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Welcome!
In our 78th edition, we explore the implications of a GP not being available on the day; Judith 
on why EBM is not all motherhood and apple pie; Liz has some great advice for all GPs who do 
work outside of an employment contract; Aimee is in a sweat; Sonia wants us to plan our crises; 
Charlotte helps us keep track of interesting patients, plus our roundup from sessional GP groups 
across the UK.

no one exPecTS The 
unexPecTed

No matter what the reason, the sudden 
unavailability of a doctor or nurse is at the very 
least upsetting for patients, and in some cases 
can have serious adverse consequences on 
patient care. Practice staff go frantic having to 
rearrange appointments or find alternative cover. 

We all get ill

Cancellation at short notice is always a significant 
event, and it’s invariably a practice’s worst nightmare. 
Which is why it should never be undertaken lightly, 
and also why flexible salaried and locum GPs are so 
important to the running of the NHS.

With sick patients, and practice staff relying on us, 
even when there is a perfectly legitimate reason for 
cancellation such as illness, medical professionals 
genuinely hate having to take time off, and suffer 
incredible guilt in doing so.

So if a practice is let down at the last minute by a GP, 
once they’ve managed the crisis and before making 
any judgements, they’ll want to know what the reason 
was. They’re perfectly entitled to an explanation. 
If it’s one of those understandable reasons, then 
they’ll accept that life just happens: reach into their 
empathic selves, be glad it wasn’t them, and move 
on. 

Grey areas

Some reasons for absence may be more ambiguous, 
such as a broken-down car, or an ill child - a reason 
that practice staff may not necessarily relate to. But 

Continued on page 2

in these situations, they must bear in mind that their 
personal situation may not be the same as the absent 
GP’s: perhaps they have access to a spare car, and 
not realise that if you don’t get it repaired today you’ll 
have to cancel even more sessions; perhaps they don’t 
realise you’re a single parent or carer, and have no one 
else to turn to to help with family illness.

And don’t forget, there is a huge cost to you if you’re 
self employed, especially if you’re a peripatetic 
locum: partly financial, partly emotional, but also 
professionally. As well as the obvious loss of income 
and dreadful feelings of guilt, there’s the longer-term 
impact on how you’ll now be viewed locally. Will that 
practice begin to label you as unreliable; will that 
practice share their experience with other practices? 
Both of these could have serious long-term financial 
implications on the locum. And if the practice judges 
the reason to be unacceptable (found a better 
job elsewhere, went to Wimbledon instead, went 
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shopping, amongst others) you may well also face a 
complaint to the local LMC or even GMC.

To err is human

Mistakes do happen to us all, and but how we respond 
to those mistakes is what makes us all different. Double-
booking a session; turning up at the wrong surgery, or 
on the wrong day; crashing the car on the way in; losing 
your diary; alarm clock failed to go off. They all happen, 
more so to locums because of their peripatetic nature, 
but the impact of any of these on the practice can be 
hugely mitigated by how you respond to the crisis. 

If you’ve plain made a genuine mistake, a phlegmatic 
or dismissive response is never appropriate. Always 
follow up immediately with a written (email, letter or 
both) explanation. Actually visiting the practice at the 
earliest opportunity, and even better with a nice bunch 
of flowers for the receptionists and/or the GP, will go an 
awful long way to showing your sincerity, so much so 
even that they may book you for more work on the spot.

Should the locum be charged?

Damn it all, this is precisely what any practice would feel 
like doing in one of these ‘unacceptable’ situations. So 
would you. But this would be exceptional, and only to be 
attempted if this had been agreed with you beforehand. 
In any given analogous situation, in the absence of a 
contract, it would rarely happen. If a builder or plumber, 
an architect or an accountant, cancelled at the last 
minute, none of us would expect financial compensation, 
but we’d be pretty certain that we’d only ever consider 
approaching them again if desperate, and if let down a 
second time would consider approaching the regulatory 
body (if they have one), and the same applies for any GPs 
or nurses. The penalty to a locum goes beyond loss of 
income.

More of the same

It’s unlikely that the situation is going to improve any 
time soon. With less partnership and salaried GP posts 
being filled, and more GPs actively choosing to work 
freelance, there will simply be a lot more GPs out there 
who are vulnerable to simple booking errors. This may 
partly be offset by the ever increasing number of locums 
who work through chambers, where they employ their 
own managers and deploy sophisticated software to 
manage these booking risks, but locums in chambers are 
still a minority and stress levels are rising throughout the 
profession, meaning mistakes and illness will no doubt 
continue to occur.

CHeSTer SeSSIoNAL GP GrouP
We hold a quarterly journal club to share up to date and 
relevant information, as well as providing a networking 
opportunity. The committee members each hold a 
database of our membership, which enables us to share 
information about forthcoming educational meetings, job 
vacancies etc. Membership of the group is free.

Dorothy King
doctor@pdgh4king.plus.com

SuLISDoC - BATH SGP SuPPorT GrouP
We have finally launched our new website, www.sulisdoc.
co.uk and continue to support local sessional GPs, 
especially newly qualified or those moving into the area.

