EDITORIALS

Revalidation

AT its meetings in November 1998 and February 1999, théwo years to get revalidation up and running, it is difficult now to
General Medical Council (GMC) decided that ‘revalida- be too precise. However, | think that an outline is emerging. All
tion’ will become a reality. This follows directly from the high- GPs will take part in clinical governance and, through that
profile paediatric surgery cases in Bristol, and the resulting losprocess, will continuously collect material that shows continuing
of confidence by the public and the media in professional selfprofessional development. This material will show how GPs’
regulation?? educational needs are met and assessed, how it reflects on their
To be effective, a system for revalidation must, first and forequality of care through audit and case discussions, and how pro-
most, be credible with the public. To earn that credibility, it mustfessional values are implemented in their practices. Most of the
reliably identify doctors in hospitals and general practice who arevidence for revalidation will be by self-assessment using mater-
underperforming. From our perspective, it must be a system th#il already compiled for clinical governance. In addition, each
has the support of the profession; that is a positive experience fadbctor may have to demonstrate acceptable communication
the vast majority of good doctors, helping them to develop theigkills. Revalidation will also have to include an element of
skills and services; and that is practical. If it succeeds in meetingssessment against minimum standards of clinical performance.
these objectives, revalidation should be welcomed. Again, this will probably consist of providing statistics that
The introduction of such a system of revalidation into generalyould be known to the primary care group (or their equivalent in
practice will be no mean task, but | believe it is possible and thalyales and Scotland), the health authority, or local trusts.
general agreement must be reached. In a survey of general practiThe great majority of doctors should not find this process dis-
tioners (GPs) conducted by the General Medical Servicegptive; on the contrary, they should find it a useful stimulation
Committee in 1992, 67% of GPs expressed support for a systef§ good professional practice and a celebration of the quality of
of continuing accreditatiohThe two alternatives — a contrac- their care.
tual process organized by health authorities, or no revalidation A peer group would examine each submission for revalidation
process at all — would be unacceptable to the profession and iq would identify those that gave cause for concern. These, and
the public respectively. _ a proportion — perhaps one in ten — of the doctors, who did not
As a discipline; we have been preparing the grétrahd we  give cause for concern, would then be visited. Where shortfalls
have the experience of other countries from which to B#n. i, herformance are found, local colleagues, especially those
For many years, the Royal College of General Practitionerg,olved in education, would be called on to offer support. It is
(RCGP) has been developing ways to identify quality of care iy hope that most such doctors will be helped to improve their
general practicé: We played a key role in creating the system c5re and hecome eligible for revalidation. Only if that were not

for the appointment of trainers and training practices. We havg,e case would a referral to the GMC, and possible restriction on
developed the examination for membership, Fellowship by, right to practice, be contemplated.

Assessment, and the Quality Practice Award. This spring We tpe ole of patients in revalidation is still under discussion.

launch Membership by Assessment of Performance; we a'8owever, it is my view that patients need to be involved in all

actively_ developing ways in which GPS can demc_mstrate the'étages of revalidation if the system is to be credible.
professional development, and ways in which practices can ShowThis outline of revalidation is, of course, fluid. However, it

continuing team development. d ;

. ) L oes appear to meet the four key requirements that | set out

R(I:rgglttablyf,f th? prdofessllor) and ﬂl‘% ptl.Jb“CV‘\'/V'” look todth? earlier. It should command public support and it should reliably
o offer leadersnip in revalidation. We are ready Qdentify underperforming doctors. It should be a way to encour-

proy!de that Ieadershlp. We W'” work c!osely with all bo@es — age professional development of individual doctors and it should
political and educational — involved in general practice, not e realistic

least the General Practitioners Committee, to ensure that reva " There are many unresolved aspects in this vision, the most

dation is relgvant e effectlv_e. - . _important of which is resources. Inevitably, there will be sub-
If professional self-regulation had been sufficiently effective : . - h
stantial costs in terms of time and money. It is too early to look

in the past, we would not now be facing revalidation. We hav or a solution to the resources issue: however. it must be
always taken standards for gualification from medical schoo dressed satisfactorily before a s sten’1 of revalidation can be
seriously. Only in the past few years has summative assessme% y y

at the end of vocational training been mandatory, and even thet}'r‘\t/\;g wﬁllcr?éed a generalist register — equivalent to the special-
the Joint Committee for Postgraduate Training in General 9 9 —€q p

Practice has accepted a standard that is lower than the examifiy. "egister that a'f?ady exists — to augment the GMC'’s basic
tion for MRCGP. register, and we will need a statutory body to oversee that new

