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Welcome!

This edition sees a new column
with short snappy tax tips for
Sessional GPs; more from our
MPS columnist on the use of
chaperones; Jason Twinn gives a
rundown on the DNUK discussion
forum since the last issue. We
interview Jane Harrison from
Wales and Judith Harvey gives

a refreshing perspective on
Berlioz. We start off as usual with
a fascinating account of Sessional
GPs working or training overseas;
this time we hear from Karen
Bevan-Mogg working with MSF in
Northern Uganda.
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Bout of Africa

Sessional GP Karen Bevan-Mogg writes about her experiences working with Médecins
Sans Frontiéres in Lira District, Northern Uganda.

It was just a normal day in Agweng clinic, one of six run by MSF. New patients waiting to
register in the shade of the mango tree; children yelling as they dangled from the weighing
scales; a wandering cow shooed away by the counsellor; high-pitched screams in the line-up
for malaria blood tests; Morris stoically wiping the floor again in the “first dose” area where
children start their treatment...

Despite the country’s reputation for affluence and development, northern Uganda has been
ravaged by civil war since 1986. Rebels who call themselves “The Lord’s Resistance Army”
have abducted over 20,000 children for use as soldiers or sex slaves and forced 1.6 million
people to flee their villages and live in huge camps, where disease and malnutrition are rife.

MSF provides basic health care, feeding programs and water-sanitation, whilst lobbying the
Ministry of Health (MoH) to fulfil its duties.

| left my salaried GP job in London to spend a year in Lira. For the first six months | split my
time between Agweng and Aromo camps, each with a population of around 30,000. During
the week, we stayed in the camp and on Fridays returned to Lira town for much anticipated
hot water and intermittent electricity! MSF places huge emphasis on the need to speak out
against the injustice suffered by distressed populations. We can only do this if we live and
work directly with the people.

Together with Nicole, a Swiss nurse, | was responsible for everything involved in running the
clinics, from hiring and firing staff, to planning new buildings, supplying the right drugs and
equipment, teaching clinical skills and occasionally seeing patients!

Typically, | would wake in my mud hut to rooster calls, upbeat local
radio, lowing cattle and the bustle of 6am camp life, with people
already fetching water and preparing to leave the relative safety of
the camp to tend their village gardens several miles away. Most fail
to grow enough to feed their family, so receive three-monthly maize,
flour and oil supplements from the World Food Program.

Want the job?

We’'ll take care of the rest.

At Thames Medics, we know the life of a GP is a busy one.
When you work for us you don't have to worry about a thing!

From registration to your first day on the job, we will be
with you every step of the way. Our consultants provide a
unique personal service, excellent rates of pay, assistance
with travel and accommodation and much more...

We have opportunities for short and long-term locums
and permanent GPs in the following areas: Surgeries,
Out of Hours, MOD, Cruise Ships and Sporting Events.

Let Thames Medics take care of you today!

Contact the GPs division on:

gp@thamesmedics.com
www.thamesmedics.com

Thames Medics

a healthcare locums company

The clinic as | first knew it

A quick wash from a jerry can, trying to avoid prying eyes through
the bamboo fence and whispers of “mono!” - “foreigner!”, then
morning greetings to the rest of the team and breakfast of fresh
flatbread with sweet black tea.

The clinic is an old school building, partitioned by us into private
areas for consultation, observation of sick patients, etc. We would
start the day with group teaching, either listening to a topic prepared
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by one of the team, or delivering it ourselves. The
role plays about “how to spot a cholera case” are
particularly memorable!

While the nurses began to see patients queuing
under the mango tree, | would walk to the army
barracks to exchange pleasantries with the
commander and try to glean useful information
about security, although this rarely happened.
Most news of rebel activities came from helpful
locals. We discussed important information with
the team in Lira via satellite phone and always
radioed our location to base whilst travelling in rebel territory.

Child with sepsis

Back in the clinic | spent most of my time with the nurses, helping
them with consultation skills, discussing cases and checking the
sickest patients. On very busy days I'd see patients myself, with an
interpreter.

Falciparum malaria is responsible for about half the morbidity.