Hannah Welsh
sulisdoc@gmail.com 

HereforDSHIre SeSSIoNAL GP GrouP
We have just had our final meeting before the summer 
holidays, and for this we had an Age Care consultant 
update us on CVA and TIA, and the role of NoACs. our 
next meeting will be in September when a nurse consultant 
in gastroenterology is coming to talk and answer queries. 
In october we are having a study day with the MDu, an 
update on resuscitation skills and more.

Clare Canning
clare_canning@hotmail.com

YorK YMC CHAMBerS
fresh from our summer social last month, we met this 
month to discuss pensions. Plenty of changes in the offing 
and so it was useful to have an expert come to talk to us. 
Needless to say the confusion lifted for a short time! The 
group is flourishing, two new members to introduce in the 
coming months and work continues to pour in. In the next 
few months we are feeding back to our chambers team 
who are looking to further improve the chambers service to 
members.

Andrew Noble
andrew.noble@yorkshiremedicalchambers.co.uk

MoreCAMBe BAY NoN-PrINCIPALS
June is the month for our summer BBQ, kindly hosted by 
one of our members in her immaculate and productive 
garden. We appreciate an opportunity to chat and 
network in an informal setting. our joint meeting with the 
North Cumbria group has not happened this summer but 
hopefully will in the New Year. Plans are afoot for a varied 
series of meetings in the autumn, starting with dermatology 
and a look at psoriasis and scalp disorders.

rowena Grenfell
rowenacbrowne@gmail.com

SeSSional GP 
GrouP round-uP
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GLASGoW LoCuM GrouP

We have had a busy time with an AGM in June, adoption of a constitution and discussion about our members survey 
of educational activities for next year. Training on CPr and child protection ranked highly, as did some of our more 
popular meetings from last year on dermatology and paediatrics. A lot of practices are reporting that they have been 
unable to get locums this year which is a big change, as locum shifts used to be snapped up within minutes of being 
advertised. It gives us the opportunity to promote good terms and conditions for locums which can only be a good 
thing.

Paul reid
info@glasgowlocumgroup.org

LANCASHIre SeSSIoNAL GPS GrouP 

our recent sessional GP meetings received an excellent presentation on the ‘Diagnostic approach to diarrhoea’, 
updates on appraisal/revalidation and induction packs for locum/salaried GPs. We currently have a vacancy on our 
Lancashire Pennine LMC, and members were urged to apply representing all sessional GPs in the area. 

Like other LMCs, we are suffering from a manpower crisis with many partner/salaried/locum GP vacancies in practices 
in Cumbria and Lancashire. If you are interested in joining a practice please view the practice vacancies section on our 
website. our Virtual Practice provides an opportunity for locum GPs to view correspondence which is currently being 
made available to all GPs. This would include prescribing tips, alerts, clinical education events and newsletters. If you 
have anything that you think should be on the site please let us know.

Sandra Iddon
sandra.iddon@nwlmcs.org

LeeDS YMC CHAMBerS 
We are continuing to develop our monthly clinical meetings and had a very good session last month with Dr Dominik 
Schlosshan, consultant cardiologist from LGI. This was the first in what we hope will be a series of sessions with 
consultants who are willing to come with no prepared agenda but simply to answer our questions and discuss problem 
cases.
Julie Stanton
juliestanton@doctors.org.uk
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NorTHeAST SeSSIoNAL GPS
We currently have 327 active members and meet every quarter at the freeman Hospital in Newcastle at 7pm in the 
education centre. This is part of a deanery educational evening which I also organise and occurs most months. We 
have our annual social event coming up in September will soon be welcoming our newly qualified members. We are 
relaunching our website over the coming months.

Paula Wright
chairman@nesg.org.uk 

DerBY SeSSIoNAL GP GrouP
our spring meeting was held in May and was well attended; returning members and new recruits were welcomed. 
We began the day with a brilliant talk from a group member who loves IT and discussed and shared ideas about IT 
resources we all use to make life easier. Then onto some clinical topics with a theme of care of the elderly; community 
care options to avoid admission and an interactive talk from a leading local consultant discussing integrated care in 
hospital. We always have plenty of time too for networking, lunch and some discussion time for cases and SeAs. our 
next meeting is scheduled for october 23rd at rDH education centre. We will be having a theme of emergencies this 
time, to include CPr training. 
rachael Kelsey
rachael.kelsey@nhs.net

SouTHAMPToN GP CHAMBerS
We’ve had a busy month, with excellent food at our recent pub social and our chambers meeting. We’re planning our 
next educational meeting, where we’ll be peer reviewing our consultation notes. We’re all full on the bookings front and 
we’d love more people to join us, so if you’d like to know more, please do get in touch.
Louise Hudman
louise.hudman@pallantmedical.org.uk k 

CuMBrIA YMC CHAMBerS
There’s nothing new about practices being desperate for locums, but that’s the situation in the glorious Lake District - 
some are even offering accommodation as part of the deal! We’re involved with recruitment to the area, and as ever, if 
you want a busman’s holiday or are considering relocating, do get in touch.
Charlotte Hattersley
charlotte.hattersley@nhs.net 

