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Introduction 

1. The Council for Healthcare Regulatory Excellence (CHRE) promotes the health and 
well-being of patients and the public in the regulation of health professionals. We 
scrutinise and oversee the work of the nine regulatory bodies1 that set standards for 
the training and conduct of health professionals. We share good practice and 
knowledge with the regulatory bodies, conduct research and promote the concept of 
right-touch regulation. We advise the four UK government health departments on 
issues relating to the regulation of health professionals. We are an independent body 
accountable to the UK Parliament. 

2. We welcome the opportunity to respond to the General Medical Council (GMC) 
consultation on the establishment of the Medical Practitioners Tribunal Service 
(MPTS). It is proposed that the MPTS would assume responsibility for the day-to-day 
management of adjudication, and it would be ‘operationally separate’ from the rest of 
the GMC. The MPTS would also be responsible for the appointment and removal of 
tribunal members and case managers, the appointment of specialist advisors and the 
appointment, training and assessment of legal assessors. 

3. The consultation also proposes a number of changes as part of the GMC’s approach 
to modernising adjudication. These proposals include enhancing pre-hearing case 
management, the introduction of legally qualified chairs, removing the need for 
hearings in review cases, and establishing a single centralised hearing centre in 
Manchester. The proposals appear to be primarily focused on reducing the overall 
cost of adjudication, as well as ensuring a separate identity for the MPTS. There is 
little indication that the proposals are aimed at increasing the throughput of cases, or 
reducing the length of time for cases to be concluded. Given the year on year 
increase in cases referred to the GMC, which looks set to continue, it seems unlikely 
that the two additional hearing rooms in Manchester will future-proof this rise, when 
six hearing rooms are being lost from London. The rationale for this may be that the 
GMC expects the number of cases that require a hearing to be significantly reduced 
in future, as a result of its plans to conclude many cases in future without a hearing 
being held – we expressed our concerns about these plans in our response to the 
GMC’s recent consultation on those proposals.2 

 

Establishing the MPTS  

4. In our response to the Department of Health’s consultation on Fitness to practise 
adjudication for health professionals, we outlined our view that any change to the 
adjudication of health professional fitness to practise cases should be seen in the 
context of regulation as a whole, and not limited to medical regulation. We continued: 
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‘In the longer term, quality and consistency of adjudication might be achieved by a 
smaller number of regulators providing a tribunal service and making that available to 
others. Specifically, the GMC should set up its tribunal system … in a way that it 
could at some point in the future provide adjudication services that other regulators 
might choose to use; some of the other regulators might offer similar shared services 
across the sector.  
 
‘… A shared services approach could realise some of the benefits, including potential 
reductions in cost that OHPA was intended to deliver. A tribunal service operating for 
more than one regulator would increase confidence in its independence. By aligning 
fitness to practise processes and outcomes across the regulators, the consistency of 
decision making could be increased. For instance, it would be sensible to develop 
some common sanctions (and common indicative sanctions guidance) for non 
profession specific issues, such as inappropriate behaviour or dishonesty. 
 
‘…Finally, if the Tribunal service was operating for several regulators then it could 
realise important economies of scale benefits.’3 

 
5. We would not consider it appropriate or proportionate for all nine health professional 

regulators to set up a separate adjudication tribunal. Therefore we would favour the 
GMC establishing the MPTS with a view to offering its services to other regulators. 
This would have the advantage of delivering cost savings for the fitness to practise 
function, the area of biggest outlay for regulators, as well as delivering greater 
harmonisation across the regulated professions. The new model could be called the 
‘Health Professional Tribunal Service’.  

Panellist training and appraisal 

6. The quality of the outcome of adjudication depends greatly on the quality of the 
panellists assessing the evidence and taking decisions. It is helpful that the role of the 
MPTS in appointing, training, appraising, developing and removing panellists is 
clearly stated. However, more details are required about the role that GMC staff may 
have in panellists’ appraisals, as there is a risk that potentially valuable input could be 
lost here. It would also be helpful if the GMC could outline how the MPTS will handle 
formal complaints about panels and panellists.  

