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The 
Sessional GP

We are the local community 

and national voice for GP 

locums and salaried GPs.

December 2023 

In edition 134, Judith reveals why our gut 

instinct about processed foods was right 

all along, Louise has an update from nice 

on suspected chest infections, Emma from 

Medical Protection has some great advice to 

keep us out of the court room and Ellie has 

the results of our latest membership survey.
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You can't eat just one: 

addictive  

ultra-processed foods

Ju
d

th
 H

a
rv

e
y

Recent research published 

in the BMJ shows that ultra-

processed snacks are addictive. 

A goldmine for Britain’s 

powerful food manufacturers, 

but the consequences – not just 

obesity with all the attendant 

risks but tooth decay, low mood 

and poor concentration – are 

a disaster for the health of the 

nation. 

Snacking is nothing new. When 

I lived in the highlands of PNG 

the big social event was a ‘pig-

kill’. Once the pig had been 

slaughtered, the �rst bits to be 

cut o� were the ears. They were 

given to the children to chew 

to keep them quiet during the 

lengthy butchering and cooking 

in the earth oven along with 

sweet potato and some greens. 

A snack, but in a few hours 

everyone would enjoy the real 

feast. 

Food used to be an occasion; 

now it’s a pit stop. The modern 

‘grazing’ culture has blurred 

the line between a snack and 

a meal. And the notion that 

you deserve a treat has blurred 

the line between a snack and 

an occasional indulgence or 

reward. Even dogs are now 

entitled to ‘treats’.

Breaking o� work for a drink 

and a snack – a few moments to 

recharge physical and mental 

batteries – may evolve into a 
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eLearning Module 
for Genetic 
Haemochromatosis

Earn 2 CPD Hours
A learning and development 
initiative accredited by  
the Royal College of  
General Practitioners

FREE

 eLearning module  
for General Practitioners 
https://www.haemochromatosis.org.uk/rcgp-elearning

This module provides 
an overview of genetic 
haemochromatosis, 
including the signs, 
symptoms, diagnosis, 
treatment, and management 
of the condition.

Upon successful completion 
of the module and post-
course assessment, 
Haemochromatosis UK 
will issue a certificate of 
completion for 2 CPD hours.

Visit our website for more primary care resources 
https://www.haemochromatosis.org.uk/diagnosis-and-care-by-gps
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ritualised social occasion. In 

Sweden �ka – a co�ee or tea 

break with cake has become 

something you share. Nosh 

was Yiddish speakers’ word for 

a snack: now everyone uses it 

as a synonym for a meal. In a 

few Spanish bars a tapa is still 

a free olive or two served with 

a drink, but tapas and their 

cousins – pinchos, montaditos, 

bocaditos (known as face-�llers 

in Argentina), and in China 

dim sums – have evolved into 

carefully contrived visual and 

culinary temptations.  They are 

an anchor to a social gathering, 

eaten slowly and communally. 

And carefully chosen they can 

provide a healthy balance of 

foods. They approach being 

proper meals.

So how do you de�ne a ‘snack’? 

Walking round the park trying 

to solve a problem, I kept 

dipping mindlessly into my 

pocket for a handful of Indian 

nibbles. I’m snacking. By the 

time there were none left I 

had come to a decision, and I 

began to look around. A guy 

in Lycra lounging next to his 

bike, inspects the core of his 

apple. Like me, he’s tanking up 

on one-dimensional fuel. His 

snack is healthy and freighted 

with virtue, but neither my 

snack nor his would su�ce as a 

continuous diet. A snack lacks 

variety and is eaten without 

much attention.

The authors of the BMJ 

paper reported levels of food 

addiction in adults comparable 

to alcohol and tobacco. There 

isn’t direct data on children, but 

under-10s are developing diet-

related fatty liver disease. The 

authors describe the likely level 

of addiction as ‘unprecedented’. 

Their study distinguishes 

between healthy foods like 

apples and unhealthy foods 

like my Indian nibbles. There 

are two characteristics that 

distinguish unhealthy foods 

from home-made foods. 

