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Chapter 18

Specialist registration through the 
Portfolio Pathway

What the Portfolio Pathway is

Priya’s appointment decision in Chapter 17 concerned an NHS employment 
post. This chapter concerns a regulatory destination. The GMC’s Portfolio 
Pathway is a route to the Specialist Register or GP Register for doctors who 
have not completed the corresponding approved UK training programme 
but can demonstrate the required knowledge, skills and experience through 
evidence. It replaced the familiar CESR and CEGPR terminology in 2023. 
Older records and colleagues may still use CESR, so the former term is 
worth recognising for searches; the live application must use the current 
route and current guidance. [8]

Specialist registration and the Specialist employment grade are separate. 
A doctor  may  hold  a  Specialist-grade  NHS post  without  being  on  the 
Specialist Register if the post’s lawful requirements permit it. A doctor may 
enter the Specialist Register and remain in a Specialty Doctor, academic, 
independent or other role. Registration can widen eligibility for posts that 
require Specialist Register entry, including many consultant appointments, 
but  it  neither  creates a  vacancy nor  guarantees selection.  The evidence 
standard and decision-maker for the Portfolio Pathway are regulatory, not 
the employing department’s promotion arrangements.

Nor is the pathway an appraisal with more attachments. Annual appraisal 
reviews the whole scope of current practice and professional development. 
A Portfolio Pathway application is assessed against the high-level learning 
outcomes of the relevant approved curriculum, using the current specialty-
specific guidance. An appraisal summary may help explain activity, but it 
cannot automatically demonstrate a clinical outcome that the appraiser did 
not observe or assess. Revalidation confirms continuation of the licence 
under  its  own  process;  it  does  not  certify  equivalence  to  a  specialty 
curriculum.

The route is evidence-led but not merely documentary. Documents have 
to establish current capability across the required outcomes. An applicant 
with thousands of pages can have serious gaps. Another applicant may need 
fewer, better-organised records where each item is primary, recent, relevant 
and properly verified. The goal is not to show that a long career was busy. It 
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is to allow evaluators to reach a defensible judgement about the standard 
required for specialist registration in the chosen specialty.

Portfolio Pathway is therefore not a shortened training programme and 
the applicant does not receive a national training number by opening an 
application.  The  doctor  may  use  structured  development,  workplace 
assessment and supervised experience, but responsibility for planning the 
evidence  remains  different  from  progression  through  an  approved 
programme. Local support can reproduce some educational opportunities; it 
cannot award a CCT or alter the GMC’s standard. This makes early realism 
essential: years of service may contain substantial relevant capability while 
leaving outcomes that the job never required.

Think of the application as a structured argument. The curriculum states 
the outcomes. The specialty-specific guidance explains expected evidence, 
recency,  organisation  and  referees.  Primary  records  show  practice  and 
achievement.  Cross-references  explain  how  each  record  contributes. 
Referees provide structured reports based on direct knowledge. Verification 
and authentication address provenance. The GMC controls the process and 
makes  the  final  registration  decision,  informed by  evaluation  from the 
relevant Royal College, faculty or associate. [103]

This chapter does not offer a universal evidence list. Specialties differ, 
curricula change and the GMC tells applicants to work from the website 
version of the specialty-specific guidance because it is the most current. A 
safe method must therefore survive an update: choose the correct route, 
capture  the  live  sources  and  dates,  construct  the  map,  plan  genuine 
experience for gaps, prepare evidence to the specified controls and audit the 
whole submission before paying and closing it. [88]

The first question is consequently not ‘How quickly can I upload my 
portfolio?’ It is ‘Which specialist destination am I trying to reach, and what 
does the live GMC framework require today?’ A doctor who can answer that 
has started the pathway. A doctor who begins with folders alone may spend 
months improving evidence that does not address the correct standard.

Eligibility and choosing the correct application

For a specialist-registration Portfolio Pathway application, the current GMC 
eligibility  page  says  that  the  applicant  must  have  either  a  specialist 
qualification  in  the  specialty  being  applied  for  or  at  least  six  months’ 
continuous specialist training in that specialty. The applicant must provide 
evidence of eligibility and demonstrate the high-level learning outcomes in 
the CCT curriculum through robust and objective documentary evidence. 
Full registration with a licence to practise is required to apply and to be 
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granted  specialist  or  GP  registration.  These  are  threshold  matters,  not 
evidence that the application will succeed. [104]

Use the GMC’s application route finder before deciding that Portfolio 
Pathway is correct. A doctor who completed an approved UK programme 
may need the CCT route.  A doctor  with a  qualification on the current 
recognised specialist qualification list may have an RSQ route. Acquired 
rights or other circumstances can produce different applications. Choosing a 
familiar label from colleagues can waste fees and time. Where overseas 
qualifications, mixed training histories or a non-CCT specialty create doubt, 
contact the GMC specialist applications team before submission and retain 
the written clarification.

The chosen specialty matters as much as the route. For a CCT specialty, 
the  application  must  demonstrate  the  knowledge,  skills  and  experience 
required by its curriculum. For a non-CCT specialty, the GMC says the 
applicant must show the standard required of a consultant in any of the UK 
health services and advises contacting the GMC before applying so it can 
confirm that the specialty is appropriate. ‘My current job title contains the 
specialty  name’  is  not  enough  to  resolve  a  boundary  between  related 
specialties or a subspecialty. [105]

Priya  is  a  composite  senior  Specialty  Doctor  whose  work  includes 
general internal medicine and a defined area of older-person care. She has 
considered both competitive Specialist posts and specialist registration. Her 
first mistake is to ask colleagues whether she should ‘do CESR in medicine’. 
That  phrase  leaves  at  least  four  uncertainties:  the  current  route  name, 
intended specialty, curriculum, and whether a dual specialty outcome is 
sought.  She replaces it  with a written destination statement naming the 
register entry she wants and the roles for which it would be relevant.

