
WORKING PARTY REPORT

What sort of doctor?
Working Party reports from the Board of Censors, Royal College of General Practitioners

Introduction
1. Our working party was set up by Board of Censors in
September 1980, with the following remit:

To recommend to Board of Censors a method of
assessing the performance of established general
practitioners in the setting of their own practices.

2. It is unnecessary to go into the background to this
development, apart from noting that a number of separate
strands in College thinking came together in the decision,
and that it was envisaged that an assessment tool of this
nature might have application in a number of fiefds; among
them, continuing education, membership of the College,
reaccreditation, and Fellowship by assessment.

3. We have had five full-day meetings. In addition we have
visited each other's practices in a semi-formal way to test
the practicability and relevance of methods we devised. As
a result of these experiences our initial ideas underwent
considerable modification, and what follows represents our
current thinking. Having discharged our remit we suggest we
disband to allow the next stage of research and develop¬
ment to proceed.

The Task
4. Previous attempts to assess the performance of working
general practitioners have always foundered on the question
of standards. Either these have been rendered in such vague
or general terms as to resemble platitudes, or so specif ic as
to be capable of only very limited application.
5. There is uncertainty as well about what should now be
regarded as the proper role of the general practitioner.
General practitioners are individualists and have their pre-
ferred styles of working. Faced with the enormous scope of
general practice, they are probably more selective about the
range of work they feel happy or comfortable with than they
would care to admit. Witness the seemingly intractable
problem of agreeing the "core content" of general practice.
6. In the working party we had no illusions about the
minefield we had been invited to explore. We went back to
first principles to answer the questions; What sort of doctor?
What are the qualities of a contemporary general prac¬
titioner which really matter?
7. We rapidly discovered that making value judgements
was inescapable. Such judgements are applied at two levels.
Firstly, in deciding on the features of the practice and the
qualities of the doctor that really count. Secondly, in
determining what to accept as evidence of reaching a

particular standard. However, what matters in the end is
whether or not the value judgement rests on shared beliefs
and ideals and can stand up to the test of common sense.

We think the protocol we have developed fulfills these
requirements.

*For convenience, 'he' is used to denote 'he or she' throughout.

Our Approach
8. Looking at the wide range of general practitioner respon-
sibilities, we selected four areas which we considered cru-
cial to any assessment of the doctor and the service he or
she* provides. These four areas are not entirely without
overlap, but we have demonstrated that they are capable of
separate evaluation.

a) Professional Values. How does the doctor see himself
in relation to the practice community? What are the values
which underpin and determine his role as a professional
individual?
b) Accessibi/ity. How accessible to the local community is
the practice and the facilities within it. How available is the
doctor himself?
cj Clinical Competence. Does the doctor display ade-
quate standards in all aspects of clinical care?

d) Ability to Communicate. Can he get on to the wave-

length of his patients, whatever their background? Is he
receptive, and does he adequately convey his meaning to
the practice staff, and to colleagues within the practice and
outside?

9. This choice undoubtedly ref lects the working party's own
value system, but we feel that no general practitioner should
be found wanting in any one of these areas. At the same

time, collectively they reflect the multiple dimensions of a

general practitioner's life and work.
10. For each of the four areas we drew up an overall
statement of professional attributes we should expect to see

(and which we ourselves would hope to possess). These
overall statements are listed below.

a) Professional Values
The doctor tries to render a personal service which is
comprehensive and continuing. In his practice arrangements
he balances his own convenience against that of his
patients, takes into account his responsibility to the wider
practice community, and is mindful of the interests of
society at large. He accepts the obligation to maintain his
own mental and physical health. He puts a high value on