CAMBrIDGe SeSSIoNAL GP GrouP
The GMC liaison officer, Jo Wren, gave an excellent talk on the processes of the GMC and common causes of 
complaints. She would be a good speaker for your group if you are interested, her email address is jwren@gmc-uk.org 
Angela Steele
angela.steele@nhs.net 

DurHAM & DArLINGToN NP SuPPorT GrouP
Work pressure and stress are increasing, and to keep motivated it is good to talk, learn and share with peers. funded 
by GP Choices, a support and occupational health service for GPs and primary care staff, we offer education meetings 
with a strong emphasis on peer support for sessional GPs working within the County Durham and Darlington area. We 
hope everyone will have a great summer and we look forward to seeing you back in September for our next meeting on 
anorectal issues entitled “Bottoms up!”
Christine Laidler
christine.laidler@nhs.net

LIVerPooL GP foruM 
We’re now settled in to our new home at the LACe conference centre. We have over 170 GPs on our email list now, with 
around 10-15 GPs coming to each monthly meeting. We have had great sessions on heart failure, from a guideline and 
a patient perspective (Greg Irving), and on dealing with alcohol problems (Sandra oelbaum). After our summer break, 
we’ll be looking at commissioning and advanced care planning. www.primarycarehub.org.uk/gp-forum. All welcome!

Joanne reeve
joanne.reeve@liv.ac.uk



SouTH CeNTrAL LoNDoN CHAMBerS

our group has been busy covering holidays. We 
continue to meet monthly to discuss practices, 
significant events and the various interesting roles 
that our portfolio members are up to. We recently 
co-presented a talk on chambers at an rCGP first five 
meeting in Camden.

John Sanfey
john.sanfey@pallantmedical.org.uk 

SouTHeND SeSSIoNAL GP SuPPorT GrouP

In June a local consultant psychiatrist gave a 
presentation on management of depression, including 
most appropriate treatment options in co-morbidities 
which was especially helpful. The group’s social 
secretary organised a lovely evening out in July 
at the rooftop restaurant next door to Southend 
Airport. for the next meeting in September we will be 
turning up with yoga mats for an interactive session 
with an instructor who is keen to speak to GPs about 
health benefits of yoga! We also look forward to the 
4th Annual essex Sessional GP Conference on 11th 
october.

Kamilla Porter
kkporter@doctors.org.uk 
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GreeNfIeLDS (WIrrAL) MeDICAL CHAMBerS

Here at Greenfields we are delighted to have 
welcomed several new tenants over the last month 
and immediately set to work filling their diaries with 
the deluge of sessions coming our way. Demand for 
locum cover seems to be ever increasing to support 
primary care provision. our CPD programme steams on 
with lively presentations, a great forum for discussion 
of significant events and support with appraisal - 
this month we have reminded each other to get our 
safeguarding training done!
Tracey Sims
tracey.sims@me.com

PorTSMouTH CHAMBerS

one of our clever Pallanteers diagnosed acromegaly!! 
Had already had multiple investigations and scans with 
no diagnosis for multiple vague symptoms, but these 
included tongue feeling bigger, glasses tighter on 
head, rings tight on fingers. Took a patient locum to 
review the symptoms and listen to the patient. Insulin 
growth factor was positive. AKI: remember to stop 
diuretics and Ace inhibitors for any acute illness in 
elderly where fluid intake is down, not just with D&V.  
Has anyone met any stressed GP partners recently? 
feels like a really good time to be freelancing at the 
moment!
Alan Sim
alan.sim@pallantmedical.org.uk

NorTH CeNTrAL LoNDoN CHAMBerS

We recently did a chambers presentation at a first5 
event in Camden, and it was clear that many newly 
qualified GPs like to broaden their experience by 
working as GP locums. By joining us, they can also 
be part of a supportive network of portfolio GPs 
from a range of backgrounds; within the two central 
London chambers teams, we now have a number of 
GP educators and appraisers, as well as younger GPs. 
We meet monthly to discuss clinical, practice and wider 
medical issues that affect us all.
Carol McGrath
carol.mcgrath@pallantmedical.org.uk 

LAMBeTH LoCuMS GrouP 

We offer a welcoming, friendly and supportive meeting 
place for sessional GPs, as well as some excellent 
speakers at its bi-monthly meetings. A member of the 
CCG’s Medicines optimization Team presented their 
2014-15 plan at our July meeting - the only drawback 
being shortage of time, the only plus being that the 
locums always have plenty of questions and comments 
for speakers! We continue to attract new members, 
including former partners and salaried GPs who have 
decided to change their working patterns.
Alison Wertheimer
awertheimer@tiscali.co.uk

MEDICAL PROTECTION SOCIETY
PROFESSIONAL SUPPORT AND EXPERT ADVICE

The right choice 
for Sessional GPs

Getting the most from your membership

 ■ Specialist medicolegal advisers are available 
24/7, 365 days a year

 ■ Members can access CPD approved 
workshops, e-learning and conferences

 ■ Practice Matters is our new journal for GPs

Home
visits
The fine art of  
telephone triage
Page 6

Insurance data requests
Genihitatiusa veleceaque int vollupi 
tassequatet eatusda Aceperum nienihi 
llesenimus, que id eariberiores di cusa.

resPondIng to feedback
Genihitatiusa veleceaque int vollupi 
tassequatet eatusda Aceperum nienihi 
llesenimus, que id eariberiores di cusa.

textIng PatIents
Genihitatiusa veleceaque int vollupi 
tassequatet eatusda Aceperum nienihi 
llesenimus, que id eariberiores di cusa.

safety and socIal medIa
Genihitatiusa veleceaque int vollupi 
tassequatet eatusda Aceperum nienihi 
llesenimus, que id eariberiores di cusa.

