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Chapter 13

Feedback concerns and formal 
processes

Feedback is not one category

Dr Imran Malik, a composite Specialist working in an English hospital, 
opened an email headed "formal concern" on a Friday afternoon. A family 
had complained after a delayed diagnosis. The clinical governance team was 
reviewing the incident, his clinical lead wanted a meeting, and the letter said 
that information might be shared with the GMC. His appraisal was due in six 
weeks.  Imran read all  of  this  as one verdict.  He began drafting a  long 
defence of his practice before he had established what any organisation was 
asking him to do.

The first discipline in this situation is classification. Informal feedback is 
information offered to improve or reinforce practice. A complaint is an 
expression  of  dissatisfaction  handled  through the  applicable  complaints 
procedure. A patient-safety incident response asks how care occurred and 
what  can  be  learnt.  A clinical-negligence  claim tests  civil  liability  and 
compensation.  A coroner's  investigation in England,  Wales or Northern 
Ireland, or a procurator fiscal investigation in Scotland, has a different legal 
purpose. An employer may examine facts, competence, conduct, attendance 
or health under separate local procedures.  The GMC considers whether 
information  raises  a  question  about  fitness  to  practise  and  whether 
regulatory action is required. One event can enter several routes, but the 
routes do not merge into one.

Classification matters because the recipient, deadline, disclosure rules 
and purpose differ. A thoughtful response prepared for a learning meeting 
may be unsuitable as an unreviewed response to a legal claim. A clinical 
record is not the place to argue with a complaint. An appraisal reflection 
does  not  replace  information  requested  by  an  investigator.  Conversely, 
notification to the GMC does not prove that the employer's allegation is 
established  or  that  the  regulator  will  open an  investigation.  Treat  each 
document according to what it says has begun, rather than according to the 
most frightening possibility it mentions.

Create a process identifier before writing a substantive response. Record 
the  sender,  organisation,  date  received,  precise  title,  reference  number, 
stated  purpose,  issue  described,  response  required,  deadline  and named 
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contact.  Add a column for advice: defence organisation, trade union or 
professional association, employer human resources, legal representative, 
responsible officer, occupational health or another appropriate source. Do 
not circulate the correspondence widely to seek reassurance. Confidential 
material and tactical advice should remain within authorised channels.

Some communications do not clearly identify their process. A request to 
"come for a chat" may be an ordinary management conversation, early fact 
finding or part of a formal procedure. Ask calmly: What is the purpose and 
status of the meeting? What issues will be considered? Who will attend? 
May I bring a representative or companion? Is any written response required 
beforehand? Which policy applies? These are not obstructive questions. 
They allow everybody to prepare for the same meeting.

Imran's initial map contains four live strands: the family's complaint, the 
patient-safety  review,  an  employer  fact-finding  exercise  and  a  possible 
GMC referral.  His  appraisal  is  a  fifth  professional  process,  but  not  an 
investigation. The map immediately changes his task. He needs to preserve 
records and obtain advice across the live processes; he does not need to 
produce one document that purports to settle all five.

Add a "do not confuse with" line to every strand. The complaint is not the 
same  as  a  clinical-negligence  claim.  The  incident  review  is  not  the 
employer's  determination  of  misconduct.  The  responsible  officer's 
awareness  is  not  a  GMC sanction.  The regulator's  assessment  is  not  a 
criminal trial. This small line disciplines language in later correspondence. 
If a colleague says that "the investigation found" something, the record 
should identify which investigation, the question it was authorised to answer 
and the wording of its actual conclusion.

Not every criticism should be escalated into machinery. A colleague who 
says that a handover was unclear may be offering useful feedback rather 
than initiating a complaint. Ask enough to understand the example, thank 
them where appropriate, examine the work and agree follow-up. Formality 
becomes necessary when the concern, policy, fairness or risk requires it. 
Over-formalising every comment discourages learning; under-classifying a 
serious allegation deprives everybody of safeguards. The process identifier 
helps locate that boundary.

The first twenty four hours

The first  day is for control,  not rhetorical  perfection. Read every page, 
including attachments and links to policies. Confirm what is alleged and 
what remains unclear. Note deadlines in a secure calendar and distinguish a 
deadline to acknowledge receipt from a deadline for a substantive response. 
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If essential information is missing or advice cannot reasonably be obtained 
in time, request clarification or an extension promptly. Do not assume that 
asking pauses the deadline; obtain the answer in writing.

Preserve relevant material. This may include the clinical record, rota, job 
plan,  applicable protocol,  emails,  messages held on authorised systems, 
incident report,  meeting records and evidence of actions taken after the 
event. Preserve does not mean secretly downloading an entire patient record 
to a personal device. Use organisational and legal routes to protect access to 
material while respecting confidentiality. Do not alter, backdate or tidy an 
original record. If a legitimate later clinical addendum is necessary, make it 
transparently under the approved record system, with its actual date and 
reason.  Good  medical  practice  requires  records  to  be  clear,  accurate, 
contemporaneous where possible and not improperly amended.[81]

Write a private factual aide-memoire while events are fresh, using an 
authorised  and  confidential  arrangement  agreed  with  your  adviser  or 
employer. Separate what you personally saw, heard, decided and did from 
information  learnt  later.  State  the  source  of  later  information.  Avoid 
adjectives about motives or competence. "At 14.20 I telephoned the duty 
radiologist;  the call  log records a four-minute call" is  more useful than 
"radiology refused to help" when the content of the conversation remains 
disputed. Do not create a document and then assume it is legally privileged 
merely because it is labelled confidential.