communication skills. He subjects his work to critical self-
scrutiny and peer review, and accepts a commitment to
improve his skills and widen his range of services in response
to newly disclosed needs. He recognizes that researching
one's own discipline and teaching others are part of one's
professional obligations. He sees that part of his profession¬
al role is to bring about a measure of independence: he
encourages self-help and keeps in bounds his own need to
be needed. His clinical decisions reflect the true long-term
interests of his patients. He is careful to preserve confiden¬
tiality.
b) Accessibi/ity
The doctor is broadly accessible to the satisfaction of his
practice population. He can be seen quickly for urgent
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matters, and normally within two days for non-urgent mat¬
ters. He is prepared to visit patients in their homes. He is
available for advice on the telephone at known times. His
staff are helpful to patients and see themselves as facilitat-
ing the doctor-patient contact. He provides adequate out-of-
hours cover. His patients are aware of the procedure by
which the doctor or his deputy can be contacted at any time
of the day or night.
c) Clinical Competence
The doctor is shrewd, observant, and skilled at eliciting
relevant information. He works swiftly but surely, without
undue sense of rush. In general, his history-taktng and
physical examinations are economical, and his notes pithy
but informative; but when occasion demands, he is capable
of more exhaustive procedures. His personal style of con-

sulting is consistent but is responsive to individual patients'
needs and demonstrates a logical problem-defining process.
He links physical, social, and emotional factors when formu-
lating his assessment of the patient and when planning
further management. He makes appropriate use of other
members of the practice's health care team, and of col¬
leagues and agencies outside.
He prescribes effectively, with caution and mindful of

costs. He carefully follows up his patients and actively seeks
to learn the consequences of his action or inaction. The
clinical records he keeps help him to monitor patients'
progress and to plan anticipatory care and other preventive
measures. He employs opportunistic health education and
constantly reinforces advice on life-styles; and by giving
relevant information freely to patients, tries to encourage
them to share responsibility for their own health care.

d) Ability to Communicate
The doctor is receptive, and conveys a sense of attentive-
ness, of professional concern for the patient's unfolding
problem, and of personal commitment to the patient. He
shares information and decision-making with the patient as

much as possible. The patient feels supported and encour-

aged by the doctor, and better informed than before, and so
feels more capable of handling future episodes of a similar
illness.

Notices and educational displays in the waiting room are

clear, and as far as possible positive and optimistic. The
staff handle enquiries sensitively.

Entries in the clinical records are legible, ordered, perti-
nent, accurate and retrievable. They are capable of being
used for teaching, research and audit. Letters to consultants
are informative, and explicit about the reason for referral
and the doctor's expectations.
The ancillary staff and other members of the practice's

health care team have frequent opportunity to meet the
doctors informally to discuss aspects of practice policy or

matters of mutual clinical interest. Times are set aside for
more formal meetings when ionger-term issues can be
discussed. The doctor is sensitive to the views of the staff
and anxious to bring them into the policy-making as far as

possible.
11. Next we had to determine the numerous criteria on

which the assessments would be based. We felt the criteria
should be capable of being rated on a four-point scale,
which forces a positive or negative judgement on the
assessors. We have expressed each criterion as a pair of brief
opposing statements representing the poles of exemplary
and reprehensible performances (Appendix A*).
12. Meanwhile we had been devising detailed methods of
assessment drawing on experience of JCPTGP and regional
inspections of training practices, and on MRCGP examin¬
ation methods. We began with a large battery of procedures
but were quickly able to discard some on grounds of overlap
or of relatively low yield. Eventually we selected six

methods, each of which we considered both feasible and
informative.

a) Study of the practice profile. The completed question¬
naire circulated to the assessors in advance of the visit, and
recording the salient features of the practice.
b) Direct observation of the practice premises, its facilities
and equipment, and the way it functions.
c) Discussion with the ancillary staff and with other mem¬
bers of the practice's health care team.

d) Inspection of individual clinical records and any registers
of indexes the practice possesses.
e) Review of the video-tape of a series of the doctor's recent
consultations, together with the relevant records, and with
his summary.
f) An interview with the doctor to elicit his views and
understanding on a variety of topics, including material
derived from randomly selected clinical records of his
patients.
13. At this point we possessed a large number of criteria,
and an outline grid formed from the four areas and the six
assessment methods (Appendix B). *

14. We then transformed these criteria into groups of
specific questions and selected the methods most suitable
for eliciting answers to those questions. Appendix C* lists
some of the questions in this way (practice profile, interview
with staff, clinical records, the consultation.)
15. The completed grid is shown in Appendix D.
16. Finally, (using an example from "Accessibility") we

depict the relationship between areas, attributes, criteria,
methods and ratings in Appendix £*
17. Our aim throughout has been that the doctor should be
fairiy assessed on the basis of direct observation of his
performance and of his practice, rather than by asking
examiners to attempt to estimate his competence by more

indirect means.