Most cases were under 5 years old, presenting with fever and mild
diarrhoea, and responded well to three days’ treatment. Many were
seen first by a traditional healer, who would perform a “tonsillectomy”
with a bicycle spoke, thus adding septicaemia and anaemia. Cerebral
malaria and other complicated forms were not uncommon.

Due to the squalid camp conditions, we saw a lot of respiratory
disease, including TB. The MoH cannot guarantee a consistent

drug supply and compliance is poor, so MSF is establishing its own
treatment program. Dehydration secondary to diarrhoea is also
common. Access to clean water is difficult - on average, each person
has access to 1.7L/day. The internationally recognised minimum
standard is 15-20L/day. Stable children were sent home with oral
rehydration salts but those needing supervision or |V fluids would stay
with us for reassessment later.

Supplementary feeding days were always hectic, with dozens of mothers
seeking “Premix’” porridge and a medical
check-up for children who were 70-80% of

their expected weight/height ratio. Severely
malnourished children were referred to our
Therapeutic Feeding Centre in Lira town, which |
ran for the latter half of my year there.

In the pharmacy, I'd check the drugs stocks
and go through the orders with Joseph, the
dispenser. It was my responsibility to ensure
that supplies never ran out and that drugs
never went missing! | actually started to
understand the need for accurate statistics...
there is no escape!

And so the day would continue: malaria;
crying babies; a woman in labour; a meeting
with Traditional Birth Attendants, opened with
ululations and dancing....

At day’s end we’d pack up the clinic and return
to our huts before curfew, for a dinner of beans
and cassava. And | would wash away the day’s
blood, sweat and tears under a magnificent
African sky, wondering what tomorrow would
bring.

Karen Bevan-Mogg www.uk.msf.org

Picture by Jason Twinn

Tired of Waiting
for a good
Locum Agency?

Then call us today.

As a not for profit organisation,
we can pay locums more and
charge the NHS less.

Simple economics.

Tel 08456 120 184
Fax 08456 120 185

Email lifeline@lifelinelocums.co.uk
33-35 Cathedral Road,
Cardiff CF11 9HB

Lifeline

Locums



Stay of execution for
PCT Superannuation

Contributions

If you do any freelance general practice work, you may have
heard rumours that PCTs would stop paying the employer’s
contribution as from this April (basically, the same rumours as
last year!) with the onus instead being on the freelance GP’s
employing practice.

Fortunately, it is just a rumour. The NASGP has received

the definitive answer from the Senior Policy Development

& Compliance Manager of the NHS Pensions Agency, and

the proposal to shift these monies from PCTs to practices is
not under active consideration. Therefore the status quo will
remain as it is now, with PCTs continuing to pay the employer’s
contribution for the foreseeable future.

Differant place, different practcs

same protection

0845 718 71187

Vish wears. mps.cegLuk o Emall mamber el pBmas.ong. uk

MEDICAL PROTECTION SOCIETY

Twinn Speaks Dmpocrosact

Jason Twinn, NASGP member and regular contributor to
the www.doctors.net.uk ‘non-principals discussion forum’,
continues his regular column giving a round-up of the latest
hot issues being debated.

So, how many patients is it safe for one locum to cover at any one
time?, asks one of our colleagues on the DNUK forum this month.
Of course, in an ideal world, like for like would apply — one locum
for one partner absent. However, many smallish practices will try
and get a locum to cover the whole practice, often covering more
than one WTE partner. This might be fine if it is a single-handed
practice with a list size less than 2000 patients or a larger practice
for an afternoon, but where does it become unsafe — one locum
covering a one and a half time WTE practice for a full week, or a
2 partner practice with 4000 patients for a fortnight and so on?
Of course, there are no absolutes here, only grey shades of doubt
over safety as the ratio of patients to doctors goes up. How many
times have you heard the line from the practice manager “Oh we
are a quiet surgery here you know” before you arrive, only to find
the waiting room contains an ocean of bodies and you are left all
at sea with a list of 20 house calls. Workload is of course an issue,
but more important is patient safety and clinical governance,
which brings me onto appraisal.

You would think this far down the appraisal highway that there
would be some sort of agreement and conclusion as to how
locums would be paid for being appraised. However, it appears
clear that across the UK there is a wide divide over how much
locums can claim from their PCT for appraisal — this can vary from
nil to a figure of £600 for being appraised. Scotland seems to

be one of the worst areas, with only one PCO that | am aware of
paying locums for appraisal, and some have not even got around
to appraising their locums yet.