She  then  records  her  eligibility  evidence.  Her  overseas  postgraduate 
training included continuous specialist training, but its programme title does 
not match the current UK specialty exactly. She does not translate the title 
informally or assume that a certificate proves the required six months. She 
gathers the official training record and programme description and asks the 
GMC what route and specialty are appropriate. This early enquiry is not an 
application for advance approval; it prevents the evidence plan being built 
on an untested assumption.

Timing the start also requires judgement. The GMC currently allows up 
to twenty-four months for building an application after it is started, but the 
active process contains later, much shorter response periods. A generous 
outer window is not a reason to open the application before the curriculum 
map, source versions, verifier plan and major experience gaps have been 
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examined. Starting too early can expose the applicant to curriculum change, 
expiring evidence or avoidable pressure. Waiting forever can allow recent 
evidence and accessible verifiers to disappear. [8]

Use a readiness gate before opening the application. Confirm the route 
and specialty; download or record the curriculum and live specialty-specific 
guidance version; identify the required high-level outcomes; check recency 
rules; locate sufficient current primary evidence across the breadth; identify 
major  gaps;  confirm  feasible  access  to  development;  identify  potential 
referees  and  verifiers;  estimate  cost  and  protected  time;  and  consider 
whether an impending move will disrupt access. ‘Mostly yes’ is not the same 
as complete readiness, but the gate reveals whether starting is sensible.

Where an applicant is planning a move between employers or nations, the 
regulator  and  standard  remain  UK-wide,  while  evidence  access  and 
organisational  support  change.  The  new employer  does  not  inherit  the 
ability to verify another institution’s records. Obtain authorised records and 
discuss  verification  before  leaving.  Equally,  do  not  carry  confidential 
records  into  a  personal  archive  merely  because  a  future  application  is 
possible. Chapter 12’s departure plan and the GMC’s precise verification 
rules should guide preparation.

The decision to pursue the pathway should also reflect destination. If the 
doctor wants a defined Specialist-grade post that does not require Specialist 
Register entry, competitive appointment may be the more immediate route. 
If the goal requires register entry, the Portfolio Pathway may be appropriate. 
Some doctors will pursue both on different timetables. Neither is inherently 
superior.  A  useful  plan  names  the  benefit  sought,  evidence  burden, 
opportunity  cost  and  alternative,  rather  than  treating  registration  as 
compulsory proof of professional worth.

Curriculum and specialty specific guidance

The curriculum and specialty-specific  guidance—usually  abbreviated  to 
SSG—are  the  application’s  organising  sources.  The  application  form 
provides headings, but the GMC states that the SSG gives much more detail 
about  the  evidence  expected.  Its  introductory  sections  explain  relevant 
evidence  types,  cross-referencing,  sufficiency,  organisation,  referee 
requirements and recency. Work from the live website version, not an old 
copy received from a colleague. Preserve a dated copy or audit note for your 
planning, while checking the live page regularly for changes. [88]

Begin with the high-level learning outcomes. Rewrite each as a question 
an evaluator must be able to answer from the submitted evidence. Then 
identify component requirements in the curriculum and SSG. Do not reduce 
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the  map  to  procedures.  Modern  curricula  include  clinical  capability 
alongside professional behaviour, communication, patient safety, quality 
improvement, leadership, education and scholarship. A doctor may have 
remarkable depth in a service niche but still need evidence across broader 
outcomes.

The  SSG  controls  specificity.  It  may  require  particular  forms  of 
workplace  evidence,  numbers  or  spreads  of  activity,  evidence  from 
specified recent periods, named assessments, log formats or a particular 
referee profile. Those details differ between specialties and can change. This 
book deliberately does not invent one set of universal numbers. The correct 
number  of  referees,  acceptable  recency and expected evidence must  be 
copied from the live SSG into the applicant’s control sheet and checked 
again before submission.

Curriculum mapping is not the same as imitating a trainee’s portfolio. An 
applicant may have developed capability through service work, overseas 
training,  supervised  practice,  formal  education  and  later  senior 
responsibility. The evaluator still needs evidence of the required outcomes. 
The task is to demonstrate the standard through legitimate records, not to 
recreate  an  electronic  training  record  retrospectively  or  backdate 
assessments. Where a trainee-style tool is suggested by the SSG, use it 
prospectively and honestly with a suitable assessor.

Curriculum changes introduce version risk. The GMC explains that some 
specialties may dual run a new and previous curriculum after a significant 
change, and the relevant SSG states whether this applies. Dual running is not 
permission to combine whichever parts of two curricula are easiest. Select 
the permitted curriculum under the current instructions, record the choice 
and build a coherent application against it. Check implementation dates and 
update notices, particularly if the application will span many months. [88]

If a curriculum is due to change, ask the GMC how the transition affects 
the intended application. Do not infer an entitlement from a draft College 
consultation  or  a  friend’s  older  submission.  A  new  curriculum  may 
reorganise outcomes, change evidence expectations or create a dual-running 
period.  The application should include a version-control  line:  specialty, 
curriculum title and version, SSG title and date checked, GMC clarification 
if any, and next review date.

Royal College and faculty materials can help interpret the curriculum and 
plan  development,  but  GMC  guidance  remains  controlling  for  the 
application. A College course may teach an assessment method; a specialty 
society may offer valuable mentoring; a successful former applicant may 
explain practical organisation. None can promise acceptance or waive a 
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current requirement. When advice conflicts, return to the live GMC source 
and obtain clarification from the specialist applications team.

Distinguish an outcome from its suggested evidence. The outcome states 
what must be demonstrated; an evidence example illustrates one way it may 
be shown. If the SSG allows several forms, choose the one that most directly 
records the applicant’s real practice. Do not force a weak document into the 
map simply because its label resembles a curriculum heading. Conversely, 
do not reject strong primary evidence solely because another applicant used 
a different tool. The SSG’s wording and the evidential proposition govern 
the choice.

Create a curriculum dictionary for terms that could be misunderstood. 
Record how the live curriculum uses words such as manage, supervise, lead, 
contribute, competent and independent. Compare these with the applicant’s 
work  and  local  terminology.  A  department  may  call  participation 
‘leadership’, or call supported practice ‘independent’, without intending the 
curriculum meaning. Defining the claim before selecting evidence reduces 
accidental exaggeration and helps supervisors arrange development at the 
correct level.