Proposed Procedure
18. Established general practitioners wishing to be assessed
in this way may prefer that they first spend a year or even

longer preparing themselves and their practices for the
appraisal. When they declare themselves ready, they would
be required to provide a practice profile in the form of a

detailed questionnaire. This completed questionnaire will
be studied by the assessors in advance of the visit.
19. Two assessors would visit by prior arrangement, the
timing to coincide with the busy period of the practice day.
Normally this would mean arriving by 09.00.
20. Our experience suggests that to do justice to the doctor
and his staff, at least five hours is needed for the complete
assessment visit. This includes the time needed to sample
enough video-taped consultations, and to interview the
doctor.
21. In order to demonstrate reliability of the procedure, the
two assessors must where possible make independent judge¬
ments; for instance, when observing the reception area,
inspecting the clinical records, or reviewing the consul¬
tation.
22. The ratings obtained in respect of criteria within any one

area, e.g. "clinical competence", may be summated; but
shortfalls in one area cannot be compensated for by high
ratings in another. In other words, scores can be total led

*Appendix A is not reproduced in full here, but is available from the
RCGP, 14 Princes Gate, London SW71PU. We summarize Appendix
A in Figure 1. Appendix B, the practice profile questionnaire from
Appendix C and Appendix E are not reproduced here, but are also
available from the RCGP.
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vertically but not horizontally (see Appendix EJ.
23. The numerical scoring will of course require judgement
because so-called objective marking is not possible. But
marks would be allocated with reference to clear criteria,
and procedures have been suggested to ensure reliability.
24. The ratings should be presented in such a form that they
can adequateiy serve two important but distinct functions.
One, making a judgement on the adequacy of the practition-
er's performance, measured against a previously agreed
standard. This is the regulatory function. The second, and
arguably more important for the information of the prac¬
titioner concerned, enabling him to appreciate how he and
his practice are seen by his peers; and following which he
may take whatever remedial steps he deems appropriate.
This is the educational function. (See paragraph 26)

Further Development
25. The procedure we have outlined has so far been tested
under experimental conditions only, amongst colleagues
well known to each other. The undoubted tensions exper¬
ienced by the host doctor have to a large extent been
mitigated by familiarity, friendly rivalry, and the sense of a
common task. It is not easy to extrapolate this experience to
a quite different set of conditions. Nevertheless, bearing in
mind that the proposed assessment is a voluntary one, we

have no reason to doubt the acceptability of the procedure
among those practitioners who might feel drawn to this
method of assessment. Already a number of practitioners
not only members of the College.have volunteered them¬
selves and their practices for assessment by this method.
26. An assessment tool of this nature could serve a number
of purposes:

a) As an incentive to members' continuing education and
professional development.
b) The formal reaccreditation of existing members of the
College.
c) As an alternative to the present mechanism for election
to Fellowship.
d) As an alternative entry requirement for membership of
the College.
e) As a test of the relevance of contemporary education.

27. Much more work needs to be done before the College
can claim to possess an assessment tool which is beyond
reasonable criticism; one, furthermore, that reiiably tests
the adequacy of the general practitioner in the performance
of his everyday work. In the course of our work many
questions were raised which remain to be resolved. For
instance, should the entire assessment be carried out in the
doctor's own practice, or could part of it (review of video-
taped consultations, and the interview with him) be done
elsewhere, perhaps by different assessors? This could be
done at a suitable venue in the Faculty, or centrally at
Princes Gate. Linked to this question are the further issues of
logistics and finance; of comparability with existing assess¬

ment methods, notably the MRCGP examination; and of
acceptability to our members and to the wider profession.
28. The assessors will need guidance and training: Where is
this to come from? How are the standards to be arrived at?
Must standards be universal, or do we dare think in terms of
local or even floating standards?
29. These are formidable questions, but the College is
presented with commensurate opportunities. The applica¬
tion of this assessment tool on the scale envisaged could
provide something the College has never previously pos-
sessed; a systematic, evaluated profile of general practice as

actually carried out by practitioners not ashamed to submit

their practice arrangements and their everyday work to the
critical scrutiny of informed and experienced peers. In
effect, this will represent a series of statements about
current "good practice". Additional benefits would include
the involvement of Faculties in the organisation and re-

sourcing of an important College activity; and the stimulus
to research, not least, research into the nature of our

discipline.