The �rst is an unusual and 

characteristic ratio of fats to 

carbohydrates. When this hits 

the stomach it stimulates a very 

powerful response from the 

brain reward system. 

The second is their speed of 

delivery. We don’t yet know 

which speci�c chemical or 

chemicals are the ‘smoking 

gun’ for addiction, but ultra-

processed foods (UPFs) contain 

additives which modify the 

�avour and mouthfeel, which 

makes them easier and faster 

to consume. And so, UPF snacks 

a�ect the brain more rapidly. 

Manufacturers know more than 

most doctors how the hunger 

hormone ghrelin works. They 

exploit the fact that these 

snacks don’t give the brain time 

to suppress ghrelin production, 

so it goes on and on stimulating 

eating. This triggers a dopamine 

high, followed by a crash which 

is only eased by eating more 

of the same. So UPFs have 

addictive moreishness built in. 

Ultra-processed snacks are 

ubiquitous, and they are 
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packaged to confer durability 

and portability. Marketing has 

caught on. Cinemas o�er huge 

tubs of popcorn at the ticket 

counter. Advertisers show 

families on the sofa in front 

of the television with huge 

packets of crisps. Encourage 

snacking ‘on the go’ and even 

my generation, roundly told o� 

for eating in the street, and the 

French, who would traditionally 

not sabotage their sacred 

meals, may be tempted to snack 

as we walk.

How can we tackle what Prof 

Tim Spector calls the metabolic 

roller-coaster which is an ultra-

processed snack-�lled diet? 

Humans don’t need to graze. 

Our guts, like our brains, need 

downtime to rest and repair. 

In January 2022 Jamie Oliver 

and his fellow campaigners got 

to meet Education Secretary 

Nadhim Zahawi to put to him 

the terrible quality of school 

meals. Zahawi made the right 

noises but took no action. Later 

in 2022 the same government 

which commissioned Henry 

Dimbleby’s National Food 

Strategy withdrew from 

even the most modest of 

its recommendations. The 

justi�cation was that since 

UPFs are cheap, poor families 

rely on them for much of their 

nutrition.  Since 2017 when 

government minister Michael 

Gove derided ‘experts’, royal 

colleges and media-prominent 

doctors don’t even get a 

hearing. So there isn’t much 

chance that a government 

grubstaked by the food 

industry will stand up to the 

might of its marketing. 

GPs have plenty of 

opportunities to enquire about 

patients’ eating habits. We 

are likely to be told what the 

patient deems we want to hear, 

so we probably need to ask 

directly about snacks. But how 

can we persuade patients to 

change their food habits?

Everyone knows a chocaholic, 

but addiction to ultra-

processed snacks is something 

new to most people. A few 

patients who acknowledge 

they have a problem, and have 

the resources, may choose to 

attend a private food addiction 

clinic.  And I’ve discovered there 

is an Overeaters Anonymous. 

Like Alcoholics Anonymous 

they have meetings in person 

or online and they use same the 

12-step programme.  

Little hands reach out to the 

child-level processed snacks 

at the supermarket check-out. 

If their parents read the list 

of ingredients, they might be 

put o� buying them next time. 

Is it too much to hope that, 

if children became aware of 

the dangers, kid-power might 

persuade parents to change 

their habits, as it did with 

climate change and smoking?

Judith Harvey

judithharvey12@gmail.com
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GP locums: reducing 

the risk of criminal 

allegations

Medical Protection regular-

ly sees allegations of sexual 

assault or misconduct arising 

from patient encounters.

Dr Emma Davies, medicolegal 

consultant at Medical Protection, 

looks at why this can happen to 

a GP locum and how these issues 

can be managed.

Medical Protection provides 

assistance in about 30 cases a 

year in the UK where doctors are 

involved in allegations of crim-

inal activity arising from their 

day-to-day work – the most com-

mon being allegations of sexual 

assault or misconduct.