Notify the right adviser. A medical defence organisation can advise on 
complaints,  coronial  or  procurator  fiscal  processes,  claims  and  GMC 
matters  within the terms of membership.  A trade union or  professional 
association may advise and represent in employment procedures. The two 
functions can overlap but are not interchangeable. Check membership and 
occurrence dates rather than assuming cover. If the issue involves police,  
court, regulator, suspension, exclusion, restriction of duties, dismissal risk 
or a demand for a detailed written account, seek advice before providing 
more than any necessary immediate acknowledgement.[87]

Protect patients while advice is being arranged. If the correspondence 
identifies an unresolved clinical task, current safety risk, missing result or 
record error, ensure it reaches the authorised team capable of acting. Do not 
wait for a complaints response. Equally, do not contact the patient or family 
outside the agreed route merely to persuade them that  the complaint is 
mistaken.  A  clinically  necessary  communication,  an  explanation  under 
candour arrangements and a complaint response may require coordination; 
establish who owns each.



THE SAS DOCTORS HANDBOOK

196

Avoid three predictable reactions. First, do not send an immediate point-
by-point rebuttal copied to a large audience. Second, do not delete informal 
messages, draft notes or diary entries because they now feel embarrassing. 
Third, do not approach colleagues to align recollections. You may properly 
alert a relevant manager that material must be retained, but witnesses should 
provide their own accounts. Any suggestion that evidence was influenced 
can become more serious than an imperfect initial decision.

Attend to health and function. A formal letter can produce sleeplessness, 
impaired concentration and catastrophic thinking. Decide whether you are 
fit for the next clinical session. Speak confidentially to a GP, occupational 
health  service,  practitioner-health  service  where  eligible,  or  another 
appropriate  clinician  if  needed.  This  is  not  an  admission  about  the 
allegation. It is ordinary professional responsibility. The GMC's decision 
principles distinguish a health condition from its possible effect on safe 
practice; health alone does not undermine public confidence.[82]

Imran's first-day record is deliberately short: correspondence received at 
15.42;  acknowledgement  due  Monday;  substantive  employer  account 
requested in ten working days; complaint response owned by the complaints 
team; incident review lead named; no direct GMC correspondence yet. He 
secures the emails within the employer system, writes a chronology of his 
own  actions,  contacts  his  defence  organisation  and  employment 
representative, and confirms that the current patient-safety issue has been 
addressed. He does not spend the weekend writing an unadvised confession 
or a manifesto about systemic failure.

The first-response checklist is therefore: identify every process; record 
every deadline; preserve without altering; address immediate safety; obtain 
the correct  advice;  acknowledge proportionately;  protect  confidentiality; 
assess your own fitness to work; and record next actions and owners. It is a 
stabilising device, not a substitute for the governing procedure.

Complaints and patient safety incidents

A good complaint response recognises the complainant's experience while 
remaining accurate about what is known. Acknowledging distress is not the 
same  as  accepting  every  allegation.  An  apology  is  not  necessarily  an 
admission of legal liability, and professional candour should not be avoided 
simply because a claim is possible. The joint professional duty of candour 
guidance expects doctors to be open and honest when something has gone 
wrong, to apologise, explain what is known and what will be done, and 
report the incident through the appropriate system.[83] The exact statutory or 
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organisational duty of candour differs among the UK nations, so the local 
route and responsible person must also be identified.

Start with the clinical sequence and the questions raised. What was the 
patient's condition? What information was available to each decision-maker 
at the time? What did the applicable pathway require? What decisions were 
made, by whom and why? What happened next? What effect did the event 
have?  What  remains  uncertain?  This  sequence  allows  a  response  to 
distinguish a poor outcome from a departure in care, and an individual action 
from a pathway involving several teams.

Do not write as if candour requires certainty that does not exist. An early 
conversation may need to explain that an incident is being examined and that 
further information will follow. Say what is known, what is not yet known 
and how the person will be updated. If later evidence changes the account, 
correct it openly. A polished but premature causal explanation can harm 
trust and distort the investigation.

Patient-safety  work  should  seek  learning  proportionate  to  the  event, 
including the conditions in which people worked. In England, the Patient 
Safety  Incident  Response  Framework  and  associated  standards  place 
emphasis  on  system-based  learning,  engagement  and  proportionate 
responses  rather  than  treating  every  event  as  requiring  the  same 
investigation product.[84] Scotland, Wales and Northern Ireland have their 
own arrangements. The transferable method is to examine how care was 
organised while still assessing individual decisions fairly.

