasonably 

concise and moderate language! 

Peter Furness 
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A word about words 
In the White Paper that started this process, two processes were identified.  ‘Relicensing’ will ask, to 

put it bluntly, whether a doctor is fit to remain licensed as a medical practitioner. ‘Recertification’ 

will ask whether they are fit to remain identified as a specialist, or as a general practitioner.  

‘Relicensing’ and ‘recertification’ are closely linked to the current structure of the Medical Register, 

held by the GMC. 

It soon became obvious that a single process of evaluation would have to answer both of these 

questions.  This was expressed as ‘One process, two outcomes’.  But it is clear that, for the majority 

of doctors, that one process will actually be asking just one question;  ‘Is this doctor fit to continue to 

undertake their current medical role?’.  If the answer to that question is a straightforward ‘Yes’, then 

the answer to the ‘relicensing’ question and the ‘recertification’ question will also be ‘Yes’. So in the 

spirit of keeping it simple, and realising that some will disagree, I propose to use only the term 

‘revalidation’ to indicate the single main process. 

Will the GMC register be adequate? 
To ask the question ‘Is this doctor fit to undertake their current medical role?’, the doctor’s current 

medical role has to be defined and agreed. This generates a problem for the GMC register, because 

the medical role of most doctors evolves, sometimes dramatically, after they enter the Specialist 

Register or GP Register.  The GMC has recognised that the current register is, to a large extent, a 

historical record that does not necessarily indicate a doctor’s current practice or skills. This problem 

has not been resolved, but it suggests that there might be a need to add another section to the 

Register to describe what a doctor currently does.  This could be tested and agreed during the 

revalidation process, and hence regularly updated.  For example, I have a CCT in histopathology, but 

I have specialised further since then, so to test me against the standards for my CCT would be 

irrelevant. A new GMC entry for me might read ‘Diagnostic histopathology of gastrointestinal and 

urinary tracts;  leadership and managerial role as President of RCPath’.  Other examples might 

include ‘General practice, special interest in ophthalmology’.  Or ‘Medical management in the setting 

of an acute NHS Trust’.  Some have argued that this would introduce impossible complexity.  I 

suggest it could only be done by allowing free text.  It is not current GMC policy.  But I think it is an 

interesting and potentially informative idea. 

Strengthened appraisal 
The question ‘Is this doctor fit to undertake their current medical role?’ represents a summative 

assessment of competence.  It will be addressed annually during a ‘strengthened appraisal’ 

interview.  Most doctors are now familiar with ‘unenhanced’ appraisal.  It is performed very variably 

across the NHS and in our universities.  It is principally a formative process, to consider how a 

doctor’s practice might be improved and to agree a personal development plan, rather than a 

summative process, to decide fitness to practise.  As such it has gained considerable professional 

support, at least when it is done well.   

There are those who question whether one process should simultaneously be summative and 

formative, but strengthened appraisal intends to try.  

There is a further potential conflict.  Appraisal at present can quite legitimately consider whether a 

doctor is contributing to specific targets set by the employing institution, such as reducing waiting 
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lists.  Such objectives may be completely irrelevant to medical revalidation, which should consider 

only compliance with the principles of Good Medical Practice (Box 1). Yet both will be considered in 

the same process.  Items relevant to each may be included in a personal development plan, which 

will be reviewed in the next enhanced appraisal interview, quite possibly by a different appraiser.  If 

strengthened appraisal is to work as intended, appraiser and appraise will need to be very clear 

about these distinctions.  I will return to the training that appraisers and appraisees will need. 

There is, as far as I can see, unanimous agreement that almost all doctors are doing their jobs 

competently and therefore should be able to revalidate without difficulty.  So for all but a tiny 

minority of doctors the strengthened appraisal process should get the summative ‘revalidation’ 

question over as quickly as possible, so that most of the strengthened appraisal interview ought to 

be spent on improving standards still further (the formative part).  The balance of these two parts 

will need to be monitored. Unfortunately, current discussions tend to give a false impression of the 

proposals by concentrating on revalidation.  This discussion, sadly, will not be an exception.  But it is 

the revalidation part that is new, so it is on that part that I must concentrate. 

How to find an appraiser? 
This is where the immense diversity of work undertaken by doctors starts to introduce problems.  

