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Introduction

It is now clear that appraisal will play a central role in the revalidation process. Currently appraisal is seen as supportive and developmental. The introduction of judgements on presented evidence for revalidation is seen by many as potentially changing the nature of appraisal from supportive to judgemental. This paper suggests methods by which the appraisal process can remain developmental and the role of the appraiser maintained. The vast majority of the profession should find presenting evidence that is adequate for a positive revalidation decision fairly easy. It is likely that much of the evidence will be drawn from day-to-day practice and, with the publication of Criteria, Standards and Evidence for the Revalidation Of General Practitioners in Clinical Practice,1 the expected content over a five-year cycle will be explicit.

Enhanced appraisal in an educational environment
The GMC has published GMP - a working framework for appraisal and assessment,2 which translates good medical practice into a framework against which doctors may submit evidence that can be objectively assessed for the purposes of revalidation. Criteria, Standards and Evidence builds on this and suggests the type of evidence that can be utilised in this process specifically for general practitioners. In order to legitimise this evidence the presence of that evidence to defined standards must be verified within a quality assured appraisal system. The term “enhanced appraisal” is used to describe such a system.

The report of Donaldson's working group Medical revalidation - principles and next steps3 sets out several key principles for the revalidation process, many of which support the notion that revalidation can remain a positive and formative process for the doctor concerned. The working group state that revalidation must:
· support doctors in meeting their personal and professional commitment to continually sustaining and developing their skills
· be seen primarily as supportive, focused on raising standards, not a disciplinary mechanism to deal with the small proportion of doctors who may cause concern

· include remediation and rehabilitation as essential elements of the process for the very few who struggle to revalidate, giving them help wherever possible

· be based on evidence drawn from local practice

Furthermore, it will depend on the quality, consistency and nature of appraisal to ensure the confidence of patients and doctors.
These principles should be utilised by appraisal systems working closely with local and national educational providers to ensure the smooth and effective revalidation of doctors. Appraisal must be used as a staging post where a doctor presents evidence collected, discusses that evidence with a supportive colleague, who will then agree, with the doctor, what further work is required, and make a plan for the subsequent year. In this way the principles, as stated above, could lead to the situation where targeted delivery of needs identified at appraisal and made explicit in a SMART PDP4 combine to support doctors in this process.

In order to support doctors and verify the evidence presented appraisers will need further training. The expected standards and quantity of evidence presented must be explicit, as must be the method of assessment. The doctor and the appraiser must also know how much evidence has been presented, and what more is required at any stage in the five-year revalidation cycle. The evidence presented does not need a “mark” - simply verification that sufficient evidence is produced of sufficient quality in the appropriate timeframe.
Making judgements

Before discussing the method of assessment, the purpose and significance of that assessment should be placed in context. Appraisers trained in and familiar with a purely developmental and educational form of appraisal may find making judgements alien and challenging. In reality appraisers are making judgements already, examples include:
· Sufficient volume of evidence

· Sufficient quality of evidence

· Sufficient breadth of evidence
These judgements are necessary to allow an appraisal discussion to proceed. 
Whilst these may be seen as “low level” decisions they are nonetheless judgements. Appraisers may be wary of making pass-fail decisions, which could potentially lead to issues surrounding the revalidation of the appraised doctor. However, in reality they are already making these decisions - concerns identified at appraisal need to be addressed and in extreme cases the appraisal terminated and concerns passed to the appropriate authority. No appraiser will be asked to make a pass-fail decision. The evidence used for revalidation will be drawn from other sources in addition to appraisal, and it is likely that the individual doctor will have had a minimum of two or possibly three or more different appraisers. The revalidation decision will be made outside the appraisal process. In effect a doctor cannot fail an appraisal, simply fail to provide sufficient evidence of sufficient quality. The role of the appraiser in this scenario is to discuss what further refinements may be required. 

Setting the “crossbar”

In order to make a judgement an appraiser will need to know “how little is enough”. In the context of revalidation the crossbar needs to be set at a level that all competent general practitioners can clear at the first attempt and yet doctors in difficulty would find too high or require three attempts to achieve.

The easier judgements are the quantitative ones:
· Has evidence been produced?

· Has sufficient evidence been produced?

· Has evidence been produced in the relevant timeframe?

The individual doctor’s default position is “insufficient evidence”.  Once a doctor has produced some work in a particular area then the minimum score should be “needs further refinement”. For instance, if a doctor produces a five stage audit then this would be “needs further refinement” and the appraiser could use this as a basis for a supportive discussion at appraisal and suggest the second cycle be completed in the following year, recording this in the PDP. 