The term ‘sexual assault’ refers to 

sexual contact or behaviour that 

occurs without explicit consent 

of the victim. Sexual miscon-

duct is uninvited or unwelcome 

behaviour of a sexual nature, or 

which can reasonably be inter-

preted as sexual, that causes 

o�ense, embarrassment, harm, 

humiliation or intimidation. Sex-

ual misconduct includes causing 

o�ence by what we say as well as 

what we do.

Complaints and allegations of 

this nature may be made to the 

practice, NHS England, the po-

lice, the regulator or direct to the 

police. If made to the practice, 

they should always be taken se-

riously and investigated robustly 

for the sake of both the victim 

and the alleged perpetrator. Alle-

gations can come from patients 

of all ages, gender and sexuality.

Understanding how unfounded 

allegations come about can help 

reduce the risk of it happening to 

GP locums.
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Poor communication and 
inadequate consent

What we may think of as routine 

or necessary may not be appar-

ent to the patient. A patient may 

not understand why a pres-

entation of painful calves when 

walking could indicate the need 

for palpation of a femoral pulse 

or listening to their heart – both 

are intimate areas of the body 

and are not the place where the 

pain is. Taking time to explain 

your thought process, rationale 

for examination and what the 

examination will involve is an 

essential part of consent, more 

so for a GP locum who may be 

seeing a patient for the �rst time.

Failing to o�er a chaper-
one

Patients will di�er in what they 

deem to be an intimate exami-

nation and for some just being 

touched or having to be in close 

proximity may be very di�cult, 

especially for vulnerable people 

who may feel uncomfortable 

with a GP locum they have not 

met before. There may also be 

cultural reasons why a patient 

may �nd an examination dis-

tressing. For all intimate exam-

inations and for examinations 

where your patient appears 

particularly nervous or embar-

rassed you should o�er a chap-

erone. The chaperone should 

be suitably trained, familiar with 

the examination and be able to 

see what the doctor is doing (if 

practical). If a patient declines a 

chaperone but you feel uncom-

fortable in proceeding and the 

examination is not time critical 

you could defer the examination 

to someone else. You should 

make clear notes about the dis-

cussion around chaperones and 

the presence of a chaperone in 

the consulting room.

Poor understanding of 
dignity

Patients should be o�ered a 

space to be able to undress in 

private and have something 

available to keep them covered 

as much as possible. You should 

not remove a patient’s clothing 

or start helping them undress 

unless you have their speci�c 

permission to do so.

Behaviour and attitude

Patients need to know that they 

can trust their doctor; maintain-

ing a professional attitude and 

taking into account the sensitivi-

ties the patient may have are es-

sential. Making personal remarks 

or going ‘o� topic’, especially if 

you are seeing a patient for the 

�rst time, can lead to patients 

misinterpreting intentions. Whilst 

humour can help put patients 

at ease this, the timing must be 

appropriate.
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Maintain awareness of the power 

dynamic between doctor and 

patient. If a patient asks you to 

stop during an examination, you 

should abide by their wishes. You 

should also be alert to non-ver-

bal communication, which may 

indicate that the patient does 

not want to continue with the 

examination.

If you receive an allegation of 

criminal activity following a 

patient consultation, always 

contact your medical defence 

organisation as soon as possible 

for advice and support.

Case study

Miss B wrote a letter of complaint 

to the practice and the police 

following a consultation with 

Dr A. She stated that Dr A had 

asked her to take o� her top and 

go behind the curtain. When 

Dr A listened to her chest at the 

back they took a long time and 

she had to hold her discarded 

clothing to cover herself up. Dr 

A then told her to stand up and 

face them so they could listen to 

the front. Miss B stated she was 

shaking as she felt very vulnera-

ble and uncomfortable about the 

whole experience and alleged 

that Dr A’s behaviour was sexual-

ly motivated. 

Dr A contacted Medical Protec-

tion and we instructed a solici-

tor who assisted in preparing a 

detailed statement for the police 

investigation, and advised and 

accompanied Dr A when be-

ing interviewed by the police. 