For most hospital doctors, and for those employed 

by the private sector, it will be their employer who 

supplies an appraiser.  For most GPs, this will be 

through their PCT – though exactly how remains 

less than certain.  But many doctors are outside the 

NHS, or have several employers, or are 

intermittently employed.  Solutions to all these 

situations are being developed.  For some, as a last 

resort, it seems possible that appraisers will have to 

be provided through some of the Medical Royal 

Colleges or Faculties – no doubt at a fee.  I will 

return to the question of cost. 

The next sections will, I believe, make it obvious 

that appraisers must understand the nature of the 

appraisee’s work if they are to have the judgement 

to do the job well. So appraiser and appraise 

should, as far as possible, be engaged in similar 

work.  That will be challenging for some, and it will 

need to be monitored. 

What you need to demonstrate 
The appraisee will be expected to demonstrate, in 

the context of their current medical work, that they 

are complying with the requirements of ‘Good 

Medical Practice’ ( Box 1) as developed by the GMC 

in their Framework for Appraisal and Assessment.  

This is where the immense diversity of work 

BOX 1 – PRINCIPLES OF GOOD MEDICAL 

PRACTICE 

Domain 1 – Knowledge, skills and 

performance 

1. Maintain your professional performance  

2. Apply knowledge and experience to 

practice  

3. Keep clear, accurate and legible records  

Domain 2 – Safety and Quality  

1. Put into effect systems to protect 

patients and improve care  

2. Respond to risks to safety  

3. Protect patients from any risk posed by 

your health 

Domain 3 - Communication, Partnership and 

Teamwork  

1. Communicate effectively  

2. Work constructively with colleagues and 

delegate effectively  

3. Establish and maintain partnerships with 

patients  

Domain 4 - Maintaining Trust  

1. Show respect for patients  

2. Treat patients and colleagues fairly and 

without discrimination  

3. Act with honesty and integrity  
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undertaken by doctors introduces even larger problems. 

All the Medical Royal Colleges have been working on setting standards and producing guidance to 

explain how practitioners in each specialty might produce evidence to satisfy this requirement.  

Other groups are considering how this might apply to medical academics, medical managers and 

others.  The consequence of the enormous diversity of medical practice has been a huge outpouring 

of paper, most of which will be irrelevant to most practitioners.  But whatever part of this huge pile 

of guidance is relevant to you, its purpose is simple; within your own field of practice, you will need 

to collect material to convince your appraiser that you are complying with Good Medical Practice. 

How will this work?  An interesting pilot has recently been conducted within the Royal College of 

Anaesthetists, in which an appraisal interview is structured by the use of twelve specific questions, 

each of which is designed to invite the appraisee to demonstrate compliance with one of the items 

in Box 1.  If satisfactory answers are produced, with supporting evidence, that’s excellent;  

revalidation is assured and the interview can move on to consider how the quality of work can be 

improved still further.   If not, the problem is discussed and steps can be agreed to resolve the 

problem at the next interview. Electronic tools are being developed to allow the appraisee to set out 

the evidence collected before the appraisal interview occurs, in a way that will streamline the 

process, as discussed below.  Making the process efficient is an important challenge. No doubt other 

models and ideas will emerge. 

Types of evidence 
Logically, there should be no prior constraints on what constitutes evidence of compliance with the 

principles in Box 1, but in practice some guidance has to be provided on what might be expected and 

what should be accepted.   

Broadly, four types of evidence can be identified.  Most doctors already undertake most of these to 

a greater or lesser extent, but in the future all doctors will be obliged to participate. Many 

organisations (especially the medical Royal Colleges) are working to make the necessary facilities 

and tools more readily available, and to make it as simple as possible for these activities to feed into 

the revalidation process.   

1) What you can do 

Direct tests of competence are often difficult to devise in a manner that is fair to all, given the 

variation in medical practice.  In some areas they already exist, and work is being done to 

develop more, but it is unlikely that they will form a major element of revalidation for most 

practitioners.  There is certainly no intention to make everyone re-sit college examinations;  to 

devise, set and validate a separate examination for every type of medical practice would be 

completely impractical.  Furthermore, what you are able to do is less important to patients 

than: 

2) What you actually do 

Broadly, this is audit and record-keeping. For many, it will include clinical governance data 

collected by your institution.  Work is progressing on how audit should feed into revalidation.  

