








Foreword

The General Medical Council (GMC) protects patients by
ensuring that doctors practising medicine in the UK are
qualified and fit to practise. Within this work, we investigate
where there are concerns about a doctor’s fitness to practise.
Adjudication, which involves public hearings, is the final
stage of our fitness to practise procedures and is designed to
protect patients and uphold standards in medicine.

Our procedures changed significantly in 2004. These
reforms included the introduction of a single set of
rules and fitness to practise panels that consider all
aspects of concerns about a doctor together (which
might include issues relating to health, conduct or
performance). We have also reformed the structure
of the GMC so that the investigation of fitness

to practise concerns and decision-making at the
adjudication stage are clearly separated. As a result
of these reforms, combined with further procedural
changes such as the move to the civil standard of
proof, we believe our current adjudication function is
robust and effective, although we are committed to
making further improvements wherever possible.

Following the proposals outlined in the previous
Government’s 2007 White Paper, Trust, Assurance
and Safety —the Regulation of the Health Professions
inthe 21st Century, we had been expecting to
transfer our adjudication function to a new
independent body called the Office of the Health
Professions Adjudicator (OHPA). However, following
consultation, the Government has recently
confirmed that it does not intend to proceed with
the establishment of the new body. Repeal of the
provisions relating to OHPA in the Health and Social
Care Act 2008 is being pursued in the Health and
Social Care Bill 2011. If passed, this would mean that
adjudication would remain with the GMC.



In the meantime, we believe it is appropriate to
consult on proposals for repositioning and further
modernising adjudication within the GMC. An outline
of these proposals was set out in our response to

the Government’s consultation (see Annex A) and
recognised that, while the current adjudication
function is effective, further reform is required.

There has been significant change to the external
environment in which we operate, which has resulted
in many more cases being referred for adjudication.
There has also been an increase in the length of
hearings. The proposals in this consultation paper,
therefore, aim to underline and reinforce the
autonomy of the adjudication function and the clear
separation between investigation and adjudication,
and also to modernise existing procedures. Our

aim is to simplify the system and create greater
confidence in adjudication among the profession and
the public. We also believe the proposals will reduce
the stress and anxiety for doctors and witnesses
involved in our proceedings.

Some of our proposals would require a change to
primary legislation or to our fitness to practise rules
to be made if we decided to proceed with them.
This means it would be necessary to consult on the
detailed proposals before implementation. In the
case of amendments to primary legislation, it would
be necessary to ask the Department of Health to
prepare the amending legislation.

We are consulting for three months until 13 June
2011. We are keen to hear from a wide range of
individuals and groups and to encourage as much
participation in this debate as possible. Although
some of the proposals are expressed as preferred
options, it is important to stress that any preferences
are provisional. We will carefully consider all responses
to the consultation and welcome comments which
test and challenge our preferences or presumptions.

Professor Sir Peter Rubin
GMC Chair



We are consulting on proposals for repositioning
and modernising adjudication within the GMC
following the Government'’s decision not to
proceed with the establishment of the Office of
the Health Professionals Adjudicator (OHPA).

Reform of adjudication remains a key aim of the
GMC and until recently involved us preparing to
transfer our adjudication function to OHPA in
April 2011; a recommendation of the previous
Government’s 2007 White Paper, Trust,
Assurance and Safety —the Requlation of Health
Professionals in the 21st Century.

Following consultation which ended in October
2010, the Government has confirmed that it
intends to repeal legislative provisions relating
to OHPA and, in separate legislation, take
forward steps to enhance the independence of
adjudication and modernise existing processes
at the GMC.

The Health and Social Care Act 2008 contains
the provisions to establish OHPA. The
Government has included provisions repealing
this legislation in the current Health and Social
Care Bill, which is expected to become law by
the end of 2011.

Meanwhile, we believe it is time for us to
consult on proposals for repositioning and
modernising adjudication within the GMC. This
will help us develop the proposals we set out in
our response to the Government’s consultation
last year (see Annex A). You can find helpful
background there.

The consultation document is in two sections:
the first considers proposals to reposition
adjudication within the GMC and how this
might be achieved; the second explores
proposals for modernising our adjudication
work.

This consultation document sets out the
following main proposals for repositioning
adjudication within the GMC:

the establishment of the Medical
Practitioners Tribunal Service (MPTS) to
oversee the adjudication function

a Chair and two further members to sit

on the MPTS governance committee. It is
our ambition to make these appointments
through a process that is open, transparent
and independent and we are currently
looking into ways this may be achieved

management and reporting arrangements
that support the separation between our
investigation and adjudication work

subject to agreement of the Ministry of
Justice and the Scottish and Northern
Ireland courts’ administrations, a right of
appeal for the GMC against tribunal
decisions.

In developing our approach we have drawn on
best practice from other jurisdictions, such as
the Courts and the Tribunals Service. We have
also taken into account the work undertaken by
OHPA which stimulated a useful debate on the
future of adjudication.
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How to comment
. You can take part in an online version
of the consultation on our website at

fitness to practise procedures can be found on

Specific proposals for modernising adjudication
P prop gad our website: www.gmc-uk.org/concerns.

include:

a. reform of our pre-hearing case management ~ 15. If you have any questions about the
arrangements consultation or require any further information
please contact James Ewing on 020 7189 5146

b. the introduction of legally qualified chairs
or by email at ftpconsultation@gmc-uk.org.

c. making further efficiencies within the
hearing process, including review hearings

d. asingle centralised hearing centre.

While we believe that our procedures are

robust, we know we can improve the way we

operate to deliver better value for money and
introduce best practice from other tribunals.

www.gmc-uk.org/ftpreformconsultation.

Or you can download or request a copy of
the consultation documents and respond by
emailing or by posting your response to:

James Ewing

Policy and Planning Manager —
Fitness to Practise

The General Medical Council
350 Euston Road

London NW1 3JN

email: ftpconsultation@gmc-uk.org

This consultation runs from 21 March to
13 June 2011.




This consultation document has two sections:
the first considers proposals for changing our
governance arrangements in order to reposition
adjudication within the GMC; the second
explores proposals for modernising our existing
adjudication work.

The GMC regulates doctors in the UK. Our
purpose is to protect, promote and maintain
the health and safety of the public by ensuring
proper standards in the practice of medicine.
We do this in four ways:

keeping up-to-date registers of qualified

doctors

fostering good medical practice

promoting high standards of medical

education and training

dealing firmly and fairly with doctors whose
fitness to practise is in doubt.

The GMC’s fitness to practise procedures aim
to deal firmly, fairly and promptly with those
doctors whose fitness to practise is called into
question.

If a serious concern about a doctor is reported,
we will investigate it. At the end of the
investigation process the case can be dealt with
in one of four ways:

we can conclude it with or without advice
we can issue a warning to the doctor

we can agree undertakings with the doctor
(a formal agreement between a doctor and
the GMC which is published online in the list
of registered medical practitioners)

we can refer the case for a public hearing
where an independent decision about the
allegations is made by a fitness to practise
panel.

We are currently also consulting on major
changes to the way in which we deal with cases
at the end of an investigation to introduce
greater discussion with doctors in order to
encourage them to accept our proposed
sanction as an alternative to referring their
case for a public hearing. That consultation

can be found on our website at
www.gmc-uk.org/ftpreformconsultation.

At a fitness to practise hearing the panel
considers the allegations against the doctor,
decides whether they are proven and, if so,
whether the doctor’s fitness to practise is
impaired. Should the panel conclude that the
doctor’s fitness to practise is impaired, it then
decides what, if any, sanction is appropriate.
If it does not reach a finding of impairment it
may consider whether to issue a warning to
the doctor.



A fitness to practise panel includes both
medical and non-medical members. Panels
normally have three to five members. Every
panel must include a Chair (who may be medical
or non-medical), a medical panellist and a
non-medical panellist. There are currently 296
medical and lay panellists eligible to sit on our
panels. Panellists are appointed by a process
overseen by the Office of the Commissioner for
Public Appointments. It should be noted that
members of the GMC Council cannot serve as
panellists.