Professional support and expert advice for gPs and practice staffFrom the Medical Protection Society, the world’s leading medical defence organisation
unIted kIngdom | VoluMe 1 – ISSue 1 | MArch 2013 

thIs Issue… 
www.mps.org.uk

MPS is not an insurance company. All the benefits of membership of MPS are discretionary as set out in the Memorandum and Articles of Association

Find out more by visiting www.mps.org.uk/GP

We are committed to providing  members with 
professional support and expert advice  
throughout their careers.
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CeNTrAL AND WeST LoNDoN SeSSIoNAL GP GrouP

We have a break over August but are looking forward 
to more interesting meetings in the autumn; a mix of 
case discussions, clinical queries, NHS changes and 
challenges, course reviews, practicalities, (contracts, 
terms, revalidation, negotiating) drawing on the expertise 
of our diverse membership. Just the thing to prevent 
professional isolation and feel good about being part of a 
community of high performing sessional GPs. We meet on 
the first Thursday of the month at the rCGP.
Lydia Stevens

lydiamstevens@hotmail.com 

AruN (WorTHING) CHAMBerS

We now have twelve of us in our chambers performing 
all our locum work through Pallant. Sadly we’re having to 
turn away half the work we’re offered as there just aren’t 
enough locums around! In our most recent meeting we 
discussed the ever increasing use of triage by practices, 
meaning we’re seeing more complexity during each 
consultation, with less diversity in terms of simpler cases 
to lighten the session load. So we’re looking at the option 
of changing our session structure to longer appointment 
times when sessions are triaged.

richard fieldhouse
richard.fieldhouse@pallantmedical.org.uk 

LeeDS SeSSIoNAL GPS eDuCATIoNAL foruM

Locums been exploring updated terms and conditions, 
recovery routes for unpaid fees and ways to improve 
their continuity of care in fractured practices. ooH 
GPs - coping with inflating indemnity fees and options 
for dealing with those unexpected deaths out-of-hours. 
regular forum for significant event/clinical case reviews - 7 
in last meeting. Dexamethasone solution for croup - shelf 
life of 2yrs unopened and 3 months opened so should be 
possible for ooH and larger practices to keep in stock this 
winter. Protection of adequate time allocation to conduct 
an appraisal as apparent trend is to reduce.

Doug Pollock

kdpollock@doctors.org.uk

LuToN YouNG PrACTITIoNerS GrouP

In June a local consultant psychiatrist gave a presentation 
on management of depression, including most 
appropriate treatment options in co-morbidities which 
was especially helpful. The group’s social secretary 
organised a lovely evening out in July at the rooftop 
restaurant next door to Southend Airport. for the next 
meeting in September we will be turning up with yoga 
mats for an interactive session with an instructor who is 
keen to speak to GPs about health benefits of yoga! We 
also look forward to the 4th Annual essex Sessional GP 
Conference on 11th october.
rahhiel riasat
rahhielriasat@gmail.com 

 

GP Locum, Birmingham, 
May 2014

Masterclasses

 

 

 

 

masterclasses.bmj.com

”

An excellent 
opportunity to 
get updated on 
the latest GP 
developments.” 

GP General Update
Manchester: Mon 8 & Tue 9 Sept

Last chance to book

Glasgow: Wed 8 & Thurs 9 Oct
Early bird deadline: Wed 27 Aug

Bristol:  Tue 21 & Wed 22 Oct
Early bird deadline: Wed 10 Sept

London: Thurs 20 & Fri 21 Nov
Early bird deadline: Wed 8 Oct

Care of the Older Person 
London: Fri 24 Oct, Early bird deadline: Wed 10 Sept

Musculoskeletal Medicine
London: Sat 1 November, Early bird deadline: Wed 17 Sept

Cardiology, Diabetes and CKD
Birmingham: Fri 7 Nov, Early bird deadline: Wed 24 Sept

  

BOOK NOW FOR EARLY 
BIRD RATES STARTING 

FROM £150
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Aimee Lettis from the GP Update 
team give us short, sharp nuggets of 
clinical information for sessional GPs.

HyperHidrosis
I imagine we’ve all been sweating a bit more than 
usual these past few weeks during this hot humid 
weather we’ve been having, but imagine being like 
that, only worse, all the time. Primary hyperhidrosis is 
probably commoner than we think, with an estimated 
prevalence of 1% and it can have a significant impact 
on an individual’s quality of life. The peak age of onset 
is between 15 and 18y. This useful BMJ review gives us 
pointers on diagnosing and managing this distressing 
condition (BMJ 2013;347:f6800).