But it is complex.  An audit project that is ‘high quality’ by conventional criteria when applied 

to a whole department may examine such a small aspect of an individual’s practice that its 

relevance for that individual becomes debateable.  On the other hand, some doctors have 
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much of their work routinely scrutinised by peers (e.g. by cancer multidisciplinary teams);  this 

does not fulfil definitions of ‘high quality clinical audit’, but if suitable records are kept it does 

identify how often the quality of your work is challenged and could well be relevant.  Records 

of referral practice, responses to critical safety incidents etc. also fall into his category. 

A detailed document recently produced on the relationship between clinical audit and 

revalidation includes a splendid example of the difficulties posed by the diversity of medical 

practice.  Under the heading ‘Principles’, it states  “A doctor must participate actively in high 

quality clinical audit.”.  This completely unequivocal statement is followed, just two 

sentences later, by the words:  “Doctors, including those whose work is not amenable to 

clinical audit, should also...”.  To my mind, this contradiction highlights the need for all 

concerned to remember the need for flexibility at all times. 

3) What other people think of what you do 

This is, in brief, multi-source feedback (MSF);  including, for most doctors, patient feedback.  

There is a great deal of work going on to develop and validate suitable tools.  This is an area of 

some concern, however.  There is some evidence that doctors in some specialties fare better, 

on average, than those in others, merely because of the nature of the specialty.  Questions 

devised and validated for one specialty may not work so well for another. Consequently, any 

comparisons should be made only with peers who do similar work.  Comparisons should be 

with as many such peers as possible.  For this reason, several of the medical Royal Colleges are 

investing in the development of specialty-specific  MSF tools;  but many NHS Trusts are also 

buying commercial MSF packages that will, they anticipate, be applicable to all the doctors 

they employ.  Ultimately it is expected that the GMC will approve or reject MSF tools for use 

in revalidation, but at the time of writing none of the available tools has yet been approved.   

4) What you do to keep up to date with what you do 

This is continuous professional development (CPD), with which we are all familiar.  But work is 

being undertaken to make the various CPD schemes used by different specialties broadly 

comparable, so most of us can expect changes in our College CPD schemes.   

Some of the principles in Box 1 map clearly to one of these types of evidence, but others do not.  

Some of the forms of evidence may satisfy several of the principles in Box 1.  The Medical Royal 

Colleges have done a great deal of work to map out how, for each type of medical practice, a doctor 

can demonstrate compliance.  But this mapping has not yet been formally agreed by the GMC, and I 

suspect there may still be some rare forms of medical practice where this work is not yet complete.  

At present, it is expected that all doctors will demonstrate compliance across the domains of the 

GMP Framework in areas that are relevant to their practice.  For some forms of medical practice, 

this may be challenging; for example it is not easy to see how ‘Show respect for patients’  will be 

achieved by doctors who do not normally meet any patients, such as those who work in laboratories, 

as statisticians, or purely as medical managers.  But guidance is being developed. 

How do you convince your appraiser? 
It seems to me that there is a serious problem underlying this question.  The answer will be 

influenced by what is affordable.  
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The Medical Royal Colleges have been charged with developing clearly defined standards to be used 

for revalidation.  They have produced large volumes of text in response.  Great effort has been put 

into making the standards and guidance as unambiguous as possible;  but sometimes complete 

clarity is not possible. 

There are many other areas where we have been trying for years to define standards against which 

the performance of humans or organisations may be tested. Educationalists have struggled to 

reduce variation in our systems for the examination of trainees;  with considerable success, but we 

have seen a huge increase in bureaucracy and cost and we still have to train examiners to interpret 

the standards consistently.  Another example of a quality evaluation system is provided by attempts 

to assess the quality of medical services.  The Care Quality Commission and NICE are currently 

involved in developing standards in this area.  The same problems arise.  If you examine definitions 

of standards in PMETB-approved curricula or in Care Quality Commission documentation, you will 

find that they are supposed to be clear, unambiguous and measureable, just like the standards for 

medical revalidation.  Yet  many of them contain adjectives such as ‘Appropriate’, ‘Sufficient’, 

‘Adequate’ or ‘Satisfactory’.  Curricula describe levels of knowledge, understanding or skill using 

words like ‘Basic’, ‘Advanced’ or ‘A high level of...’.   These words prove that claims of ‘objective 

measurement’ are misleading;  they usually demand some degree of interpretation and judgement 

by an assessor. 

It is therefore futile to suggest that an appraiser will not need to make judgements;  the sensible 

questions are, how much, and how can we ensure it will be done well? 