Imran's  clinical  decision  occurred  during  a  handover  between  two 
services. His initial impulse is to state that the other service failed. The 
review shows a more complicated sequence: the referral information was 
incomplete; Imran made a reasonable initial plan; a later result was filed in a 
location neither team routinely monitored; and the ownership of follow-up 
was ambiguous.  His own record did not explicitly allocate the pending 
result.  The systems context matters, but it  does not remove the need to 
examine  his  contribution.  He  can  acknowledge  that  a  clearer  named 
handover would have reduced risk without claiming sole responsibility for 
the entire pathway.

Separate  the  products.  The  patient  or  family  needs  a  humane, 
comprehensible  response.  The  patient-safety  team  may  need  detailed 
evidence about the pathway. The clinical record must support continuing 
care. The governance forum needs actions, owners and measures. Imran's 
appraisal later needs a confidential, proportionate reflection on learning. 
Copying the same technical account into all five settings would serve none 
of them well.
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Learning actions should correspond to the failure mechanism. "Attend a 
communication  course"  is  weak  where  the  central  problem  was  an 
unallocated result queue. A stronger response might clarify ownership at 
transfer, introduce a visible task field, test whether results are acknowledged 
and review exceptions after an agreed period. If Imran also identifies an 
individual communication gap, he can seek observation and feedback on 
that specific behaviour. Remediation is credible when action, relevance and 
verification align.

Keep  the  complaint  outcome distinct  from the  safety  conclusion.  A 
complaint may be upheld, partly upheld or not upheld under the applicable 
procedure,  while  a  safety  review  still  identifies  improvement.  A 
complainant may remain dissatisfied even after a sound process. Neither 
response, by itself, determines employment capability, misconduct, civil 
liability or fitness to practise. Record what each process actually decided 
and resist converting a conclusion from one jurisdiction into a universal 
verdict.

Before a response is approved, test it from the reader's position. Does it 
answer each question in ordinary language? Does it distinguish established 
fact, professional interpretation and pending review? Does it explain what 
has changed, who owns that change and when the family will hear again? 
Does it avoid blaming an absent colleague or hiding behind unexplained 
policy wording? A technically accurate chronology can still be experienced 
as evasive if it never addresses the person's central concern.

Close the learning loop after the response. An action such as "remind 
staff" needs an audience, method, responsible owner and test. A redesigned 
handover field needs confirmation that it is available, used and effective. 
Share  relevant  learning  through  authorised  governance  routes  without 
replaying identifiable details. If the review identifies a wider risk beyond 
Imran's  service,  ensure  that  a  forum  with  authority  to  act  receives  it. 
Complaint  handling  becomes  safer  when  explanation  and  system 
improvement remain connected.

Employer fact finding capability and discipline

Employer action begins with the applicable documents. Retrieve the local 
policy  named  in  the  letter,  the  relevant  national  framework  where 
incorporated, your contract and job description, and any correspondence 
defining the scope. Policies vary among employers and nations. Titles such 
as preliminary assessment, case investigation, maintaining high professional 
standards,  capability,  conduct,  grievance,  attendance  or  restriction  of 
practice  may  carry  different  meanings.  The  handbook  cannot  tell  an 
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individual doctor which legal route an employer should use; it can help 
expose whether the employer has identified one.

Fact finding should establish information before a conclusion is reached. 
The invitation should allow the doctor to understand the issue sufficiently to 
participate. Ask who commissioned the work, who is gathering facts, what 
period and allegations are in scope, what documents will be considered and 
what  output  is  expected.  Ask  about  accompaniment  or  representation, 
confidentiality, note-taking and opportunity to correct factual inaccuracies. 
These  questions  help  prevent  an  exploratory  meeting  from  later  being 
remembered as a formal admission.

Capability and conduct are not synonyms. Capability generally concerns 
whether required work can be performed to the necessary standard, which 
may involve competence, systems, health, resources, training or the match 
between role and person. Conduct concerns behaviour and compliance with 
expected standards. An incident can raise both, but a fair process should say 
what is being considered. Health and disability may require occupational-
health input and reasonable-adjustment consideration; they should not be 
used as shorthand explanations without evidence.

Restriction of duties, relocation, supervision, exclusion or suspension can 
be  described  as  neutral  or  precautionary,  but  each  may  have  major 
consequences. Obtain prompt representation and the written basis, scope, 
review  arrangements  and  practical  conditions.  Clarify  pay,  access  to 
systems, contact with colleagues, appraisal, CPD and communication with 
external organisations. Do not breach a direction while contesting it. If a 
restriction  itself  creates  a  patient-safety  problem  or  prevents  required 
remediation, raise that through the advised route.

The  employer  should  distinguish  an  immediate  risk-control  decision 
from the final merits. Temporary supervision while facts are gathered does 
not establish deficient performance. Conversely, the absence of restriction 
does not  prove that  no concern exists.  Imran's  manager reallocates one 
aspect of his practice pending review. Imran records the limits and review 
date, follows the arrangement, and asks for access to supervised activity 
relevant to the issue. He does not describe the temporary change as either 
exoneration or punishment before the process has decided.

Prepare for interview by mapping allegation to evidence. For each issue, 
write: what is alleged; what you accept as fact; what you dispute; what you 
do not know; the contemporaneous source; relevant context; and any current 
safety action. Take the original documents or authorised copies, not a newly 
curated narrative alone. Listen to the precise question. If you cannot recall, 
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say so. If a document would help, ask to see it. Guessing in order to appear 
cooperative can create contradictions that later look deliberate.

