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DOCUMENT 2B  
DRAFT: As at 24 April 2008

Note of Meeting of GMC / AoMRC Group 

19 March 2008

Members present:

Andy Adam, President of the Royal College of Radiologists and AoMRC member
Graeme Catto, President of the GMC
Steve Field, Chair of the Royal College of General Practitioners and AoMRC member
Patricia Hamilton, President of the Royal College of Paediatrics and Child Health and AoMRC member
Judith Hulf, President of the Royal College of Anaesthetists and Vice Chairman of the AoMRC with the lead for revalidation
John Jenkins, Chair of Standards Committee of GMC
Malcolm Lewis, Chair of Registration Committee of GMC
Robin MacLeod, Member of the GMC
Mike Pringle, Member of the GMC
Staff in Attendance
Fiona Browne, Policy Manager, GMC
Paul Buckley, Director of Strategy and Planning, GMC
Una Lane, Assistant Director, Strategy and Planning and lead for Revalidation, GMC
Richard Marchant, Head of Regulation Development, GMC
Kirstyn Shaw, Revalidation Project Manager, AoMRC
Item 1: Welcome and introductions

1. Graeme Catto welcomed all members to the first meeting of the GMC / AoMRC Group.

Item 2: Apologies
2. Apologies were received from Carol Black, Sheila Hollins and Laurence Mynors-Wallis.

Item 3: Terms of Reference for the GMC / Academy Group

3. It was noted that co-ordination of the various working groups emanating from the White Paper, Trust, Assurance and Safety: the regulation of health professionals in the 21st century and the Darzi review, was important. 
4. There were a number of sub-groups looking at related areas of health policy. All policy affecting the AoMRC and the GMC would have to go through their respective Councils. 
5. Members acknowledged that since the terms of reference had been drafted one or two elements had been rendered redundant by external developments. In particular, the Group would not now need to make recommendations to the CMO’s Medical Revalidation and Education Working Group. A concern was also noted about the phrase ‘doctors who practise independently but are not on the Specialist Register’ (paragraph 21 of the terms of reference). Such doctors were not independent practitioners.
6. It was also noted that the terms of reference were not consistent with regard to  the title of the Group and that this should be rectified. 

7. The group discussed the remit of the group as  largely based on matters pertinent to recertification rather than revalidation  as a broader process.
Agreed:
8. The terms of reference were agreed subject to the following amendments: 
a. The Terms of Reference should make reference to the role of the Group in the co-ordination and communication of information about recertification.
b. The phrase ‘doctors who practise independently but are not on the Specialist Register’ should be replaced with doctors who are not in training or on the Specialist Register’.
c. The name of the group should be the GMC / AoMRC Group.
Item 4: Memorandum of Understanding (MoU)
9. Some members did not think that an overarching MoU was within the terms of reference of this Group which was looking at matters pertinent to recertification. 
10. It was suggested that MoUs were often helpful for specific areas of work (or to cover data protection and legal implications of particular activities) in order to confirm which organisation does what, rather than as a general statement of co-operation and co-ordination of activity. 
11. The Group concluded that an MoU might prove helpful later on in the process by providing a clear statement about the responsibilities of each body, but that it was premature at this stage.
Agreed:
12. It was agreed that a mechanism for setting out the specific roles of organisations would be helpful at the appropriate stage of the process.
Item 5: Propositions for Revalidation

Agreed:

13. It was agreed that Propositions 1 and 2 should include the point about Colleges adapting standards for doctors not on the specialist register and not in training. The propositions for revalidation were endorsed.
Item 6: The role of the Colleges and Faculties in the Recertification Decision Making Process
14. The Group noted the work of the Colleges and the Academy Specialist Recertification Project Plan which was tabled (Annex A).
15. The concept of service accreditation was discussed. It was noted that the Royal College of Radiologists, the Royal College of Psychiatrists and the Royal College of Pathologists all had service accreditation schemes. 

16. The radiological services accreditation programme would be rolled out towards the end of the year. Points to be considered further regarding this programme would include the financial implications, legal liability for accreditation and ownership of the standards.