The Medical Act 1983 requires a legal assessor
to sit with each panel to advise on points of law.
One or more specialist advisers may also be
present to advise the panel on issues regarding
the doctor’s health or performance.

If at any stage during our investigation, or
before a fitness to practise panel hearing, we
consider that the allegations against the doctor
present a serious risk to the public, or it is in the
public interest or the doctor’s own interests, we
will refer the case to an interim orders panel. An
interim orders panel can either suspend or seek
restrictions on the doctor’s registration until the
allegations are resolved. Interim orders panels
are substantially the same in composition

as fitness to practise panels and, as well as
applications for interim orders, they undertake
reviews of interim orders during an investigation
and while a substantive fitness to practise panel
hearing is pending.

The case against the doctor is presented by

a lawyer instructed by the GMC. The doctor

is invited to attend. Most doctors choose to
attend and do so with legal representation.
Both parties may call witnesses to give evidence
and, if they do so, the witness may be cross-
examined by the other party. The panel may
also put questions to the witnesses.

In general, interim orders panels hear cases in
private and fitness to practise panels hear cases
in public. Panels must hear cases in private
when considering the making of an interim
order or when considering matters relating to a
doctor’s health unless the practitioner requests,
or the panel consider, it would be appropriate
to hear the matter in public. Fitness to practise
panels may also exclude the press and public
from the proceedings or part of the proceedings
where they consider that there are interests
that outweigh the public interest in holding the
hearing in public.

Once a fitness to practise panel has heard the
evidence, it must decide:

whether the facts alleged have been found
proven on the balance of probabilities

whether, on the basis of the facts found
proven, the doctor’s fitness to practise is
impaired

if so, whether any action should be taken in
relation to the doctor’s registration.

If the panel concludes that the doctor’s fitness
to practise is impaired, the following sanctions
are available:

conditions on the doctor’s registration for up
to three years

suspension of the doctor’s registration for
up to a year (during which the doctor cannot
practise)

erasure of the doctor’s name from the
medical register (so that they can no longer
practise).



The panel may accept written undertakings
offered by the doctor, as an alternative

to imposing a sanction, if it considers the
undertakings sufficient to protect patients
and the public interest. Undertakings require

a doctor to do or stop doing something (for
example to undertake retraining or to stop
doing a particular type of work) and operate in
the same way as conditions. The difference is
that undertakings are agreed by a doctor rather
than imposed. The doctor must also agree to
the disclosure of those undertakings (except
undertakings relating to the doctor’s health).

It is open to a panel to decide to take no further
action against a doctor’s registration.

If there has been a serious or persistent
departure from the standards expected of a
doctor, and a panel concludes that a doctor’s
fitness to practise is impaired, it may take
action on the doctor’s registration. Where a
panel finds a doctor’s fitness to practise is not
impaired, it may issue a warning to the doctor
if there has been a significant departure from
the standards expected, or where there is
cause for concern following an assessment of
the doctor’s performance.

Panels arrive at their decisions independently.
They hear witnesses, assess their credibility and
reach their findings of fact on the basis of the
evidence presented at the hearing.

Fitness to practise panels also review sanctions
on a doctor’s registration to consider whether
they should continue, be amended or revoked.
They also consider applications from doctors
who have been erased from the register and
who are seeking to have their name restored to
the register.

The Fifth Report of the Shipman Inquiry (The Shipman Inquiry, 2004)

A more detailed explanation of our procedures
can be found on our website:
www.gmc-uk.org/concerns.

A number of concerns about the independence
of adjudication were expressed in the Fifth
Report of the Shipman Inquiry' and the
subsequent Government White Paper”.

Following consultation on the White Paper

in 2007, the desire for greater separation
between our investigation and adjudication
roles was widely shared and we confirmed our
commitment to the principles of independent
adjudication. When the Government confirmed
its intention to establish OHPA, we supported
the programme of work which was introduced
to transfer our adjudication function to OHPA.

In 2010, the Government announced that it

had reviewed the case for OHPA and was not
persuaded that the creation of a new body

was the most appropriate way forward. The
Government proposed that steps could be taken
to enhance the independence of adjudication
and modernise existing systems within the
GMC to deliver substantially the same benefits
as OHPA. The Government consulted on the
proposal from August to October 2010°.

It has since confirmed its intention to proceed
with that proposal and to repeal the statutory

provisions relating to OHPA in the Health and

Social Care Act 2008.

We therefore believe it is now appropriate
to consult on proposals to reposition and
modernise adjudication within the GMC.

Trust, Assurance and Safety — the Regulation of the Health Professions in the 21st Century (Department of Health, 2007)

Fitness to Practise Adjudication for Health Professionals: Assessing different mechanisms for delivery (Department of Health

(England) August 2010)

Fitness to Practise Adjudication for Healthcare Professionals: Assessing different mechanisms for delivery — Consultation Report:

November 2070 (Department of Health, 2010)



In the last three years the number of referrals
to fitness to practise panels has increased,

as has the average length of a fitness to
practise hearing’. This has provided significant
challenges for our systems and procedures.

While these challenges have shown our
procedures to be robust, it is clear that there are
opportunities to improve the way in which they
operate. There is much we can learn from best
practice in other jurisdictions which will help us
to deliver improved service and value for money.

Further changes to our procedures, including
changes to pre-hearing case management, may
help reduce the time a case takes to reach a
hearing and the time each hearing takes.

There are also questions about whether

the dual-site operation that we run is cost
effective. Our work is split between London and
Manchester, with most hearings taking place in
Manchester. Our provisional view is that there

is potential for significant savings and greater
operational efficiency if we move to a single site
in Manchester.

This consultation paper contains some
proposals which, if pursued, would require
changes to the primary legislation governing the
medical profession contained in the Medical Act
1983, changes to our fitness to practise rules or
simply to our day to day operational approach.
This would affect the likely implementation
timetable if we determine to proceed following
consultation.

At this stage we are consulting on the principles
relating to the changes we are considering.
Once we have established a direction of travel,
we would need to approach the Department of
Health to seek the UK Government’s agreement
to the changes we would like to make to the
primary legislation. The Department would then
need to prepare an Order for the approval of
Parliament and the Privy Council under section
60 of the Health Act 1999.

The GMC and the Department of Health would
establish a joint working group to develop
necessary legislation, and the legislation itself
would be subject to a separate consultation and
debate in Parliament. Current projections are
that such changes to primary legislation would
be implemented during 2013.

In the case of rule changes, the Privy Council’s
approval and further consultation would also be
required, which, on current projections, would
be likely to be implemented from around mid
2012.

In the case of proposals which only involve
changes to our day to day operational approach
and do not require a change to legislation

or rules, subject to the outcome of the
consultation, we would proceed to implement
these changes as quickly as possible.

During the period January to June 2008, the average number of sitting days per closed hearing each month was 5.46 days.
This increased to 5.5 days in the same period in 2009. In 2010 it rose to 6.41 days.
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This section covers our proposals to establish
the Medical Practitioners Tribunal Service
(MPTS) including how and by whom it would
be run, how we would ensure its separation
from our investigation work, and how the GMC
would work with it.

Our aim is to establish a body that will be
recognisable as being operationally separate
from the rest of the GMC. By creating a clear
separation between our investigation role

in bringing proceedings and the function of
adjudicating on those cases, we believe we can
strengthen public confidence in panel decisions.

While we believe we have already achieved a
strong degree of separation to ensure fairness
and impartiality of panels since the new
procedures were introduced in 2004, we are
confident that further separation is possible.

At present, fitness to practise panels make their
decisions independently of the GMC. Panellists
are appointed by an appointments process
overseen by the Office of the Commissioner for
Public Appointments and make their decisions
in private without any involvement of GMC
staff. They can and sometimes do make
decisions that do not accord with our preferred
outcome. We propose to strengthen further
the separation between our investigation

and adjudication work by placing all aspects

of operational management of adjudication
under the control of the Chair of the MPTS

and separating the management of the rest

of our fitness to practise activity from that of
adjudication.