Representation changes the quality of preparation, not merely the tone of 
the meeting. A representative can help identify policy, scope, disclosure, 
timescales, fairness and the boundary between employment and regulatory 
issues. Share material early enough for meaningful advice. A representative 
cannot make inaccurate evidence reliable, nor should they coach a doctor to 
avoid  obvious  professional  learning.  The  objective  is  a  fair,  evidenced 
response and a workable outcome.

Possible employer outcomes are wider than guilty or cleared. A matter 
may  close  with  no  action,  informal  management  advice,  agreed 
development, occupational-health support, supervised practice, a capability 
plan,  a  disciplinary  stage,  contractual  action  or  referral  elsewhere, 
depending on facts and procedure. Ask for the findings, evidential basis, 
decision-maker,  actions,  timescales,  review  method  and  any  appeal  or 
review route. Correct material factual errors promptly, while distinguishing 
disagreement with interpretation from an inaccurate record.

System  factors  should  be  presented  precisely.  Staffing,  workload, 
missing  information,  supervision  and  unclear  authority  may  materially 
explain how an event occurred. Evidence them through rotas, escalation 
records, policies and contemporaneous communications. Do not use "the 
system"  as  an  unidentified  alternative  defendant.  State  what  condition 
existed, how it affected the decision and what responsibility remained with 
you. This is both more candid and more persuasive than either accepting 
everything or blaming everyone else.

Appraisal should continue where appropriate, but it must not be used to 
run  a  parallel  disciplinary  hearing.  Tell  the  appraiser  about  relevant 
complaints,  restrictions or  investigations  as  required,  with advice about 
sensitive content. The appraiser can support reflection and development; 
they are not the fact finder or employment decision-maker. If necessary 
information or timing affects appraisal or revalidation, contact the appraisal 
team or responsible officer rather than silently omitting the matter. Chapters 
10 and 11 explain those distinct decisions.

Check procedural fairness against the actual policy rather than a vague 
expectation of natural justice. Has the concern been particularised? Has 
relevant material been disclosed subject to lawful limits? Is the investigator 
suitably independent for the role assigned? Has the doctor had a reasonable 
opportunity to respond? Has evidence that does not support the allegation 
also been considered? Is the decision being made by the authorised person? 
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A representative can identify which questions are legal or contractual and 
which are requests for better administration.

Meetings need an accurate  record.  Clarify whether  a  formal  note or 
recording will be made and follow the governing policy. Do not make a 
covert recording without specific advice. Read the note promptly, correct 
factual errors with reasons and distinguish a correction from a later change 
of view. If disagreement remains, ask that it be recorded rather than refusing 
to engage with the entire note. Preserve the version circulated and your dated 
response.

If  new allegations  arise,  ask for  them to be stated and for  adequate 
preparation time. A fact-finding interview should not become an improvised 
hearing  on  unrelated  conduct.  This  does  not  mean  refusing  every 
unexpected question; it means identifying when the scope has materially 
changed. Similarly, if evidence points away from personal capability and 
towards a service defect, the organisation should not force the material into 
its starting theory. A fair process can change direction as facts emerge.

How the GMC assesses information

A referral is information, not a finding. The GMC first decides whether the 
information concerns a registered doctor, whether there is a legal basis for 
assessing  fitness  to  practise,  whether  the  matter  would  be  sufficiently 
serious if proved, and whether there is a reason not to open an investigation. 
Current  guidance  frames  the  assessment  around  potential  current  and 
ongoing risk to public protection, taking account of seriousness, relevant 
context and the doctor's response, including insight, remediation and, where 
relevant, maintenance of knowledge and skills.[85] This is a regulatory test, 
not a general measure of whether care could have been better.

Public protection has three connected parts: patient safety and wellbeing, 
public  confidence,  and  proper  professional  standards  and  conduct.  A 
resolved clinical error may present little current patient-safety risk after 
effective action, while exceptionally serious conduct can still engage public 
confidence or professional standards. Equally, an unfortunate outcome is 
not automatically a fitness-to-practise concern. The regulator asks what the 
information, if evidenced, says about these statutory purposes and what 
action, if any, is now required.[82]

At this early stage, the GMC may close the matter, close it and notify the 
responsible officer, make no substantive decision because information is 
unavailable, await a relevant third-party process, or open an investigation. 
Limited further information or provisional enquiries may be used to clarify 
seriousness without automatically becoming a full investigation. The March 
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2026 guidance also explains that notifying a responsible officer after closure 
may support appraisal learning, identify a possible wider pattern or alert 
them to a local investigation.[85] A closed GMC matter can therefore still 
require thoughtful local follow-through.

Context is not an excuse added after responsibility has been denied. It is 
evidence  about  the  circumstances,  choices  and  present  risk.  Relevant 
context  might  include  workload,  supervision,  team behaviour,  deficient 
systems, discrimination, bullying, missing information or an emergency. 
Establish it with contemporaneous records and explain the connection to the 
alleged act. Also state what you could reasonably have done differently 
within  those  conditions.  A  credible  account  can  recognise  constrained 
choice without claiming that professional responsibility disappeared.