Meanwhile Richard Fieldhouse, in response to an accusation that
the NASGP is undemocratic, gives a detailed account on the
history, structuring and representation on the NASGPC. As locums,
it is clear that we need to be incredibly grateful for the enthusiasm
and insight of those who were motivated enough to set up an
organisation to represent the views of Sessional GPs - particularly
as this was done at the time when BMA representation of them
was non-existent.

One area in which locums have benefited hugely from a bigger
collective voice is that of NHS superannuation. However, it is
becoming an almost annual occurrence — the panic that PCTs

are going to cease paying the 14% employer’s contributions and
instead this will be delegated to practices out of their global sum.
However, again the NASGP have silenced these fears in that,

for this year anyway, there are no plans to change and PCTs will
continue to pay the employer’s 14 percent contributions.

You can contact Jason at | _twinn@doctors.org.uk
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The Liverpool GP Forum

The inaugural meeting of this group was met with a wonderfully
enthusiastic response. Twenty people attended an excellent talk
given by a local GUM physician on HIV, during which we discussed
the changing epidemiology and management of HIV, pre-test
counselling in primary care and post-exposure prophylaxis. Our
next meeting will be led by one of the local Infectious Diseases
Consultants who will present the current hot topic, Pandemic
Influenza. Meetings are held on the last Wednesday of the month
from 7.30pm in the upstairs room of Que Pasa Cantina Restaurant,
L17 8UU. Meetings are not sponsored although it is be possible to
buy food and drinks from the bar. All welcome!

Katharine Jones kats@liv.ac.uk

Manchester Sessional GPs

We continue to thrive with approximately 30 members. We have
been holding meetings in alternate months for peer group support.
Our most recent meeting was a Christmas meal in December,
complete with the obligatory crackers & party hats. We plan to
continue our current format of meetings in 2006. At our last meeting
we discussed the possibility of holding a Rheumatology session as
one our members currently splits her time between General Practice
& Rheumatology GPwSI.

Marion Roberts, Membership Secretary

Morecambe Bay Non-Principals

| have set up a yahoo groups group for people to email queries to
anyone registered in the group. It provides a forum for members. Not
all members have signed up but so far

16 have done so. It has not been heavily used but questions such as
about locum rates have been raised. It is a free service as so far our
group is a free group without a membership fee. All correspondence
is via email and the use of the Education Centre in Kendal is free of
charge. We don’t even use drug reps to keep costs down!

Rowena Grenfell all@thebrownefamily.com

Sefton Non-Principals Group

We had an educational meeting on 11th January attended by 20
members, which is the usual attendance. We have a meeting every
2 months in a local restaurant. The topic of the last meeting was
“Seven stages of Woman” and the talk was given by a Consultant
Gynaecologist. Still we have difficulty in persuading one PCT to
reimburse us for the locum time for Appraisal. The Sefton LMC is
asking for a levy if we nominate a member for the membership of
the LMC. We are fortunate to have a grant from the Deanery for our
office expenses.

Nick Pati dr.pati@virgin.net

The West Surrey Non-Principals Group

We are the victims of our success! We now have 112 members and
more people turning up to meetings than we can accommodate

so that, sadly, we have recently (I hope temporarily) had to close
membership to new members. We meet monthly for an educational
and social meeting at Woking Community Hospital.

As we are unable to accept new members at present, | am keeping a
waiting list of members wanting to join us.
Liz Colyer davidlizzieburndred@hotmail.com

Frimley Area Sessional GPs Group

We have seen a lot of new people joining our group over recent
months. We now have a more balanced mix of locums, retainers, and
salaried GPs. We continue to meet monthly at someone’s home, and
on each occasion there is always opportunity to talk about local work
issues, as well as an educational topic. Our meetings are still small
enough to be very friendly and supportive. So if you are in the area
and would like to meet some other sessional GPs, do get in contact.
Debra Rolfe sessionalgps@yahoo.co.uk

South Essex Sessional GPs Support Group

We have decided to have a regular lunchtime Self-Directed Learning
Group meeting on the last Wednesday of every month. In addition

to this, we hope to meet in an informal gathering every three months
so that members will have opportunities to discuss various matters of
interest.

