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“To be trained is to have arrived, 
To be educated is to continue to travel” 

 
(Calman 1994) 



 
 
 
 

Introduction  

 

Message from Dr. Sheridan: 

I am writing to inform you that after 27 years as a partner at Parkstone 

Tower Practice and 36 years as a practicing doctor, I am retiring. 

I am leaving the practice at the end of March 2021. It has been a very 

difficult decision for me, as there are so many aspects of my work which 

I still love, in particular the contact that I have with all of you. However, 

this feels like the right time to step back from my partnership role. 

General Practice has changed in so many ways over these 27 years, but 

at its core, the trust you have placed in me has always felt like one of 

the great privileges of my career, and what I will take away with me is 

the memories of looking after my patients, often several generations of 

the same families. It has always been most rewarding to be involved in 

your healthcare over these years. Other highlights of my career include 

the provision of an ultrasound scanner service at Parkstone, my 

personal involvement in creating the Poole exercise referral programme and more recently, the 

formation of the Shore Medical Group with a blueprint for future patient-centred care. My four trips to 

North-East Ghana as a volunteer with the Afrikids organisation were a humbling experience which I will 

never forget. I came to a practice of 5 partners 27 years ago and am leaving as one of 26 partners, as 

well as outstanding nurse practitioners, nurses, HCAs, salaried doctors, physios and an exceptional 

administration and reception team. It has been an honour working with all of my colleagues. 

Perhaps an enduring legacy for me is my contribution to training medical students and particularly GP 

registrars, many of whom are settled and working locally in the area. Over the years, I have often felt 

that I learned as much from them as they may have from me. 

I have always tried to do the best for my patients, and this is the thought I will cherish the most. I shall 

miss sharing your experiences. A year ago, the crisis we are currently living through would have seemed 

unimaginable. The impact of isolation, economic hardship, stress and illness has touched all of us. 

However, it has been a privilege to be involved in the great success of the vaccination programme and I 

would like to echo the legend that is Captain Tom in saying ‘The sun will shine on you again and the 

clouds will go away, tomorrow will be a good day’. 

My very best wishes to you all, Dr Ed Sheridan   

This is me now, saying a fond farewell to my patients over the last 27 years. I shall start at the 
beginning and allow this personal story to unfold. Qualified in 1985 at Guys, I went on the 
house job “windsurfing” run followed by 3 years on a General Medical/Emergency Room 
rotation in New Zealand and a 3 year adventure as Senior Ship’s Physician for P&O Cruises, 
interspersed with some backpacking prior to settling into General Practice as a partner in 
Poole 27 years ago.  

I have been learning and collecting supporting information throughout the entirety of my 
career, and found myself with CPD portfolios dating back to 2000. Here is their story. 

 



 
 
 
 

Precept 

These portfolios are a history of my learning – a representation of my education in medicine 

brought to life in an annual appraisal since 2003. The words learning, education, and appraisal 

are therefore used by me interchangeably and synonymously. 

 

 

Aims  
The emphasis is directed at the following questions: 
 

• How have my educational tools changed? 

• Are my portfolios a tracking mechanism for the adoption of experience-based learning 

and workplace learning in continuing education? 

• What has been the effect of portfolio learning on my education.  

• What impact has appraisal had on me and what impact have I had on appraisal.    

                                                                                         

  



 
 
 
 

Timeline 

• 2001 Appraisal for Consultants in the NHS 

• 2003 Appraisal for GP’s (Remember Form 4 ? ) 

• 2003 – approximately – the rise of the self-directed learning group. This represented an 

alternative forum in which to  formalize reflection on SEA, complaints and CPD learning 

in a safe environment which could facilitate networking.  

• 2010 Strengthened Medical Appraisal and Revalidation (with an MSF, PSQ and Audit 

once every 5 years, SEA’s x2 per year and 50 credits of documented learning). 