Insight is more than repeating that an event was regrettable. It involves 
understanding the concern, its effects, one's part in it, the standards engaged 
and the risk of repetition. Remediation is the action taken to address an 
identified problem. Its weight depends on relevance, completion, evidence 
and whether improvement is sustained. A generic course chosen because its 
title  resembles  the  allegation  may  demonstrate  little.  Supervised  cases, 
targeted learning, changed process, audit and independent feedback can be 
stronger when they address the actual mechanism.

None of these factors guarantees closure. Some concerns may remain 
serious because of their nature, pattern or implications for public confidence 
and standards, even where patient-safety risk has been addressed. Current 
GMC principles stress proportionality—what is required, and no more than 
necessary, to meet the public-protection duty—alongside transparency and 
fairness.[82] A doctor should therefore show genuine learning without trying 
to reverse-engineer a supposedly safe formula.

The  GMC  also  recognises  that  culture,  language,  disability  and 
neurodiversity can affect communication and how behaviour is perceived. 
Its  March 2026 decision principles  require  decision-makers  to  consider 
relevant known information and guard against bias while applying the same 
professional standards.[82] If such context is relevant, explain it specifically 
and consider reasonable adjustments for participation. Do not assume it will 
be obvious from an email, and do not present identity as a reason standards 
should not apply.

Imran  receives  confirmation  that  the  GMC is  assessing  information 
supplied by the employer. With advice, he provides the requested factual 
material,  the  current  local  status  and evidence  of  the  immediate  safety 
response. He does not send his entire appraisal portfolio or speculate about 
the  complainant's  motives.  His  chronology  distinguishes  the  original 
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decision, the later result, the transfer-of-care ambiguity and the changes 
already tested. The GMC's decision remains for the regulator; his task is to 
provide accurate, relevant information and engage appropriately.

Health information requires particular care. A condition is relevant to 
fitness to practise when its impact may affect safe and effective practice, not 
simply because the diagnosis  exists.  A doctor  should seek care,  follow 
appropriate advice and communicate necessary restrictions through proper 
channels. Hiding a material effect on practice can increase risk; disclosing 
an entire medical history to everyone involved can be unnecessary and 
harmful.  Obtain  advice  about  the  appropriate  evidence  and  consent 
arrangements.

Do not  treat  the complainant's  withdrawal as automatic  closure.  The 
regulator may still assess whether public protection requires investigation. 
Nor should a doctor assume that an old event can never be considered; the 
GMC's rules and guidance include a five-year provision with public-interest 
qualifications.[85] These  are  reasons  to  seek  case-specific  advice,  not  to 
calculate an outcome from a handbook.

The  safest  working  model  has  four  questions.  What  information  is 
actually  before  the  GMC? Which  legal  or  professional  concern  may it 
engage? What  evidence bears on seriousness,  context  and present  risk? 
What accurate response and current action can be demonstrated? This model 
keeps  attention  on  the  decision  being  made  rather  than  on  imagined 
headlines or anecdotes about unrelated cases.

Seriousness is assessed on evidence and the possible implications, not on 
how many times  an  allegation is  repeated in  correspondence.  Relevant 
features  can  include  actual  or  potential  harm,  repetition,  persistence, 
premeditation, abuse of power and the extent of departure from professional 
standards. The GMC's current principles also require scrutiny of the quality 
and objectivity of information, not acceptance of a source at face value.[82] A 
doctor should therefore address both the alleged conduct and the evidential 
reliability without dismissing the concern solely because it came from a 
difficult relationship.

The  response  should  also  show the  present  position.  If  practice  has 
changed, say when, why, how it is observed and whether the change is 
sustained. If no change was necessary because a crucial factual premise is 
wrong, provide the evidence and still ask whether the event exposes another 
learning  point.  If  a  risk  depends  on  a  particular  environment,  explain 
whether  that  environment  continues  and  what  protection  now  applies. 
Present risk cannot be understood from the historic event alone.
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Investigation interim action and possible outcomes

If a full investigation opens, the doctor should obtain the current GMC 
explanation of  stages  and the  correspondence  specific  to  the  case.  The 
process  may  involve  documentary  evidence,  statements,  expert  or 
performance  material,  health  assessment  in  relevant  cases,  and  an 
opportunity to respond. Case examiners or other authorised decision-makers 
may decide an outcome, and some matters may be referred for a Medical 
Practitioners Tribunal. The route depends on the nature and evidence of the 
concern; a schematic overview cannot predict the sequence in an individual 
case.

Interim action is separate from the final decision. An Interim Orders 
Tribunal considers whether registration should be restricted while concerns 
are being considered. Under the MPTS guidance effective from November 
2025, an interim order may impose conditions or suspend registration, and 
the  tribunal  assesses  risk,  necessity  and  proportionality.  An  interim 
restriction is not a final finding that the allegation is proved.[86] Because such 
a hearing can immediately affect work, obtain specialist representation and 
comply with the order while using any available review or challenge route 
advised for the case.

