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In our 119th edition, Liz has an update on IR35, 
Leila has some tips for new locums, Kirsty has the 
latest on pension allowances, Judith looks at love in 
old age, Louise has a big update on little people and 
Sheelagh has some great ideas to expand your 
portfolio. im
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Star t ing out as 
a GP trainer

GROWTH OF ONLINE TEACHING CREATES NEW 
OPPORTUNITIES FOR SESSIONAL GPS 

"...now
 really is a golden tim

e to polish up your teaching skills and 
invigorate your portfolio."
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By GP locum Dr Sheelagh Donnelly

Like every other area of life, medical education was not 
immune to Covid-19. A dimensional shift to online teaching 
was required within days of lockdown, forcing the rapid 
acquisition of new skills by teachers. At the same time, the 
synchronous removal of a cap on medical school places 
and a rise in the number of GP trainees opened up more 
opportunities for educators.

Medical schools are still busy recruiting GPs with prior 
teaching experience to work as campus tutors and OOH 
services need more GPs with supervisory skills, so 
whether you have a nascent interest in teaching or years 
of experience now really is a golden time to polish up your 
teaching skills and invigorate your portfolio.
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GP trainers? toolkit 2021

Apps

Whether you?re a novice or not, the benefits of remote teaching quickly 
become clear. Tiring mid-winter drives to postgraduate meetings can be 
replaced with warmer, cheaper webinars. Universities will offer a blended 
programme delivery of lectures and tutorials from the autumn, saving 
everyone time and money.

So whatever field you intend to move in, you need to master the virtual 
classroom. Microsoft Teams, Zoom and Google all offer this facility but 
many institutions seem to have adopted Teams as their preferred platform. 
YouTube has a wealth of material about online teaching skills but the most 
useful I have found so far is Sethi de Clercq?s ?Flipped Classroom Tutorials?, 
in particular his introduction to using Teams.

Presentation skills

Presentation skills are needed both online and in face-to-face teaching. 
PowerPoint slides are omnipresent but neuron-numbingly dull in the wrong 
hands so do everyone a favour and learn to use the programme more 
creatively.

Interactivity across the virtual space (remember that phrase for interviews) 
enlivens any session so have a play with Wooclap, Thinglink and 
Polleverywhere.

Teacher training

Should you wish to undertake more formal training, you could contact your 
local GP postgraduate school for details of their training programmes for 
clinical supervisors and trainers or consider a postgraduate certificate, 
diploma or masters degree in medical education. Several universities offer 
these, such as the University of Central Lancashire and University College 
London.

CPD-accredited courses on teaching skills are run by various institutions 
and private companies. The two day ?Effective Teaching Skills? workshop 
run by the Royal College of Physicians covers teaching methods, 
presentation and assessment. Oxford Medical provides courses such as 
mentoring skills and ?Teach the Teacher?, both around the country and 
online whilst Health Education England?s e-Learning for Health (e-LFH) site 
has online modules too.
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If you enjoy networking, organisations such as Amee, the International 
Association for Medical Education, and Asme, the Association for the Study 
of Medical Education, are good meeting places, and if you are going to the 
RCGP conference in Liverpool in October, Day 1 offers a promising 
session: ?Fresh approaches to undergraduate teaching general practice ? a 
COVID opportunity? by Professors Joe Rosenthal and Kamila Hawthorn of 
Swansea University. Should you prefer to stay at home, the ABC of 
Learning and Teaching Medicine by Peter Cantillon et al is an essential 
read.

Experience

Finally, practice is essential for developing and maintaining your expertise 
so create some opportunities to teach. Contact your local GPST 
Programme Director or sessional GP chair with ideas for presentations or 
workshops for the start of a rewarding new phase of your career.

Dr Sheelagh Donnelly



NASGP | June 2021 | Page 6 

H ow wil l annual allowance 
charges affect m e?