We are helping our SGP members with appraisals and hope to get
appraisals done from the Tool Kit (IT sessions) with the help of EQUIP
- our local education/training organisation.

Parameswaraiyer Ambikapathy aonedoctor@hotmail.com

North east Employed & Locum GPs Group

We now have a new and improved website at www.nelg.org.uk. A
recent frustration has been that one local PCT, that initially refused
to fund payments to locums for appraisal, has at last agreed to pay
but is only a meagre sum, far below what will be lost in earnings by
spending 2 sessions on appraisal.

Simon Fisher simonfisher@doctors.org.uk
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/ £% From your home to each practice you attend (and back)

' For visits

-
M O n ey M att£ rS £° For continuing education

£ For administering your business (to the bank, to purchase

Welcome to our new column from Liz Densley, featuring tax items for use in your business, your accountant etc)
advice specifically for Sessional GPs. Liz is medical specialist ‘Keep a mileage log to record this, showing both practice and
partner with Sussex Chartered Accountants, Honey Barrettand ~ private miJes. If your total fees earned are less than £60,000

secretary of AISMA (the Association of Independent Specialist ""'-ﬂ-.p‘,a.— then you can claim:
; 2 >
Medical Accountants). Contact her on 01424 730345 or at oy EL "405 per mile for the first 10,000 miles p.a.

. ] B
liz.densley@honeybarrett.co.uk. s . .: ® 25p per mile thereafter.

. d busi i ~ If your fees exceed the £60,000 then you will need to claim the
Car running expenses an usiness mileage business proportion of your actual costs (hence the need to

If you are a Freelance GP, demonstrably running your business calculate your total miles as well as your business miles). You will

from your home and attending multiple practices, then you can also be able to claim capital allowances on the capital cost of the

claim tax relief on the costs of journeys: car (more about this in the next issue). Liz Densley
\. y

UPDATE ON THE WORK OF THE GPC SESSIONAL GPS SUBCOMMITTEE

Flexible Careers Scheme and the Returners Scheme

Unfortunately the English Department of Health has still not reintroduced the funding for the FCS and returners scheme.
This is disastrous for future FCS and returner scheme applicants. The GPC has written on numerous occasions to the DH and
has requested a meeting with Lord Warner to discuss this grave situation. We will keep you informed of developments.

Pension contributions: locum GPs

As part of the nGMS contract review, it has been agreed that PCOs will continue to pay the 14% employers' contribution for
locum GPs “for the foreseeable future”. The regulations for locum GP pensions have not changed and locum GPs should
continue to claim for this in the normal way. Please note that you should check that the organisation that engages you as a
locum is an approved NHS pension scheme employing authority to ensure that your pay will be superannuable under the
NHS scheme.

GPC Sessional GPs’ newsletter

Are you on our mailing list? You do not need to be a BMA member in order to receive our newsletter which updates
you further on all the work that the Sessional GPs subcommittee undertakes on your behalf. To ensure that we have your
up-to-date details please telephone 020 7383 6595 or go to the BMA website
(http://www.bma.org.uk/ap.nsf/Content/HubsalariedandfreelanceGPs )

Our next newsletter will be published and circulated in February, following our main meeting on 2 February 2006.
Issues affecting you

In order to represent all salaried and locum GPs, we need to know what issues are affecting you.
If you have an issue that you would like to bring to the attention of the GPC Sessional GPs @

subcommittee, please email: jgoodway@bma.org.uk.
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Reducing risk during
Intimate examinations

by Annmarie McTigue, Writer - MPS

When MPS published a feature on using chaperones for
intimate examinations in May 2004, it quickly became one

of the most visited articles on our website. Close Encounters
of the Risky Kind! looked at how misunderstandings over
examinations of the breasts, genitalia or rectum can lead to
false accusations, while improved communication and using a
chaperone could mitigate these risks.