At present, while panels make their decisions
independently, our adjudication function is
managed within the same directorate as our
investigation work. The MPTS would assume
responsibility for the day-to-day management
of adjudication and would be accountable for
the decisions made by interim orders panels
and fitness to practise panels, which we propose
should in future be called medical practitioner
tribunals. In practice, this will mean that, once
a case has been referred for a hearing, it will be
managed by the MPTS rather than the Registrar
of the GMC (the keeper of the medical register).
This would be supported by a service level
agreement agreed between the Chair of the
MPTS and the Registrar.

In our response to the Government'’s
consultation on the future of adjudication,

we used the provisional working title of the
Doctors’ Disciplinary Tribunal (DDT). The
inclusion of the word ‘disciplinary’ is, however,
problematic. The purpose of adjudication
panels is to protect the public and not to
punish doctors. In the 1970s the Merrison
Committee, which conducted an inquiry into
the regulation of the medical profession, took
pains to emphasise that words like ‘discipline’,
‘punishment’ and ‘offence’ should be avoided.
The view that the role of the GMC is not
centrally concerned with punishment of doctors
but protection of patients and of the reputation
of the profession was confirmed by the Privy
Council in Gupta v General Medical Council
[2002] TWLR 1691 and more recently reflected
in the Court of Appeal case of Raschid and
Fatnani v The General Medical Council [2007] 1
WLR 1460.



The responsibilities of the MPTS will include:

the quality of decision-making by medical
practitioner tribunals

the day-to-day operational management of
the adjudication function

the appointment and removal of tribunal
members and case managers

the appointment of specialist advisers and
the appointment, training and assessment of
legal assessors

the development of training, assessment
and guidance for tribunal members.

There are presently a number of statutory
committees of the GMC, established by the
Medical Act 1983, comprising interim orders
panels, registration panels, registration appeals
panels, the Investigation Committee and fitness
to practise panels. We propose to establish

the MPTS as a new and separate statutory
committee of the GMC to oversee adjudication
of fitness to practise cases. Medical practitioner
tribunals will in future hear cases that are
currently heard by interim orders panels and
fitness to practise panels. Putting the MPTS

on a statutory footing will further protect the
separation of the MPTS from our investigation
procedures, indicate the different status of the
MPTS and underline that it is distinct from our
other non-statutory Council committees.

Together with the proposals set out at
paragraphs 59-76 below, we believe this

will help to create a much clearer separation
between the adjudication function and other
aspects of fitness to practise work.

Establishing the MPTS in statute will take time
and will require further consultation; and,

in any event, we are unlikely to see primary
legislative changes until 2013 at the earliest.
Consequently, in the first instance we are
proposing to establish the MPTS as a general
committee of the GMC. This will allow us to
establish the MPTS in shadow form and enable
members of the MPTS to be involved in the
design of the new operating model and the
reform of the adjudication procedures. It should
also allow the MPTS to assume operational

responsibility for the adjudication function
earlier before any change in primary legislation
can be made.

Question 1

Question 2

Question 3

Question 4

i
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Leadership of the MPTS

59.

60.

61.

62.

63.

The MPTS will need effective leadership to
ensure that it manages adjudication work
effectively and maintains a strong, separate
identity. We propose that the MPTS should be
led by a Chair who will build on the strengths

of the current adjudication arrangements and
introduce appropriate improvements to the way
our adjudication work is managed.

The Chair will need to have strong leadership
skills to inspire confidence in the MPTS, a clear
vision of how it will develop and the ability to
drive change, while maintaining operational
effectiveness. As well as an established
reputation for leadership, the Chair should be
legally qualified and have significant judicial or
tribunal service experience.

Our provisional view is that, on the governance
committee of the MPTS, the Chair should be
supported by two active panel members drawn
from the existing pool of panel members. We
believe this is the right structure to begin with,
and is similar to that used by a number of other
tribunals.

GMC Council members should be excluded from
sitting on the MPTS and medical practitioner
tribunals just as they are currently excluded
from sitting on any of our fitness to practise
panels. This will help ensure the separation of
the MPTS.

It is our ambition to appoint all three members
of the governance committee (the Chair and
two panel members) through a process that

is open, transparent and independent and we
are currently looking into ways this may be
achieved.

Question 5

Do you agree with the
proposed membership

of the MPTS governance
committee? If not, please give
reasons and any alternative
suggestions.

Question 6

Do you agree with our
ambitions to appoint the
Chair and the other members
of the MPTS through an open,
transparent and independent
recruitment process? If not,
please give reasons and any
alternative suggestions.

Question 7

What skills, qualifications and
experience do you think should
be required for:

a. the Chair of the MPTS?

b. the other members of the
MPTS governance
committee?



As is the case now for fitness to practise panels,
we intend that decisions of medical practitioner
tribunals can be challenged in court by way

of appeal by a doctor or judicial review by a
complainant. In future, as now, the Council

for Healthcare Regulatory Excellence (CHRE)
will also be able to review and scrutinise the
operation of the system as a whole.

In order to provide assurance that the MPTS is
operating effectively and that the independence
of its tribunals is secure, we are proposing

that the MPTS be required to report directly

to Parliament on an annual basis. In its 2011
Command Paper Enabling Excellence: Autonomy
and Accountability for Health and Social Care
Staff, the Government announced its intention
to explore how the GMC and other regulators
can be made accountable to Parliament and we
see this direct reporting arrangement as fitting
in with that general direction of policy. At this
stage we envisage that the report from the
MPTS could include details of the nature and
volumes of cases that have been dealt with by
the MPTS and points of learning for the future.
We are discussing this with the Department

of Health and Privy Council to ensure that this
is a viable option and are interested in views

on whether, in principle, this form of reporting
would be an appropriate way to provide
assurance.

We also propose that the MPTS be required

to provide a twice yearly report to the Council
of the GMC on its operations. This would be a
publicly available report which would include
details of tribunal activity and any significant
issues that have arisen during the period. This
would enable our Council to be confident that
the MPTS is carrying out its statutory duties to a
high standard.

The MPTS will be separated from our role

of investigating and presenting cases.
Administrative support for the MPTS will be the
subject of a service level agreement between
the Registrar of the GMC and the Chair of the
MPTS which will contain terms designed to
support the separation of function between our
investigation and adjudication work.

We believe these steps will provide a
transparent approach and give confidence in the
arrangements.

The establishment of the MPTS as a statutory
committee and the proposed reporting
arrangements to Parliament would require
amendments to primary legislation and more
detailed proposals will be subject to a further
consultation prior to implementation.

Question 8

13
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Although the MPTS will operate separately
from the GMC, we will need to establish an
effective working relationship to support the
smoothest possible management of fitness

to practise cases. In order to support effective
communication between the other functions
of the GMC and the MPTS, we intend to
establish a joint forum which will be responsible
for ensuring joint working arrangements are
established and operate effectively. The forum
will include the Chair of the GMC and the Chair
of the MPTS. Its role will be to:

provide the Council of the GMC with
assurance that the MPTS is delivering
against its stated role

resolve any policy or operational issues that
may arise

identify and take forward areas of joint
working

provide an internal feedback mechanism
between the other functions of the GMC and
the MPTS.

It might also be possible to include independent
members on the forum to give external
assurance that arrangements are working
effectively.

Question 9

There will no doubt be occasions in the future,
as now, where the decision of a medical
practitioner tribunal differs from that called for
by the GMC in its role in presenting the case. At
present the doctor has a right of appeal against
panel decisions but the GMC has no such right.
However, we believe that introducing a right of
appeal for the GMC to the High Court or Court
of Session in Scotland would reinforce the clear
separation of investigation and adjudication
work and help to create an independent identity
for the MPTS. The circumstances for an appeal
would be similar to the current Council for
Healthcare Regulatory Excellence (CHRE)

right of appeal to the High Court. The grounds
for CHRE’s right of appeal are to be found

at section 29 of the National Health Service
Reform and Health Care Profession Act 2002.