17. Some members commented that recommendations about recertification had to take account of the environment within which the evidence to support recertification was being collected and assessed. In this context, Graeme Catto referred to the four layer model of regulation.

d. National professional regulation – the GMC

e. Workplace regulation

f. Team based regulation – included service accreditation schemes.

g. Individual regulation.

18. It was explained that the stronger each layer of regulation was, the stronger regulation as a whole became, and the less need there was for the other layers to carry an additional regulatory burden to support effective and safe practice. Service accreditation could be helpful in this context because it could encompass appraisal and reinforce team based regulation. Appraisal would become a component of service accreditation. Revalidation, in turn, would help to provide a driver for better appraisal.
19. The Group recognised that it would be important to ensure that doctors’ revalidation would not be adversely affected if they worked in environments where workplace regulation was weak. One example of this might be a good GP who goes into a poor practice to trouble shoot. The practice may take a little time to improve its standards, but the good GP should not suffer because of this.
20. It was noted that the environment for GPs was different to the managed environment of hospital doctors. Steve Field outlined the progress made by the Royal College of General Practitioners with revalidation.
21. Steve Field asked about the decision making process for recertification and revalidation. Graeme Catto explained that the ultimate responsibility for revalidation was the GMC, but this could only be successfully implemented through close working with others. It would necessarily be an iterative process. The GMC were keen to support initiatives from the Colleges and Faculties. It would be important that these were shared at the earliest opportunity to ensure that there were no surprises further down the line.
22. The group moved on to discuss the recertification model and options for the decision making process. It was argued that where a doctor was in practice,           re-licensing and recertification should draw on largely the same evidence (for example, appraisal, CPD, audit, multi-source feedback). That evidence should be generated locally and the assessment undertaken in the workplace. There would be less need for the Colleges to deploy additional assessment tools such as tests of knowledge and skills. The principal role for the Colleges would be to establish the standards and methodology against which the workplace evaluation would be carried out. Conversely, where a doctor was unable to draw evidence from the workplace, or workplace evidence was insufficient, the role of the Colleges in carrying out assessments would be correspondingly greater.
23. However, other members expressed concern about the ability of local processes to assess specialist standards with sufficient rigour. They also noted that the White Paper referred to the recertification process being carried out by the relevant College, with the College making a statement of assurance to the GMC for each doctor. Graeme Catto noted that this could engage College resources in assessing a very large number of doctors.
24. Others identified that one way of addressing these concerns was for the Colleges to set the standards and quality assure or validate the delivery of those standards by local systems. In effect, the Colleges might delegate delivery to local systems, whilst still taking responsibility for the relevant standards. The outstanding issue was how the evidence for doctors’ recertification finally reached the GMC; whether through the Colleges or through the workplace.

25. One possibility was for the local Responsible Officer to provide an assurance to the relevant College for each recertifying doctor. However, if the College was able to set the standards and quality assure the process, it might be sufficient for the College to accept the Responsible Officer’s recommendation. Direct involvement of the Colleges with individual doctors might then only become necessary where there was insufficient evidence generated locally or where concerns were identified which related to specialist issues.
26. Members also drew parallels with the role undertaken by the Colleges in relation to doctors in CCT training (with evidence coming from the deaneries to the Colleges), and urged that the idea be explored that this should be replicated for recertification. 

27. There was also recognition that other stakeholders needed to contribute to the debate. The solution may not be a one size fits all approach, but a system which varied depending upon the specialty.

Agreed:
28. It was agreed that a further discussion paper, drawing on these arguments, would be developed for the next meeting of the Group. 
Item 7: Translating Good Medical Practice into a Framework for Appraisal and Assessment
29. John Jenkins introduced this paper and outlined the key areas of feedback from key interested parties that had been received. These included:
h. The need to ensure that the framework applied to all doctors.

i. The need for tools and evidence to be further developed.

j. The need to ensure that the framework was not resource intensive and was realistic for working professionals.

k. The need to consider how both organisational and personal factors would impact.

l. Feedback had generally been very positive and this was seen as a simple, concise and useful framework.

