
THE FIFTH SHIPMAN REPORT

Safeguarding Patients: Lessons from the Past – Proposals for the Future

This report, running to over 1,200 pages, engages the Shipman Inquiry’s Terms of Reference to look at ‘the performance of the functions of those statutory bodies, authorities, other organisations and individuals with responsibility for monitoring primary care provision….and to recommend what steps, if any, should be taken to protect patients in the future.’
This is an enormous document and the best place to start reading is the 109 Recommendations, then either the Summary or Chapter 27 for details on why these Recommendations were reached.  
Key recommendation areas that are likely to alter the processes and work of GPs are:

Complaints and Concerns 

· GP practices should report all patient complaints to PCTs within two working days of receipt

· PCTs will triage these complaints into private grievance complaints and those that raise clinical governance issues

· Clinical governance complaints could be investigated by a PCT joint investigation team, GMC, NCAA or police, and can ultimately be referred to the Healthcare Commission.

· Concerns expressed by a GP or other healthcare professional should be dealt with in the same way as patient complaints.

· Every GP practice should have a written policy detailing the procedure for practice staff who wish to raise concerns about clinical practice or the conduct of a healthcare professional within the practice.

· There should be a ‘single portal’, quite possibly a telephone helpline, which anyone can ring if they are concerned about or wish to know how to go about making a complaint or raising a concern about a doctor/healthcare professional.  It must be extensively advertised and as well known as NHS Direct or the Samaritans.
PCT Disciplinary Procedures

· PCTs’ powers should be extended enabling them to issue warnings to GPs and to impose financial penalties on GPs for misconduct, deficient professional performance or deficient clinical practice which falls below the thresholds for referral to the GMC or exercise of the PCT’s list management powers.

· NHS Litigation Authority should collect PCT data on their list management powers to assist the DoH in providing guidance to PCTs about the types of circumstances in which they might properly use their powers.

Prescribing monitoring

· PCTs will monitor GP prescribing paying special attention to CD prescribing.  Information on individual doctors prescribing restrictions will be shared with pharmacists and those who need to know.
Mortality monitoring

· Every GP practice should keep a death register in which particulars of the deaths of patients of the practice should be recorded for use in audit and for other purposes.

Single-handed and small practices
· The policy of the DoH and PCTs should be to focus on the resolution of the problems inherent in single-handed and small practices, ie. provide support and encouragement.

Practice Accreditation Schemes

· The Government should consider the feasibility of providing a financial incentive for the achievement of GP practice accreditation by means of an accreditation scheme similar to that operated by the Royal College of General Practitioners in Scotland.
Information held and available on doctors

· PCTs should keep a separate file for each individual GP on their lists containing all material relating to them that could possibly be relevant to clinical governance. 

· There should be a central database containing information about every doctor working in the UK available to NHS bodies and others with a legitimate interest.  Database will provide information held by the GMC, CRB, NHS Counter Fraud and Security Management Service.

· The GMC should adopt a policy of tiered disclosure to apply to all persons seeking information about a doctor.
· In all cases where a GP’s registration is subject to conditions, or where s/he has resumed practice after a period of suspension or erasure, patients of any practice in which the GP works should be told.

GP recruitment
· When practices recruit new doctors PCTs should be willing and able to provide advice on good recruitment practice.  A standard reference form should be developed and a reference obtained from the GP’s previous employer or PCT. When recruiting a new doctor GP practices should canvass and take account of the views of patients about the kind of doctor the practice needs.

Appraisal and Revalidation 
The GMC was criticised on many levels within this report, amongst other things the process of revalidation (participation in appraisal and a clinical governance certificate) was considered inadequate. The report reads: ‘The arrangements will not provide an evaluation of fitness to practise.  It is important that the public should appreciate this and should realise that revalidation will not provide the assurance that was hoped for. I have made recommendations which would, if adopted, ensure that revalidation does provide an evaluation of fitness to practice.’
For appraisal to work as a clinical governance tool and be relevant to revalidation it must be ‘toughened up’.
Appraisers would have to be thoroughly trained and accredited following a test or assessment.

All appraisals should be based upon a core of verifiable information supplied to both parties by the PCT including: prescribing information, information about complaints, continuing professional development activity, mortality statistics, and audit results. 

Criticism of the GMC
Criticism of the GMC is extensive in the report and the recommendations. Despite recent changes, the report states that there is still a culture in the GMC that favours doctors over patient safety.  In particular, a lack of a definition of fitness to practice and serious professional misconduct is a serious flaw in the GMC’s proceedings.  ‘There is an urgent need for the GMC to formulate standards, criteria and thresholds by which impairment of fitness to practise is to be judged.  Failure to provide such standards will result in inconsistency of decision-making, unfairness, lack of transparency and a failure to provide adequate protection to patients.’  The Medical Act should be amended to add a further route by which there might be a finding of impairment of fitness to practise namely, ‘deficient clinical practice.’
Recommendations 49 – 109 deal with proposed changes to the structure and functioning of the GMC.  It is significant to note that it is recommended that the GMC would be involved in investigating fitness to practice cases but would not adjudicate at them. ‘I have recommended that some mechanism should be found for the appointment, training and management of both lay and medically qualified FTP panellists, as well as for the administration of FTP panel hearings, by a body independent of the GMC.  By that means, there will be effective separation of the investigation and adjudication functions.’
The report also suggests that the GMC looks again at its constitution and that there should be ‘more appointed medical members, people who are not beholden to an electorate and who do not see themselves in the position of representatives of the profession. Rather, they should see themselves as servants of the public interest.’  They should be appointed by the Privy Council and selected for nomination to the Privy Council by the Public Appointments Commission following open competition.

The GMC should be required to publish an annual report of its activities, which could be scrutinised by a Parliamentary Select Committee.  The report would have to contain specified categories of information, including statistical information, in a form that was readily understandable and transparent.

For details of the proposed changes to the GMC’s investigation processes please see recommendations 58 – 75.  For details of the adjudication processes please see recommendations 76 – 94.