We wish to discuss the feasibility of this further
with the Department of Health, the Ministry of
Justice and the Scottish and Northern Ireland
courts’ administrations. In principle, we do not
see any incompatibility between this proposal
and the continuation of CHRE's right of appeal.

We have explored the arrangements used by
other regulators. The Solicitors Regulation
Authority, which operates within a similar
governance and funding structure to the

one that we are proposing, has a right of
appeal against the decisions of the Solicitors
Disciplinary Tribunal (both are partially funded
by the Law Society). This has helped to support
our provisional view that there is no reason, in
principle, why the GMC should not be given a
right of appeal.

This change would require amendments to
primary legislation and would, therefore, be
subject to further consultation before it could
be implemented. We believe the number of
cases the GMCis likely to appeal would be
small, but, given the separation of the MPTS
from the other aspects of fitness to practise
work, we believe this would be appropriate and
would further signal that separation.



If, in the future, following public consultation, a
power was introduced for medical practitioner
tribunals to make awards for costs (see
paragraph 91), we believe it would be beneficial
for both the GMC and individual doctors to

have a right of appeal against any order for
costs. Again, we would wish to discuss the
feasibility of this further with the Department of
Health, the Ministry of Justice and the Scottish
and Northern Ireland courts’ administrations.

Question 10

This section covers our proposals to modernise
adjudication including enhancing our working
arrangements before hearings, making greater
use of written evidence and introducing legally
qualified chairs.

One of our strategic priorities is to maintain
confidence that doctors are fit to practise and
ensure that we use our resources efficiently and
effectively. We are committed to creating an
effective and modern adjudication function.

Pre-hearing case management refers to the
steps that need to be taken prior to a hearing

in order to make effective arrangements to
support the smooth running of the hearing.
These range from disclosing documents to

be relied on at the hearing, agreeing what
evidence each party will present and whether
the doctor intends to attend the hearing. These
arrangements help us to estimate how long the
case will take so we can list it for an appropriate
length of time. A case manager will usually issue
instructions to the parties with time limits for
the steps to be taken which are known as
pre-hearing case management directions.

Currently, case management is governed by
rule 16 of our Fitness to Practise Rules 2004
(Annex B and see our website at www.gmc-uk.
org/about/legislation/ ftp_legislation.asp).

We have a pre-hearing case management
process which consists of two teleconferences
between ourselves and the doctor or

their representatives in order to agree the
information that needs to be exchanged and the
steps that need to be taken before the hearing
commences.

This process is only partially effective and, in
the past, if pre-hearing directions have not been
complied with, there has been a lack of effective
enforcement. This has made it difficult to
predict the timing and length of hearings. It also
means that preliminary legal matters, such as
admissibility of evidence, often need to be dealt
with at the hearing, which adds to its length.

15
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Within the current process the only
enforcement mechanism available to panels
where a party fails to comply with a pre-hearing
case management direction is to draw an
adverse inference from the failure (for example
they can place less weight on evidence that

is presented late). In practice, this power is
rarely used. There are no other sanctions in

the current system if parties refuse to engage
with pre-hearing case management directions.
Consequently the system lacks teeth and, if
they choose not to do so, there is little incentive
for the parties to engage constructively.

As set out in our response to the Government’s
consultation (Annex A), we believe our case
management procedures need reform.

We have recently taken steps to improve the
way in which our case management procedures
are enforced. We have issued further guidance
on the use of our current powers to draw
adverse inference from the failure to comply
with directions or submissions made to the
panel without prior notice and have included
this in the panellists’ training programme.

We propose to introduce more active and
rigorous case management and we believe this
would have significant benefits. This would
include:

involving Chairs of tribunals in pre-hearing
case management, where timetabling
constraints allow

making provision for case management
hearings, in those cases where the Chair

is acting as the case manager, to deal with
preliminary issues.

These changes would provide a greater

link between the setting of pre-hearing

case management directions and their
enforceability. We believe it would lead to more
effective enforcement and matters relating to
procedural or administrative steps would not
need to be dealt with at the hearing itself. This
should reduce the length of hearings.

Taken together these changes should also result
in better predictions about timing and length of
hearings and, alongside agreement on witness
and expert evidence, should significantly
improve our procedures. Additionally, the
possibility of pre-hearing meetings with experts
and the potential for joint or agreed expert
positions could make our proceedings both
more cost effective and less stressful for those
involved.

We believe effective case management would
be further supported by consequences for
breach of directions and propose a power for
tribunals to exclude evidence which is sought to
be introduced in breach of directions, exercising
a broad discretion and taking account of all the
circumstances of the case.

All this would require changes to the primary
legislation and rules and would be the subject of
further consultation prior to implementation.

We consider that a power to make costs
orders could further support effective case
management. This is a complex matter and
proposals in this regard will be consulted on in
due course.

Question 11



Introducing legally qualified chairs

Question 12

Do you agree that there
should be provision for case
management hearings to
deal with procedural or
administrative matters,
where Chairs are involved in
the pre-hearing stage? If not,
please give reasons and any
alternative suggestions.

93.

94.

Question 13

Do you agree that medical
practitioner tribunals should
have a power to exclude
evidence which is sought

to be introduced in breach
of directions without good
reason in order to encourage
reasonable behaviour? If not,
please give your reasons and
any alternative suggestions.

92.

95.

We believe that the introduction of

legally qualified chairs could further assist
improvements in our case management
arrangements at least in some cases. At present,
we do not require chairs of panels to be legally
qualified, although a small number are.

We do, also, have competent and professional
non-legally qualified chairs.

The number of cases referred by employers,
the police and other public bodies has more
than doubled in the last three years (from
630 in 2008 to 1,367 in 2010). These cases
tend to be more complex and detailed legal
arguments may be raised. In view of this, we
are considering whether to introduce legally
qualified chairs for some or all cases.

If a legally qualified chair were appointed, our
provisional view is that a legal assessor would
no longer be required in that case. If so, this
would deliver significant cost savings. We
would, however, need to amend the Medical
Act 1983 (which currently requires that a legal
assessor be present to advise all panels on
questions of law), define and make clear to

all parties the role of legally qualified chairs
and ensure that legally qualified chairs receive
appropriate training to allow them to discharge
their role effectively. Such changes to the
Medical Act 1983 would be subject to further
consultation prior to implementation.

Legally qualified chairs may be better equipped
to deal with cases where legally complex
arguments are raised or the case is large and
the documents voluminous; this view was
supported by OHPA.
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If it were decided to use legally qualified chairs
only in certain cases, the MPTS could develop
criteria for when a legally qualified chair should
be appointed based on the types of cases in
which they are likely to add value.

Under current arrangements, in cases where a
respondent doctor is present but unrepresented,
the Legal Assessor, sometimes in tandem

with the GMC Counsel, will usually take steps
to ensure that the doctor understands the
procedure before the start of the hearing. As the
hearing progresses, the Chair may provide the
unrepresented doctor with further clarification
of the procedure or ask the Legal Assessor to

do so. However, in cases with a legally qualified
chair, there would be nothing to prevent GMC
Counsel taking steps on their own to provide
unrepresented doctors with information on
hearing procedure, that is, in circumstances
where no legal assessor is present. Nor is there
any reason to prevent a legally qualified chair
from providing clarification as necessary, a
practice that is commonplace in most tribunals.

Question 14

Where an interim orders panel or fitness to
practise panel places conditions on a doctor’s
registration or suspends them from the register,
the case must be reviewed before the sanction
may be lifted at the end of the sanction period
to ensure that the doctor is fit to practise.
Review hearings form a significant proportion
of fitness to practise panel hearings. Many

such hearings concern doctors who have been
within our fitness to practise procedures for

a number of years, for example when their
fitness to practise is impaired by reason of poor
health. When there has been no significant
change in circumstances or no new additional
evidence, the panel will normally extend the
existing sanctions for a further period, with a
requirement for further review at the end of
that period.