30. Judith Hulf outlined the Academy modification to this template which had merged the ‘clinical’ and ‘non-clinical’ columns and which asked the specialties to consider any necessary specialty modifications to the framework including those for doctors on the Specialist Register and those in Associate Specialist, Staff Grade or Trust Grade posts. Further discussions on this would take place at the Academy in May with versions to be finalised by September.
31. Members advised that the framework was a very helpful conceptual framework.

Agreed:
32. The Group noted the progress of the development of the translation of Good Medical Practice into a framework for appraisal and assessment.

Item 8: Phased Approach to implementation and associated matters
33. The Group considered a paper which had been endorsed (subject to minor amendments) by the Council of the GMC at its meeting in December 2007. The paper contained two recommendations that were of particular relevance to the Group:

m. To agree, in principle, that recertification should start where preparations by individual Medical Royal Colleges and Faculties are well advanced.

n. To agree that, together with the Academy of Medical Royal Colleges, the GMC should undertake further work on the relationship between relicensing and recertification with a view to ensuring that recommendations and decisions are based, as far as practicable, on performance.

34. The Group recognised that however recertification was implemented there would be risks and opportunities to manage. A single, big bang approach across the profession carried a high risk of delay or failure. Equally, there would be perceived unfairness if some specialties were required to undergo recertification, while for others it was indefinitely postponed. One option would be to provide incentives for early adopters in order to encourage initial voluntary take-up.

Agreed:

35. The Group noted the approach taken in the Council Paper. 
Any other business

Publication of the Consultation on the Medical Professions (Miscellaneous Amendments) Order 2008
36. The Group noted the main effect of this proposed Order as follows:

o. Reinstatement of the clause allowing consultants in post pre 1997 to apply for entry directly onto the Specialist Register.

p. A facilitative framework to allow the introduction of regulations for licenses to practise and revalidation.

q. The transfer of statutory powers from the Education Committee of the GMC to the Council of the GMC.

Agreed:
37. It was agreed that the forthcoming GMC Council paper summarising the Order would be circulated to the Group for information.
Future working

38. Una Lane suggested that it would be helpful for the GMC to share its Council papers with the Group to ensure that members were kept informed between meetings about the thinking of the GMC.
Agreed: 
39. GMC Council papers and any papers the Academy wished to share would be circulated electronically amongst the members of the Group.
Annex A

Organisational Response to the White Paper on Medical Regulation- Trust, Assurance and Safety

Academy of Medical Royal Colleges 

Specialist Recertification Project Plan

January 2008



Contacts:

Judith Hulf

(president@rcoa.ac.uk) 

Kirstyn Shaw

(kirstyn.shaw@aomrc.org.uk)  

1.
Introduction

1.1. Background

Revalidation is a process where doctors will be required to “periodically demonstrate their continued fitness to practise … and for specialist doctors, to demonstrate that they meet the standards that apply to their particular medical specialty (DH 2007: 6).  If demonstration fails then an evaluation (GMC guidance relating to Medical Act, 2002) of evidence would be required, progressing to assessment if it is deemed necessary.  We believe that if this definition for revalidation is used and the requirement of demonstration is emphasised then there will be much more robust and willing participation from the Medical Profession.  Despite the fact that the White Paper will undoubtedly be adopted the difficulties that will be encountered without this clarification will, in our view, be almost insurmountable. 

Our understanding of the Scope and Implementation of Revalidation:

· Revalidation is for all doctors practising in the UK not holding a recognised training post.

· It should not be burdensome for the profession (or the service) but attempt to harness the tools employed in working life.

· Standards required should not vary according to Geography or Specialty. 

· Standards required must be clearly defined for each career level of practice (‘Role of the Doctor’ requested by Tooke).

· Early identification of difficulty within the 5 year cycle is germane to implementation so that remedial action can be sought at the earliest possible opportunity.

· Electronic systems of recording and support are essential to avoid gross disruption to clinical service.

· We assume that this work is being developed (and funded) for implementation UK-wide.

· A phased roll-out - there should be no ‘big bang’ introduction of revalidation. As each specialty develops the components needed within the identified, agreed framework we wish to encourage  piloting, validation where possible in a reasonable time frame and introduction. Some aspects will be introduced well before 2010 but we do not anticipate that all this work will be completed by 2010 and expect that there will be continuing development as revalidation becomes the norm, to fit with local processes, service delivery and professional ownership.