The police did not charge Dr A 

but they did refer the matter to 

the GMC and in turn Dr A was 

advised to make NHS England 

aware of the GMC involvement.

Our medicolegal consultant 

worked with Dr A to re�ect on 

what happened and why, as 

well as supporting Dr A through 

what was a very stressful and 

emotionally di�cult time. Dr A 

engaged with NHS England and 

together with Medical Protec-

tion an action plan was agreed. 

Dr A reviewed the relevant GMC 

guidance and undertook some 

targeted CPD in professional 

boundaries. They identi�ed 

changes to practice and agreed 

to a voluntary undertaking, 

which included ensuring an 

appropriately trained chaperone 

was available for any examina-

tion that may be perceived as 

intimate or may be distressing or 

feel personal to patients, as well 

as keeping a log of all chaper-

oned examinations.

The GMC were satis�ed that Dr 

A’s actions were not sexually 

motivated, that Dr A had been 

engaging with NHS England, had 

fully re�ected on the incident 

and made changes to the prac-

tice. They closed their case with 

no further action.

As an active member of an 

NASGP Locum Chamber, you are 

entitled to a 10% discount on 

your Medical Protection mem-

bership. Find out more.
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Suspected acute 

respiratory tract 

infections (Nice, 2023)

This is a new guideline from NICE 

on the initial assessment and 

management of patients over 

the age of 16 with a suspected 

lower respiratory tract infection. 

It was published in Oct 2023.

It is important to note that the 

guideline doesn’t cover:

• Patients under 16

• Patients after the initial 

presentation

• Patients with COVID.

• Antimicrobial prescribing 

in patients presenting with 

a cough (although it does 

cover when to consider 

prescribing).

• Antimicrobial prescribing in 

acute exacerbations of COPD 

(though again it does cover 

a bit about patients with 

COPD).

• Antimicrobial prescribing in 

sore throats and sinusitis.

If you want to remind yourselves 

of any of the above, see the 

below links for my blogs on 

them:

• ANTIMICROBIAL 

PRESCRIBING IN PATIENTS 

WITH A COUGH

• 

• ANTIMICROBIAL 

PRESCRIBING IN COPD

• 

• ANTIMICROBIAL PRESCRIBING 

IN SORE THROATS

• 

• ANTIMICROBIAL 

PRESCRIBING IN SINUSITIS
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Is there anything new for 
GPs in this guideline?

This probably depends a bit 

on how you have previously 

practiced, especially in the last 

few years.

There is an emphasis in this 

guideline on patients being seen 

face to face before antibiotics 

are prescribed. There are a few 

exclusions to this.

Vulnerable patients should 

be seen face to face before 

antibiotics are prescribed and 

this includes patients with COPD. 

I suspect that for most people 

this will be a break in common 

practice. There are exceptions 

to this, which I have outlined 

below, so you may still be able to 

prescribe remotely.

If someone is assessed as 
being suitable for self-
care, what advice should 
GPs give?

The following advice should be 

given:

• The likely duration of illness.

• When they should seek 

further advice, eg:

• If symptoms worsen 

rapidly or signi�cantly

• If symptoms don’t 

improve over a speci�ed 

time

• If they become 

systemically very unwell

NICE don’t mention any speci�c 

lea�ets that can be given to 

patients, but the RCGP RTI 

lea�et is commonly used in 

practice.

Who needs to be bought 
in for face to face assess-
ment?

The following patients need 

to be bought in for further 

assessment:

• Patients with symptoms and 

signs of a possible LRTI (NICE 

advises that these include 

breathlessness or confusion 

that is new or increased).

• Patients where a non 

infective cause of a serious 

illness is suspected. NICE 

don’t say what they are 

thinking of here, but it would 

make sense that possible 

cancer symptoms would be 

included.

• If the patient can’t adequately 

be assessed remotely (eg 

because of communication 

issues).

• If they have a comorbidity 

that could be exacerbated by 

an acute respiratory illness 

(eg NICE lists COPD or frailty).

• It they are 

immunosuppressed.