Until now, continued fitness to practice through the next thred®gISter. L .
decades has been largely taken for granted. For most of us, ‘seIJ‘-These and °‘.hef techmcal Issues are important, t.’L.’t not essen-
regulation’ has not been regulation by our profession, rather Eal. The essential issue is that GPs see the inevitability of revali-
has been regulation from within ourselves as individual profesdation. start to debate how it might be best delivered, and then

sionals. Despite this, the vast majority of GPs deliver a lifetimgV/Ork together to make it a success. The RCGP intends to work

of high quality care in often stressful and demanding circumWith all the other national bodies that represent general practice

stances. The numbers of underperforming doctors are thought tg ensure that revalidation operates in the interests of patients and
be smalf2 and British general practice has much that it can bén€ profession alike.
proud of. Our Achilles’ heel lies in the fact that we cannot offer
assurance to the public that all GPs are fit to practice. MIKE PRINGLE
What sort of system do | visualize? Since it will take about RCGP Chairman of Council
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Expanding therole of the family history in
primary care

HISTORICALLY, general practitioners (GPs) have askedtion, allowing more rational decisions to be made about the pur-
patients about their family history to gain insight into their chase of such treatmefitHowever, if such genetic advances are
social background. It helps to provide a context for a patient'so be implemented in general practice, they must be accompanied
symptoms, both in terms of possible environmental and lifestyléy the necessary resources and appropriate educational strate-
causes of disease and the patient’'s concerns about the naturegis. The surrounding ethical implications of these developments
their illnesst Taking a family history is a traditional part of have been discussed already in flmairnal* Concerns have
undergraduate medical education, and questions about familyeen expressed about confidentiality of genetic information
history are commonly asked at patient registration in generakithin a family, and in relation to insurance companies and
practice. Patients already view their family history to someemployers. Equally, the whole concept of autonomy is brought
extent as a predictor of their personal risk of disease, linked tmto question, since the decision to undergo genetic testing has
their beliefs about inheritan@eRecent advances in molecular implications beyond the individu&l.Despite these ethical dilem-
medicine and its use in assessing genetic risk mean that GPs willas, however, a recent citizens’ jury on genetic testing recom-
have to share this view of the family histdry. mended proactive family history recording by the primary health
Until now, primary care has had little involvement with genet-care tean®
ics. A potential role for general practice in genetics has been With this change in emphasis towards using the family history
demonstrated in screening for common recessive disorders sual a genetic tool, questions have been raised about when pre-
as cystic fibrosis® and haemoglobinopathi€Discoveries about cisely GPs should gather this information. One school of thought
the genetics of common diseases are beginning to have an impé&cthat the family history should be viewed as a screenind’tool
in primary care, particularly in relation to hereditary cancer.and, as such, should adhere to the criteria defined by Wiison.
Media attention surrounding predisposing genes for breast ardn this basis we should only actively enquire about a patient’s
bowel cancer has the potential to generate anxiety among peoghmily history if there is good evidence that an effective inter-
with a family history of cancer. In the United Kingdom (UK), a vention exists to manage a ‘positive screen’. Using the example
GP will have an average of 40 to 50 patients aged 35 to 64 yeawn$§ BRCAgenes, there is no definitive evidence for any of the
with at least one relative with a common carlceawever, the  current recommendations regarding management of gene muta-
vast majority of these patients will not be at significantly tion carriers'® Advice to BRCAmutation carriers about screen-
increased genetic risk of cancer. The cancer susceptibility gené@sy and disease prophylaxis depends on expert opinion only. The
for bowel and breast cancehRC, HNPCC andBRCA land logical consequence of this view is that doctors should only
BRCA 2 are dominantly inherited, and thus the family history isdiscuss family history of breast cancer if the patient raises the
the best predictor of carrier stafus. issue herself. However, this line of argument ultimately pre-
Family history-taking in general practice is likely, therefore, tocludes doctors from proactively enquiring about a patient’s
extend from exploring purely psychosocial issues to includingamily history of most diseases.
genetic risk assessmehEurthermore, it will be useful for In a sense, this returns us to the issue of why doctors ask about
assessing the risk of a wide range of diseases. Family histofamily history. There is evidence that GPs have not yet made the
information about thromboembolic disease is a good predictoshift from using the family history purely as a method of social
for the factor V Leiden mutation and should be considered wheassessment to a genetic risk predictor (Kumar, personal commu-
prescribing combined oral contraceptives. nication). The family history is, however, valued as an aid to
As the genetics of cardiovascular disease and diabetes adecision-making for certain common symptoiht is unclear,
further elucidated, information about these diseases in patienttiough, whether this reflects an assessment of genetic risk or an
relatives will help tailor preventive strategies and inform appro-exploration of shared environment and individual patient con-
priate screening for these conditiddsAlthough the use of the cerns. A possible way forward in the integration of both types of
apolipoproteine4 allele as a diagnostic test for Alzheimer’s information is the genogram, which is being taught in some
disease is not yet recommendéd, may become a method of medical schools in the UK.
predicting the response to the new range of drugs for this condi- As genetic advances slowly pervade primary care, there may
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that it acts purely for genetic risk assessment, since its psychoso-

cial use cannot be considered in terms of screening alone. The

family history in primary care should be seen as a multidimen-

sional tool that allows us to examine patients’ concerns and

explore the role of both nature and nurture in the aetiology and

prevention of disease.

JON EMERY

Cancer Research Campaign
Primary Care Oncology Research Fellow

PETER ROSE
GP Research Fellow
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