Priya initially maps all of her evidence to a broad list from a course 
attended  two  years  earlier.  The  list  describes  knowledge,  procedures, 
teaching and audit, but does not show the current high-level outcomes or 
updated recency rules. She rebuilds the map from the live curriculum and 
SSG. Some documents remain useful. Others move to a background archive 
because they no longer help the evaluator answer the required question.

She also learns that breadth is not achieved by attaching one example to 
every row. A single acute case may touch several outcomes, but it cannot 
demonstrate  sustained  practice  across  settings.  She  identifies  the  range 
described by the curriculum and compares it with her actual work. For areas 
no longer in her current job, she asks whether older evidence plus current 
maintenance can meet the SSG or whether supervised experience is needed. 
The SSG, not optimism, governs that judgement.

Create a source-change log. Each time the online SSG or curriculum is 
checked, record the date, whether the version or content changed, and the 
consequence for the evidence map. This need not become an elaborate audit. 
Its purpose is to prevent two applicants working together from unknowingly 
using different instructions and to show why an evidence plan was revised. 
Before final submission, conduct a clean comparison with the live sources 
rather than assuming that no notification means no change.
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Build the evidence map first

An evidence map is the application’s working architecture. It should exist 
before the applicant starts collecting more documents. Use one row for each 
required  high-level  outcome  and  meaningful  component.  Suggested 
columns are: exact requirement; SSG instruction; primary evidence; date 
and setting; personal contribution; verifier; cross-reference; gap; planned 
action;  and readiness status.  Add a source version at  the top.  The map 
belongs  in  an  approved working  location  and should  not  itself  contain 
patient-identifying detail.

Start  with  claims,  not  files.  For  each  requirement,  write  a  narrow 
statement of what your practice demonstrates. Then identify the strongest 
primary  record.  A  workplace  assessment,  log,  case-based  discussion, 
approved audit, teaching evaluation or governance output may have value 
depending on the SSG. A CV, reflection or appraisal  summary usually 
provides explanation rather than direct proof of every underlying capability. 
The evidence register in Chapter 12 can supply candidate items, but the 
curriculum map decides which are relevant.

Separate availability from sufficiency. A green cell should mean that the 
required outcome is  supported by appropriately  recent,  robust  evidence 
under the SSG—not simply that a PDF exists. Amber may mean evidence 
exists but needs preparation, verification or complementary breadth. Red 
may  mean  the  experience  or  evidence  is  absent.  Grey  may  identify  a 
requirement  needing  interpretation.  Each  status  requires  an  action  and 
owner.  A  colourful  spreadsheet  without  those  decisions  is  merely 
reassurance.

Map primary evidence before secondary explanation. Priya’s appraisal 
summary says that she led improvement. Her primary evidence includes an 
agreed remit, baseline analysis, meeting record showing her contribution, 
authorised report of the tested change and follow-up data. The summary 
may connect these records and show reflection. It  cannot replace them. 
Where  no  primary  record  survives,  a  properly  scoped  retrospective 
confirmation may have limited value if allowed, but it should never be made 
to look contemporaneous.

Use cross-references to reduce duplication. The GMC advises applicants 
not to submit the same evidence more than once and to cross-reference it in 
summaries. Give each item a stable identifier and a title that follows the 
current naming convention. If a quality project supports clinical governance 
and leadership, upload the evidence once and explain its different relevance 
in the appropriate mapped sections. Duplicating the file increases volume 
without increasing proof and can create inconsistent versions. [8]
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Make contribution explicit in team evidence. An organisational guideline 
proves that a guideline exists.  It  does not  prove that Priya designed it.  
Minutes may show attendance but not leadership. Pair the approved product 
with records or confirmation of the candidate’s role, and use accurate verbs. 
‘Reviewed  the  evidence  and  drafted  section  three’  is  stronger  than  an 
unsupported claim to have ‘led the guideline’. Evaluators need to know what 
the applicant did, not merely what the service achieved.

Every evidence item should have a four-line annotation: what it is; when 
and  where  the  activity  occurred;  what  it  demonstrates;  and  where  the 
applicant’s contribution can be seen. Add any limitation. This is not an 
invitation to argue around weak evidence.  A clear annotation saves the 
evaluator  from  guessing  and  helps  the  applicant  recognise  when  the 
document cannot support the proposed claim.

Build  gap  plans  around  genuine  experience.  If  Priya  lacks  current 
evidence of managing a required presentation, the answer is not to write a 
longer  reflection  on  old  practice.  She  may  need  an  agreed  placement, 
supervised activity, workplace assessment and evidence of maintenance. If 
the gap concerns education, she may need to plan, deliver, receive feedback 
and  improve  a  programme.  If  it  concerns  research  capability,  critical 
appraisal and implementation evidence may be relevant depending on the 
curriculum; a last-minute honorary title will not create the required work.

The job plan is a development instrument. Translate gaps into agreed 
activities, time, supervision, access to cases or data, assessments and review 
dates. Distinguish what the doctor can do from what the employer must 
provide. An objective such as ‘complete Portfolio Pathway’ is usually too 
broad  and  places  every  dependency on  the  applicant.  Better  objectives 
specify an outcome, an opportunity and evidence: participate in a defined 
clinic  with  named  supervision,  complete  agreed  assessments  across  a 
specified range, and review progress at a stated date.

Prioritise dependencies. Verification from a former institution may take 
months. A required workplace opportunity may depend on rota redesign. 
Feedback may require an approved collection process. Authentication and 
translation  can  involve  cost  and  hard  copies.  Deal  with  these  before 
polishing  low-risk  reflections.  A  dependency  map  should  identify  the 
person,  request  date,  response,  alternative  and  point  at  which  the  plan 
becomes unviable.

Run a monthly evidence conference with yourself or a mentor. Review 
one curriculum domain,  examine the primary evidence and ask what  a 
sceptical evaluator could reasonably conclude. Do not ask only whether the 
applicant feels competent. Ask whether the evidence is current, covers the 
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right breadth, shows personal contribution and meets control requirements. 
Record decisions and retire weak items. A smaller register of purposeful 
evidence is easier to maintain than an expanding digital attic.