7. We would expect that the service level agreement between the GMC and the MPTS 
would allow GMC staff to have input into the topics to be covered in the training and 
guidance provided for panellists, and we would expect the GMC to establish how any 
feedback about difficult issues is passed on to the MPTS so that this can be 
considered in planning the training/guidance. 

Leadership, governance and accountability  

8. Questions 5-8 discuss the leadership, governance and accountability of the MPTS. 
The GMC is proposing to establish the MPTS as a statutory committee, when 
legislation allows. In the meantime, the MPTS would be run in shadow form as a 
general committee. It would help, in understanding the nature of the independence 
and autonomy to be given to this committee if there was greater transparency about 
the resources (financial and staff) available to the MPTS, how these resources will be 
made available from GMC budgets, who will be accountable for expenditure 
associated with the MPTS, and what control (if any) GMC staff will retain over this. 
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For example we would expect the service level agreement between the Registrar and 
the Chair of the MPTS to be publically available and open to scrutiny and audit.  

9. The composition of the governance committee of the MPTS will be a key 
demonstration of both the independence of the adjudication function and the public 
interest in doctors’ fitness to practise. Given this, we would encourage the GMC to 
ensure there is public membership of the three-person governance committee. It is 
not clear from the paper whether existing fitness to practise panellists would be 
eligible for membership of the governance committee.  

10. We note that there is no expectation that the new legally qualified chairs will have any 
experience of fitness to practise. In this respect it may be helpful if the GMC 
discussed with the GPhC their experience of recruiting legally qualified chairs.  

Liaison between the GMC and the MPTS 

11. Question 9 asks about managing working arrangements between the GMC and the 
MPTS through a joint forum. We would suggest that one priority for work for the joint 
forum would be to discuss how the GMC is planning to ensure there is an appropriate 
degree of consistency between decisions taken at registration or registration appeals 
panels and the decisions that will be taken by the MPTS, so that cases involving 
precisely the same circumstances are likely to be treated the same, whether the 
decision involved is one to register the doctor initially, or one taken post-registration. 

12. A further area requiring clarification involves CHRE’s learning points. At present we 
provide learning points feedback to the GMC on individual panel decisions arising 
from our scrutiny of each decision under section 29. This is valuable information that 
helps to improve the quality of future decision making and fitness to practise case 
handling. We would like to understand how the GMC will provide this information to 
the MPTS, or is it expected that we should send this feedback directly to the MPTS? 
Will the GMC retain accountability for ensuring that any learning from it is adopted? 

Right of appeal 

13. Question 10 discusses the proposal that the GMC should have an identical right of 
appeal against decisions made by the MPTS to the right of appeal that CHRE 
currently has under section 29. It has been argued that this power would help to 
bolster public confidence in the separation of investigation by the GMC and 
adjudication by the new tribunal. However, in our view, any potential such a right of 
appeal would offer for public confidence in the system would be more than 
overwhelmed by greater public and registrant confusion arising from the potential for 
duplication of efforts, resources and overlapping responsibilities.  

14. In our view it is not clear how a right of appeal by the GMC would work alongside 
CHRE’s existing section 29 appeal mechanism in practice, particularly if the GMC’s 
right of appeal were identical to that under section 29. For instance, what would 
happen if both the GMC and CHRE wished to appeal a decision? Alternatively, what 
would be the impact on the strength of a case if one of the two bodies having an 
identical right to appeal decided not to appeal? We would also query what is meant in 
paragraph 64 by the reference to CHRE’s ability ‘to review and scrutinise the 
operation of the system as a whole’. CHRE’s role is in reviewing and scrutinising all 
final fitness to practise decisions. One useful consequence of this is the ‘bird’s eye 
view’ of fitness to practise decision making about health professionals, and the 
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opportunity this presents to share good practice and learning points across the sector 
where it is appropriate to do so. 