The harder judgment is on reflection and should probably only be attempted on those pieces of work that “pass” the quantitative test. In effect the piece is judged to be of sufficient quantity in the correct timeframe, and thus the quality of that work now needs to be assessed. The assessment of quality will be quite subjective in certain areas.  In most submissions it is likely that the high quality will be evident, however in some, further work will be required to improve the quality.  If the “needs further refinement” score is used then again the appraiser could use this as a basis for a developmental discussion at appraisal. 

	Qualities that may lead to “needs further refinement”
	Qualities that may lead to “sufficient evidence”

	Reflection absent
	Reflection is relevant to subject

	Reflection superficial – no evidence of learning
	Reflection indicates learning

	Text suggests areas that the doctor could identify as learning needs but reflection does not highlight this (no action plan)
	Reflection indicates a change in practice

	Reflection recognises learning need but no action plan formulated (this criteria is an obvious stimulus for formative appraisal discussion)
	Reflection contains onward planning to address learning needs if appropriate

	The subject of the submitted evidence is small and of low challenge 
	The piece is of high challenge or has been taken to appropriate depth

	The piece of work is disorganised, difficult to read  or the thought processes of the doctor are difficult to elicit
	Reflection captures areas needing development where highlighted in a piece of work

	There is potential for patient harm
	Where necessary, risks have been managed appropriately

	Obvious omissions and knowledge gaps
	Applies prior or new knowledge to a situation

	Patients identifiable
	Patients’ confidentiality respected

	Colleagues identifiable
	Colleagues’ confidentiality respected


The judgement made would depend on the appraiser highlighting where an individual piece of work lay – to the left or to the right of the table.  It is obvious that if such a system is to be introduced appraisers would need to be trained and calibrated.  Quality assurance could take place against much clearer standards and ensure that these are being applied appropriately.

Self evaluation or developmental feedback

In addition to mapping out some qualities that may indicate “sufficient evidence” it may be helpful to examine individual elements of the evidence set. It may be useful to introduce a concept of a maturity matrix (Appendix 1) so that not only are generic markers of achievement available, but specific and progressive markers are explicit for each. The maturity matrix has the advantage of not being a judgement but an indication of developmental stage in the process of producing evidence. The matrix may be used for personal evaluation or as part of the appraisal discussion. 

Giving a score

The way in which these judgements are made, will to a certain extent depend on what “scoring system” is used. Obviously a numerical score is not appropriate in this context, as the question that needs to be answered is – “is there sufficient evidence of sufficient quality produced in an appropriate timeframe.” The use of a four-point scale seems appropriate where the default position is no evidence produced. The doctor self-declares the evidence and the appraiser simply chooses between “needs further refinement” or “meets standards.” Many general practitioners aspire to excellence; however this verification process deliberately does not recognise a score higher than verified. There seems no legitimate reason to include an “excellent” score as this will add nothing to the revalidation process which is simply a yes/no answer to the question above.

Removing the ability to rank excellence simplifies the process. Utilising only one set of standards to be applied to a verification decision will greatly reduce any pressure felt by the appraiser who may feel a piece of work was good enough, but not excellent. Figure 1 shows a typical scorecard for one year's work; this would then be combined with other scorecards to give a five-year progress where all items should be scored as verified.
Figure 1
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The doctor’s perspective
The appraisal discussion and the judgement process will, by necessity, be a two-way street. The relevance of judgements made on submitted evidence must be made explicit by the appraiser and be understood by the doctor. The appraiser is never making a revalidation decision, merely confirming the presence of evidence to pre-set standards. The appraised doctor will collect a portfolio of such judgements. These judgements will combine with evidence from other sources to form the basis for a revalidation decision.

The concept that these judgements in themselves are not revalidation decisions is important. The responsible officer and revalidation panel will make the ultimate decision. It is likely, in borderline cases and for quality assurance, that an individual’s submissions will be examined to the level of the individual items. It is imperative therefore that the judgements taken at appraisal will stand up to scrutiny.

The appraised doctor and the appraiser should therefore work as a team to ensure that the evidence reaches the standard. Where the appraiser feels it does and the doctor agrees the appraisal discussion can move on. Where the appraiser feels that further refinement is required, a discussion will ensue and may result in agreement for further work. If the doctor disagrees with the appraiser’s opinion, the appraiser should have explicit standards available to demonstrate to the doctor how the judgement was made. If after discussion the doctor feels that the evidence item is sufficient for the purposes of revalidation, then it may be submitted as part of the portfolio of evidence mentioned earlier. The final scenario is where the appraiser feels that the evidence is sufficient but the doctor feels that further refinement is required. It may be that this scenario is the most common. Doctors may worry if what they have produced is of sufficient quality. The role of the appraiser in this instance is to discuss the required standards and reflect them back to the doctor in the context of their evidence.