An employer  and the GMC may impose different  practical  controls. 
Employer  supervision limits  what  work the organisation permits.  GMC 
conditions attach to registration and must be observed across practice within 
their terms. A doctor working in more than one role must ensure every 
relevant organisation knows what it is lawfully required to know. Do not 
assume that telling one manager updates all employers, locum agencies, 
private work or voluntary clinical roles.

Possible  regulatory  outcomes  include  closure,  warning,  agreed 
undertakings in suitable circumstances, or referral to a tribunal; a tribunal 
may find fitness to practise not impaired or impose a sanction within its 
powers. Exact routes, tests and publication rules change and must be taken 
from current GMC and MPTS material. The existence of several outcomes 
matters: investigation does not predict erasure, and early closure does not 
mean the underlying event has no learning or employment consequence.

Respond  to  requests  within  the  stated  scope.  Maintain  an  index  of 
material  sent:  document  title,  date,  source,  redaction  status,  request 
answered  and  submission  date.  Keep  the  covering  correspondence  and 
confirmation of receipt. If a requested document is held by an employer, 
identify that rather than implying you possess it. If disclosure would raise 
confidentiality, data-protection or court issues, obtain advice; do not solve 
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the problem by silently omitting the item or sending unredacted material 
through an insecure route.

Regularly reconcile the processes. A local report may finish while the 
GMC investigation continues. A civil claim may begin after the complaint 
closes. The responsible officer may need enough information to manage 
revalidation without adjudicating the allegation. Keep a one-page process 
table showing status, next action, owner and date. It reduces the risk that a 
deadline in a quiet process is missed because attention is consumed by a 
more visible one.

Communication with colleagues also needs control.  There  may be a 
legitimate  need  to  arrange  work,  obtain  evidence  or  seek  confidential 
support. There is rarely a need to give the whole department a running 
commentary. Agree factual wording with the employer where a change in 
duties  affects  the  team.  A short  statement  that  arrangements  are  under 
review and named clinical cover applies may protect patients and privacy 
better than either silence that creates operational confusion or uncontrolled 
detail that fuels rumour.

If media or social-media contact occurs, do not debate the case publicly. 
Confidentiality continues even when another person publishes allegations. 
Preserve the material, inform the relevant organisation and adviser, and use 
an agreed communication route. A defensive post written in distress can 
disclose  patient  information,  prejudice  a  process  or  create  a  separate 
professional concern. Public silence is not acceptance of an allegation.

The practical aim during investigation is reliable engagement: maintain 
safe practice within any limits, provide requested information accurately, 
seek extensions before rather than after deadlines, update advisers, care for 
health and continue relevant development. Avoid performing remorse for an 
allegation  you genuinely  dispute.  It  is  possible  to  recognise  a  patient's 
experience, identify learning and cooperate while setting out a reasoned 
disagreement with facts. Accuracy and insight can coexist.

At each stage, read the decision letter for what happens next. Identify 
whether reasons are final or provisional, whether representations are invited, 
which material will be disclosed, and any route or deadline for review or 
appeal. Do not rely on an earlier general webpage where the letter gives 
case-specific directions. Ask the adviser to explain both the immediate task 
and the consequence of doing nothing.

If  undertakings or conditions are proposed, examine whether each is 
clear, workable, measurable and compatible with employment. Who can 
supervise? Which reports are required? What happens during leave or a job 
change? A condition that depends on a role the employer will not provide 
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may prevent practice even if it sounds achievable. These questions require 
case-specific  representation;  the  doctor  should  not  negotiate  complex 
restrictions alone.

Where  a  tribunal  referral  occurs,  the  MPTS  is  independent  in  its 
adjudicative role. Preparation will involve the applicable rules, disclosure, 
witness  evidence  and  expert  advice  rather  than  simply  expanding  the 
doctor's  first  written account.  Keep the chronology and evidence index 
stable, but allow formal representatives to shape the case required by the 
tribunal. The purpose of early organisation is to preserve reliable material,  
not to predetermine litigation strategy.

Continue ordinary governance obligations during a long process. Renew 
required  training,  keep  within  scope,  report  new significant  events  and 
maintain appraisal communication unless advised otherwise. Do not treat 
the  existence  of  an  investigation  as  permission  to  stop  professional 
development, and do not overload the portfolio with every procedural email. 
The  professional  record  and  the  case  file  need  connected  but  separate 
management.

Evidence chronology and response

A chronology is an analytical tool, not a diary enlarged until nothing is 
readable. Begin with the issue period and add dated events that bear on the 
allegation, care, decisions, systems context and subsequent action. For each 
entry record the time or date, event, source, people or roles involved, what 
was known then, action, and any uncertainty. Add later information at the 
later date.  This prevents hindsight from being inserted into the original 
decision.

Use  three  evidence  labels:  contemporaneous,  retrospective  and 
contextual. Contemporaneous evidence was created at or near the event, 
such as a clinical entry, rota or email. Retrospective evidence is a later  
account  or  confirmation  and  should  be  identified  as  such.  Contextual 
evidence  explains  the  environment,  such  as  staffing  data,  job-plan 
responsibilities or the pathway then in force. None is automatically decisive. 
A contemporaneous record can be incomplete; a retrospective account can 
be accurate; a policy can differ from actual practice. The strength lies in 
relevance, authenticity and fair interpretation.