• 2010 We were NESC (NHS England South West in those days) using the NHS Toolkit, and 

this was the period when it became unacceptable to present handwritten information in 

the Form 4 and PDP in an effort to ensure these professional documents could stand up 

to scrutiny. 

• 2011 Requirement for 200 clinical sessions in a 5 year revalidation period. 

• 2012 Supporting information requirements from the GMC to cover the 6 keys areas 

including surveys. 

• 2012 December – Revalidation starts.  

• Quality assurance for Appraisers moves to PROGRESS from the LEARNIT tool.  

• 2019  QA transitions from PROGRESS to the SUPPORTS tool. 

• 2019 NHSE/I Medical Appraisal reboot 

• 2020 AoMRC Medical Appraisal Guide 2020 – in the wake of the COVID Pandemic. 

 
 
 

What was the purpose of Appraisal and Revalidation? 
 
Conceived in 2003, an annual appraisal and supporting evidence were key to demonstrating 

one’s fitness to practice and ability to keep updated.  It was an opportunity to focus on our 

professional development needs, identify new needs, promote safety and quality within the 

NHS, ensure medical practice is governed properly and aimed to increase patient confidence.  

Appraisal was the process of facilitated self-review supported by information gathered from the 

full scope of our work. When Revalidation was ushered in, it helped to inform the Responsible 

Officer and their recommendation for revalidation. It is a statutory requirement to have an 

annual appraisal as part of the National Performers List regulations. 

 
  



 
 
 
 

The Era of Toolkits 
 

There have been plenty of different toolkits in the marketplace for appraisees – MAG MAF (PDP 

document), FourteenFish (My LMC/ Revalidation Toolkit), RCGP/Clarity ….  

 

It was not so much the concept of a toolkit that was new but the promotion of a more 

formalized concept of portfolio learning. The original documentation from 2003 feels like a 

lifetime ago: 

 
2003: 
 
  



 
 
 
 

The MAG MAF included: 
 

• Form 1 - basic details 

• Form 2 – Current Medical Activities 

• Form 3 - Material for Appraisal 

• Form 4 – Summary and agreed action and PDP 

• Form 5 – additional information and virtually never used. 

 
 
EXAMPLES: 
  



 
 
 
 

  



 
 
 
 

 

 

 

 

 

 

 

 

 

 

  



 
 
 
 

EXAMPLE 2012: 

 

 

 

 

 

 

 

  

 

   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The original Form 4 was basically what we understand as the summary of discussion resulting in 

a set of learning objectives which was the PDP (Personal Development Plan). The PDP has 

evolved from those early germinal seeds, and moved to a more appraisee-centred approach, 

focussed on specific goals relevant to the doctor. 

  



 
 
 
 

EXAMPLES 2018-2021: 

 

  



 
 
 
 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

The SMARTER mnemonic came to represent the Specific, Measurable, Achievable, Relevant, 

Timely, Economic, and Reflective learning objective which helped me target some areas that 

were defined and important to me at that stage of my career. 

 

 

  



 
 
 
 

Portfolio Learning 

 

Portfolio learning is a method of encouraging adult and reflective learning for professionals, and 
here the word “reflection” comes to the fore.   

My portfolios are a collection of evidence that learning has taken place, as a means of assisting 

formative assessment and professional development.  I have learned best when there has been 

intrinsic motivation for me to learn – when there is a need to connect information already 

stored or learn new information, and tends to be problem-centred arising directly out of 

experience (Learning Cycle, Heron 1976). It is easy to see how Richard Eve’s PUNS/DENS 

learning tool links to this. 

 

 

  



 
 
 
 

 

I was utilizing a wants and needs analysis structure in 2003: 

 

 

 

 

 

 

 

 

 

  
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  



 
 
 
 

For me, such a means of identifying learning needs inexorably has morphed into the rise of 

reflective practice – not new at all and inherent in all our learning over many years but more 

defined. The articulation of what is learned often includes reflections in the form of a CPD log or 

journal entry. These can include reflection on problem areas, what has been learned , what has 

still to be learned and plans for how new learning could be tackled. This system works well 

when it operates through the interaction of a learner and supervisor using the material as a 

catalyst to guide further learning – that supervisor has the shape of an appraiser, and the 

interaction is the appraisal discussion. It was always important for me that the learning 

contained within the portfolio was not just a collection of events seen or experienced but 

contained my personal key reflections on these and the learning derived from them.   