In order to maintain the supportive nature of appraisal, training of current appraisers will be required. One of the aspects of training should highlight the doctor's perspective, building on the scenarios illustrated in the previous paragraph and giving the appraiser “scripts” to use in tricky situations. Under the new revalidation regulations, appraisal will remain within the NHS. It is likely that judgements will be made but, most importantly, it should be seen by the doctor as the place where the evidence required for revalidation can be discussed and, if necessary, where suggestions for improvements can be made. The appraiser must be made aware of the need to ensure that the evidence presented meets standards; if this leads to a situation where the feedback to the doctor is that refinement is required, then this is only beneficial to the doctor. Using these principles appraisal can remain supportive from the perspective of the appraised doctor and it may even take on a more educational and developmental role.
Conclusion

This paper suggests a way in which appraisal can remain supportive and developmental with the advent of judgements on evidence for revalidation. The inclusion of appraisal wholly into a CPD cycle, where learning needs declared in individual PDPs feed into a process for local delivery, will support doctors in supplying the evidence to ensure their revalidation. Some judgements made on the evidence will be quantitative, whereas the more difficult decisions are likely to be qualitative, and strategies to overcome this difficulty are suggested. Finally a scoring system is proposed based on the answer to the question –“is there sufficient evidence of sufficient quality produced in an appropriate timeframe?”  This paper argues that the appraiser should not be asked to judge excellence but simply the easier task of validating evidence presented.
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	Audit
	SEA
	MSF
	Patient Survey
	Professional roles and demographic data

	Simple data collection with no plan for change
	Significant events are recorded
	The doctor has sought the opinions of others in an unstructured fashion
	The doctor has included the PSQ in the appraisal folder
	The doctor has listed their main professional roles

	5 criterion Audit produced with plan for changes
	Significant events are recorded and in some instances discussed with the team
	The doctor has sought the opinions of others using a structured questionnaire
	The doctor has included the PSQ in the appraisal folder, there is evidence of reflection
	The doctor has listed all their professional roles

	8 Criterion audit produced. Some reflection.
	All significant events are recorded and discussed with the team – some action points followed through
	The doctor has sought the opinions of others using an approved structured questionnaire. There is evidence of reflection
	The doctor has included the PSQ in the appraisal folder, there is evidence of reflection and personal action points
	The doctor has listed all their professional roles and describes a few in detail

	8 Criterion audit produced with reflection on the changes made and if appropriate onward action plan
	All significant events are recorded and discussed with the team. Action points are clear and action points are addressed
	The doctor has used an approved structured questionnaire. There is evidence of reflection and action points
	The doctor has included the PSQ in the appraisal folder, there is evidence of reflection,  team discussion and action
	the doctor has listed all their professional roles describing in detail the activity in these roles and reflecting as appropriate on the development activity required to maintain that role


Appendix 1-Maturity matrix
	Reflection on PDP and achievements
	Construction of PDP
	Reflection on learning activity
	Complaints

	The doctor includes evidence of progress against at least one element of the PDP from the previous year. Other achievements during the year are mentioned
	The doctor mentions learning needs in form 3 evidence 
	The doctor lists learning activity that seems to equate to a minimum of 50 credits
	There is a statement about complaints included in form 3

	The doctor includes evidence of progress against at least two elements of the PDP from the previous year. Other learning achievements are clearly stated with evidence of reflection. 
	The doctor explicitly highlights some learning needs in form 3 evidence
	The doctor lists learning activity that seems to equate to a minimum of 50 credits. There is reflection on some of the events
	The doctor declares the number of complaints involving them and gives examples

	The doctor includes evidence of progress against at least two elements of the PDP from the previous year. Elements of the PDP not addressed are highlighted and the reasons for this are made explicit and appear well founded. Other developmental achievements are clearly stated with evidence of reflection.
	The doctor explicitly highlights some learning needs in form 3 evidence and suggests how these needs may be met
	There is a variety of learning activity with reflection on many events. The reflection includes discussion around “change of practice”
	The doctor lists all complaints and briefly describes each one

	The doctor includes evidence of progress against most elements of the PDP from the previous year. Elements of the PDP not addressed are highlighted and the reasons for this are made explicit and appear well founded. Other developmental achievements are clearly stated with evidence of reflection
	The doctor explicitly highlights learning needs in form 3 evidence. There is evidence of reflection on the impact that filling these needs will have. The doctor explicitly plans for theses needs to be included in the PDP
	Learning activity seems to mostly be planned. Reflection shows evidence of change in practice and there are further learning needs identified
	The doctor lists all complaints and reflects on the outcome and the process of the complaints. Any changes made are explained. The doctor has evidence of the complaints process in the practice should this be required


PAGE  
2