Build  an  allegation  matrix  beside  the  chronology.  Column  one 
reproduces  each  allegation  neutrally.  Column two  states  admitted  fact, 
disputed  fact  or  insufficient  information.  Column  three  lists  evidence. 
Column four identifies  professional  or  procedural  context.  Column five 
records current action. Column six contains points requiring advice. This 
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prevents a response to a broad allegation from becoming either a blanket 
denial or a general autobiography.

Draft in layers. First, state the relevant role and scope. Second, give the 
chronology.  Third,  answer  each  issue.  Fourth,  explain  context  and 
contribution  without  evasion.  Fifth,  describe  patient  impact  and 
communication where known. Sixth, set out completed and planned action 
with verification. Finally, identify any factual records or conclusions that 
remain  disputed.  The  adviser  can  then  assess  legal  and  procedural 
implications before submission.

Do not overclaim corroboration. A colleague's email that confirms the 
rota does not prove the content of a private conversation. A policy in force 
does not establish that staff had access to it or that its required resource 
existed. An audit showing improvement after an intervention does not prove 
one individual caused the change. Use evidence for what it can sustain. 
Narrow  statements  often  carry  more  credibility  than  ambitious  claims 
attached to weak support.

Imran's matrix reveals that he accepts the handover did not name the 
clinician responsible for the pending result. He disputes an allegation that he 
ignored an already available result because the system audit records that it 
became visible after his shift. He acknowledges that the family experienced 
delay and uncertainty. He supplies the approved pathway and rota to explain 
divided  responsibility,  while  accepting  that  he  could  have  recorded 
ownership more explicitly. His remediation includes a tested handover field 
and audit of acknowledgement; it is not presented as proof that the original 
care was faultless.

The advice record should document the adviser, capacity, date, question, 
material provided and agreed next action. Do not reproduce confidential 
legal  advice  unnecessarily.  The  record's  purpose  is  to  prevent  crossed 
instructions and forgotten deadlines.  Where employment and regulatory 
advisers cover different issues, ask who will coordinate or how consistent 
factual accounts will be maintained. Factual consistency does not require 
identical submissions because each process asks different questions.

Before sending, perform five tests. Does every assertion have a source or 
is it clearly identified as recollection? Have patient and third-party details 
been handled lawfully? Does the response answer the actual request? Are 
learning and context described without unsupported admission or blame? 
Has the appropriate adviser reviewed it? Then keep the submitted version. 
An editable draft without a dated final copy is a poor record of what the 
decision-maker received.
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Reflection remediation and professional support

Reflection is professional work, not a ritual declaration of fault. It should 
show what changed in understanding and practice.  The joint  reflective-
practice guidance advises anonymisation and explains that reflective notes 
are not intended to reproduce the full factual detail of an incident; necessary 
factual records belong in the relevant clinical or governance system. [65] This 
separation protects confidentiality and improves reflection. The doctor can 
examine judgement, communication and learning without constructing a 
parallel patient record in the portfolio.

Use a five-part reflective sequence: what question did the event raise; 
what did I understand at the time; what do I understand now; what have I 
changed; and how will I know whether the change works? Add a sixth 
question where relevant: what organisational condition also requires action, 
and  who owns  it?  This  makes  personal  accountability  compatible  with 
systems thinking.

Remediation should be designed from the concern. A knowledge gap 
may require study, assessment and observed application. A technical skill 
may require supervised practice and competence evidence. Communication 
difficulty  may  require  targeted  feedback  across  relevant  encounters.  A 
system weakness may require a process change with an owner and measure. 
Health-related risk may require treatment, occupational-health advice and 
workable restrictions. Dishonesty or boundary concerns require specialist 
advice and cannot be remediated through a generic course alone.

Verification matters. "I reflected" describes an activity. A supervisor's 
direct observation, audit of later practice, feedback, successful assessment 
or  sustained  outcome  may  show  whether  change  occurred.  Choose 
verification proportionate to the issue. Do not recruit friendly colleagues to 
write broad testimonials unrelated to the concern. Character evidence and 
performance evidence answer different questions and should be labelled 
accordingly.

Avoid manufactured remorse. If facts are contested, distinguish them 
from accepted learning. A sentence such as "I do not accept that the result 
was visible during my shift; I do accept that our handover did not allocate 
responsibility clearly, and I have changed that practice" is more useful than 
an  apology  for  facts  the  evidence  does  not  support.  Advice  remains 
important because wording can affect parallel proceedings.

Professional  support  should  be  structured.  Identify  one  confidential 
personal supporter, one appropriate clinical or educational supporter and the 
formal advisers. Do not ask one person to perform every role. A close friend 
can listen but may not understand a procedural deadline. A supervisor can 
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support  safe  practice  but  should  not  be  assumed  to  provide  legally 
confidential advice. A defence adviser can guide the case but cannot replace 
healthcare when the doctor is unwell.

Write a remediation specification before selecting an activity. It should 
name the concern being addressed, the capability or behaviour expected, the 
learning  method,  opportunity  for  application,  independent  observation, 
success measure and review date. Discuss it with the appropriate supervisor 
or adviser. This protects against collecting impressive but irrelevant courses 
and allows the doctor to demonstrate why the chosen action is proportionate.

