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Incompetence in medical practice

Competence in medicine is recognisable and incompetence
even more so. Each of us is guilty of occasional lapses of
judgment and skill, which we bitterly regret and resolve will
not occur again-as far as it is in our power. Provided that the
outcome of such a lapse is not wickedly disastrous it may
almost be forgiven since "to err is human." Even when the
outcome causes harm the victim might receive at least partial
redress through pursuit of a claim against the doctor backed
by his defence society and his employers or employing
agency. Within limits well tried mechanisms work reason-
ably, though they are often cumbersome and slow, leaving
the aggrieved claimant even more bitter and hurt than he
might reasonably be when he believes that he has been the
victim ofsome form of medical laxity or indifference.
These isolated failures are one problem; the other-more

difficult and unacknowledged by the profession-is the
doctor who almost constantly falls below accepted standards
of practice. Most often this behaviour is due to ignorance of
what he ought to know and what he ought to do in given
circumstances. He does not know or understand the gener-
ally accepted standards of his peers in practice.

Standards are defined in general terms at the time of
qualification: all British universities follow the curriculum
and forms of assessment suggested by the General Medical
Council in its recommendations on basic medical education.
As with any system devised to attempt to show that a person
is fit to continue to the next phase of training and education,
however, the filter lets some through who, in the light oflater
experience, ought not to have been passed. This small
minority should be on the conscience of the profession, for
they may drift on; and the later system rarely picks them up
or applies remedial action. The standards required of a
preregistration house officer at the end ofhis year in the grade
are still too vaguely drawn by the GMC. The responsibility
for supervision of the year resides with the universities; they
have improved the quality of the experience of preregistra-
tion house officers, but much remains to be done for the
individuals in post.

The final responsibility falls on the consultants who have
preregistration house officers working for them. They need
fuller and firmer guidance from theGMC on what is required
of them, perhaps backed by inspections at intervals to
reinforce those already carried out by the universities. The
dual system of inspection of posts by a national body as well
as a local one has been shown to be of value for other training
posts. It should also be-made easier for consultants to report
suspected incompetence in their preregistration house
-officers so that remedial action could be taken. There are
mechanisms for this to be done at present, but they are hard
to put into action because ofmatters ofcontracts and the legal
rights of doctors who have served for a few months. The
certificate of satisfactory completion of preregistration
service sent to the GMC has come to mean only that the
person has served.for a.minimum period in office. Once that
is passed he is deemed legally to have been satisfactory, for if
he had been unsatisfactory his contract would have been
terminated. Not surprisingly, few consultants are willing to
go that far. They recognise that their estimate of another
person's competence may be wrong, especially if it has to be
made over only a few weeks. The grass grows under
everyone's feet until it may be too late to do anything
effective.
The same may happen in the training grades of senior

house officer and registrar. For various reasons, some
contractual and some personal, consultants find it scarcely
possible to do much about the poorly performing trainee
doctor except to restrict his areas ofwork and supervise him
closely until he moves on and becomes someone else's
problem. Very few consultants are willing to damn a junior
doctor's career utterly in a written reference. Even if they are
sure that they should do so they may well then be faced with
an unpleasant, possibly legal, inquiry and have to justify
their criticisms. Supplying chapter and verse for these can be
nearly impossible long after the events in question-we do
not maintain dossiers on one another. And junior doctors
move from region to region, so that an individual's ill starred
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progress may not be communicated even on the informal
network. What is patently required is that such incompetent
junior doctors should be identified and made to undergo
further education and training to bring them to conformity
with acceptable standards of practice. This middle way must
be introduced; the only alternatives at present in Britain are
either those of drift or of forcing some doctors out of
medicine. Forcing the incompetent into private practice is
the worst solution of all, since the public then receives
inimal protection.
At appointment senior registrars and consultants are