Medical Colleges and Faculties, in collaboration with their associated specialties have traditionally taken the lead in educating, training and setting the standards in their specialist areas that are essential for safe and effective patient care.  In setting these standards the Colleges and Faculties work alongside other professional bodies and stakeholders including the Academy of Medical Royal Colleges and its members; Department of Health; General Medical Council; Healthcare Commission; Postgraduate Medical Education and Training Board; the British Medical Association; Patients and the Public. 

The Chief Medical Officer’s report Good doctors, safer patients and the subsequent White Paper Trust, Assurance and Safety, represent an opportunity for Colleges and Faculties to offer their expertise in setting standards for the development of specialist recertification as a component of revalidation.  This role encompasses three key elements that should be overseen by the Academy of Medical Royal Colleges (AoMRC) to ensure consistent development and implementation across the different medical specialties: 

· In association with their specialist societies, the Colleges and Faculties should continue to set educational, professional and clinical standards for their medical specialty.  The purpose of revalidation and medical regulation is not solely to identify doctors whose performance is not of a sufficiently high standard, it is also to encourage good practice and the ongoing development of standards and quality in medical care 

· The Colleges and Faculties will need to develop and establish methods for the demonstration of the practice of an individual practitioner mapped against the specialty standards.  Revalidation needs to reflect demonstration of both the doctor’s conduct (measure of professional behaviour) and clinical competence

· The Colleges and Faculties will have the responsibility for signing off a positive statement of assurance that the individual practitioner has demonstrated that he/she has met the appropriate standards for specialist recertification.  This statement and certification would then be submitted to the General Medical Council (GMC), who will be the regulatory authority.  

1.2. Collaboration with Stakeholders

1.2.1.
General Medical Council

An Academy/GMC Steering Group has been established to facilitate collaborative working on revalidation.  This overarching group is jointly chaired by Professor Sir Graeme Catto and Professor Dame Carol Black.  Its members are five GMC representatives and six College Presidents.  The steering group is also supported by a Technical Group that includes the AoMRC Revalidation Project Manager and the GMC Assistant Director for Revalidation.  We will seek to develop a written Understanding of Roles and Responsibilities between the GMC and the Academy.

1.2.2.
Colleges, Faculties and other Key Stakeholders

The Academy has established a Revalidation Implementation Group (propose that the name will be changed to Revalidation Development Group) with representation from all the Medical Colleges and Faculties that form the Academy of Medical Royal Colleges, as well as Patients; General Medical Council; British Association of Medical Managers; National Clinical Assessment Service; NHS Employers and the British Medical Association. This group is concerned with all aspects of the development of processes and procedures related to the development of specialist recertification of doctors who are no longer in training. This group provides a forum for the Medical Colleges and Faculties to:

· Identify and develop a cohesive approach to revalidation, and specialist recertification in particular

· Ensure that any approach is developed in collaboration with the Medical Royal Colleges, Faculties and other key stakeholders

· Exchange information about the progress of work within the Colleges, Faculties and other stakeholders relating to  revalidation 

· To ensure that any processes developed in support of revalidation are robust and effective

· To ensure that any processes developed in support of revalidation are in line with the needs of doctors, patients and the public and deliverable at a local level

· Receive reports from and provide strategic input to  projects relating to  revalidation

In addition to developing standards and demonstration methods for specialist recertification, a number of Colleges and Faculties have also demonstrated an interest in participating in the development of tools identified for re-licensing, particularly with emphasis on multi-source feedback, patient survey tools and appraisal.  

1.2.3.
Patient and Lay Representation

Patients are represented through the Academy Patient/Lay Group on the Academy Revalidation Implementation Group and all Working Groups outlined below.  Most of the Medical Colleges and Faculties also have patient/lay representation on those committees and project groups formed to support the development of revalidation.