DiaGNoSiS

first, we need to determine whether the excess 
sweating is primary or secondary:

Primary hyperhidrosis

•	 Axillae (73%)
•	 Hands (46%)
•	 feet (41%)
•	 Scalp (23%)
•	 Groin (9%)

Secondary hyperhidrosis

•	 Chronic infection, e.g. TB, malaria
•	 endocrine, e.g. menopause, diabetes,    

hyperthyroidism, acromegaly
•	 Drugs, e.g. alcohol, cocaine, heroin, SSrIs,   

acyclovir, ciprofloxacin
•	 Haematological malignancy
•	 Anxiety
•	 obesity

The review suggests checking fBC, u&es, LfTs, TSH, 
eSr and random glucose (I would do HbA1C) to rule out 
secondary causes. They also propose a set of criteria for 
making the diagnosis of primary hyperhidrosis:

focal, visible, excessive sweating for at least 6m without 
apparent cause and with at least two of the following 
features:

•	 Bilateral and relatively symmetrical 
•	 Impairs daily activities
•	 At least one episode per week
•	 Age of onset < 25y
•	 Positive family history
•	 Cessation of focal sweating during sleep

MaNaGiNG PriMary hyPerhiDroSiS
Lifestyle advice

•	 Avoid spicy food, alcohol and emotional/   
stressful triggers where possible.

•	 use an antiperspirant rather than a    
deodorant. 

•	 Wear loose-fitting clothes made from    
natural fibres. 

Try topical aluminium chloride

•	 Apply at night to dry skin and rinse off in the   
morning, can be used with antiperspirants.

•	 Start with 12.5% preparation and if    
insufficient improvement at 6w increase to 30%.

•	 Skin dryness and irritation are common side-  
effects

If these interventions don’t work, refer to dermatology 
who will consider:

•	 Iontophoresis: involves passing an electric current 
through an ion-rich medium in which the affected 
part of the body is placed. Patients can buy a kit 
and on-going weekly treatment at home is usually 
advised. 

•	 oral anticholinergics and glycopyrrolate: there 
are no licensed oral treatments for hyperhidrosis 
but dermatologists may try these drugs after 
appropriate discussion. There are small imperfect 
trials that show modest quality of life benefits but 
predictable significant side-effects. 

•	 Botox: the evidence for botox is good, suggesting 
a 75-100% reduction in sweat, and benefits lasting 
for 6-9m. However, treatment is potentially lifelong 
and this has significant cost implications. This is not 
available through the NHS in most regions. 

•	 endoscopic thoracosympathectomy: a last resort 
but potentially curative procedure involving 
cutting the sympathetic chain as it passes through 
the pleural cavity. risks include pneumothorax, 
persistent pleuritic chest pain and Horner’s 
syndrome. Patients can also get compensatory 
hyperhidrosis elsewhere on the body!

USefUl liNkS
Patient support group: www.hyperhidrosisuk.org
Patient information leaflet: www.bad.org.uk

The GP Update team run one-day courses, bringing GPs 
up to date with all the latest evidence and guidelines. For 
further information about GP Update visit  
www.gp-update.co.uk.
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Working together to crowdsource 
local clinical information!!

Spending time on patients, not 
paperwork!!

Working as a team!!
Using all available feedback to 
improve the care we provide!!

Making the most of being a GP!

2 new chambers in London; 
recruiting in Bristol

www.pallantmedical.org.uk

During 25 years of providing career planning support to 
the medical profession I have seen dozens of situations 
where a massive career crisis has brought someone to 
seek career guidance. 

Career guidance should ideally be sought before a 
career crisis, not during it. The next best time is after 
it. Career crisis management is very different to career 
planning.

The trouble is that the state of mind within a career 
crisis or even with one imminent (ie less than six months 
away) is not conducive to undergoing the career 
guidance process.

In an ideal world I would always prefer to see someone 
12-24 months prior to the possible crisis. Clearly this is 
not always feasible, as certain situations are out of one’s 
control and arise out of the blue.

If there is any degree of urgency to the career 
decision making process, the likelihood is that a crisis 
management approach will be more appropriate than 
career guidance. What this in turn means is that the first 
programme at Medical forum is likely to be focused 
on immediate issues, and not on longer term personal 
development and career planning. Sometimes people 
feel short changed by this, in that they are likely to 
need to return for a repeat programme in a year or so. 
for this reason it is vital to establish the reasons why 
someone is joining the programme before they join it

so as to ensure realistic expectations.

Career crises occur for all sorts of reasons:

•	 Ill health

•	 Stress or conflict at work

•	 Performance issues

•	 Medicolegal situations  

•	 relocation

•	 Marital break up

•	 Child or elder care responsibilities

•	  redundancy

•	 early retirement

•	 Insidious boredom to breaking point

As one is not in control of all life events, it is important 
to have what I call “contingency career plans” - a sort 
of Plan B, or even a Plan Z. This can be formulated 
whether or not a career is totally on track, but few take 
the trouble to do this. 