Under the current provisions of the Medical Act
1983, all review decisions must be taken by a
fitness to practise panel, even where the doctor
agrees with our proposals. Similarly, interim
orders must be reviewed by an interim orders
panel or by a fitness to practise panel at least
every six months, even when the doctor agrees
with proposals to extend an existing order.

We are proposing that, when the doctor agrees
with our proposals, it should not be necessary
to refer review cases to an interim order or
fitness to practise hearing. If we were to proceed
with this proposal, only in cases where there

is a dispute between the doctor and the GMC
about the existing sanctions would a hearing
be required. This is in line with our proposals

in a separate consultation exercise about
changes to the way we deal with cases at the
end of an investigation where we are proposing
to encourage doctors to agree our proposed
sanction as an alternative to a hearing. That
consultation can be found on our website at
www.gmc-uk.org/ftpreformconsultation.



We propose that a power to extend, vary or
modify existing sanctions by relying on the
papers without any hearing where the parties

are both in agreement as to the outcome should

be introduced. This could be carried out by
either:

the Registrar (the keeper of the medical
register)

or

the Chair of the panel which imposed the
sanctions.

These changes would create a more targeted
approach to adjudication by reducing the
number of unnecessary hearings where the
doctor consents to our proposals and would

be less stressful for the doctors involved. If we
decide to proceed with these changes they
would require a change to primary legislation
which would be subject to prior consultation in
due course.

Question 15

Question 16

We currently operate two hearing centres (in
London and Manchester). Manchester has a
maximum of fourteen hearing rooms in the St
James's Building, which is separate from our
new Manchester office, and London has six in
the GMC's offices in Euston Road.

We are considering a proposal to move to

a single site hearing centre, centralising

our adjudication work in Manchester. The
operational costs of the London hearing centre
are considerably higher than those of the
Manchester centre, with a London hearing day
costing over £1,300 more than a Manchester
hearing day. Our initial analysis suggests

that by moving to a single hearing centre in
Manchester we are likely to save in the order of
£1.8 million a year. A single site hearing centre
in Manchester, separate from the rest of the
GMC offices, would also help to establish the
separate identity of the MPTS and enhance
the separation between our investigation and
adjudication work.
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Our staffing costs are typically 20% lower in
Manchester than in London and panel expenses
and catering costs are also lower. Economies

of scale would also bring reductions in office
support costs. However, the greatest saving
would come from accommodation, including
rent, service charges and rates. In addition, a
centralised hearing centre in Manchester would
have increased hearing room capacity, allowing
us to reduce significantly the cost of hiring
external venues. (Annex C

provides a high-level breakdown of the
potential savings and other benefits that might
be achieved). Possible drawbacks include

the loss of experienced and skilled staff, less
engagement with third parties in London and
additional travel for some.

In addition to the proposal to run a single site
operation from Manchester, we have considered
a number of other options, including a dual
operation from London and Manchester,
running a single site from London and the
possibility of establishing a small network of
local hearing centres across the UK. Running

a single site operation from London would
significantly increase our costs and have no
significant benefits. Establishing a network

of local hearing centres would increase
accessibility for doctors and witnesses, but it
would fragment the provision of adjudication
and the cost, resource and time requirements
for this reform would be substantial. We believe
this option does not, therefore, represent

a proportionate solution. Our provisional
view is that a single centralised hearing

centre would offer better value for money,
through economies of scale. As we are already
established in Manchester, where well over
half of hearings already take place and where
associated costs are lower than in London,

as set out above, our provisional view is that
holding all hearings in Manchester makes
economic sense and would involve relatively
little disruption.

Money is not, of course, the only factor.

Apart from the potential savings outlined
above, a single hearing centre offers a

number of other benefits, such as improved
operational efficiency and more effective
internal communication. In addition, having a
separate hearing centre located away from our
investigation work will reinforce the separation
between our investigation and adjudication role.

We do recognise that a significant number of
panellists and legal teams on both sides are
based in the South East of England and may
find London more convenient than Manchester.
We also recognise that South East based
doctors, particularly those whose hearings are
scheduled to run for weeks rather than days,
would find attendance more demanding were
we to move the MPTS to Manchester. However,
our initial view is that, overall, the advantages
associated with the change would outweigh the
disadvantages, although we are interested to
hear views and, in particular, whether there are
alternative ways to make similar savings to our
hearing costs and underpin the identity of the
MPTS.

Question 17



There are also other opportunities to make

the procedures more efficient. For example, it
should be possible to remove the requirement
for a panel secretary to read out the allegations
at the start of a hearing and routinely we could
accept witness statements as evidence-in-chief.
These measures would reduce the time spent by
both sides presenting evidence at the hearing.
These changes would require a change to our
rules and further consultation.

Question 18

Question 19

We are in the process of carrying out an initial
equality impact assessment (EQIA) which looks
at the potential impact of these proposals on
diverse individuals and groups, further details
of which are attached at Annex D. In carrying
out our assessment we are considering the
requirements of the Equality Act 2010 and our
duties under that Act as outlined in Annex D.

We recognise that the principles of equality,
diversity and fairness will need to be embedded
in the work of the Medical Practitioners Tribunal
Service and that appropriate safeguards and
systems will need to be put in place to ensure
that decision-making is fair, transparent and
non-discriminatory.

We are keen to receive views in response to
this consultation paper on the likely impact
of these proposals. In addition, as part of the
consultation process, we propose to have
discussions with a range of individuals and
organisations representing diverse groups of
people, including doctors, patients and the
public, to obtain further views.
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Question 20

Do you think that any of the
proposals will further one or
more of the following aims:

a. eliminatingdiscrimination,
harassment, victimisation
and any other conduct
that is prohibited by or
underthe Equality Act 20107

b. advancing equality of
opportunity between
persons who share
a relevant protected
characteristic and persons
who do not share it?

¢. fostering good relations
between persons who
share a relevant protected
characteristic and persons
who do not share it?

If yes, could the proposals
be changed so that they are
more effective in furthering
those aims?

If not, please explain what
effect you think the proposals
would have and whether you
think the proposals could

be changed so that they do
further those aims?

Question 21

Do you think these proposals
will impact on the confidence
in our procedures of any
particular groups of people?
If so, which groups and why?



Do you agree with our proposal to create a new
tribunal service for fitness to practise adjudication?

Do you agree that the tribunal service governance
should be vested in a new statutory committee?
If not, please give reasons and any alternative
suggestions.

Do you agree with the specific responsibilities of the
tribunal service as set out in paragraph 557 If not,
please give reasons and any alternative suggestions.

Do you have any views on what the new tribunal
service should be called?

Do you agree with the proposed membership of the
MPTS governance committee? If not, please give
reasons and any alternative suggestions.

Do you agree with our ambitions to appoint the
Chair and the other members of the MPTS through
an open, transparent and independent recruitment
process? If not, please give reasons and any
alternative suggestions.

What skills, qualifications and experience do you
think should be required for:

the Chair of the MPTS?

the other members of the MPTS governance
committee?

Do you agree that the proposed reporting
arrangements for the MPTS are appropriate, if agreed
by all necessary authorities? If not, please give
reasons and any alternative suggestions.

Do you agree with our proposals for establishing
close liaison between the GMC and the MPTS? If not,
please give reasons and any alternative suggestions.

Do you agree that, in principle, if feasible, the GMC
should have a right of appeal against decisions of the
MPTS on the same grounds as CHRE has? Please give
reasons and any alternative suggestions.

Do you agree that, where possible, Chairs should
have a role in pre-hearing case management? If not,
please give reasons and any alternative suggestions.