Recommendations
30. The working party recommends Board of Censors to
commission a research and development programme de¬
signed to explore the following matters in greater depth.

a) Technical aspects of the proposed assessment
i) Ensuring reliability of the method.
ii) Achieving adequate sampling in the various components.
iii) The logistics in terms of time and manpower.
iv) Financial implications.
v) Determination of cut-off levels (standards).
vi) Correlation with the results of assessments by the
MRCGP examination.

b) Organization
i) Role of the Faculties.
ii) The need for a co-ordinator ("research officer", "scienti¬
fic officer", "education resources officer").
iii) The training of assessors.

iv) Role of the panel of examiners.

cj The application of this assessment tool to a variety
of uses.

i) Improving the quality of general practitioners' continuing
education.
ii) Reaccreditation of members of the College.
iii) Entry requirement for membership.
iv) Election to Fellowship.

Appendix A: Criteria (Summary only)
Professional Values: perception of role; responsibilities; person¬
al care; development; professional growth; self-awareness; personal
behaviour; teaching and research; communication; patients; auton-
omy; professionalism.
AcceSS/b/lity: Consulting arrangements; home visits; patients'
queries; contractability; out-of-hours cover; access to staff; facilita-
tion.
Clinical Competence: history-taking; physical examination;
defining the problem; seeking further information; use of resources;
explanation to the patient; management; prescribing; preventive
medicine; continuing care.

Ability tO Communicate: communication with the patient;
communication with ancillary staff; communication with col¬
leagues and other members of the health care team; referral letters;
clinical records.

Appendix C: Staff Interview
1. Is the staff structure such that each individual member of staff
knows to whom to turn in case of difficulties? In particular is the
role of the practice manager or senior receptionist clearly defined
and understood by all the members of staff?
2. Do the staff give evidence of having been appropriately involved
in the formulating of practice policies?
3. Is there a sufficient number of staff on duty to cope with peak
periods?
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4. Are staff aware of the practice boundaries, the practice policy
concerning patients who move beyond those boundaries but wish to
remain with the practice, and the procedure to be followed when
persons living within the practice area wish to change their doctor
from another practice to this doctor?
5. Are staff familiar with the geography of the practice, the
provision of public transport, and the problems which individual
patients may have in reaching the surgery in a given time?
6. Do the staff know how to contact urgently one or more of the
doctors in the practice, at any time during the working day?
7. Are the staff aware of the arrangements for patients requesting
help "out-of-hours", and conversant with their own role?
8. Do the staff facilitate access to the doctor of the patient's choice
within a reasonable time?
9. Do the staff give evidence of explaining patiently, and in an

appropriate way, any alternative arrangement for the patient to be
seen?
10. Are the staff aware of practice policy when a patient requests
an urgent appointment; and do they give evidence that such a

policy is carried out in a way which causes minimum distress to the
patient?
11. In making appointments, particularly patient-initiated appoint-
ments, do the staff give some priority to the principle of continuity
of care?

12. Are the staff aware of practice policy in handling requests for
home visits during working hours? Is their own room for indepen¬
dent decision-taking clearly laid out; and when appropriate have
they fast access to one of the doctors who may wish to talk directly
to whoever is making the request?
13. Are the staff aware of the procedure for handling a request for
advice by telephone, and can they make satisfactory arrangements
for a patient to talk to a doctor within a reasonable period of time?
14. Do they give clear evidence that they see their role primarily as
one which facilitates patient care? Do they exhibit tolerance of the
eccentric, demanding and difficult patient, and flexibifity in apply-
ing this policy to the needs of unique and sometimes idiosyncratic
individuals?
15. Are they careful in revealing information about patients to third
parties?

Appendix C: Clinical Records
1. Are the practice records complete and accurate regarding basic
data? Name, address, sex, date of birth, marital status, occupation?
2. Are all entries in the records sequential and legible?
Does the clinical record sheet for each visit or consultation show:

a) date
b) whether home visit or consultation

Appendix P: Assessment Grid for Practice Visit
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c) adequate history, note of clinical findings and all drugs
prescribed
d) diagnosis
e) if appropriate, was an insurance certificate issued and for
what duration?