It can be extremely reassuring to know that a 
contingency career plan is already waiting in the wings. 
And it means that if and when a crisis emerges, some 
ground work has already been done and one is not 
starting from scratch.

I have a hunch that merely having a contingency career 
plan prevents some career crises arising in the first 
place. If it’s never needed, then all well and good, 
where it can be consigned to the “maybe when I retire” 
file.

Make no mistake, we are all at risk of career crises - 
every single one of us. To imagine that we are not is 
folly. So along with health insurance, ISAs and pension 
plans, in my view a contingency career plan is a must.

Sonia hutton-Taylor’s ebook ‘Prepare to career 
plan’ is available for download at www.changeroo.
eu. Tele-career conferences with Sonia can be joined 
most Thursday nights. Visit www.medfor.info for the 
events programme.
 



with the intention that you will either ring or call to 
determine the outcome.

In circumstances when the practice computer system 
does not generate a patient identification number, then 
an alternative would be to use the patient’s date of 
birth, date seen and identity of the practice.

If the information is to be stored online, then despite 
the fact that it will be anonymised, you could use a 
password-protected storage system.

The practice will be able to identify the patient from 
the patient identification number (or from the other 
information as outlined above), so there will be no need 
for you to hold patient-identifiable information.

Working with the practice
The above approach will require the approval and co-
operation of the practice; therefore, when you accept a 
GP locum post it would be helpful to prepare a leaflet 
explaining your intentions and enclose a copy of the 
consent form. Whilst it will mean a little extra work for 
the practice, most will recognise that the request reflects 
a committed sessional GP and it is unlikely that there will 
be significant objections.

The above approach also does not require you to store 
patient-identifiable information either in hard copy or in 
electronic form, and hence means there is no risk of an 
inadvertent breach of confidentiality.

There may also be occasions when you see a patient 
in the early stage of a disease process, when it may 
not be apparent that they have a significant underlying 
diagnosis (for example; a patient that presents with non-
specific viral symptoms that subsequently turns out to 
be SBe). In these circumstances, you may not appreciate 
at the time of the consultation that it would be helpful 
to know the outcome and a learning opportunity may 
be lost. You therefore might wish to ask practices to 
update you, with the consent of the patient, if there is 
an outcome that was unexpected at the time of your 
consultation.

Charlotte Hudson
Charlotte.Hudson@mps.org.uk 

MPS’s educational risk management workshops, 
‘Mastering Professional Interactions’ and ‘Medical 
Records for GPs’ provide further information on the 
risks to patients and doctors when patient care passes 
between doctors, and on good record-keeping. They 
are free as a benefit of membership to MPS members 
too.

See our previous editorial on continuity of care here 
http://goo.gl/LoCmA2 9

The conTinGency career

if a locum GP sees an interesting 
patient, whose case they want to 
follow-up, how should they go about 
this? 
one of the difficulties in doing locum GP work is that 
it is difficult to follow-up the outcomes of patients you 
have seen. This is especially problematic in relation to 
short-term sessional GP positions; however, provided 
that there are appropriate safeguards in relation to 
consent and confidentiality, then there is no reason why 
outcomes cannot be followed-up. 

The reasons for wanting to ascertain the final diagnosis 
in relation to specific patients are both out of 
professional interest and professional development. In 
addition, it demonstrates to the patient that you have an 
ongoing interest in their case, despite the fact that you 
are only working in the practice for a short period. 

There are occasions when a GP locum can identify, at 
the time of the consultation, reasons why it would be 
helpful to know what the outcome was, eg, if a patient 
presents with an unusual rash and is referred to a 
consultant dermatologist, or if a patient presents with a 
chronic cough and is referred for a chest X-ray. In such 
circumstances, it is helpful to broach the subject with 
the patient at the time of the consultation. 

What to say: 
“I would be really interested to know the outcome 
of the results/referral; unfortunately I am only at the 
practice for a short time and will no longer be working 
here when they become available. In the circumstances 
I wondered whether you might be so kind as to give 
me your consent to contact the practice when the 
results become available.” 

Obtaining consent and where to store 
information
A record of verbal consent could be recorded on the 
computer; alternatively, you could invite the patient 
to sign a pre-prepared consent form (with a space for 
you to fill in the nature of the investigation that has 
been ordered and the name of the patient). You might 
also want to retain a list of the cases that you want to 
follow-up; however, in order to avoid any breach of 
confidentiality in the event that the list is lost or stolen, 
this is best done in an anonymised way. 

A useful way of doing this is to use the practice patient 
identification number (which will not identify the 
patient to anyone who does not have access to the 
practice computer system); however, if you are going 
to pursue the option of obtaining written consent, then 
the consent forms could simply be left at the practice 

FolloWinG uP PaTienTS
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money maTTerS

Plan your non Paye 
Who these days doesn’t have a 
portfolio career? Even if you’re 
not technically locuming at the 
moment, it’s pretty likely there will be 
opportunities over the coming months 
when you’ll be offered work outside 
your existing PAYE arrangements. 
Running your business arrangements is not as simple as 
PAYE for salaried staff – you are still a business, which 
means ensuring you comply with all the accompanying 
red tape.