Do you agree that there should be provision for case
management hearings to deal with procedural or
administrative matters, where Chairs are involved in
the pre-hearing stage? If not, please give reasons and
any alternative suggestions.

Do you agree that medical practitioner tribunals
should have a power to exclude evidence which
is sought to be introduced in breach of directions
without good reason in order to encourage
reasonable behaviour? If not, please give your
reasons and any alternative suggestions.
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Do you believe legally qualified chairs should be
used in:

certain cases? If so, do you have any views on
what criteria should be applied in deciding
whether to appoint a legally qualified chair?

In all cases?

Please give reasons for your answer and any
alternative suggestions.

Do you agree with our proposals to introduce
powers for sanctions imposed by a fitness to practise
or interim orders panel to be extended, varied or
revoked when both parties are in agreement without
the need for a review hearing? If not, please give
reasons and any alternative suggestions.

Do you think the power to extend, vary or revoke
sanctions in these circumstances should be exercised
by:

the Registrar

or

the Chair of the panel which imposed the
sanctions acting alone?

If not, please give reasons and any alternative
suggestions.

Do you agree that, taking all factors into account, we
should explore moving to a single hearing centre in
Manchester? If not, please give reasons and set out
alternative proposals indicating their (cost and other)
advantages and disadvantages.

Do you have any views on the suggestions made
above to make the current hearing process more
efficient?

Do you have any other suggestions for making
the hearing process more efficient that we might
explore?

Do you think that any of the proposals will further
one or more of the following aims:

eliminating discrimination, harassment,
victimisation and any other conduct that is
prohibited by or under the Equality Act 2010?

advancing equality of opportunity between
persons who share a relevant protected
characteristic and persons who do not share it?

fostering good relations between persons who
share a relevant protected characteristic and
persons who do not share it?

If yes, could the proposals be changed so that they
are more effective in furthering those aims?

If not, please explain what effect you think the
proposals would have and whether you think the
proposals could be changed so that they do further
those aims?

Do you think these proposals will impact on the
confidence in our procedures of any particular groups
of people? If so, which groups and why?



Thank you for inviting our comments on how best
to proceed with fitness to practise adjudication for
health professionals. Our comments on the specific
questions posed in the consultation document are
set out below.

Should the Government proceed with its preferred
option 2?

Yes, we believe this is the most sensible and
cost effective approach. The creation of a new
organisation inevitably duplicates functions and
adds costs that would have to be borne both by
doctors and, in the initial phase, by taxpayers.

Accordingly we agree with the Government
that this is not the most appropriate or
proportionate approach.

Do you have any comments on the identified
benefits, costs and risks of the options that are
detailed in this document and its accompanying
impact assessments and are there any other
considerations that the Government should
consider?

We believe our adjudication function is effective
but accept that further significant reform is
both possible and desirable. We consider that
ensuring greater independence of adjudication
within the GMC, while delivering the key
changes envisaged under OHPA, is the most
appropriate way forward.

The start-up costs associated with the
establishment of OHPA and the increased
ongoing costs associated with a separate
organisation is clearly a key consideration;
costs will be incurred not only by the taxpayer,
but also by doctors, who will be expected to
pay for the additional running costs of the new
organisation.

Figures set out in the impact assessment
accompanying the consultation document
suggest that the net benefit of not taking
forward the current proposals around OHPA,
but instead strengthening and modernising the
GMC'’s systems and procedures, is in the region
of £45million — £59 million® over a five year
period. This is a significant sum and reinforces
the argument for option two.

& Fitness to Practise Adjudication for Health Professionals: Assessing different mechanisms for delivery —Impact Assessment

(Department of Health, August 2010).

25



26

Until 2004 the GMC's fitness to practise
procedures were governed by three separate
pieces of legislation and supported by three
committees covering different aspects of a
doctor’s fitness to practise: health, conduct
and performance. Following a review of the
fitness to practise procedures, in 2002 Council
approved the measures which later became
the Fitness to Practise Rules 2004. The key
elements of the new Rules are:

A holistic approach to concerns about
doctors based on the concept of impaired
fitness to practise, with a single set of rules
and a single fitness to practise panel to
consider the whole range of allegations.

The introduction of professional decision
makers (case examiners) to refer a case to a
fitness to practise panel and a single test for
referral, the “realistic prospect” test.

A staged decision making process based on
formal criteria and supported by extensive
guidance allowing for thorough audit of case
progression.

The separation of governance from
adjudication decision making by excluding
Council members from fitness to practise
panels.

We have kept the operation of the Fitness to
Practise Rules 2004 under review and further
changes have been implemented over the last
few years. Perhaps most significantly was the
move to the civil standard of proof, in line with
the 2007 White Paper, Trust, Assurance and
Safety, on 31 May 2008.

In 2007, the power to agree undertakings with
doctors was extended to misconduct cases.

In appropriate cases the aim was to increase the
opportunity for remediation and rehabilitation
of doctors whose fitness to practise was
impaired without the need for a fitness to
practise panel hearing.

Additionally, the infrastructure supporting the
fitness to practise procedures has been
significantly enhanced. Following the
introduction of the present rules in 2004, a
more robust process for monitoring and
supporting those doctors who are subject to
undertakings and conditions was introduced.

In April 2006 an electronic case management
system was introduced across the GMC. All
case documents are now stored electronically,
allowing for the rapid retrieval of the
information pertaining to a doctor’s fitness to
practise held by the GMC, including previous
and current concerns, hearings or sanctions.

The GMC’s adjudication function is subject to a
series of service targets which enable its Council
to assess and review its performance. In 2007,
the GMC commissioned King's College London
to audit our investigation stage decisions to
provide external assurance that fitness to
practise decisions were consistent with relevant
guidance. We intend to repeat this exercise.

There is an active training and development
programme for panellists and for staff. Regular
training events are held for panellists to brief
and update them on changes to legislation, case
law and policy, with the aim of ensuring more
consistentand robust decision making. Panellists
are also subject to 360 degree assessment
following every hearing. Staff are supported in a
number of ways including a thorough induction
training and by manuals which set out in detail
the procedures governing the handling of cases.

The governance of the GMC itself has changed
considerably over the last few years. The Council
is smaller, with 24 members, half of whom are
lay. Members no longer have a role in either

the investigation of cases or in adjudicating.
Their role is to provide strategic leadership and
to hold the executive to account. All of the
members are independently appointed by the
Appointments Commission, acting on behalf of
the Privy Council.



Current data’ suggests that the decisions
made by the GMC's Fitness to Practise Panels
are robust — only a small proportion of cases
are challenged before the higher courts, and
a smaller proportion are successful in such
challenge.

A recent independent report on the
performance of the health regulatory bodies,
prepared by the Council for Healthcare
Regulatory Excellence (CHRE), gave a positive
report about the GMC'’s performance. The
2009/10 report® notes that:

The GMC has continued to perform well,
demonstrating excellence in several areas across
its functions in a year of significant change. It

is impressive that the GMC has maintained its
commitment to continuous improvement, even in
areas where it was already performing to a good
standard, and to addressing challenges in medical
regulation.

In order to increase the independence

of adjudication, we would propose the
establishment of a new Committee of the GMC:
the Doctors’ Disciplinary Tribunal. This would
be established as a statutory committee of
the GMC. It would have overall responsibility
for appointing and training lay and medical
panellists, case managers, legal assessors (if
required) and specialist advisers, and would be
responsible for quality assurance of panellists
and their work. The DDT would comprise the
Tribunal Chair and further membership yet to
be defined, but possibly drawn from the pool
of fitness to practise panellists. It would not
include GMC Council members.

The concept of a Tribunal Chair is taken directly
from the approach that is used in other tribunals
where the Chair is responsible for the day-to-
day judicial administration of the tribunal. We
suggest that the appointment of this individual
is overseen by an independent body such as the
Judicial Appointments Commission.

The separation of functions would also be
further demonstrated through changes to the
GMC’s current management structure.