EXAMPLE 2003: 

 

 

 

 

 

  



 
 
 
 

  



 
 
 
 

  



 
 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

 

Back in those early years from 2003, a CPD portfolio could take many shapes but was 

predominantly  an A4 folder with relevant sub-sections but over the years, this has shifted to 

electronic formatting and recording. It doesn’t actually matter as long as learning has taken 

place, so a flexible approach has been taken to avoid being too prescriptive about its structure.  



 
 
 
 

My Educational Tools 

We have had access to a vast array of learning tools by which we can learn and make reflections 

on our clinical practice to optimize patient care – many are not new and include: 

Significant Event Analysis – I have found these particularly useful in facilitating an in-depth 

exploration of my clinical thinking and actions, and highlights areas for potential learning, as 

well as focussing on my emotional reactions and attitudes to problems/issues. 

 EXAMPLE 2004: 

  



 
 
 
 

 

 

 

 

 

 

 

 

  



 
 
 
 

COMPLAINTS ANALYSIS EXAMPLE 2013 

 

  



 
 
 
 

Reflective Journal/Diary/Learning Log 
 

This can take the form of key learning points, reflections on how to apply learning, or simply a 

chronological summary of learning that has taken place with reflections recorded elsewhere. 

The advent of electronic toolkits over the years has made the logging of CPD encounters much 

easier for the learner to record.  

 

 

 

EXAMPLE 2011: 

  



 
 
 
 

Clinical Meetings/Lectures /Workshops  
 

 

EXAMPLE 2007/08: 

  



 
 
 
 

 

 

  



 
 
 
 

  



 
 
 
 

  



 
 
 
 

Clinical Experiences/Problem Case Reviews 

Professional Conversations 

Courses/Conferences 
 

EXAMPLE 2014: 

 

 

 

 

  



 
 
 
 

 

EXAMPLE 2017:  



 
 
 
 

 

EXAMPLE 2021: 

 

 

 

  



 
 
 
 

Quality Improvement Activity 
 EXAMPLE of Audit / Data collection / Project work / Prescribing review: 

 

 

  



 
 
 
 

Management Material 

PUNS/DENS  

EXAMPLE PUN/DEN 2012: 

 

 

 

  



 
 
 
 

 

EXAMPLE PUN/DEN 2013: 

 

 

 

 

 

  



 
 
 
 

 

EXAMPLE PUN/DEN 2014: 

  



 
 
 
 

 

 

EXAMPLE PUN/DEN 2016: 

 

  



 
 
 
 

Directed/Opportunistic Reading  
EXAMPLE 2003: 

 

  



 
 
 
 

 

EXAMPLE 2015: 

 

 

 

 

 

 

 

 

 

  



 
 
 
 

Self-Directed Learning Groups / “Young GP” Groups / 
Problem-Based Learning Groups 

MCQ/EMQ/QUIZ 

EXAMPLE 2014  



 
 
 
 

Feedback  
Informal for both patients and colleagues – cards/letters/ thank yous/referral letters: 

  



 
 
 
 

 

EXAMPLE 2015: 

  



 
 
 
 

 

 

  



 
 
 
 

Formal Multi-Source Feedback (MSF) 
Utilizing a platform like FourteenFish since the advent of Strengthened Medical Appraisal 2010, 
with the advantage of externally collated results. 

 

EXAMPLE 2018: 

  



 
 
 
 

  



 
 
 
 

 

 

 

 

 

 

  



 
 
 
 

Patient Survey Questionnaire 
Using similar platforms, usually with a minimum of 34 respondents.  