When can GPs consider 
prescribing antibiotics 
for an acute respiratory 
illness without a face-to-
face appointment?

NICE advises that we shouldn’t 

be routinely prescribing 

antibiotics without seeing 

patients face to face.

Their exact wording is:

“Do not routinely prescribe 

antimicrobials based on a remote 

assessment alone unless the 

person knows when and how 

to seek further medical help 

and there is a sound reason to 

prescribe remotely, for example:

• the person cannot or would 

�nd it very di�cult to attend a 

face-to-face appointment and/

or

• the severity of illness can be 

adequately assessed remotely 

and the risk of an alternative 

diagnosis is low and

• the prescriber is con�dent that 

antimicrobials are needed.”

Traditionally I think most of us 

have been happy to prescribe 

for acute exacerbations of COPD 

where we’re not too worried 

about the patient. I guess it will 

be up to the individual GP as 

to whether they feel that the 

patient on the phone can be 

adequately assessed remotely 

and that antibiotics are de�nitely 

needed. Remember that the 

guideline gives COPD as one 

of the reasons why you should 

be bringing a patient with a 

respiratory tract infection down 

for further assessment. If you 

want to read more about COPD 

and the use of antibiotics, 

then read my previous blog 

on antimicrobial prescribing in 

COPD. It is quite an eye-opener 

as to how useful antibiotics are 

(or not!).

When we are assessing 
someone face to face, how 
should we be deciding 
whether antibiotics are 
needed or not?

Basically we should use clinical 

assessment. A prescription can 

be immediate or delayed.

There isn’t enough evidence 

to suggest that any particular 

collection of symptoms or 

signs is helpful in making this 

assessment.

Consider the patient’s overall 

health and social situation 

when making a decision on 

prescribing. NICE speci�cally lists 

frailty, co-morbidities, learning 
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di�culties and autism that are 

factors that should be taken into 

consideration.

Are any tests useful?

If you have access to point of 

care CRP testing, then this can be 

considered. It is acknowledged 

that many practices do not have 

access to this.

It should be used after clinical 

assessment, if it is still not clear 

as to whether antibiotics are 

needed or not.

The following actions should be 

taken after doing a point of care 

CRP test:

• CRP > 100 mg/L – o�er 

antibiotics.

• CRP 20 mg/L to 100 

mg/L – consider a backup 

prescription.

• CRP < 20 mg/L – do not 

routinely o�er antibiotics.

Remember that this should only 

apply if you are uncertain after 

a clinical assessment. If you feel 

that the patient needs antibiotics 

after your clinical assessment, 

then you do not need to go on to 

do CRP testing.

There are some caveats worth 

noting with CRP testing:

• A sample taken early in 

the illness may be falsely 

reassuring.

• They may be unreliable in 

certain groups, eg the very 

elderly, during pregnancy or 

in the post-partum period.

• A level of CRP > 100 mg/L is 

very sensitive, but will miss 

some infections. If you use a 

lower threshold, then you’ll 

miss fewer infections, but will 

also get more false positives.

What about �u testing?

We should be following UK 

Health Security Agency guidance 

on when to test for �u.

If we have made a diagno-
sis of pneumonia, should 
we still be using the CRB65 
assessment to determine 
severity?

Yes…

CRB65 is a risk assessment tool 

that looks at several clinical 

factors to give an idea of the 

severity of the illness. It should 

be used alongside clinical 

judgement.

Other factors may also a�ect 

the severity – eg co-morbidities, 

pregnancy or other aspects of 

the clinical assessment.

How do GPs work out 
CRB65?

Score 1 for each of the following:

• C – Confusion (eg 

abbreviated mini mental 

test score of 8 or less, or new 

disorientation to time, place 

or person).

• R – Raised respiratory rate of 

30 or more.

• B – Low blood pressure (< 

90 mmHg systolic, or < 60 

mmHg diastolic).

• 65 – Age 65 or more.

How do you use CRB65 to 
assess severity?