1.2.4.
Departments of Health

The Academy feels that is it very important to open a collaborative dialogue on revalidation with all the Departments of Health in the four countries of the United Kingdom.  We would like feedback from and engagement with each of the Departments throughout the various stages of this project to ensure that the work we undertake is supported by and in support of the regulatory systems in place across the UK and deliverable locally.  This project plan distributed to the Chairman of the GMC and the four UK Chief Medical Officers in the first instance represents the first step in this dialogue and we hope that you will provide feedback and recommendations on the plan.  

1.2.5.
Communication with Doctors

Doctors will have representation through their membership bodies, Colleges and Faculties, on the Academy Revalidation Implementation Group and Working Groups.  The Academy is in the process of developing a new website with specific pages devoted to revalidation.  The website will be used to communicate general information about revalidation, the Academy’s work in support of specialist recertification and links to College, Faculty and GMC WebPages about revalidation.  

2.
AoMRC Specialist Recertification Project Plan

2.1. Project Purpose and Scope

The purpose of this Project Plan is to outline the proposed Specialist Recertification work programme and to inform of work thus far for the Academy of Medical Royal Colleges and in particular to assess the implications of changes in medical regulation, scope the necessary development work and initiate specific projects to further the development and introduction of revalidation.  It is anticipated that the Academy will have a clearer picture of the further work and infrastructure required to enable them to support Colleges in the implementation of specialist recertification by the end of 2008.   

2.2. Specific Project Objectives

1. Evaluate the appropriateness of current standards for doctors outlined in Good Medical Practice for Physicians and revise them for specialty recertification through consultation with patients, healthcare providers, the Medical Royal Colleges and Faculties, the GMC and other relevant stakeholders.

2. Establish three Academy working groups on Continuing Professional development (CPD); Multi Source Feedback (MSF) and E-portfolio to define the standards and criteria for the use of each of these methods and evidence to demonstrate practice for specialist recertification.

3. Establish an Academy working group to consider how the non-clinical work of doctors could be demonstrated and included in specialist recertification.

4. Establish an Academy working group to identify how the Colleges and Faculties could best support those doctors who are struggling, for whatever reason, to provide sufficient evidence to demonstrate their practice for specialist recertification. 

5. Identify the tools needed and support the Colleges and Faculties to develop, pilot and validate a range of cross-specialty tools for use in specialist recertification.

6. Investigate, develop and outline a large scale, multi-Trust pilot of revalidation incorporating those tools developed and validated by the Colleges and Faculties for specialist recertification.  NB: this is a long term objective that would require additional resource.

2.3. Project Timescale

The timescale for the completion of the first three work-streams outlined below is the 2 years from January 2008 until December 2009.  

2.4.
Project Work-streams

2.4.1.
Work-stream 1 – Setting Standards 

Clear standards will need to be set for specialist recertification, taking into account the variation of practice across the medical specialties, against which the performance of doctors can be assessed. Although standards for re-licensure will be the ultimate responsibility of the GMC, it will be necessary for the Medical Colleges and Faculties to participate in their development and to be assured that the standards are being met.  For re-licensure, the standards for all doctors will be agreed by the GMC with key stakeholders and will be based on the latest edition of Good Medical Practice.  

The initial standards outlined in Good Medical Practice will need revision and adaptation for specialist recertification in accordance with the requirements outlined in the White Paper including 

· cost effectiveness 

· proportionality

· effective use  and recognition of  professional time

Using the generic standards and criteria outlined in the GMC’s Draft Framework for Appraisal and Assessment derived from Good Medical Practice, the Colleges and Faculties will be asked to consider and adapt these criteria to their medical specialty and to identify the appropriate types of evidence that clinicians of different grades could use to demonstrate their performance against these criteria.  Colleges and Faculties could further define these standards by including additional specialty specific standards and also working with their specialist societies to define standards for sub-specialist practice. 

Work to date; a template adapted from the documentation agreed by the GMC will be presented to Colleges/ Faculties in February so that each specialty can map its specialty specific requirements against each domain. We will ask that this be completed and published by the end of 2008.   

2.4.2. Work-stream 2 – Defining Standards and Criteria for Methods and Evidence used to Demonstrate Specialist Practice 

A second work-stream of the project aims to develop a portfolio approach to re-certification with the identification of a selection of appropriate and acceptable methods for the doctors to demonstrate that they meet these defined standards.  It is anticipated that there will be several common, generic types of evidence that will be applicable to all doctors of all medical specialties such as CPD; MSF and Patient Surveys.  