In September 2004, the Department of Health published the
Ayling report, which recommended that all Trusts and primary
care practices should have an explicit policy on the use of
chaperones. Nevertheless, in the past three months alone,
two GPs endured court cases — and were eventually cleared of
any wrongdoing - following allegations of sexual assault after
they had carried out intimate examinations without having a
chaperone present.? 3 And a junior doctor working in a Scottish
hospital was criticised during a sexual assault trial for failing

to use a chaperone and make notes when examining a female
patient’s genital area.*

As a locum, out-of-hours or sessional GP, you may find
yourself in a situation where you feel a patient needs an
intimate examination, but you feel uncomfortable with the
circumstances. However, you may be worried that if you
suggest having a chaperone present the patient may think you
are not trustworthy.

Here’s a brief checklist for when conducting intimate
examinations and when to use a chaperone, based on the
GMC’s 2001 guidance.®

e Explain to the patient why such an examination is necessary
and give them the opportunity to ask questions. Most
people will feel embarrassed and vulnerable in this
situation. Seek out their concerns or any beliefs they have
that might influence how th ey view the need for any
examination and offer reassurance.

e Describe what will happen in the examination in terms the
patient will understand, mentioning any possible discomfort
or pain. Patients may not understand why you want to
check one part of their body when their symptoms are in
another area. By clarifying the reasons, you can avert the
risk of misunderstandings.

e Offer the patient a chaperone. Another member of
the clinical team, who you should introduce by their
role in the practice, would be most appropriate. The
RCGP’s patient-partnership group advises against
using receptionists. Friends and relatives may not be
a good option due to potential embarrassment and
confidentiality issues. If a chaperone has been present,
record their identity in the patient’s notes. Also note if a
chaperone was offered but declined.

« If you are unable to offer a chaperone, explain the reasons
to the patient and offer to reschedule the examination.
Record any such discussion and the outcome.

* Make sure you get the patient’s consent for the procedure
and record this in their notes.

e Give the patient privacy to undress and dress. Only help
them remove clothing if they state your assistance is
required; record this in their notes. Make attempts to
preserve their dignity wherever possible. Avoid exposing
more of their body than is necessary.

« Describe what you are doing at each stage of the
examination and why. Avoid making any unnecessary
personal comments; these could be misconstrued because
of the situation. Afterwards, explain the outcome and what
will happen next.

« If the patient asks you to stop the examination, do so.

* Keep the presence of the chaperone to the minimum
required. They do not need to be present for any
subsequent discussion of the patient’s condition or
treatment, for example.

Although there aren’t any concrete rules about when to use a
chaperone, MPS picks out the following as risk areas:

e Being the same sex as the patient does not negate the
need for a chaperone;

* Age is not a factor, the elderly and young children can be
just as uncomfortable with the situation as a teenager;

* Consider the patient’s religious/cultural beliefs; and

* Follow your gut feeling: if you feel uneasy or the patient
seems unwilling to be examined, either arrange for a third
party to be present or advise them to see another GP.

This link is to the NHS’s Clinical Governance Support Team’s
advice on using chaperones in primary care.

http://www.cgsupport.nhs.uk/downloads/Primary_Care/
Chaperone_Framework.pdf
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NASGP News

We’re constantly updating the website — for the

latest, go to www.nasgp.org.uk/news. There’s
even a facility there to receive an email every
time news is added.




Know someone who's not
on a Performers List?

The General and Specialist Medical Practice
(Education, Training and Qualifications) Order
2003 makes provision for the introduction of a
new General Practice Register in order to bring
together, in a single place, the names of all
doctors eligible to work in general practice in
the UK. It comes into effect on 31 March 2006,
so that, from that date, all doctors, other than
GP Registrars, must be on the GP Register to
be eligible to work in general practice in the
UK. Primary care organisations will continue to
maintain primary medical performers lists after
the introduction of the GP Register.

If you, or someone you know, is not currently on
a performers list - for example, taking a career
break

- and are likely to want to practise in the NHS
after 31 March 2006, then please notify GMC by
emailing gpregister@gmc-uk.org.

AU$4000 to $7600 per week.
fare, fully furnished
and equipped 2b'room flat, car (including private use) or you can make
your own arrangements.

Qualifications: (These influence earnings).

General practice experience, or Joint Certificate (UK) plus

one year GP experience or MRCGP (UK), FRNZCGP (New Zealand)
or CFPC (Canada).

Call +61 3 8341 1200 or email auslocum @medic.aust.com
Please include a contact telephone number when replying.

AUSTRALIAN LOCUM MEDICAL SERVICE

www.medicaust.com.au