Before submission, reverse the map. Select each uploaded item and ask 
which requirement would become unsupported if it were removed. If the 
answer is none, the item may be unnecessary. Then select each requirement 
and trace it to readable evidence and a suitable explanation. This two-way 
test  exposes  both  clutter  and  gaps.  It  also  identifies  broken  links, 
mismatched titles and evidence cited in a summary but absent from the 
application.

Clinical breadth depth and recency

Specialist  evidence  must  demonstrate  more  than  longevity.  Breadth 
concerns the range of practice required by the curriculum and SSG. Depth 
concerns the level of judgement, complexity and responsibility. Recency 
concerns  whether  the  evidence  supports  current  capability.  These 
dimensions interact. A current log of narrow routine work cannot prove 
historical breadth remains maintained. A decade-old assessment of complex 
practice  may  be  impressive  but  weak  evidence  of  current  performance 
unless supported as the SSG permits.

The GMC’s general SSG page states that evidence should be recent in 
accordance with the specialty’s guidance. Evidence outside that period is 
unlikely  to  carry  weight  unless  accompanied  by  current  evidence 
demonstrating  maintenance  of  competence.  Small  amounts  of  older 
evidence may help if highly relevant and primary, within a body containing 
recent robust primary evidence. Older secondary evidence adds very little. 
Exact time periods belong to the live SSG. [88]

Construct  a  clinical  coverage  matrix.  Rows  represent  the  required 
presentations, settings, procedures or capabilities; columns record current 
exposure, responsibility, evidence type, outcome or assessment, date and 
gap action. Do not insert patient identifiers. Use aggregate information or 
authorised,  anonymised  documents.  Where  the  curriculum  requires 
emergency,  inpatient,  outpatient,  community  or  procedural  experience, 
show the actual spread rather than describing the employing service as 
‘comprehensive’.

Depth is visible in decisions. A log number proves volume only to the 
extent that the log itself is valid. Add evidence that shows assessment of 
complexity,  formulation,  management,  uncertainty,  consent, 
communication,  review  and  escalation.  Workplace  assessments  can  be 
useful  when  conducted  properly.  Case-based  discussion  may  show 
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reasoning. Outcome review or personal audit may show performance over 
time. The precise combination must follow the SSG rather than a universal 
recipe.

Describe  independence  with  boundaries.  Priya  manages  complex 
presentations  without  routine  direct  supervision,  but  seeks  advice  for 
defined subspecialty questions and escalates organisational constraints. Her 
evidence explains the governance framework. The ability to recognise limits 
is  part  of  specialist  judgement.  Claims  that  she  has  ‘worked  entirely 
independently  for  years’  are  less  persuasive  because  they  conceal  the 
system, scope and occasions when collaboration was necessary.

Old  evidence  needs  a  maintenance  question.  If  Priya  performed  a 
required procedure regularly eight years ago but has not done it recently, a 
historical  log  cannot  establish  current  competence.  Depending  on  the 
curriculum  and  role,  she  may  need  supervised  updating  and  current 
assessment,  or  the specialty may permit  another form of evidence.  She 
should not perform a procedure merely to create a number without proper 
authorisation,  training  and  patient  need.  Application  pressure  never 
displaces clinical governance.

Service  configuration  can  create  hidden  gaps.  A  doctor  in  a  highly 
specialised  unit  may have  great  depth  but  limited  general  exposure.  A 
generalist may manage wide presentations but lack the tertiary or procedural 
evidence required by the chosen specialty. Neither career is deficient in 
itself. The mismatch exists between current work and the selected regulatory 
destination. The gap plan may require a second setting, formal placement or 
reconsideration of specialty.

Use  negative  as  well  as  positive  outcomes responsibly.  Evidence  of 
complication  review,  incident  learning  or  an  uncertain  diagnosis  can 
demonstrate reflective, safe practice if anonymised and permitted. It should 
not become a defensive case narrative or disclose confidential investigation 
content. Explain what was known, what was decided, how review occurred 
and what changed. Evaluators need evidence of practice and learning, not a 
portfolio curated to suggest that every case was straightforward.

Clinical evidence should connect to patient-centred practice. Outcomes 
include  communication,  shared  decisions,  equality,  safeguarding  and 
continuity,  not  only  technical  intervention.  Select  evidence  that  shows 
adaptation to need and safe coordination where the curriculum requires it. 
Patient feedback may contribute but cannot prove every clinical skill. A 
balance of sources allows different aspects of practice to be assessed.

Sample the ordinary as well as the exceptional. A dramatic case can 
reveal reasoning under pressure, but specialist practice is also visible in 
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consistent  review,  prioritisation  and  follow-up  across  a  workload.  An 
authorised aggregate audit, a series of appropriately assessed encounters or a 
log  linked  to  selected  discussions  may  demonstrate  consistency  more 
convincingly  than  repeated  retrospective  accounts  of  memorable  cases. 
Follow the SSG on format and amount; the principle is to let evaluators see 
both range and sustained standard.

Where activity data are used, explain denominator and context. A figure 
for  procedures,  clinics  or  admissions  is  not  self-interpreting.  State  the 
period, working pattern, case mix, personal role and any material gap. Do 
not compare raw numbers with a full-time trainee or another service without 
understanding exposure. The objective is evidence of curriculum capability, 
not competitive volume. If the applicant worked less than full time or had an 
authorised  absence,  present  the  pattern  accurately  and  concentrate  on 
evidence quality.

Maintain a recency dashboard with the evidence date,  SSG window, 
expiry  risk  and  maintenance  action.  Review  it  when  the  application 
timetable changes. Do not treat evidence as expiring at midnight without 
reading the SSG; recency is assessed within the specified framework and 
overall evidence. The dashboard is a planning aid. Its purpose is to prompt 
current  practice  and  evidence,  not  to  manufacture  activity  before  an 
arbitrary date.