Register with HMRC

•	 When you first start you need to register as self 
employed with the HM revenue and Customs 
and arrange to pay Class 2 National Insurance 
contributions.  You can do this on line by going to 
HMrC’s website or your accountant can do it for 
you. 

•	 If your projected net earnings are less than £5,885 
p.a.(2014-15) consider obtaining exemption from 
Class 2.

•	 If you are also employed and paying Class 1 National 
Insurance, consider obtaining deferment of Class 2 
and 4 National Insurance contributions.

Keep appropriate records

•	 failing to keep records can attract a fine of up to 
£3,000 (and more if failure continues).

•	 records do not need to be elaborate – a simple 
spreadsheet recording income and expenses, 
backed up by invoices and receipts may be all you 
need. Consider a separate bank account and credit 
card account just for business items, this will make it 
easier to collate the information.

•	 If you intending to be a career locum rather than 
a temporary one, you may prefer to use bespoke 
software for your records that will also include your 
diary, invoicing and your pension forms.  

Pensioning

•	 Pension your income using forms Locum A and 
B (available on nhsbsa.nhs.uk).  You must do this 
promptly each month – late claims are not permitted.  
remember you can NoT pension your income if you 
route it through a limited company.

•	 If you are tempted to use a limited company to save 
tax and national insurance, make sure you discuss 
the situation with a pensions specialist so that you 
fully understand what you are losing by dropping 
out of the NHS scheme.  remember the main saving 
for using a company is the national insurance (and 
if you are also employed, that might be a much 
smaller saving than you expected); whilst company 
profits are taxed at only 21%, if you are a higher rate 

taxpayer, you’ll have to pay a further 25% of any 
dividends you take out.

Tax deductible expenses

•	 Looking  at tax deductible expenses as a self 
employed person (company rules are different and 
are not covered here)
•	  Keep a mileage log – so that you can justify the 

business miles claimed. If you prefer you can just 
use the approved Inland revenue mileage rate 
of 45p for the first 10,000 business miles (and 
25p per mile for any subsequent mileage), rather 
than having to total up all your individual car 
expenses.

•	 Note that rules have changed in recent years 
on what is business mileage.  If you are working 
at lots of different practices with no regularity, 
then you should still be able to argue that you 
are running your business from home and claim 
mileage from home to each surgery.  However, 
if you are doing long term locums, or if you 
are regularly in a particular practice, then the 
argument is that the practice premises are your 
place of business so travelling to get there is not 
a business expense.  Detailed mileage records 
should enable you to prove that what you are 
claiming is allowable.

Continued on page 11

In a market brimming with different levels of cover from  
a multitude of providers, it can be difficult knowing which 
private healthcare policy to choose. At Access to Healthcare 
our customers include many of the UK’s top GPs, Surgeons 
and Consultants - all who trust us to source and select their 
healthcare policies.

With the freedom to search a whole marketplace of insurers,  
we will find you the best policy for your needs and budget.  
That may mean cover for pre-existing conditions or even  
specific high-risk sporting activities, such as skiing.

Call, email or visit our website for a free no obligation quote.

01243 783557    info@accesstohealthcare.co.uk 
www.accesstohealthcare.co.uk

Some of the leading providers we work with:

When choosing your health 
insurance, go with the choice  
of medical professionals
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•	 Similarly keep an eye on telephone usage – 
splitting it between personal and business. 
If you can show how your have arrived at the 
apportionment, rather than just guessing, 
there should be no problem obtaining the tax 
deduction.

•	 use of home –  is harder to claim than it used 
to be.  Keep a record of how many hours you 
work from home, so that your accountant can 
maximise the relief you claim.

Be organised

•	 Save for tax as you go – don’t leave it until the 
payment is nearly due.

•	 Consider using a specialist accountant from day one 
– they will be able to set up your self employment 
with HMrC,  provide you with checklists of expenses 
that you can claim, tell you how much tax to save 
and deal with all the set up work for you, so that you 
can spend your time earning money! Ask them for a 
fixed fee – to include phone calls – so that you can 
approach them when necessary without wondering 
what it will cost.

•	 Provide your accountant with information promptly 
– the earlier you give it to them, the earlier that they 
can warn you accurately about tax liabilities.

•	 Always be totally honest with your accountant. 
Money laundering rules mean that all accountants 
have a legal responsibility to report any tax evasion 
they suspect however small, or face criminal charges 
themselves. A good accountant will ensure that you 
always pay the minimum tax legally required.

•	 remember to ask for advice before acting rather 
than afterwards when it will be too late to change 
how something is done.

•	 Some recent examples we have come across where 
a quick phone call would have saved large amounts 
of tax:

•	 Buying a low emissions car the day after the rules 
changed, so the car no longer qualified as low 
emissions – so tax relief was hugely restricted.

•	 Not understanding the allocation rules for shares: 
shares were sold and repurchased too close 
together to create the intended capital loss – so 
no tax relief, just the unnecessary costs of the 
transaction.