Those who seek to minimise the judgement required in assessments do so from admirable motives, 

to reduce the variation in standards across the system and to eliminate opportunities for favouritism 

or vindictiveness.  But they can only do this by increasing the detail in the standards and the 

mechanistic elements of the assessment.  For example, I have already quoted an assertion that every 

doctor must be involved in audit of their work.  But what is ‘sufficient’ or ‘appropriate’ audit? There 

have been attempts to specify a number of ‘audits’ that each practitioner must ‘undertake’ within a 

revalidation cycle.  But what constitutes a valid audit for this purpose?  If audit involves a continuous 

cycle of improvement, when does one ‘audit’ start and stop? What if the results are heavily 

dependent on the work of others, or only address an unimportant facet of practice? How can 

guidance on these points be generated for every different type of medical practice?  Attempts to 

impose rigidity answers to these questions will make the system excessively cumbersome.  

So attempts to define the revalidation process in sufficient detail to eliminate significant input from 

the judgement of the appraiser, and yet allow for the diversity of medical practice, would generate a 

cumbersome, mechanical, time-consuming system.  Of particular importance in view of the 

impending financial problems of the NHS, it would be extremely expensive to implement and run. 

Appraisal interviews could be left with little time to get on to their main function, of planning and 

coordinating improvement. 

At the other extreme, appraiser and appraisee might be left to discuss whether the principles of 

Good Medical Practice have been satisfied, assisted by no more than general guidance.  The 

problems outlined above would be overcome;  but at the cost of consistency and at the risk of 

cronyism or vindictiveness.  The uniform national standard, a key promise of the whole revalidation 



 
7 

 

process, would not be delivered.  The system would be unable to provide robust assurances of 

patient safety. 

These two extremes are not simple alternatives;  they are the opposite ends of a spectrum.  

Decisions will have to be taken to define where along this spectrum the actual system will be placed.  

Those decisions will no doubt be moulded by the experience of the pilots that are currently being 

planned.  They will inevitably be moulded by the cost of the system, and they may (I hope) be 

adjusted over time.  But they are decisions that will have to be taken. 

The mechanics of an enhanced appraisal system 
Those who enter a strengthened appraisal system will have a substantial task to collect evidence of 

compliance with the principles of Good Medical Practice.  Putting aside for a moment the time and 

money that this will demand, there is also a question of how all the information can be presented at 

an appraisal interview, bearing in mind the need to answer the revalidation questions efficiently so 

that the interview can move on to the formative, supportive elements of a good appraisal. 

There seems to be consensus that part of the answer will have to be some form of electronic tool.  

Collecting pieces of paper in a shoe-box, or even a filing cabinet, will not be an efficient approach.  

Current suggestions include systems in which practitioners record items of evidence as they 

accumulate over the revalidation cycle, mapping them as they do so to the relevant items of Good 

Medical Practice, in accordance with the guidance from the relevant medical Royal College.  The 

actual documentary evidence (such as CPD attendance forms, multi- source feedback reports etc) 

might remaining a filing cabinet, or they might be scanned and uploaded.   

Before the appraisal interview, appraisee and appraiser would be able to view online a summary of 

evidence accumulated so far in the five-year revalidation cycle.  The appraiser would then, at the 

interview, be able to ask to see some or all of the documentation, and to question the relevance or 

the mapping of individual items, as appropriate.  For doctors who have no performance problems 

and who have accumulated appropriate evidence, this might be a fairly rapid process - although the 

time taken to accumulate the evidence may still be considerable (and therefore expensive). 

If this is accepted, further questions arise.  Precisely what form should this software tool take?  Do 

different disciplines need different tools?  Who should provide it and pay for it?  Will its use be 

compulsory?  Will it permit sufficient flexibility? 

The Department of Health’s Revalidation Support Team has already commissioned one such 

software tool and is now planning the development of a second one, for use in the pilot schemes 

they intend to run early in 2010. Part of the function of the pilot schemes will be to test the tool.  At 

the time of writing, several options are being considered. But there are those who suggest that 

doctors will be extremely reluctant to trust confidential information about their professional 

performance and development to a computer system owned and run by the Government.  There are 

no legitimate grounds to hide information about problems in performance of doctors that affect 

patient care;  but these systems will collect material on problems in performance that have been 

identified at an early stage and have been appropriately corrected.  Nationally, there have been 

many incidents around data security which leave the public, as well as doctors, very wary about 

providing confidential information to government agencies.  Even if the data is secure against 

malicious or incompetent loss, would it be secure against a request for disclosure under the 
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Freedom of Information Act?  And what of the possibility that the diversity of medical practice will 

make it impossible to design a single electronic system that satisfies the needs of all doctors? 