Governance quality leadership and education

Applicants  often  find  the  non-clinical  outcomes  harder  because  their 
contribution was real but poorly recorded. Routine clinical work generates 
notes and activity data. Leadership, teaching and improvement may leave 
only meetings, emails and collective products. Reconstructing the evidence 
later is difficult and can tempt overstatement. Plan these domains as work 
with objectives, authority, measures and outputs, then preserve appropriate 
evidence contemporaneously.

Quality  improvement  needs  a  complete  arc:  identify  the  problem, 
understand the baseline, involve stakeholders, test or implement change, 
evaluate effect and decide what follows. Attendance at an audit meeting is 
weak  evidence  of  leading  improvement.  An  audit  with  no  response 
demonstrates measurement but not necessarily change. A project whose 
favourable graph stops immediately after launch may lack sustainability. 
Show your contribution, the team’s contribution, balancing measures and 
any result that did not support the original assumption.

Governance  evidence  can  include  appropriately  authorised  reports, 
contributions to guideline development, review of incidents or complaints, 
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risk work and implementation of recommendations. The exact items must 
meet the SSG and confidentiality rules. Do not upload entire incident files or 
patient-level  exports  because  they  appear  official.  Seek  an  approved, 
anonymised  summary  or  a  document  specifically  prepared  for  the 
application. Preserve the distinction between organisational findings and 
personal reflection.

Leadership evidence should show decisions and relationships, not office. 
A title establishes role but not capability. Describe how Priya defined a 
problem, listened to disagreement, used evidence, clarified authority, made 
or influenced a decision, and reviewed the result. Where a senior manager 
approved  resources,  say  so.  Where  Priya  chaired  but  did  not  own 
implementation, say so. Accurate boundaries demonstrate mature leadership 
and make the evidence verifiable.

Repeated small leadership can be more persuasive than one ceremonial 
appointment.  Coordinating  complex  care,  supporting  team  decisions, 
raising a safety concern, implementing a guideline and improving handover 
can show sustained capability when appropriately evidenced. Do not label 
every  ordinary  interaction  leadership;  select  work  in  which  judgement, 
influence or accountability is genuinely visible. Link it to the curriculum 
outcome and explain development across time.

Education  should  distinguish  need,  design,  delivery,  feedback, 
assessment  and  improvement.  A  teaching  timetable  and  attendance 
certificate  prove  activity.  Add  an  explanation  of  learning  objectives, 
materials  or  observation  where  permitted,  aggregated  learner  feedback, 
changes made and evidence of effect. If claiming supervision, establish the 
role, learner group, recognition and boundaries. Informal support is valuable 
but should not be renamed formal educational supervision.

Feedback from learners and colleagues needs provenance and proportion. 
A  few  thank-you  emails  cannot  establish  teaching  effectiveness  across 
years. A structured, authorised collection may be more useful. Negative 
feedback does not  automatically  weaken an application if  the  applicant 
analyses it and demonstrates response. Select a balanced record that shows 
how teaching changed. Do not disclose identifiable comments from learners 
or colleagues where the GMC requires their details to be removed.

Scholarship connects evidence to practice. Depending on the curriculum, 
useful evidence may include critical  appraisal,  guideline work, research 
involvement, publication, presentation or dissemination. Authorship alone 
does  not  prove  every  research  capability.  If  the  applicant  recruited 
participants under another investigator, state the role. If a literature review 
informed a local change, show the method, governance and result. Do not 
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invent a research project to fill a box where the curriculum permits other 
evidence of scholarly practice.

Use a contribution-and-outcome sheet for every major project. Record 
the  agreed  problem,  governance  approval,  team,  your  role,  actions, 
decisions, measures, result, limitations, learning, evidence identifiers and 
verifier.  This  single  record  helps  separate  personal  contribution  from 
collective  outcome.  It  also  reveals  whether  the  project  offers  primary 
evidence or only a reflective story.

Priya’s  portfolio  contains  certificates  from  leadership  and  teaching 
courses, appraisal reflections and letters praising her commitment. Her map 
shows that these are mostly secondary. Over the next year she obtains agreed 
responsibility for a defined improvement project, arranges observation of 
teaching, evaluates a revised programme and documents a difficult cross-
team decision. The purpose is not portfolio theatre. The service work was 
needed; designing it well also creates legitimate evidence.

Protected time matters. If an employer supports the application, convert 
support  into  a  written  development  plan,  job-plan  activity  where 
appropriate, access to data or placements, named supervision and review. A 
promise that ‘we will help’ is difficult to implement. The doctor should also 
be realistic: the Portfolio Pathway remains an individual application, and 
organisational  support  does not  guarantee the GMC outcome. The plan 
should improve practice even if the eventual destination changes.

For each non-clinical outcome, use a triangulation test. One item should 
establish the role or responsibility, another should demonstrate the work or 
decision, and a third should show feedback, result or learning where the SSG 
supports  that  combination.  Triangulation  does  not  mean  multiplying 
documents mechanically. Its value is to prevent a role description being 
mistaken  for  delivery  and  a  self-authored  reflection  being  treated  as 
independent  proof.  Cross-reference  rather  than  duplicate  the  same item 
across domains.

Anonymisation verification authentication and translation

Evidence  control  must  be  designed  at  the  beginning.  Anonymisation 
protects patients, colleagues and others. Verification confirms that training 
and experience records are true and accurate within the verifier’s institution. 
Authentication certifies specified qualifications or registrations as genuine 
copies. Translation provides the required English version of non-English 
documents. These processes answer different questions. A solicitor who 
authenticates a certificate does not become able to verify clinical work; a 
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medical supervisor who verifies work does not automatically authenticate 
an overseas qualification.