15. We are also concerned about the real value of the GMC’s having such a power of 
appeal, given that there would appear to be a financial and reputational disincentive 
for it to appeal a decision made by the MPTS, as the costs of both the appeal and its 
defence would have to be met by the registration fees of GMC registrants - and any 
appeal could reflect negatively upon the MPTS which would itself be part of the GMC. 
The GMC may also wish to give consideration to the implications for its status as a 
charitable body of having a power to appeal a decision made by part of itself.  

16. A right of appeal by the GMC that is identical to our section 29 power would, in our 
view, greatly complicate the process of appeals, and would confuse the public, 
patients and health professionals. It would also unnecessarily duplicate the powers 
that CHRE hold in this area. It cannot be an appropriate use of resources, or a 
satisfactory development of roles and responsibilities, if two organisations are given 
the power to appeal the same decision on the same grounds, and it offers a 
considerable potential for confusion in the future, including the possibility of a CHRE 
appeal being undermined by a GMC decision not to appeal, or vice versa. Instead, we 
suggest that the GMC could make a formal referral to CHRE in those cases where 
they think a decision is unduly lenient and we would then review this case as part of 
our existing function.  

 

Modernisation proposals  

Enhanced pre-case management 

17. Questions 12 and 13 discuss greater use of pre-hearing case management under the 
direction of panel chairs. We support this development, and believe that this proposal 
could be enhanced through the introduction of standardised written case 
management directions. These could take effect unless one or both parties applied to 
have them amended. This would avoid the need for some pre-hearing meetings.  

18. Paragraph 89 discusses giving tribunals the power to exclude evidence that is 
introduced in breach of directions. In our view this power is unlikely to be used 
frequently in practice, for the same reasons that current fitness to practise panels are 
unwilling to refuse to admit such documents: these proceedings impact upon 
practitioners’ ability to practise their profession, and it is therefore important that the 
practitioners have the right to adduce evidence that is crucial to their case, even if at 
a late stage. Late admission of evidence is only likely to be reduced by imposition of 
costs penalties on the parties. 

Legally qualified chairs and legal assessors 

19. Question 14 discusses the role and responsibilities of legally qualified chairs under 
the new proposals. If the GMC are proposing a greater role for pre-hearing case 
management, we understand and appreciate the important role played by a legally 
qualified chair. However, when a case reaches the hearing stage, we would be 
concerned at the continuing expansion of their role and responsibility if legal 
assessors were seen as no longer necessary. In our view, the GMC’s proposals in 
this area represent a considerable expansion of the current role of the panel chair as 
it would include the current responsibilities of the legal assessors, plus the current 
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responsibilities of the panel chair, plus ensuring that unrepresented registrants can 
play a full and informed part in the proceedings.  

20. We are concerned that public confidence in the process would be undermined and 
there might be considerable potential for accusations of bias if the proposal put 
forward that GMC Counsel should assist the unrepresented registrant were adopted. 
We are concerned that this might leave the GMC open to claims at a later stage (e.g. 
in an appeal) that its Counsel had misinformed the registrant. In our view it would be 
preferable for a member of MPTS staff to be present at hearings where the doctor is 
unrepresented specifically for the purpose of advising them about the procedure 
involved. Alternatively, in cases involving unrepresented registrants, a legal assessor 
could be appointed to provide support. 

Consent in review cases  

21. Questions 15 and 16 discuss proposals to extend, vary or revoke sanctions in review 
cases without the need for a hearing, if both parties are in agreement. Our response 
to the GMC’s consultation on proposals to reform how cases are dealt with at the end 
of an investigation considered similar issues. It is difficult to see how public 
confidence in the process would be maintained if panels were not involved in these 
decisions, that is, without any independent oversight or scrutiny. If the GMC do 
develop these proposals further, then it would be preferable for the power to be used 
by the panel Chair rather than by the Registrar (as a representative of the GMC), in 
the interests of independence and autonomy. This decision could then be authorised 
by a panel in a public hearing, through a consent order process.  