Partly for these reasons, some of the medical Royal Colleges have also started to develop their own 

specialty-specific ‘e-tools’ for this purpose.  And as with multi-source feedback tools, some forward-

thinking Trusts have started to develop theirs.  There might also be systems that address the 

confidentiality question by running on stand-alone PCs, potentially in a doctor’s home rather than at 

work.  It is not yet clear which of these various approaches will be useful or acceptable. 

Having seen some of the early examples of these systems, I can confirm their potential to streamline 

the process.  But I am also concerned by the potential of a software tool to impose rigidity. To take 

the example I quoted above;  ‘“A doctor must participate actively in high quality clinical audit.”. 

That is something a programmer can easily code into a computer-based checklist.  But what of the 

sentence that followed?:  “Doctors…”  “…whose work is not amenable to clinical audit...”?  That is 

harder for a computer based system to make allowance for;  it demands good human judgement as 

to when the exception is reasonable.  One can easily see the risk that a poorly designed computer 

program might oblige some doctors to produce specific types of evidence simply because the 

computer system demands it, not because it is relevant to their work.  That would be profoundly 

wasteful.  It is to be hoped that piloting these systems, and their multiplicity, will allow such 

problems to be identified and eliminated.  

Reporting the results 
The plan is that the outcome of the enhanced appraisal interviews will be reported to a single 

‘Responsible Officer’ within each organisation. At the end of each five-year cycle of annual appraisals 

the Responsible Officer will have the task of making a recommendation on each doctor’s revalidation 

to the GMC, based largely on the outcome of the enhanced appraisal process but also bearing in 

mind other information, such as complaints and clinical governance data.  (There is a recognised 

problem here, which I do not propose to discuss, in relation to the variable quality of such 

information).  The final decision on revalidation will be taken by the GMC;  but in normal 

circumstances it is difficult to see how it will do anything other than accept the recommendation of 

the Responsible Officer. 

Responsible Officers will be doctors, so they too will need to revalidate;  their Responsible Officers, it 

is proposed, will be the Medical Directors of the  Strategic Health Authorities.  The SHA Responsible 

Officers will in turn have the Medical Director of the NHS as their Responsible Officer.  I am not sure 

who will evaluate him;  perhaps the relevant Secretary of State, who is presumably  appraised at 

intervals by the Prime Minister and (in an appealing symmetry, every 5 years) by the electorate? 

In acute Trusts, it is expected that the Responsible Officer will be the Medical Director, or (as the 

task is likely to be substantial) a named deputy.  This has raised concerns about a potential conflict 

of interest, because the Medical Director has a management function and might as a result bring to 

bear the commercial interests of the organisation, rather than considering revalidation purely on the 

basis of the professional performance.  For example, would doctors who jeopardise performance 

targets because of legitimate concerns over patient safety be penalised?  Medical Directors have 

responded that this sort of conflict of interest is nothing new, it is inherent in their role;  which is 

true, but it has not before impinged so directly on the ability of all individual doctors to carry out 
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their work.  At the very least, the concern underlines the need for an effective quality assurance 

system;  one that examines outcome as well as process. 

When disputes arise 
The intention is that at the end of a five year cycle of appraisal intervals, to quote the Chief Medical 

Officer (England), ‘there should be no surprises’.  Previous interviews should have identified 

problems, and an action plan to resolve them.  If, at the end of five years, the action plan has not 

been successfully put into effect, you will know what to expect. 

But there will be disagreements.  Appraisees will have disagreements and will demand different 

appraisers or Responsible Officers.  There will be appeals.  I have stressed that the process will 

demand good judgement.  The consequence is that the quality of the judgement will be challenged.  

Challenges may be as small as whether or not a single piece of information or activity does or does 

not constitute acceptable evidence of compliance with one of the Good Medical Practice principles.  

For example;  is this audit actually relevant to my work or not? 

There is therefore the possibility of a very large number of challenges.  It has not been determined 

how these will be handled, though it is agreed that the GMC will have to have an appeals process.  