The GMC instructs applicants to check every page for patient or sensitive 
data and to redact it before submission. It does not undertake anonymisation 
for the applicant. Identified personal information can lead to deletion and 
resubmission,  exclusion  at  evaluation  or  failure  of  the  application;  the 
guidance  also  describes  possible  professional  consequences.  Redaction 
must be permanent. Drawing a black box over selectable text is unsafe. 
Check  hidden  spreadsheet  material,  embedded  files,  links,  QR  codes, 
filenames,  headers,  footers  and  document  properties  as  well  as  visible 
paragraphs. [106]

The current anonymisation page lists patient names, addresses, contact 
details,  NHS and other unique identifiers,  document links or codes and 
patient  photographs  among  material  requiring  removal.  It  also  covers 
relatives  and  members  of  the  public,  and  specifies  colleague  details 
requiring  redaction  in  assessments,  references  or  complaints.  The  page 
contains nuance about colleague names in other evidence, so use the live list 
rather than deleting every professional name mechanically. Preserve enough 
context for the evidence to remain intelligible without exposing protected 
information.

Create a redaction workflow. Work from an authorised copy, not the 
clinical  source  record.  Identify  the  application  purpose  and  minimum 
necessary content. Apply permanent redaction using an approved method. 
Flatten or export as required, then attempt to copy, search and reveal the 
removed text.  Inspect every page at high magnification. Have a second 
trained person check where permitted. Store the submission copy separately 
and retain the unredacted source only in its authorised system under the 
applicable policy.

Verification operates by institution. The GMC says that most evidence 
relating  to  training  and  experience  needs  verification  by  someone  in  a 
medical supervisory position who works at the hospital where the training or 
experience  occurred,  can  confirm  it  is  true  and  accurate,  and  will  be 
available  for  contact  after  submission.  Employment  letters  and  job 
descriptions may be verified by HR or  medical  staffing at  the relevant 
hospital. A current hospital cannot verify evidence from another institution. 
[107]

The applicant completes the appropriate sections of a verification pro-
forma, using the exact uploaded filenames and page counts, and the verifier 
completes their sections. One pro-forma is used per verifier, and the current 
guidance describes one verifier per institution for the evidence concerned. 
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Only list items the verifier can actually check. The GMC later contacts 
verifiers and may share a sample through GMC Connect. Evaluation does 
not  proceed  until  required  verifier  responses  have  been  received. 
Availability is therefore a real dependency, not a courtesy signature.

Some evidence does not require verification under the general guidance, 
including  the  CV,  certain  feedback,  CPD  certificates,  public-domain 
publications, reflective notes and specified awards. These items still have to 
meet the application and SSG requirements and be supplied where relevant. 
‘Does not need verification’ does not mean ‘proves capability by itself’. 
Always  check the  current  pro-forma  and specialty  instructions  because 
control requirements may be updated. [107]

Approach verifiers  early  with  a  bounded request.  Explain  the  route, 
provide the GMC guidance, identify the institutional period and give a clean 
index of  records.  Ask whether  they can access the source systems and 
remain contactable. Do not ask a former colleague to verify documents from 
an institution at which they no longer have the necessary access merely 
because they remember the work. If a suitable verifier cannot be identified, 
contact the GMC rather than constructing an improvised chain of signatures.

Overseas qualifications gained outside the UK need authentication under 
the current GMC guidance. An authenticated copy is stamped, signed and 
dated by a solicitor, notary or awarding body after comparison with the 
original.  The  GMC says  not  to  send  original  certificates  and  currently 
requires authenticated evidence to be uploaded and then posted in hard copy 
after submission. Check the live process before action because delivery 
arrangements can change. [108]

Non-English evidence requires complete, accurate translation alongside 
the original-language document. The translation should show the translator 
or service’s contact details, and the original-language copy and translation 
should  be  stamped  and  signed  as  required.  Documents  needing  both 
verification and translation follow a different sequence from qualifications 
needing authentication and translation. Follow the current GMC instructions 
in order;  an applicant’s own translation or an informal summary is not 
enough. [108]

Maintain  a  control  register  for  every  item:  identifier;  institution; 
confidentiality checked; redaction completed and independently rechecked; 
verification  required  and  verifier;  authentication  required;  translation 
required; exact filename; page count; and status. Add dates. Before upload, 
sample the files from the destination copy rather than trusting the working 
folder. Opening the actual submitted file can expose a failed export, hidden 
page or mismatched version.
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Never create retrospective clinical records for the application. A current 
supervisor may provide a truthful confirmation of what they directly know, 
if the SSG and GMC process permit it, but should not sign a reconstructed 
assessment as though it  occurred years earlier.  Keep original  dates and 
describe retrospective evidence honestly. An acknowledged gap is safer 
than a document whose apparent provenance is false.

Referees and attestations

Referees provide structured reports;  they do not  repair  missing primary 
evidence.  The live  SSG sets  the  number  and type  required.  The GMC 
recommends referees on the Specialist  or  GP Register  or  of  equivalent 
standing unless the SSG says otherwise, while recognising that other grades 
may sometimes be nominated. Referees should have direct knowledge of the 
applicant’s current expertise. A referee who cannot comment on a domain 
should  say  that  they  have  no  direct  knowledge  rather  than  infer  from 
reputation. [109]

Select referees by coverage and observation. Create a matrix showing 
each  referee’s  working  relationship,  dates,  settings,  outcomes  directly 
observed, registration status and contact route. Look for collective coverage 
of the relevant breadth while obeying the SSG. Several prestigious referees 
from the same narrow clinic may leave important outcomes unsupported. A 
non-medical colleague may offer valuable evidence within their expertise, 
but the GMC warns that they may not be able to comment on clinical skills 
across the specialty unless the SSG provides for this.

Obtain  consent  before  nomination.  Give  each  referee  the  current 
curriculum, SSG, GMC referee guidance and an accurate CV. Discuss the 
route  and  the  structured  report  process.  Do  not  supply  a  pre-written 
favourable report. You may provide factual dates and an evidence index to 
help them locate what they know, but the judgement and examples must be 
theirs. A referee whose direct experience is limited should not be pressured 
to expand it.