•	 finally remember that you are your business – if you 
do not work, no money comes in. Make sure that 
you have life cover, critical illness cover, sickness 
and accident insurance etc appropriate to your 
personal circumstances and needs.

Liz Densley is medical specialist partner with Sussex 
Chartered Accountants, Honey Barrett, and is secretary of 
AISMA (the Association of Independent Specialist Medical 
Accountants). Contact her at 

 liz.densley@honeybarrett.co.uk.

Registered to carry out audit work in the UK and Ireland and regulated for a  range of investment
business activities by the Institute of Chartered Accountants in England and Wales

Continued on page 11

Continued from page 10
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As a medical student, I attended 
a lecture by breast surgeon 
Michael Baum. At that time, 
how breast cancer was treated 
depended largely on where the 
patient lived and on how hard 
she argued for the treatment 
which she believed to be right. 
Surgeons often rejected trials 
because they thought they knew 
best; so did the patients. But I 
have never forgotten what Baum 
said: “every woman who is not in 

a controlled trial is in an uncontrolled trial.” finally his trials 
established what treatments work better than others, and 
mutilation and death rates have decreased. 

As an SHo I contributed to a DrCoG  revision book. I 
tried to track the origins of the words of wisdom from Ten 
Teachers that were quoted to all students and repeated in 
all the other textbooks. I could find no evidence to support 
many of the ex cathedra statements which determined how 
young doctors were going to treat their patients.

early converts to evidence-based medicine sometimes 
preached their message with an air of religiosity which 
irritated their colleagues. Now, when new treatments are 
presented we expect to see the research that supports 
them. So why is evidence-based medicine still so often 
regarded with suspicion?

firstly, is the evidence really ALL the evidence? Dr Ben 
Goldacre has shown that we rarely have all the data 
because trials are withheld. So available data is skewed 
– generally in favour of the drug under consideration. 
AllTrials may make a difference, but meanwhile if you 
read a trial in which doing nothing, or providing a cheap 
treatment, wins over something new and expensive, 
believe it. regard the rest with a raised eyebrow. 

Secondly, even if all the evidence is available, how 
trustworthy are the conclusions? even papers which appear 
to be game-changers may be re-interpreted by other 
statisticians, leading to very different conclusions about the 
appropriate clinical strategies. If you aren’t a statistician, 
who do you believe?

even where analyses are based on all the available 
evidence and are generally supported, there are problems. 
If I can’t understand how to interpret the statistics, few of 
my patients are going to. David Spiegelhalter, Professor 
of Public understanding of risk in Cambridge,  knows how 
to get a point across. I like his nice graphics showing NNT 
(Number Needed to Treat) and NNH (Number Needed 
to Harm). Take a look at his website understanding 
uncertainty and play around with the animations. find 

out what works for you, and so what may work for your 
patients.

Spiegelhalter’s graphics may help you, and the patient 
across from you, to make decisions about treatment. But 
in real life how many patients are the white middle-aged 
male with a single problem who is recruited for trials? Mrs 
Hussein is 84, has at least two other chronic diseases and is 
already taking six different medications. Will the extra pills 
add to her expectation of life or to her problems? If your 
patient is not quite like those envisaged in the guidelines 
you are likely to be directed off the pathway and into a 
swamp of uncertainty.

Another problem with eBM is the assumption that one 
size fits all. David Sackett, who introduced eBM, observed 
that eBM is not cookbook medicine. But managers and 
governments like recipes. eBM  provides them with yet 
more tools for measuring what is easy to measure about 
doctors’ performance, not what is meaningful. eBM is 
about populations while GPs are treating Mrs Jones. But 
we are under pressure to tick boxes. So patients, whose 
views are supposed to be paramount, can find themselves 
under pressure to conform. And locums too. Do your 
employers ask you whether the patient was satisfied or 
whether you ticked the Qof boxes?

What price clinical acumen these days? Isn’t that what 
makes an experienced doctor different from a computer? 
Isn’t that what makes triage safer in the hands of doctors 
than non-doctors with algorithms? But how do you tell 
good judgment from dogmatic intransigence? A cynic once 
said that a surgeon’s idea of a trial is “In my experience …” 
(one patient); “in my series … “ (two patients); “time after 
time after time …” (three patients). Alternative practitioners 
call it ‘custom and practice’. When is doing something 
for which there is no evidence inspired and when is it like 
prescribing snake oil?

eBM looks backwards. each recommendation needs to 
be reviewed as new evidence become available. Progress 
is made by challenging authority and dogma. Anecdotal 
medicine, good observation and making links between two 
hitherto apparently unconnected pieces of knowledge have 
to be fostered. So we need more than a register of clinical 
trials register. We need to share and develop experience, 
n-of-1 trials, good ideas, speculations. We need evidence-
informed medicine, in recognition that eBM, like all tools, 
needs to be used with skill and judgment.

We need to change from eBM to eIM (evidence-Informed 
Medicine) in recognition that evidence, like all tools, needs 
to be used with skill and judgment.

Judith Harvey 
judithharvey12@btinternet.com 

WhaT’S The evidence For evidence-BaSed medicine? 