For example, if the accepted gap concerns allocation of responsibility at 
transitions,  Imran's  specification  includes  observed  handovers,  explicit 
allocation  of  pending  tasks,  review  of  a  sample  of  later  transfers  and 
feedback  from  the  receiving  team.  It  does  not  claim  that  one  online 
communication module proves resolution. If the sample reveals continued 
difficulty,  the  plan  changes.  Remediation  is  a  testable  process,  not  a 
certificate-shaped conclusion.

Reflection  may  evolve.  An  early  note  can  identify  uncertainty  and 
immediate  questions.  Later  reflection  can  incorporate  findings,  patient 
perspective, professional advice and the outcome of tested change. Date 
each  stage.  Do  not  rewrite  the  early  note  so  that  it  appears  the  final 
explanation was obvious from the first day. Development is more believable 
when the record shows how understanding changed.

Agree what the appraiser needs to know. Relevant complaints, significant 
events  and  restrictions  cannot  simply  be  excluded  because  they  are 
uncomfortable. Yet the appraisal portfolio should not become a repository 
for privileged correspondence or identifiable investigation papers. Provide a 
proportionate account of status, reflection and development after advice, 
and  make  clear  what  remains  unresolved.  The appraiser  should  not  be 
invited to decide contested facts.

Recovery and return to ordinary practice

Resolution is rarely a single moment. A letter may close one process while 
supervision, learning, team relationships or revalidation questions continue. 
Make a closure schedule. For each strand record the decision, actions still 
required, review date, disclosure or publication position, records to retain 
under advice and the person who confirms completion. Do not infer that 
silence from another organisation means its process has closed.

Imran's employer concludes that the event reflected a shared pathway 
failure and an individual handover omission, with no disciplinary finding. 
The GMC closes its assessment after reviewing the available information 
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and notifies the responsible officer so that learning can be considered. Imran 
completes the agreed audit, discusses the matter at appraisal without asking 
the appraiser to reopen it,  and retains the decision letters and approved 
evidence  in  the  appropriate  places.  The complaint  outcome and family 
communication are completed through the complaints team.

Returning to ordinary practice may need a written plan covering duties, 
supervision, access, learning and review. If restrictions have ended, ask for 
records and operational  messages to be updated.  Colleagues should not 
continue to follow an obsolete limitation. If confidence has been affected, 
graduated observation or peer review may be helpful even where it is not 
mandated. The purpose is safe, supported practice, not indefinite informal 
punishment.

Reputation cannot be repaired by disclosing confidential details to win 
every colleague's agreement. Use accurate organisational communication, 
dependable work and time. Challenge materially false employment records 
through  the  proper  process,  but  accept  that  not  every  rumour  can  be 
corrected.  A  doctor  who  spends  every  meeting  relitigating  a  closed 
allegation may unintentionally allow it to define the next year of practice.

Review health after the acute process. Sleep, concentration, relationships 
and willingness to seek help may remain affected after  correspondence 
stops. Continue clinical support where needed. Consider whether workload, 
isolation,  discrimination  or  moral  distress  require  a  separate  workplace 
response. Recovery is not proved by returning immediately to every former 
commitment.

The process identifier can now become an archive index rather than a live 
alarm. Retain what is required or advised, dispose of unnecessary duplicate 
personal  copies  securely,  and  keep  a  concise  account  of  outcome  and 
completed learning. Do not erase the event from professional memory; do 
not preserve it in every folder. The aim is retrievable evidence without a 
permanent state of investigation.

Three questions mark a sound exit. Can you explain what each process 
decided  without  merging  them?  Can  you  demonstrate  the  action  that 
remains  relevant  to  present  practice?  Can  you  identify  when  future 
disclosure is required and obtain advice if unsure? If so, the experience has 
been converted into professional learning and reliable records rather than 
either denial or lifelong self-accusation.

Use a ninety-day return review even when the process closes without 
action. Check that duties and access match the written outcome; agreed 
learning is underway; appraisal and responsible-officer records are accurate; 
health support remains sufficient; and no temporary restriction has survived 
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by administrative drift.  Then review at six months whether the relevant 
change has been sustained. A closed file is not the same as a completed 
recovery plan.

If  the  finding  materially  affects  future  applications,  declarations  or 
references,  obtain  advice  on  the  exact  question  asked  and  answer  it 
truthfully.  Do  not  conceal  a  required  disclosure,  but  do  not  volunteer 
confidential narrative unrelated to the question. Retain the source decision 
so that future answers use its actual language rather than a memory shaped 
by anxiety.

No  handbook  can  decide  how  a  doctor  should  answer  a  particular 
allegation, whether a procedural step is lawful, or what should be disclosed 
in litigation, an inquest, a fatal-accident inquiry, employment proceedings or 
regulatory correspondence. Those are points for timely individual advice. 
The contribution of a general framework is different: classify the process, 
secure the evidence, protect current patients, respond to the right question, 
show genuine learning and maintain the distinction between an allegation, a 
finding and a professional future.