Check  administrative  readiness.  Confirm  GMC  numbers  where 
applicable, ask registered referees to ensure their GMC Online details are 
current, and use professional contact details for non-registered referees as 
instructed.  The  GMC  uses  registered  contact  information  for  GMC-
registered referees. A retired colleague, personal email or inaccurate number 
can delay the application even when goodwill is strong. [109]

Referee evidence should align with, not merely echo, the map. If Priya 
claims current breadth across settings but every referee knows only one 
setting, the mismatch requires action. A stronger adjective cannot solve it. 
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She may need additional current supervised work and a referee able to 
observe it, or she may need to reconsider readiness. The GMC explicitly 
advises delaying submission if suitable referees cannot be chosen.

Plan for absence and delay without collecting spare endorsements. Ask 
referees whether they expect to be available during the likely application 
period and whether a foreseeable retirement,  leave or move may affect 
contact.  If  circumstances  change,  use  the  GMC  route  to  update  the 
application. Do not nominate an additional person outside the SSG merely 
as insurance or assume that a former supervisor can comment indefinitely. 
The  structured  report  must  remain  based  on  direct,  sufficiently  current 
knowledge.

Read the eventual reports through the process permitted by the GMC; do 
not pressure a referee to remove legitimate limitations. If a report reveals a 
genuine evidence or relationship gap, address the gap. If it contains a factual 
error, use the appropriate correction route and preserve the correspondence. 
The aim is an accurate independent account, not uniform praise. A credible 
report  may  distinguish  areas  observed  strongly  from  areas  outside  the 
referee’s direct knowledge.

Distinguish referees from verifiers. A verifier confirms records from an 
institution through the required process. A referee comments in a structured 
report on expertise based on direct knowledge. One person might fulfil both 
roles if eligible and properly able to do so, but the functions remain separate. 
Do not assume that a referee’s support validates every uploaded page or that 
a verifier’s signature supplies an opinion across the curriculum.

Letters of support, testimonials and appraisal praise may be meaningful 
professionally but are not substitutes for the required structured reports. 
Keep them only where the SSG and application make them relevant. The 
evaluator  needs  specific,  current,  evidence-linked  observations,  not  a 
campaign  of  endorsements.  Priya  asks  each  referee  whether  they  can 
comment honestly on defined outcomes and accepts a limited answer. That 
conversation  improves  the  application  more  than  requesting  universal 
support.

Submission evaluation and possible decisions

Do not submit because the folder feels finished. Conduct four audits: route 
and source; outcome coverage; evidence control; and process readiness. 
Confirm the correct application and current curriculum. Trace every high-
level outcome to sufficient evidence. Check redaction, filenames, pages, 
verification,  authentication  and  translation.  Confirm  referees,  verifiers, 
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contact details, fee and capacity to respond during the active process. Then 
ask a cold reader to navigate the map without verbal explanation.

The current GMC process begins with checks of eligibility, uploaded 
documents, verification pro-formas and referee nominations. If those checks 
pass, an adviser reviews the evidence. The GMC currently says adviser 
comments  are  provided  within  thirty  calendar  days.  After  advice,  the 
applicant has thirty days to add or amend evidence; resubmissions within 
that period trigger further adviser review and reduce the remaining time. 
These timings were rechecked on 12 September 2026 and can change. The 
live application messages govern an individual case. [103]

The adviser’s role is important but not a guarantee. Treat comments as a 
structured opportunity to address completeness, organisation and identified 
weaknesses.  Respond  once  with  a  coherent  revised  submission  where 
possible rather than repeatedly uploading fragments. If an item cannot be 
obtained  within  the  period,  explain  the  dependency  and  ask  about  the 
permitted options. Do not conceal a gap beneath more documents from 
unrelated domains.

The GMC then undertakes verification activity and gathers structured 
reports.  An  application  becomes  complete  when  required  evidence, 
requested  information,  sampled  verification  and structured reports  have 
been received. It is sent to the relevant Royal College, faculty or associate 
for evaluation. The GMC’s current process page says the period before the 
case is complete and ready for evaluation can take three to six months, and 
that from referral for evaluation it takes up to three months to the final 
decision, with notification if longer. These are estimates, not promises. [103]

The evaluating body makes a recommendation; the GMC makes the final 
decision. A successful application means the assessment standards have 
been met and the doctor is entered onto the appropriate Register. Preserve 
the evaluation form and decision. Registration may satisfy one requirement 
for future roles,  but  the doctor must  still  compete for  employment and 
establish a suitable scope, induction and job plan.

During processing, maintain a decision log. Record each request, the 
question it appears to answer, the owner, deadline, evidence supplied and 
confirmation of receipt. Keep the submitted version unchanged and prepare 
amendments as separately dated files. This prevents an urgent reply from 
introducing  inconsistent  dates  or  filenames.  If  the  adviser’s  request  is 
unclear, ask a focused question rather than guessing and uploading a large 
bundle.  The  individual  GMC  message  overrides  any  general  timetable 
quoted here.
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Check  professional  circumstances  while  the  application  is  active.  A 
change  of  post,  scope,  licence,  health  affecting  work,  investigation  or 
referee availability may alter information already supplied. Follow GMC 
instructions on notification rather than deciding privately that the change is 
irrelevant.  Updating  the  regulator  accurately  does  not  predetermine  the 
application outcome;  failing to  disclose a  material  change can create  a 
separate problem.

If  unsuccessful,  the  GMC  provides  reasons  and  recommendations 
identifying missing evidence or further training. Read the decision as a 
structured document. Map each recommendation to evidence, experience, 
process or interpretation. Obtain advice before choosing the next route. 
Emotional  disappointment  is  real,  but  an  immediate  unstructured 
resubmission can repeat the same weakness.

The current  guidance provides  a  review route  within twelve  months 
where  the  applicant  has  additional  relevant  evidence,  has  completed 
recommended training, or alleges procedural error or unfairness. It requires 
a new application because the earlier one is locked. There may also be a right 
of appeal; the GMC states that an appeal must be made within twenty-eight 
days  of  receiving  the  decision.  Review  and  appeal  answer  different 
situations and can involve significant  fees.  The actual  decision,  current 
guidance and independent advice should control action. [110]

An appeal is not a general opportunity to replace weak evidence with an 
improved portfolio. A review may be more appropriate where new evidence 
or completed training addresses recommendations. A procedural challenge 
requires precise grounds. Do not miss a deadline while debating the merits 
informally. Record receipt date, obtain specialist advice promptly and keep 
the original submission, evaluation and correspondence unchanged.