At the end of 2007, each College and Faculty completed a template requesting information on revalidation work already completed, additional work required, time-scales and some guide of projected costs. This was not a ‘bidding process’. The data is currently being collated and analysed and will be presented at the February meeting of the Academy Revalidation Implementation Group.  It has provided for the first time a ‘snapshot’ of the differences and commonalities between specialties and their progress towards revalidation. It has also enabled us to identify the most urgent work-streams.

Following initial analysis of the templates, the Academy plans to establish 5 working groups:  

1. CPD Working Group  (formerly DoCPED Group of the Academy)(Chaired by Dr Alistair Thompson, Paediatrics and Child Health)

· Evaluate the range of CPD models in use throughout the UK and overseas

· Establish common standards and requirements around CPD that should be implemented in all CPD systems used in medical colleges and faculties (e.g. internal/external; approval; audit) using the 10 principles already agreed ( and recently revised ) by the Academy

· Convert principles into standards and establish minimum requirements for recertification

· Identify costs and resource requirements associated with the development of existing CPD systems

· Monitor progress of Colleges and Faculties in implementing changes to their CPD systems to address the defined standards and requirements

· Monitor progress of Emergency Medicine/ RCPLondon CPD project looking at the effectiveness of CPD

2. E-portfolio Working Group  (Chaired by Prof Andy Adam, Radiology this group will use the expertise of the previous Academy e-learning group)

An e-portfolio is seen as an essential component for revalidation.  An electronic system must, at a minimum, have the ability to record activity, offer space for reflection on learning and self assessment, give ‘amber’ and ‘red’ warnings and proffer options for advice on remediation and invite in a ‘guest’ to review activity.  The objectives of this group would be to:

· Evaluate the range of E-portfolio systems in use or available throughout the UK

· Consideration of issues around data security, data access and confidentiality of data

· Draw on the existing experience and expertise around this area available in a number of the Colleges and Faculties

· Establish common standards and minimum specifications for all E-portfolios systems developed for medical colleges and faculties.  

· Consider issues of interoperability and compatibility between systems developed for trainees and between colleges and faculties

· Identify costs and resource requirements associated with the development of an E-portfolio system for use in recertification

3. MSF Working Group (Chair to be confirmed)

· Taking into account the work completed by the Picker Institute on surveying existing MSF tools, evaluate the range of MSF and Patient Tools available throughout the UK

· Establish common standards and requirements around MSF and Patient Surveys that should underpin any tools used for specialist recertification 

· Recognise that there will be different needs and degrees of patient input between specialties

· ‘Kite-mark’ existing tools according to the standards

· Consider the further development of specialty specific tools or bolt-on questions  

· Identify costs and resource requirements associated with the use of MSF and Patient survey tools for recertification and any additional expenses linked to the development of specialty specific elements

4. Non-Clinical Work Group (professional activities) (Chair to be confirmed) 

This group will work on broadly identifying and considering issues associated with the demonstration of the non-clinical work of doctors for specialist recertification.  Such work could include that of:

· Educationalists

· Deans

· Medical Managers

· The Wider NHS

· Academics

5. Remediation (‘Amber Lights Group’) (Chair to be confirmed)

This group will consider how the Colleges and Faculties could best support those doctors who are struggling, for whatever reason, to provide sufficient evidence to demonstrate their practice.  It will look at issues related to Health (Mental and Physical), Probity, Behavioural issues etc. It is envisaged this group will contain representatives from NCAS; BMA and a number of Colleges and Faculties including Psychiatry, Occupational Medicine and a member from the Alcohol Working Party at the Royal College of Physicians of London. It will aim to produce a register of suggested pathways by which a doctor may seek assistance at an early stage in the revalidation cycle both generic and specialty related. 

2.4.3. Work-stream 3 – Developing and Validating Tools for the Assessment of Standards

In addition to the generic methods and evidence outlined above, different medical specialties have already developed, or are seeking to develop, speciality specific methods that are appropriate for the recertification of their members.  The Academy will work with the Colleges and Faculties to identify and fund work on specialty tools that could be developed and validated, with priority given to those tools that would be applicable across more than one medical specialty.    

