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Performance appraisal
– a need or a want?
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sents the RNZCGP in various national projects, with a

personal focus on quality and performance indicators.
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The very thought of performance ap-
praisal induces trepidation for many
general practitioners. Conditioned
through years of university assess-
ments to a variety of appraisal for-
mats be it oral, practical or written
tests, for many general practition-
ers the very word ‘appraisal’ is
likely to induce exam nightmares.
However, the reality is that we al-
ready have a basis for performance
testing for the medical profession in
New Zealand.

I refer not to the College’s MOPS
programme, for that focuses on as-
suring that general practitioners are
participating in some formal pro-
gramme of professional development,
but to the Medical Council’s compe-
tency testing. Performance appraisal
is likely to be an evolution of this,
going beyond knowledge and com-
petence testing, hopefully moving
closer to assessing what we are actu-
ally doing or have done, not what we
say we’ll do in ideal circumstances.
‘…think of it, wish it done, will it to
boot, but do it? No’ – Peer Gynt.1

In formal appraisal, there is al-
ways a temptation
(and some need) to
test a general prac-
titioner’s knowledge,
something of a tra-
dition in medicine,
at worst exemplified
as the ‘spot the
thimble’ competition
of our training days.
The value of knowledge testing, es-
pecially for practising general prac-
titioners, surrounded by terabytes of
ever changing medical information
available at the click of a mouse, is

somewhat limited, except in areas of
core knowledge. Of greater impor-
tance is competency testing, espe-
cially of consultation and disease
management skills, core activities for
general practitioners. But, while any
formal appraisal of practising gen-
eral practitioners cannot ignore
knowledge and competency, any as-
sessment or appraisal should focus
on actual performance.

Why do we need this?
What are the drivers?
Performance appraisal can be divided
into two groups by its end use. One

is minimum stand-
ards – the weeding
out of the bad ap-
ples. The other is im-
proving perform-
ance – the continu-
ous quality im-
provement ideology.

The former often
originates from dis-

cipline, from the investigation of
complaints and medical errors. It may
also arise from a desire for the pro-
fession to be seen to be doing some-
thing about its bad apples.

The latter, improving performance,
is almost synonymous with continu-
ous quality improvement. This is al-
ready widespread in general practice,
in areas such as prescribing, lab utili-
sation, disease management projects
and various other IPA, practice and
individual based review programmes.
It is usually driven by the desire to
improve, be it organisational, prac-
tice or individual. Thus the drivers are
sticks for minimum standard and car-
rots for improvement.

Under some circumstances, con-
tinuous quality improvement per-
formance appraisal may contain a
number of sticks and vice versa for
minimum standards, for the bounda-
ries between the two are, at best,
blurred. However, the very impor-
tant issue of acceptance of process
by the profession is dependent upon
the drivers for a given performance
appraisal methodology. Such accept-
ance will also be influenced by finer
process points, for example how
closely the body performing the ap-
praisal is to the professional ethos.
How good is the quality of the data,
its presentation and the individuali-
sation of the feedback?

Performance appraisal
can be divided into two
groups by its end use.

One is minimum
standards… the other is
improving performance
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Let us focus for this NZFP on the
minimum standards performance ap-
praisal, the ‘stick end’ of the perform-
ance wedge.

Superficially, the minimum stand-
ards process seems unlikely to be
widely welcomed by those subjected
to its machinations. But are there
other options?

Consider medical discipline. This
has improved significantly from ear-
lier years. Although many more doc-
tors are subject to enquiry nowa-
days, the majority of these are low
level, relatively informal processes
that help separate out systems er-
rors and simple knowledge mistakes
from blatant wrongdoing.2 While the
processes are by no means free of
stress on the doctor being investi-
gated, the results are substantially
better, especially in terms of im-
proving the health care system, from
the more disciplinary focused proc-
esses of yesteryear.

Performance appraisal, if com-
bined with a focus on improvement,
could well shift the focus of disci-
pline well away from penalty towards
improvement, presuming that it can
correctly identify the truly bad ap-
ples. This should be acceptable for
not only the  profession, but for most
of the community.

Acceptance will also depend on
the quality of the appraisal process.
Is it reliable and valid? Can it stand
scrutiny of its sensitivity and repro-
ducibility? What is its ability to ac-
curately define the accepted stand-
ard based on the reality of current
performance? Does it fulfil these cri-

teria across the different practice and
population environments in New Zea-
land? It will also need to cover the
core areas of general practice in a
reasonably comprehensive manner
and it will need to be implemented
without significant difficulty or cost.
These may seem stiff requirements to
fulfil but they will be essential for
performance appraisal to be accept-
able and effective.

To the acceptance problem we
can add the two ‘whos’:

Who should do the appraisal and
who should be appraised?
The current MCNZ competence ap-
praisal applies to doctors identified
through complaints,
mistakes and errors.
To this could be
added other identifi-
ers such as peer iden-
tification and per-
formance indicators.
However, the sticky
question is whether
competence ap-
praisal should be
applied to all doc-
tors in order to de-
tect those who need
remedial work before
problems occur as well as to provide
a focus for professional development.
In some OECD countries this is the
case, for example the American
Boards routinely test all their family
physicians by examination.3

The second question: who should
do this? Which body has the profes-
sional mandate to be a policeman,

to deal with complaints and mis-
takes? While the RNZCGP has
briefly flirted with some minimum
standards issues, such as minimum
requirements for MOPS and resus-
citation, currently it is the Medical
Council that has the mandate for this
work. The College’s likely role, be-
sides supporting GPs through the
appraisal process, will be ensuring
that any performance appraisal is ac-
ceptable to our members in terms of
its rigour and process.

Which is where the performance
appraisal issue becomes more inter-
esting. If it can clearly separate out
the really bad apples from the honest
mistakes we can all make, if it can

become a learning
needs analysis tool
for all general prac-
titioners, closely re-
lated to professional
development, then
we are blurring the
minimum stand-
ards/continuous
quality improve-
ment boundary and
thus the role of the
RNZCGP in per-
formance appraisal.

As a college and
vocational branch, we need to ex-
plore performance appraisal, we need
to participate in developing and test-
ing its tools, and to be familiar with
its problems and benefits in order that
the future direction of performance
appraisal can be commensurate with
our kaupapa, the philosophy of gen-
eral practice.
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