At the smallest, most specific level, it is probably inevitable that the appraiser’s decision will have to 

be accepted.  The appraisee might insist that the disagreement is recorded and demand a different 

appraiser next year.  But once the possibility of eventual revalidation starts to be questioned, some 

form of external arbitration and /or an appeals process will be needed.  It has been suggested that 

the medical Royal Colleges should provide such external review.  That seems entirely consistent with 

their primary role of maintaining service quality. 

Most of the colleges have regional systems of representation that could probably be adapted to this 

task, initially using some form of local representation with the possibility of escalation of intractable 

or serious disagreements through regional structures to national units for professional standards.  

But if this approach is to be used, it will demand an agreed approach and it will demand training for 

College representatives.  The volume of disputes is as yet unknown so we cannot be sure that 

available structures and resources will be able to cope. 

Fixing problems 
The revalidation system will uncover areas where standards of practice could be improved.  If it does 

not, it will have failed.  

As soon as the appraiser and appraisee agree that a problem exists, the foundation has been built 

for successful remediation.  In most cases this will relate to small, specific problems, easily remedied 

within existing CPD budgets.  A few will be more serious, perhaps demanding a period of supervised 

practice or retraining. A few may be so severe as to justify immediate referral to the GMC.  At all 

levels, it is agreed that the individual doctor should be supported by the employer to resolve the 

problem; the two should work together. 

How this will work in practice, what it will cost and who will pay, cannot be known with any certainty 

until the system is running.  But that cannot be an excuse for not finding where the problems lie. 
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Training 
Training will be required for everyone involved in this system, but (in my opinion) especially for 

appraisers.  This entire system has been developed on the understanding that there will be uniform 

national standards; rigorously, consistently and fairly applied.  But (as I have explained above), any 

assessment of standards of professional practice will, to a greater or lesser extent, demand the 

application of good judgement by the appraisers.  The more simple, responsive, flexible and 

reasonable is the system, the more that judgement will be needed.  The only way we have to deliver 

consistent judgements from a large cohort of individuals is to train them all to use a single, national, 

coordinated approach.  Yet so far, the training of appraisers seems to have been viewed as largely a 

local activity. 

I believe that this is partly but not entirely wrong.  There are several elements to being a good 

appraiser.  Training in the supportive, formative aspects of appraisal is already in place locally.  The 

standard is variable, but that may not matter too much at first;  it is an important building block.  

What matters most is consistency in judgements relating to the summative elements of revalidation.  

It seems to me to be self-evident that training on this must be delivered on a national basis if we 

have any ambition to deliver a uniform national standard.  The GMC should have an important role.  

But where specialty-specific standards have been drawn up by the Medical Royal Colleges, it seems 

obvious that training in their interpretation must be delivered by those Colleges;  just as they now 

deliver training for their examiners in the uniform application of PMETB-approved College 

examination systems. 

How such composite training from various sources could be delivered has not yet been discussed in 

detail.  Perhaps some or all of it may be delivered by e-learning, rather than by attending national 

meetings?  Perhaps national training sessions are unavoidable;  in which case, will local CPD budgets 

fund the cost, or will central funding be made available?  Whatever the answers, good training will 

be essential to a successful system and the cost of that training has not yet been estimated. 

Quality control 
The concerns about consistency summarised above underline the need for the quality of the systems 

to be assured in some way.  The Department of Health’s Revalidations Support Team has produced a 

detailed document on the quality assurance of enhanced appraisal in revalidation, but it 

concentrates almost entirely on quality assurance of the process.  This will be valuable to get 

consistent processes in place across the country, but it does not address quality assurance of the 

outcomes;  it does not consider the quality and consistency of the judgements made by appraisers, 

Responsible Officers or the GMC.  We have been told that the Medical Royal Colleges will be 

involved in this process, but mechanisms have not yet been developed.  Possibilities include 

statistical analysis of recommendations to the GMC, with investigation of ‘outlier’ institutions.  It is 

anticipated that there will be independent review of all ‘do not revalidate’ recommendations, and of 

‘borderline’ cases, with a review of a random sample of the rest.  There may be other mechanisms to 

ensure fair outcomes and to protect patient safety.  Suggestions would be welcome. 