Centralised hearing centre 

22. Question 17 asks whether the GMC should explore moving to a single hearing centre 
in Manchester. The decision about whether to move to a single hearing centre in 
Manchester requires an objective assessment of the benefits and costs; the costs are 
divided into financial and experiential costs. The figures provided in Annex C do not 
appear to include the costs incurred in terms of witnesses’ attendance (which will 
have to be met by the GMC if the witnesses are attending to give evidence at the 
GMC’s request, or by the registrant if they are appearing at the registrant’s request). 
Nor do they appear to take into account the convenience for witnesses of travelling to 
attend hearings in Manchester, which may be particularly significant if witnesses are 
elderly or otherwise vulnerable. For some witnesses (not just those based in the 
South East) it may be more straightforward to travel to London than to travel to 
Manchester. 

23. It could be argued that a more modern and witness-friendly adjudication system 
would have the facility to hold hearings at regional venues, which would reduce the 
cost and inconvenience for witnesses, as well as for the individual GMC registrants 
involved. Some other regulators, such as the Nursing and Midwifery Council and the 
Health Professions Council do this, and we do not see any impact from what the 
paper describes as the ‘fragmentation of adjudication’ when this approach is taken. It 
may be that this would cost more to run, but these costs could perhaps be off-set by 
sharing facilities with other regulators, and could also be justified if the quality of the 
outcome achieved across adjudication were higher.  We think that the GMC should 
seek the views of its registrants about whether they would be happy to pay for a 
regional adjudication structure if it meant that hearings could take place closer to their 
home or place of work. It might also be instructive to canvas the views of witnesses 
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who have taken part in previous hearings to understand the impact that locating a 
single hearing centre in Manchester might have to their willingness to participate in 
the process.   

24. We note that although the main rationale for the move to a single site in Manchester 
is one of efficiency and modernisation, the consultation paper also states that having 
a single site hearing centre would help to establish the MPTS’s separate identity and 
enhance separation between investigation and adjudication. This may be the case, 
but it would be true wherever the GMC set up the MPTS office, and indeed could 
equally be achieved by setting up in London with multiple regional sites. We do not 
see how a single centralised hearing centre, with the risks that this approach entails is 
necessarily outweighed by greater public confidence in the autonomy of the MPTS.  

Additional efficiencies  

25. Questions 18 and 19 discuss the potential for additional efficiencies in the 
adjudication process. If allegations are not read out in the hearing, we would expect 
them to be typed into the hearing transcript, in order to ensure that there is a 
complete public record of the case.  We would also expect the MPTS to provide 
paper copies of the allegations to anyone attending the hearing. Similar provisions 
should be made if witness statements are admitted into evidence without being read 
out in full. 

Equality impact 

26. Question 20 of the consultation document asks if the proposals will help to eliminate 
discrimination or advance equality of opportunity between certain persons. As 
discussed above, we have some concerns about the accessibility of a single hearing 
centre to some witnesses, especially the elderly and the vulnerable, and we think 
further attention should be given to the impact on these groups. The GMC could 
consider holding hearings at venues closer to those individuals if required, or 
providing opportunities to participate through video conferencing technology.  
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Notes 
 

1  General Chiropractic Council, General Dental Council, General Medical Council, General Optical Council, 
General Osteopathic Council, General Pharmaceutical Council, Health Professions Council, Nursing and 
Midwifery Council, Pharmaceutical Society of Northern Ireland 

2  CHRE. 2011. Response to the General Medical Council’s consultation on Reform of the fitness to practise 
procedures at the GMC: Changes to the way we deal with cases at the end of an investigation [available 
at: http://www.chre.org.uk/satellite/391/] 

3  CHRE. 2010. Response to Department of Health’s consultation on Fitness to practise adjudication for 
health professionals: assessing different mechanisms for delivery [available at: 
http://www.chre.org.uk/satellite/324/]  