We propose that the Committee should provide
a bi-annual report to the GMC Council in order
to give assurance that the Tribunal service is
operating effectively and that the independence
of its panels is secure. We also suggest that the
Chair provides a report to Parliament together
with the GMC on an annual basis - this would
include assurance that arrangements for
ensuring the Tribunal service’s independence of
judgement are effective.

The GMC should have a right of appeal against
decisions made by the Tribunal’s panels.

This would be an important demonstration

of the separation of the investigation and
presentation of cases from the adjudication
function. It would further underline the
independence of both, provide a clear division
of roles and responsibilities and demonstrate
to the profession and the outside world that
while the Tribunal is part of the GMC structure
its decisions are its own and are subject to
challenge by the ‘prosecuting’ authority.

7 Table 1 of the impact assessment: CHRE Stats on referred decisions, provides the figures.

8 Performance review report 2009/10. Enhancing public protection through improved requlation. CHRE. July 2010.
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The GMC is fully committed to reforming our
current adjudication procedures and have been
working closely with colleagues at OHPA and
the Department of Health to identify measures
that will streamline and modernise the way in
which adjudication is delivered. These include:

Shorter and more streamlined hearings,
through the introduction of significantly
enhanced case management and
pre-hearing arrangements (including
consideration of the introduction of costs
sanctions where appropriate).

More active case management through the
introduction of legally qualified chairs on
certain types of cases.

Improved use of resources by reducing the
number of panellists required to sit on
panels.

The appointment of panellists on a more
permanent basis to make it easier to provide
panellists for longer cases.

Enhanced performance management and
support for panellists through a “tribunal-
style” model.

Reduced hearing length through the
introduction of specimen charges.

It is clear from the work that we have done with
OHPA that our case management procedures,
in particular, need to be reformed. The current
approach can result in unnecessary delays at
hearings (due to issues such as poor witness
scheduling and lack of agreement about expert
evidence); issues that should ideally be dealt
with at the pre-hearing stage. This can serve to
extend the length and cost of hearings.

The longer-term answer to this may be to
enforce case management through a cost
regime that would penalise delay or failure

to adhere to pre-hearing case management
directions. We would, however, need primary
legislative change in order to take this forward.

There is a strong case for legally qualified chairs
to be involved in certain types of case. The
qualities required to chair adjudication panels
can be found in persons who are not legally
qualified, however legally qualified chairs may
lead to shorter hearings and more active case
management before hearings than the current
model of non-legal chair and legal assessor. As a
legal assessor would not be appointed in cases
where there was a legally qualified chair, the
process may be more cost-effective.

The current quorum for GMC panels is three
members. Until recently the current practice
has been to begin hearings which are scheduled
to run for less than 10 days with three panel
members. Cases which were scheduled for more
than 10 days would have five panel members.
The aim was to protect the quorum, should one
or more members need to step down after a
hearing had started.

This policy has recently been changed so that
hearings that are expected to last up to 20 days
have three panel members. This will be reviewed
after six months to determine whether it is
appropriate to extend three member panels
further.



The establishment of a “tribunal-style” style
model of hearings should help to enhance the
performance of panellists and provide greater
support to new panellists on appointment. The
establishment of a Chair of the tribunal will
provide visible leadership to panel chairs and
panellists.

The Tribunal would have a system of annual
appraisal for its panellists which would enhance
the 360 degree feedback system already in
place. It would be important to ensure this did
not compromise the independence of panellists’
decision-making. Oversight of the process

by the Chair of the Tribunal, and transparent
criteria against which individual panellists would
be assessed should guard against this. We would
hope to work closely with the Judicial Studies
Board to design a system of appraisal.

One of the key factors contributing to length
of hearings is the large number of charges that
may be brought against each doctor. These
result in significant volumes of evidence which
the Panel must consider in order to make a
finding of fact in relation to each charge.

OHPA identified this as a key issue and
suggested that a ‘specimen’ charges approach
might be more appropriate and proportionate.
This would involve limiting the number of
charges, to include only the stronger heads of
charge which, if proven, would lead to a finding
of impairment and secure the appropriate
sanction. Other jurisdictions, such as the
criminal courts, use this approach.

This approach has significant advantages
although there are risks associated with it. The
most obvious is that the GMC could be accused
of under-prosecution if the charges selected
did not secure the appropriate sanction. We
propose to pursue the introduction of specimen
charging to the extent we believe we can

do so without compromising the successful
prosecution of cases.

Although some of the initiatives, such as the
implementation of a cost regime and legally
qualified chairs, will need a change in primary
legislation, a substantial number of initiatives
can be progressed within the current legislative
framework.

Our intention, subject to the government’s
final decision, would be to put in place a
reform programme that would begin to
deliver substantial changes from April 2011.

In some areas this build on work that we are
already taking forward, in other areas, it will
involve either a simple change to the GMC's
current procedural guidance or changes to our
procedural rules. The later will require a period
of public consultation to ensure the views of key
interested parties are taken into account.

The GMC is committed both to further reform
and to a clear separation of adjudication from
our other work. We believe these proposals
provide a viable and more proportionate

way forward in line with the government’s
objectives.

We are confident that we have the capability to
deliver the reforms that are needed and remain
committed to the principle of independent
adjudication. We believe the establishment of
the Doctors’ Disciplinary Tribunal will achieve
this.
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The Registrar shall appoint one or more
legally qualified Case Managers for the
purposes of this rule.

Following the referral of a case to a FTP Panel
for

a hearing to consider an allegation in
accordance with rule 17;

a review hearing to consider an
allegation in accordance with rule 22; or

consideration of an application for
restoration in accordance with rule 24,
the Registrar may list the matter for a
case review before a Case Manager.

Unless the parties agree otherwise, the
practitioner shall be given no less than 14
days’ notice of any case review.

A case review may be conducted by
telephone or by such other method as may
be agreed between the parties or, where the
parties fail to agree, as decided by the Case
Manager.

The Case Manager shall act independently
of the parties and may give directions to
secure the just, expeditious and effective
running of proceedings before the FTP Panel.

Directions issued by the Case Manager may
include, but are not limited to, such of the
following as he considers appropriate having
regard to the nature of the allegation, any
representations made by the parties and all
other material factors

that each party disclose to the other

any documentary evidence in their
possession or power relating to the
allegation,

details of the witnesses (including
the practitioner) on whom they
intend to rely and signed witness
statements setting out the
substance of their evidence,

a curriculum vitae and an expert
report in respect of any expert on
whom they intend to rely, and

skeleton arguments;

that each party provide an estimate

as to the likely length of the hearing

and the date or dates on which they

propose that the hearing should take
place;

that the parties state whether or not
the health of the practitioner is to be
raised as an issue in the proceedings;



that the practitioner indicates, so far
as is practicable

whether the allegation is
admitted,

which facts are admitted and
which facts remain in dispute,

which witness evidence is admitted
and which witnesses are required for
cross examination, and

whether any preliminary legal
arguments are to be made;

where the allegation is admitted, a
direction that the parties produce a
statement of agreed facts;

where the parties agree, a direction that
a witness statement shall stand as the
evidence-in-chief of that witness;

a direction that a particular witness
should be treated as a vulnerable
witness, and directions as to how the
evidence of such witness should be
obtained or presented to the FTP Panel;

a direction for an adjournment of
the case review or an additional case
review where the circumstances of
the case require; and

time limits for compliance with
any of the directions listed above.

Within the period of 7 days beginning with
the date of a case review, the Case Manager
shall serve on the parties a record of the
directions issued by him.

A FTP Panel may draw such inferences as it
considers appropriate in respect of the
failure by a party to comply with directions
issued by the Case Manager.
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Annex C

Summary of estimated annual costs and savings for a single centralised

hearing centre

Annual costs / (savings)?