Once again, the process is not finalised and the cost is unknown. 
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Indemnity 
Doctors who are refused revalidation and hence are unable to work are likely to be seriously 

aggrieved and even if the best possible arbitration and quality control processes are in place it seems 

very likely that some will seek redress through the courts.  The fact that the final decision on 

revalidation will be made by the GMC does not mean that others are immune from such attack;  an 

aggrieved doctor may attack an appraiser or a Responsible Officer if they believe they have evidence 

of unfair treatment by that individual.  Within the NHS, the NHS indemnity scheme would defend 

those attacked;  but as with any such action, being attacked will be time-consuming and distressing.  

Appraisers and Responsible Officers outside the NHS will need to consider how they would defend 

themselves.  Some have wondered who would wish to take on these roles?  In practice, volunteers 

already seem to be emerging. 

Will it work? 
My personal experience makes me an optimist on this.   

In the 1990s, I was closely involved in the development of interpretive external quality assessment 

schemes for histopathologists.  This provided, in effect, a regular test of diagnostic ability, tailored to 

the practitioner’s actual pattern of work.  The schemes generate numeric measurements of 

diagnostic ‘performance’.  It is accepted that everyone will occasionally make mistakes, but there are 

algorithm-driven definitions of persistent sub-standard performance and a mechanism to investigate 

individuals if those definitions are satisfied.  The development of these schemes, even on a voluntary 

basis, caused loud and eloquent protests;  that the system of assessment was unfair, the cases 

studied were not sufficiently related to real practice, that large numbers of competent 

histopathologists would be persecuted and stigmatised as a result of random variation, and so on.  In 

practice, this has not happened.  Only a tiny handful of histopathologists have been investigated for 

persistent sub-standard performance, and in every case there was a genuine problem that needed 

to be addressed.  The schemes were popular; despite being voluntary, participation rates rapidly 

approached 100%, because good professionals like the confidential reassurance that they really are 

working to an acceptable standard.  The number of investigations was small not because the 

standards demanded were ‘easy’, but because if the schemes identified a problem, there was plenty 

of time for self-correction before the definition of persistent sub-standard performance triggered an 

investigation.  Hence problems were self-corrected and standards improved in a quiet, confidential 

manner. 

The parallels with the proposals for revalidation are obvious.  If professionals are given early, 

objective evidence of a performance problem, they will act to correct it and the outcome is good for 

everyone.   

But there are also differences.  Revalidation is a vastly bigger project.  Confidentiality at the early 

stages is not as absolute;  as a minimum, your appraiser will know of your problems.  The system 

covers the entire spectrum of medical activity, not just the interpretation of microscope slides.  It is 

inevitable that there will be more subjective judgements to be made.  Efforts to reduce that 

subjectivity will drive up complexity, workload and cost, and for some it may drive irrelevant activity 

merely to ‘tick the boxes’ rather than to improve standards.  But I believe it is nevertheless well 

worth trying. 
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A major concern is the cost of the system.  As I have outlined above, this has not yet been 

adequately assessed.  Doctors may be worried about the impact on GMC annual fees and College 

subscriptions, but those are small when compared to the cost to employers, who will have to fund 

not only the appraisal process but also protected time for doctors to undertake the necessary 

preparatory work.  In acute trusts, the Consultant Contract means that time for this work must be 

made available, at a time when financial pressures are driving Trusts to cut such time rather than to 

increase it.  In primary care the financial solutions are less obvious, and doctors who are self-

employed may find themselves obliged to increase their fees quite significantly.  At the time of 

writing, the costs have not yet been evaluated;  nor have the benefits. Pilot schemes will help to 

evaluate the costs, but measuring the benefits will take years.  Would the NHS agree to use an 

expensive new therapeutic approach without a thorough cost-benefit analysis, with cost per quality-

adjusted life-year saved carefully calculated by NICE?  Perhaps it would, if the new therapy had 

comparable political implications to the development of revalidation. 

My own belief, for what it’s worth, is that doctors will be surprised to find that they value the new 

tools to assess (and usually confirm) the quality of their performance, with the opportunity for 

improvement that they bring.  For example, I have participated in trials of multi-source feedback and 

I have been impressed to receive numeric evaluations of my own strengths and weaknesses that I 

can recognise and accept, including evaluation of intangible aspects of performance such as 

interactions with colleagues.  I have more doubts about some of the rather mechanistic models that 

are being proposed for the enhanced appraisal process.  I suspect that they will need to become 

more flexible and accept the need for good judgement, if they are not to be shattered on the 

problems of medical diversity and cost. 

But I am convinced that we must do our best to develop a system that works, and that we are closer 

to that goal than many doctors believe. 