Work in progress - Technical Skills for Surgeons and Procedural Interventions

The GMC has provided funding to the Academy to support a two year project to assess the appropriateness of a range of tools for demonstrating technical skills in surgery and non-surgical procedures for specialist recertification.  This work is being undertaken through the Department of Bio surgery and Surgical Technology at Imperial College London.

2.4.4. Large Scale Pilot

The Academy will investigate, develop and outline a large scale, multi-Trust pilot of a revalidation incorporating those tools developed and validated by the Colleges and Faculties for specialist recertification.  This work requires a lot more research and thought, however, we felt that it is important to flag up this work-stream as one that we are working to in the longer term.

We would like to identify 4 Trusts willing to participate in the pilot project – one PCT; one Mental Health Trust; one NHS DGH Trust and one Foundation Trust.  We would also like one ISTC to participate in the pilot to include the private healthcare sector.  We would try to find pilot Trusts from each of the four countries and covering both urban and rural locations.  It may be important to include an incentive for Trusts who participate in the pilot and this will need to be discussed further with the GMC and Departments of Health.  

The pilot would include trialling the more generic processes associated with revalidation, including appraisal and MSF, with other specialty specific aspects such as workplace and clinical skills assessment tools.  Resources would be required to cover the administration of the pilot, co-ordination with the specialties and analysis. 

3.
Project Resources

3.1. Project Funding

Funding for this project has been made available to the Academy from:

A. The GMC have been funding the Academy to carry out work on revalidation for the last two years. The funding available for 2007-09 is as follows:

· £60,800 for project on review of assessment of technical skills

· £50,000 for project on review of effectiveness of CPD

· Until March 2008, the GMC had agreed to fund a part-time project manager at the Academy - the potential continuation of this funding will be discussed.

B. The Department of Health of England granted £1.5 million to the Academy in 2007 to enable and oversee the development of standards for specialist re-certification by the Medical Royal Colleges and Faculties. We define the finance currently available as destined for development of revalidation not implementation. The cost of implementation will be substantial and must be discussed outside the remit of this report.  This grant is intended by DH to support:
· Development projects

· Pilot studies

· Consultation events

· Administrative, project and IT support

· Communications 

· Production of regular reports

Currently, this money is being used to support the salary of the Academy project manager and expenses incurred by the working groups.  The disbursement of these monies has been discussed in the Academy and the general view is that it should be used to support the work-streams needed over the coming months to develop the standards, systems and processes that will be required to support a robust process for revalidation.  It is well recognised that the financial implications of development will be more easily borne by the larger Colleges and that smaller Colleges/Faculties may need ‘seeding funds’ as they develop standards.

3.2. A Note about Procurement

We are aware that there is considerable commercial interest in revalidation (e-portfolios and MSF). In the longer term the implementation and administration of revalidation processes is likely to be a financial burden on individual doctors and we therefore do not regard the disbursement of College monies as bound by NHS procurement regulation, which appears to be a false assumption of some commercial groups.

3.3. Project Personnel

· Judith Hulf, President Royal College of Anaesthetists, Vice-Chairman of the Academy  is leading the work on Revalidation for the Academy

· Kirstyn Shaw, PhD has been seconded from the RCP London, for 6 months in the first instance, to work as the Academy Revalidation Project Manager. 

4.
Conclusion

The aim of the document has been to outline a Specialist Recertification Project Plan for the Academy of Medical Royal Colleges and in particular to assess the implications of changes in medical regulation, scope the necessary development work and initiate specific specialty projects to further the introduction and implementation of revalidation.  At the conclusion of this project, it is anticipated that the Academy will have a clear picture of the further work and infrastructure required to enable them to support the Medical Colleges and Faculties to implement specialist recertification for doctors.  We will provide reports as our work progresses. 

Judith Hulf

President, Royal College of Anaesthetists

Co Vice-chairman, Academy of Medical Royal Colleges 

Kirstyn Shaw

Revalidation Project Manager, Academy of Medical Royal Colleges

31st January 2008
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