 

EXAMPLE 2018: 

 

  



 
 
 
 

  



 
 
 
 

 

 

 

 

 

 

  



 
 
 
 

e-Modular Learning/Internet Materials  
This has been the most notable change in my learning over the last 15 years, with the majority 
being undertaken on the internet using web-based information at the click of a button (which 
has also seen the demise of the practice learning library for teaching and training  with outdated 
hard copy materials). 

 

EXAMPLE 2014: 

 

  



 
 
 
 

 

  



 
 
 
 

 

 

 

 

  



 
 
 
 

 

There are many educational tools which can be utilized, and I have captured just a few that are 

familiar to us all. What has become apparent to me is that these tools that comprise my 

portfolio learning are most definitely a way of tracking my progress, with rich material to draw 

my learning from. Sharing this in an appraisal discussion has helped me to examine areas in 

which I have been less confident, and plan new learning which is therapeutic for me and 

learner-centred. Sometimes it can be challenging to identify new learning needs  - how many 

times have we, as appraisers, been confronted with a doctor who doesn’t know what he doesn’t 

know – that blissful Johari window of “unconscious incompetence”, and this is answered with a 

PDP objective of undertaking a “general update”. 

 

 

 

“Wisest is he who knows he does not know” 

A general update is a completely acceptable goal couched in the right words to conform to 

accepted learning objectives. 

 

 

 

Continuous professional development (CPD) has become an important cornerstone of the 

Revalidation process when the concept was introduced in December 2012. The RCGP advised 

that “the aim was to demonstrate a balance of learning across the curriculum relevant to your 

scope of work over the 5 year revalidation cycle”. 

In the 2003-2012 period, I was utilizing many of the tools outlined above, along with structured 

reflective templates for clinical audit, probity and health statements, and declarations of 

absence of complaints. In the period 2013-2020, we have switched to the Revalidation format 

with 4 key domains predominantly on internet-based platforms which can store limitless 

supporting information unlike the very limited capacity of the MAG MAF, and with web-based 

material forming the lion’s share of recorded learning.  

 

  



 
 
 
 

Modified GP Appraisal October 2020: a Catalyst for Change 

 

With the advent of the COVID pandemic in January 2020, a seismic change in workflows and 

processes took place within the field of Medicine, as well as a cultural and social transformation 

with lockdown periods, mask-wearing, and human isolation. It was recognized that at least 40% 

of all doctors had reported a detrimental impact on their stress and mental well-being due to 

the crisis (BMA COVID-19 - Analysing the 2020 impact of Coronavirus on Doctors). Key triggers 

included a massive increase in workload, being inundated with ever-changing information and 

protocols, a huge change in work-streams and processes, the era of remote consultation, some 

found themselves without work, and many were ill themselves with COVID-19 or had family 

members affected.  

 

Some doctors were really struggling whilst in a job 

where their emotional energies were being given 

to their patients, draining them of energy. We see 

so many patients every day with pains, problems, 

issues. We care for them, empathise, and feel 

their discomfort. We only have a certain capacity 

in our compassion tanks and each day, this 

capacity slowly reduces. A point can be reached 

when the ingoing levels are not enough to match 

the deficit - our emotional batteries have drained 

away like a slowly leaking bath. 

 

I, like many other GPs, needed thinking space, guidance and support where needed. The GP 

appraisal service was stopped in England in March 2020  and restarted in October 2020, re-

branded as the Academy of Medical Royal Colleges' Medical Appraisal Guide 2020, leading to 

simply Appraisal 2020 with a different focus, allowing doctors time to discuss their current 

health needs with a significant shift away from providing supporting information.  

 

The aim was that the process would require minimal preparation with the emphasis on GP well-

being and development. Appraisal switched to a virtual experience, as face-to-face contact 

evaporated. Many doctors over the years had come to feel the process of appraisal and 

providing supporting information was onerous, time-consuming, and hoop-jumping, and the 

NHSE/I introduced Medical Appraisal reboot in 2019 to reduce the amount of information 

required and lessen the need to reflect on all learning that took place. The GMC also helpfully 

moved revalidation dates for all GPs forward by 1 year to ease the pressure in 2020. The 

modified Medical Appraisal process has continued throughout the pandemic and remains 

ongoing though an evolving format is being rewritten as you read this. 