probably competent-at least as regards knowledge and
skills-though not so surely in desirable attitudes. They have
been through supervised training in inspected posts, have
passed higher examinations, and have been subjected to the
rigours of open competition for the posts they occupy.
Similarly, the modern general practitioner principal, after
his supervised experience and training, might normally be
expected to be competent in knowledge and skills for his job.
But as the years pass some consultants and principals do lose
their motivation for the work they do and may fall sadly
behind the changing standards ofpractice in their discipline.
They drift into incompetence, and their attitudes and
behaviour may fall below acceptability. This may become
obvious when there is abuse of alcohol or drugs or the
breakdown of family and other relationships, but in lesser
degrees it can extend to slightly bizarre practices and
increasing isolation from colleagues.
Again there are mechanisms within the hospital and

general practitioner services which attempt to deal with such
problems, and yet again they are hard to put into practice
for reasons similar to those affecting junior staff. Is the
incompetence of a formerly respected colleague really
certain? How can we be sure? How are-we to document it so
that it will stand up to hostile scrutiny? To whom do we go
with fears about a friend? Once the machinery is set in
motion it may be unstoppable, and we might find that a
colleague is enmeshed in a way that we did not foresee and
would never have wished on anyone. In that process all the
happy relations within the institution concerned will be
soured irrevocably. The prospect is awful, and little wonder
we shrink from it. Yet our prime duty must be to the public.
The penalties for informing on another doctor may seem to
be unduly harsh, and that feeling is part of the reluctance of
the potential informant. This has been recognised recently
by the Health Committee of the GMC and the new con-
fidential service for sick doctors. These show that there are
ways to protect the public and the errant doctor at the same
time.

Something similar needs to be done for incompetence. The
big problem is how to identify it as a continuing phenomenon
and produce evidence, preferably documentary, which is
convincing both to authority and to the doctor being accused.
Probably the only acceptable way will be the introduction of
regular continuous review ofwork done. This need not in the
first instance be review of individuals but of the units and
teams within which they work. It might then be more readily

apparent who was producing results below the standards of
the immediate peer group or whose work processes were
less satisfactory than those of his colleagues in the same
discipline. Few consultants and general practitioners nowa-
days practise totally separate from peers. With small groups
formally reviewing process, practice, and outcome and
keeping written records of the proceedings peer pressure on
indifferent performers ought to be great enough for them to
recognise their shortcomings for themselves and do some-
thing about them in the way offurther selfdirected education
and training. By degrees it might be hoped that these small
groups would gain the confidence in themselves to compare
their processes and outcomes with other groups, and in all
this community physicians might find a place. Only in rare
instances, I believe, would continuing incompetence be
shown up by these proceedings and the doctor concerned
prove unwilling to act for himself (with the help of friends
and colleagues). In those circumstances, however, there
would be firm evidence on which someone or some body in
authority might act.
Some of the committees of the GMC have powers to place

conditions on the ways in which a doctor might be allowed to
practise, though with his consent. These limitations may be
on the sorts of people who may be treated, or a requirement
to remain under medical care, the results of which are
reported to the committee, or even to undertake further
education and taining in a prescribed way. This last is rarely
used, but it shows how proved continuing incompetence
might be dealt with. There might have to be other mecha-
nisms than those invoked through theGMC, which might be
used only as a last recource, for only that body has the final
power of withdrawing registration as a sanction for making
doctors conform with acceptable practice.
These are first thoughts for discussion and debate gener-

ated by a meeting of a closed colloquium in Wessex last
October. Its conclusion was that the profession ought to try
to devise ways of recognising continuing incompetence in
some of its members and of taking action to remedy it. The
public must be protected, which is a duty of the profession,
but doctors also have the duty of caring for their colleagues
when they -need help, as they most certainly do if they are
demonstrably incompetent in practice.

PHILIP RHODES
Professor ofPostgraduate Medical Education,
University of Southampton,
Southampton S09 4XY

Correction

What should we do about work related cancer?

In the ninth paragraph of the leading article on "What should we do about work
related cancer?" (3 May, p 1155) line 8 should have read "the carcinogen and
possibly the lifestyle or genetically" not "the lifestyle of genetically." We
apologise for this error.
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