Are drug sensitivities entered?
Are repeated prescriptions entered in the records and adequately
monitored?
3. Are hospital records, referral letters, laboratory and X-ray re-
ports, filed in date order and "pruned"?
Are hospital referral letters copied in the records? Are they of an
acceptable standard and do they contain all relevant information so
that the reason for referral can be clearly understood?
4. Is a summary sheet completed? Is there use of special sheets or
cards, e.g. for hypertension or developmental screening?
5. Is there an agelsex register and a diagnostic index, and what use
is made of them?
6. Do other health professionals have access to the records, and do
they record on them?
7. Are the records capable of use for problem-solving, teaching,
research or audit?
8. What efforts are being made to improve the records?

Appendix C: Consultations*
1. Nature and history of problems adequately defined?
2. Aetiology of problems adequately defined.
3. Patient's ideas, concerns and expectations explored adequately
and appropriately?
4. Effects of problems explored adequately and appropriately?
5. Continuing problems considered?
6. At risk factors considered?
7. Appropriate action chosen for each problem?
8. Doctor's understanding or problems shared with patient ade-
quately and appropriately?

9. Patient involved in management adequately and appropriately.
10. Appropriate use of time and resources in consultation?
11. Use of time and resources in long term management appropri-
ate?
12. Helpful relationship with patient established or maintained?

*Source: Pendleton, D. A., Schofield, T. P. C., Tate, P. H. L. eta!. The
Consu/tation:An Approach to Learningand Teaching. OUP (in press).
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OBITUARY

Thomas Seager, MD, FRCGP
Dr Tom Seager died peacefully on the 3rd July, 1981 at his
home in Heswall, Cheshire, after an illness lasting a few
months. He was 71.
He was born in Liverpool, educated at Merchant Taylors

School, Crosby, and proceeded to the Liverpool Medical
School in 1928. A more than able student, he distinguished
himself as a speaker, for which his colleagues elected him as
their President of the Medical Students' Debating Society.
After qualification in 1933 and a series of well chosen
resident hospital appointments, he became the Ethel Boyce
Fellow in Obstetrics and Gynaecology, which led to his
Doctorate in Medicine.
With this broad background of training, and recognised as

a man exceptionally endowed with scholarly wisdom, the
world of medicine lay open to him. He chose general
practice, settling in Heswall, where he remained until retire-
ment in 1976 and where many thousands of patients have
learned to be grateful for that choice.
As a member of the Territorial Army, Tom Seager was, at

the outbreak of hostilities in 1939, immediately called up for
active service. This was to last for five years, first in the
Middle East and later in France. His service in the Field
Ambulance, which he commanded, took him into areas of
bitter fighting; he was, not surprisingly, mentioned in des-
patches. It should be recorded that his wife, Anna, herself a
doctor, carried on his practice throughout the war, together
with all the responsibilities of a home and motherhood.

Tom was a founder member of the then College of
General Practitioners and served on the Board of the
Merseyside and North Wales Faculty for some years, where
his- balanced opinion was regualarly sought and much
valued. He was elected Fellow in 1973. His founder member-
ship of the Liverpool Paediatric Club reflected his deep
interest throughout his life in the diseases of children.
Papers delivered to the Club and elsewhere attracted capac-
ity audiences, for he blended authority with a unique form
of humour rather by the manner of his expression than by
what he said. He was renowned for his insistence on verbal
accuracy and balanced phrasing in the use of the English
language. The address he delivered to the Liverpool Medical
Institution in 1973, when he was elected President, was a
masterpiece which will be long remembered.

It was no wonder that with these attributes, mingled with
a strongly humanistic outlook, his retirement from practice
was marked by a conspicuous expression of affection by his
patients. By sincerity, integrity and wisdom he earned
throughout his professional life the deep respect of his
colleagues both in general and consultant practice, and set
a standard that many of us in general practice should aim to
reach.
He is survived by his wife, his son who is a consultant

paediatrician, and his two married daughters.

C.H.-S.H
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