  



 
 
 
 

 

  



 
 
 
 

  



 
 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

My preparation, like my appraisees, needed much less time since most of my supporting 

information was not required but the appraisal discussion still covered scope and nature of 

work, review of last year’s PDP, analysis of feedback and achievements, challenges and 

aspirations. We were able to submit our CPD and reflection in the appraisal discussion. The 

RCGP benchmark of 50 hours/50 credits of CPD was gone, and we were required to sign off on 

probity, confidentiality, health declarations and confirm the accuracy of the supporting 

information. With the move to see fewer patients face to face, survey information had become 

more problematic but there has been much greater flexibility shown by the GMC and the 

AoMRC which can only be a very positive step forwards - an attitudinal change.  

 



 
 
 
 

 

The 6 supporting types of information for Revalidation 

have not changed but the new emphasis on well-being, 

positivity and work/leisure balance remains the key 

areas of focus. We have taken the time and trouble to 

not only look at whether the glass is half full or half 

empty but that doctors “can’t drink from an empty cup” 

at all in some circumstances. 

 

Change – What Change? 
Here is where I shift onto very anecdotal and 

controversial ground. For me, as an appraiser, this 

wasn’t such a cataclysmic change in the appraisal 

process. Although the focus had hitherto been about 

evidence, that had not been my focus as an appraiser.  

 

Isn’t a doctor’s sense of well-being a core aspect of clinical effectiveness?  

 

How does one make the appraisal discussion interesting and stimulating and 

thought-provoking and supportive?  

 

This had been my personal approach, drilling down on a doctor’s benchmarks for assessing how 

effective they felt they were as a clinician, the issues facing new GPs and peripatetic doctors, 

the very different but very real issues facing GPs on the cusp of retirement, the eternal 

challenge of finding an optimal work/life balance - a corollary of this being the well-being of a 

doctor and, where relevant, topics such as wisdom of practice, intuition, and the artistry of 

General Practice.  

To all my colleagues in my appraiser locality groups that I supervise as appraisal lead, I should 

probably apologise for repeating these words to them over the last 13 years. There is no single 

one way of conducting an appraisal and summarizing the discussion. It is about keeping it 

appraisee-centred and finding ways of making it a stimulating and rewarding experience for the 

doctor, and that’s where the creativity of this wonderful and beautiful process comes into play.  

I found myself conducting appraisals as a virtual experience which remains for the most part 

ongoing. I have vastly expanded my own list of resources which I can signpost an appraisee to 

(see AoMRC- Medical Appraisal 2020 - Support for Doctors). Never has it felt more important to 

understand my role in a nebulous space in between and outside of the roles of counsellor, 

mentor, coach, advisor, mountain guide (you can choose your own analogy). 

Or is it completely empty…? 



 
 
 
 

Should we be asking ourselves - why did it take a pandemic to alter the focus of this whole 

process to a place where arguably it always should have occupied since the infancy of appraisal? 

We have the knowledge of this process but it has taken some time to accrue the wisdom within. 

 

 

 

  

What Impact Has Appraisal Had On Me? 
Perhaps all of the above but, to distil things down, it is quite clear looking back over these 

multiple portfolios which I maintained that they have tracked my education over time. It has 

promoted and encouraged my reflective practice which has been an integral part of my 

everyday professional life for as long as I can remember – it has become an intuitive process 

which has enabled me to think analytically about all facets of my working life, facilitating my 

insight and learned lessons in order to maintain good practice and/or make improvements 

where possible. The structure that has been given to my learning within the appraisal process 

has allowed me to examine my previous beliefs about how I practice and modify them to 

develop my learning and optimize my professional practice.  