• 0 = low risk (< 1% mortality)

• 1 or 2 = intermediate risk (1 

to 10% mortality)

• 3 or 4 = high risk (> 10% 

mortality)

What actions should be 
taken based on CRB65 and 
clinical judgment?

• 2 or more – consider 

admission

• 1 – discuss options. NICE 

advises to ‘make a shared 

decision about the best care 

pathways’ for the patient. 

This could include supported 

home based care using a 

virtual ward, or a community 

intervention team.

• 0 – consider home based 

care.

Remember that we need 

to use CRB65 alongside 

clinical judgment, so we 

aren’t necessarily going to be 

referring every 65 year old with 

pneumonia to a virtual ward.

Dr Louise Hudman
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NASGP survey 2023: 

flexibility, insecurity, 

community

In October 2023 NASGP 

launched our 2023 survey of 

UK sessional GPs.

We surveyed 8,986 GPs and 

received 799 responses between 

Monday 30 October and Monday 

13 November.

We asked GPs about their experi-

ence of locum work:

• What is the best thing about 

being a GP locum?

• What is the most challeng-

ing thing about being a GP 

locum?

• What is the biggest challenge 

facing GP locums today?

• What is the main thing you 

need support with on a day-

to-day basis as a GP locum?

• What is the most important 

thing for you as a GP locum?

We also asked questions about 

their practice:

• What is important to you 

when deciding where to 

work as a GP locum?

• How do you usually �nd GP 

locum work?

• Which websites do you nor-

mally use to �nd work?

We also o�ered members a free 

text box at the end to submit 

their own remarks

Main �ndings

Flexibility – not money – is the 

most common motivator

Flexibility is the best thing about 

being a GP locum, according 

to the majority of GPs locums. 

Some 53% of respondents said 

the best thing about being a GP 

locum was ‘more �exibility’.
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By contrast, just 7% said that 

‘better money’ was the best 

thing about locuming.

Some GPs pointed to other fac-

tors. One in �ve (19%) said that 

the best thing was that locuming 

puts them in control, and 12% 

said it was less stressful com-

pared with other sectors.

Fair terms and safe workload 

are four times more important 

than pay

Some 37% of respondents told 

us that ‘Fair terms and safe work-

load’ were the most important 

thing when deciding where to 

work as a GP locum. Just 8% of 

respondents – barely a quarter – 

prioritised ‘Good rates’.

And when asked about the most 

important thing for them as a 

GP locum, 41% told us it was the 

ability to set their own terms. By 

contrast, just 11% said it was the 

ability to set their own rates.

GPs want to work more closely 

with practices, and other GPs

‘Not knowing the practice’ and 

‘professional isolation’ were 

equally considered the main 

challenges of locuming (30% 

each).

And 14% of GPs told us the most 

important thing when deciding 

where to work as a GP locum was 

‘Existing relationship with the 

practice’.

GPs are concerned about Ad-

vanced Practitioners

Closely following the two leading 

challenges of locuming, ‘Increas-

ing number of Advanced Prac-

titioners’ (29%) was cited as the 

third main challenge facing GPs 

locums today. (At the time of the 

survey, regulation of physician 

associates was a common topic 

for NASGP news stories).

The majority of GPs need sup-

port to �nd work

Some 42% of respondents told 

us that ‘Finding work’ was the 

main thing they need support 

with on a day to day basis.

Summary

These �ndings support and 

direct our work in NASGP and 

LocumDeck.

Our platform, LocumDeck, o�ers 

GPs the chance to �nd �exible 

work on their own terms and 

rates. We help GPs work on fair 

terms, with a safe workload.

NASGP also helps sessional GPs 

experience a sense of communi-

ty through our forums, newslet-

ter and NASGP Locum Chambers, 

tackling professional isolation.

We also keep members abreast 

of new risks and challenges, 

such as increasing investment 

in advanced practitioner roles in 

primary care.

We plan to use the results of this 

survey to inform and direct our 

organisation in 2024.

Want to feedback on our work 

or get more detail? Please email 

info@nasgp.org.uk.

Ellie Broughton

NASGP Comms Director
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