The 2026 GMC specialist fee regulations set the Portfolio application fee 
at £1,974 from 1 April 2026. They also prescribe separate fees for specified 
extensions, fresh requests on new evidence and written or oral appeals, 
together with staged amounts retained if an application is withdrawn. Every 
figure  is  time-sensitive.  Check  the  live  regulations  and  payment  page 
immediately before applying; do not budget from this chapter alone. [111]

After  any  decision,  update  the  professional  portfolio.  Record  what 
evidence remains useful, what should be securely disposed of under relevant 
policies,  and which development  work continues.  Do not  leave verifier 
copies and working bundles scattered across personal devices. If successful, 
continue appraisal and revalidation normally. Specialist registration is not 
permanent proof that every clinical competence remains current; scope and 
governance still need active maintenance.
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Cost time support and resilience

The  direct  fee  is  only  one  cost.  Applicants  may  face  authentication, 
translation,  travel,  courses,  placements,  professional  advice,  secure 
document preparation and time away from ordinary work. Some employers 
provide Portfolio Pathway support or development funding; others do not. 
Establish what is available in writing and what conditions apply. Do not 
incur major expenditure because a commercial service implies that success 
depends on purchasing its package.

Build a realistic time budget. Map the work into curriculum analysis, 
evidence retrieval, development, assessment, redaction, verification, referee 
preparation,  upload  and  response  periods.  Much  of  the  burden  occurs 
outside  writing.  An  hour  spent  securing  a  legitimate  placement  or 
institutional  verifier  may  be  more  important  than  an  hour  polishing  a 
summary. Protect regular, bounded time where possible rather than relying 
on a final period of nights and weekends.

Employer support should connect to service and capability. Ask for a 
named supervisor or mentor, access to required clinical settings, appropriate 
assessments, data and educational opportunities, administrative help with 
historic  records,  and job-plan time where agreed.  The employer  cannot 
promise GMC success. It can create fair opportunities and provide accurate 
evidence of work. If support is declined, ask which component cannot be 
provided and whether an alternative exists.

Choose support roles clearly. A mentor helps the applicant think and 
sustain progress. A specialty supervisor observes and develops practice. A 
former successful applicant offers practical perspective. A Royal College 
adviser  may interpret  specialty  development.  A trade  union advises  on 
employment  support.  The  GMC  adviser  works  within  the  application 
process. No single person should be treated as unofficial decision-maker, 
verifier and editor of the entire case.

Commercial courses and portfolio-review services vary. Before paying, 
ask  whether  advice  is  based  on  the  live  SSG,  who  provides  it,  what 
confidentiality arrangements apply, whether the service has a conflict of 
interest, and what it can genuinely deliver. Never upload confidential patient 
or  employer  material  to  an  unapproved  platform.  A  polished  template 
cannot  compensate  for  absent  capability,  invalid  verification  or  unsafe 
disclosure.

The emotional burden should be planned rather than minimised. The 
application can expose gaps in a career in which the doctor has nevertheless 
contributed greatly.  Organisational  delay may feel  like  a  judgement  on 
worth.  An unsuccessful  decision can be painful.  Separate  identity from 
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assessment: the decision concerns evidence against a defined regulatory 
standard at a particular time. Seek peer, professional and wellbeing support 
early,  especially  if  the  process  is  affecting  sleep,  health  or  clinical 
concentration.

Use stop and review points. At three-monthly intervals ask whether the 
chosen  specialty  remains  right,  the  current  role  can  generate  required 
evidence, sources have changed, verifiers remain available, cost remains 
manageable and the destination still justifies the burden. Pausing to obtain 
experience is not failure. Abandoning an unsuitable route can be a sound 
career decision. Continuing solely because much effort has already been 
spent is a sunk-cost error.

Priya’s original portfolio contains nearly two thousand pages. Much is 
old, duplicated or dominated by appraisal summaries. After mapping, she 
removes irrelevant material from the active application set. She identifies 
two  clinical  breadth  gaps,  limited  current  education  evidence  and  an 
inaccessible  verifier  from a  former  institution.  She  delays  opening  the 
application,  negotiates  one  supervised  placement,  develops  a  teaching 
project, obtains authorised historic records and confirms current referees.

Eighteen months later, her application set is smaller but stronger. Each 
high-level outcome has a clear evidence route, old material is used only 
where the SSG permits and current evidence demonstrates maintenance, 
files  are  permanently  redacted,  verification  is  institution-specific,  and 
referees know the curriculum through direct work with her. She still cannot 
know the decision in advance. She can know that she has followed the live 
process and presented her practice honestly.

Her final submission audit has twelve questions. Is the application route 
confirmed? Are curriculum and SSG versions current? Is every high-level 
outcome mapped? Is clinical breadth, depth and recency demonstrated? Do 
non-clinical  domains  contain  primary  evidence  of  contribution  and 
outcome? Are gaps resolved rather than disguised? Is every file necessary, 
readable and correctly named? Is redaction permanent? Are verification, 
authentication and translation correct? Are referees eligible and directly 
informed? Can the applicant respond during the process? Have the fee and 
possible next decisions been checked today?

The pathway rewards disciplined preparation more than accumulation. 
Its deeper professional value lies in making a career legible: what the doctor 
can do, where that capability was developed, how it has been maintained, 
which evidence can be trusted and where limits remain. Registration is the 
GMC’s decision. The applicant’s responsibility is  to choose the correct 
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standard, build the experience, protect confidentiality and submit an honest, 
navigable case.

The distinction at the centre of Part Five now remains visible. Wales and 
Scotland have their own progression or regrading policies. England and 
Northern  Ireland  use  competitive  Specialist  appointments  to  employer-
created posts. The Portfolio Pathway is a UK regulatory route to specialist 
registration. These destinations can support one another, but none should be 
presented as an automatic substitute for another. A doctor progresses most 
safely when the desired destination is named before the evidence journey 
begins.