Appraisal has helped to keep my learning focussed where relevant - eg, goal-directed PDPs - and 

it has given me the opportunity to stimulate feedback with my appraiser in a non-threatening 

and non-judgemental forum.  

Some colleagues have questioned the usefulness of documented evidence of reflection, some 

have commented on the “false god of appraisal” (McCartney BMJ Oct 2015) but in an age of 

increasing and ongoing accountability, does it not demonstrate a professional attitude to 

maintaining optimal clinical practice by showing our ability to learn from and develop one’s own 

and system-wide practice? Is this not a demonstration of a professional self-directed learner 

being professional? 

In addition, appraisal has given me the most enormous sense of privilege in supporting doctors 

when they have had issues, and provoking interesting discussion when they have not. It has 

given me a very personal portal into the lives of so many doctors and enhanced my own 

learning from theirs. 



 
 
 
 

What impact have I had on appraisal? 

This is truly an anecdotal reflection. As an appraiser, I have had generally good feedback over 

the years to validate some form of positive impact on my appraisees. I feel as though I have 

given huge amounts of time, energy, thought, and drive but that will be for others perhaps to 

judge. As an Appraisal Lead since 2009, my role and impact has been fundamentally for peer 

support, dissemination of information, guidance, and to address appraiser-centred learning 

needs. I have taken the Socratic approach of trying to find answers to questions and problems 

and if I didn’t know the answer, between myself and the appraiser we would find it. Inevitably, a 

strong pastoral element has developed in over-seeing my 2 locality groups which I hope has 

been beneficial for all.  

I have always tried to make the appraisal discussion a more creative environment for a doctor to 

share their lives with me. There is so much that can be achieved within an appraisal discussion – 

so many interesting avenues to take the conversation or for the appraisee to stretch their minds 

as they choose: 

 

“The possible’s slow fuse is lit 
By the imagination” 

(Emily Dickinson) 

 

 

Appraisal is not just about the evidence, and it could be suggested that it never has been. 

Revalidation ushered in certain GMC requirements which remain in place, but the appraisal 

discussion has the potential to cover so much more than just this, which is why I have aspired to 

keep the subject matter appraisee-centred but to expand into some imaginative areas that a 

doctor might find thought-provoking – that a doctor might find rewarding and worthwhile. 

  



 
 
 
 

Conclusions 

So this was the story of those many CPD portfolios lining a shelf that I started with – a very 

personal story, but it has made me realize that they do represent a professional life in learning. 

It has been such a healthy and positive change that since the pandemic began in 2020 that there 

has been a focus away from evidence in appraisal onto the well-being of doctors and how to 

optimize their work/life balance in this current climate of stressed, under-valued and 

demoralized GPs.  

My learning has changed over the years – hard copy has been largely substituted by electronic 

recording of information, wants and needs assessments have been absorbed into reflective 

practice, educational tools have changed shape with internet learning as the predominant tool, 

and most of all since COVID-19, the process has felt more appraisee-centred than at any other 

time since 2003.  

 

 

 

Appraisal has such 

opportunity for being a 

wonderfully fluid, creative 

environment full of 

potential for both the 

appraiser and appraisee.  

 

It has to be about more 

than just evidence, 

important as that might 

be, and with change being 

such an ever-present 

phenomenon within the 

NHS, we have this key 

opportunity to shape our 

learning and the content 

of the appraisal discussion 

to suit the needs of our 

colleagues and take 

account of the pressures 

that they find themselves 

under. 

  



 
 
 
 

Addendum: 

 

For one last moment of self-indulgence, I would like to express my preference for the mountain 
guide analogy with respect to my role as an Appraiser and Appraisal Lead. 

 

The guide ensures we are adequately prepared for the journey, plans a route, helps us to 
navigate steep ascents, assists in us stepping over large rocks, guides on the best footholds, 
checks the map and compass to ensure we are travelling in the right direction, signposts to 
alternative routes, and reaches a relevant endpoint which is not always the top of the mountain.   
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