Staffing costs® -141 -572 = -581 -500 -598 -2,482
Office support costs* -232 -940 -954 -968 -983 -4,077
Leasehold operating costs® -214  -867 -880 -894 -907 -3,762
Panel and assessment costs® -55 = -225 -228 -231  -235 -974
Additional travel and accommodation costs: GMC Legal Team’ 30 123 125 127 128 533
Additional travel and accommodation costs: Panellists® 60 244 247 251 255 1,057
Additional leasehold costs: hearing rooms and office space® 44 179 181 184 187 775
Net annual cost/(savings) -507 -2,059 -2,090 -2121 -2153 -8,931
Average annual cost/(savings) -1,786
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The business case assumes that operations will
revert to the single centralised hearing centre
from 3 October 2011 onwards. The costs and
savings presented in the year one column

therefore relate to the final quarter of 2011 only.

All other columns present full year costs and
savings.

All annual savings and costs have been
increased by 1.5% per annum.

Our staffing costs are typically 20% lower

in Manchester than in London. Staffing

cost savings include salary costs, National
Insurance contributions and superannuation
contributions. We also expect to be able to run
operations from a single hearing centre with a
modest reduction in staffing levels, realising an
additional £200,000 saving per annum.

Office support cost savings include reductions
in the section’s photocopying, stationery, IT
support and telephony costs. In addition, the
proposed centralised hearing centre will have
increased hearing room capacity allowing us to
significantly reduce the costs of hiring external
venues.

Leasehold operating cost savings include rent,
service charges and rates currently payable
on the London office and hearing room
accommodation.

The costs of running hearings and assessments
in Manchester are less than in London. Panel
assessment cost savings relate to lower fees,
expenses and catering costs.

The GMC’s legal team are located in the
London and Manchester offices with 40%

of staff based in London and 60% in
Manchester. Over half of hearings are held
in Manchester which already requires some
of our London-based legal team to travel

to Manchester on a regular basis to attend
hearings. This increase accounts for the extra
travel and accommodation costs that will be
incurred.

This figure accounts for the anticipated increase
in the travel, accommodation and expenses
costs of our panellists and Legal Assessors.

We will need to expand our office space within
our current Manchester premises. We plan to
increase Manchester’s hearing capacity by two
extra hearing rooms and four ancillary rooms,
increasing our total capacity to 16 hearings
rooms. The additional leasehold costs for this
expansion are included within the financial
analysis.
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Following concerns about the independence of
adjudication expressed in the Fifth Report of

the Shipman Inquiry, the previous Government
confirmed its intention to establish OHPA and
transfer our adjudication function to that body in
the 2007 White Paper Trust Assurance and Safety —
the Regulation of the Health Professions in the 217st
Century. We supported work to prepare for that
transfer, which was expected to take place in April
2011. In 2010, the Government reviewed the case
for OHPA and, following consultation, at the end
of 2010 the Government confirmed its intention
to abolish OHPA and enhance independence and
modernise existing systems within the GMC.

As a result of that announcement, we recently
commenced work to consider how we might
increase separation between our investigation and
adjudication roles and modernise our procedures.

This consultation document outlines our initial
proposals for modernising and repositioning
adjudication within the GMC, although the majority
of the proposals will require changes to legislation
or rules and will be subject to further consultation
before implementation if we determine to proceed.

We are in the process of developing an equality
impact assessment (EQIA) which looks at the
potential impact of these proposals on diverse
individuals and groups. This will be informed by the
outcomes of this consultation.

The legal framework dealing with the equality duties
of public bodies is itself about to change. From 6
April 2011 there will be a new general duty which is
set out in section 149(1) of the Equality Act 2010.

The general duty in section 149(1) provides that a
public authority must, in the exercise of its functions,
have due regard to the need to:

eliminate discrimination, harassment,
victimisation and any other conduct that is
prohibited by or under the Equality Act 2010

advance equality of opportunity between persons
who share a relevant protected characteristic and
persons who do not share it

foster good relations between persons who share
a relevant protected characteristic and persons
who do not share it.

The remainder of section 149 provides more
detailed explanation of the expressions used in this
general duty. In particular, the expression ‘protected
characteristic’ in this context means:

age

disability

gender reassignment
pregnancy and maternity
race

religion or belief

sex and

sexual orientation.

Having due regard to the need to advance equality of
opportunity between persons who share a relevant
protected characteristic and persons who do not
share it involves having due regard, in particular, to
the need to:

remove or minimise disadvantages suffered
by persons who share a relevant protected
characteristic that are connected to that
characteristic

take steps to meet the needs of persons who
share a relevant protected characteristic that are
different from the needs of persons who do not
share it

encourage persons who share a relevant protected
characteristic to participate in public life or in

any other activity in which participation by such
persons is disproportionately low.



The steps involved in meeting the needs of disabled
persons that are different from the needs of persons
who are not disabled include, in particular, steps to

take account of disabled persons’ disabilities.

Having due regard to the need to foster good
relations between persons who share a relevant
protected characteristic and persons who do not
share it involves having due regard, in particular, to
the need to:

tackle prejudice, and
promote understanding.

The equality questions contained in this consultation
are therefore intended to be aligned with the new
general duty.

We are also reviewing our knowledge of the trends
for diverse groups of doctors involved in our current
fitness to practice procedures, and will be conducting
further analysis to develop our evidence base in

this area. The headline trends that we are aware of
include:

27% of doctors referred to our fitness to
practise procedures are from a black and
minority ethnic background, compared with
27% on the medical register.

23% of doctors referred to our fitness to
practise procedures are women; compared with
41% on the medical register.

77% of doctors referred to our
fitness to practise procedures are men,
compared with 59% on the medical register.

30% of doctors referred to our
fitness to practise procedures are IMGs,
compared with 28% on the medical register.

The GMC publishes annual figures and analysis of
the outcomes at key decision points in our fitness
to practise procedures broken down by gender,
race and place of primary medical qualification:
www.gmc-uk.org/publications/7263.asp

We also recognise that the principles of equality,
diversity and fairness will need to be embedded

in the work of the Medical Practitioners Tribunal
Service. Our recommendation would be that the
appropriate safeguards and systems are put in place
to ensure that decision-making is fair, transparent
and non-discriminatory. This would include the
following measures:

Ensuring that the Chair and members of the
Medical Practitioners Tribunal Service are made
aware of their legal responsibilities with respect
to equality, diversity and human rights
legislation, and receive training around how
these issues apply to their role.

Developing transparent criteria against which
panellists would be assessed to help to ensure
that their decisions are fair and non-discriminatory.

Developing systems for monitoring decisions to
ensure that they are fair, robust and transparent
for both doctors and members of the public,
and that any outcomes for persons with
protected characteristics are monitored and
carefully considered.

Making reasonable adjustments available for
medical practitioner tribunal members, doctors
and witnesses as required.
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As part of the consultation process we propose to
have discussions with a range of individuals and
organisations representing the views of diverse
groups of people, including doctors, patients

and the public. We are currently developing a
communications plan and our equality impact
assessment will include details of the diverse groups
and organisations that we plan to engage with.

We will be seeking their views on the consultation
questions 20 and 21. We will wish to hear their views
on the full range of issues related to the consultation,
including:

Whether dealing with cases more quickly will
reduce the stress and anxiety for diverse groups
of doctors and witnesses.

How the proposed modernisation and
repositioning our adjudication procedures will
impact on diverse groups of doctors or patients.

Whether improving mechanisms for witness
timetabling will provide greater clarity for
vulnerable witnesses who have been the victims
of a sexual assault and who may need to attend
a hearing.

How the proposal to establish a single
hearing site in Manchester could impact on
diverse groups of people participating in the
hearings.

For more information about how we are considering
equality and diversity in developing our thinking
about the way forward, please contact:

James Ewing

Policy and Planning Manager —
Fitness to Practise

The General Medical Council
350 Euston Road

London NW1 3]N

Email: ftpconsultation@gmc-uk.org
Telephone: 020 7189 5146

Textphone users. Please use the Text Relay Service:
Dial Prefix 18001 + 020 7189 5146.
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