IT'S GETTING MORE LIKELY TO EXCEED THE LIM IT

"R
em
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ber that you have the duty to ensure your tax affairs are 

correct, regardless of w
hether or not N

H
S Pensions have advised you 

of final figures"
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My colleague Tori Ferguson has written a series of detailed 
blogs about pension charge taxation ? but will the charge 
affect you?

Going forward restrictions of allowances (or annual 
allowance tapering) will only apply to GP locums and 
salaried GPs with total income over £200k. So, charges 
are perhaps less likely than they used to be for many 
individuals.

That being said, and tapering aside, it is easier than you 
might think to exceed the ?standard? £40k annual allowance 
limit:

- We?ve seen GPs caught out where parents have 
been contributing to a personal pension for their 

https://www.honeybarrettmedical.co.uk/
https://www.honeybarrettmedical.co.uk/
https://www.honeybarrettmedical.co.uk/
https://www.honeybarrettmedical.co.uk/
https://www.honeybarrettmedical.co.uk/
https://www.honeybarrettmedical.co.uk/
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child without considering the interaction or knock-on effect where that 
child is also a member of the NHS pension scheme too.

- Paying for added years, additional pension, additional voluntary 
contributions (AVC) (freestanding or otherwise) or payments into a 
SIPP or personal pension (as mentioned above) can also increase 
pension input/growth, to the extent that the annual allowance is 
exceeded ? particularly when taken in conjunction with ?normal? NHS 
Pension membership.

- For older GPs with ?flexi-access draw-down? pensions, there may be 
an interaction between a very heavily reduced ?money purchase 
annual allowance? and the ?alternative annual allowance? for those 
still accruing NHS pension benefits.

So don?t just assume you are below the limits ? make sure you are aware 
what your ?pension inputs? are. (Note that ?pension input? in the NHS 
scheme is a calculated figure based on the capital growth in your pension 
benefit entitlement, it is not directly related to the contributions that you 
make).

What about earlier years? inputs to my pension?

Previously the income limit before the annual allowance was tapered was 
£110k, which means that many full-time GP locums, and salaried GPs with 
additional locum work, could quite easily breach the income limits and find 
themselves with a pension allowance of less than £40k.

This was mitigated somewhat for 2019-20 year by a government 
compensation scheme ? whereby if the NHS Pension scheme was asked to 
pay charges relating to the NHS scheme (via the scheme pays facility), the 
government will ?make up? for the loss in pension/lump sum relating to that 
charge when the GP retires. There are hoops to jump through to obtain this 
compensation and Tori details those in one of her blogs.

There are strict time limits for these, so if you think you might be eligible, 
take action before it?s too late!

So how do I know if I have breached any limits on my NHS pension?

If your pension record is up to date, NHS pensions should 
automatically send you a pension savings statement if your ?pension 
input? exceeds £40k. However, if your pension record is not up to date 
NHS Pensions will not be able to generate a meaningful statement for 
you.
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Pension savings statements are not automatically issued where NHS 
pension input is less than £40k, even if you also have another pension that 
takes you over the limit or if have a tapered annual allowance. NHS 
Pensions can also find it difficult to issue statements automatically where 
there are complications such as concurrent officer work, added years or 
pension sharing orders. In these cases you would need to ask for a manual 
statement to be calculated.

This is another reason to make sure you look at your total reward statement 
each year to make sure it correctly reflects your pensionable service. If you 
find you have gaps or errors on this statement, it is important to sort it out 
immediately rather than leave it until you want to claim your pension, where 
there will be comparatively little chance of being able to obtain the correct 
information to amend your record.

Remember that you have the duty to ensure your tax affairs are correct, 
regardless of whether or not NHS Pensions have advised you of final 
figures ? the penalties for getting it wrong, or even for excluding reasonable 
estimates from your Tax Returns, can be expensive.

As a rule of thumb, low earning/part-time GPs with no other pensions or 
income, are likely to be below the various limits at which they need to worry 
about pension charges; but it does affect a surprisingly high number of GPs 
? so don?t just assume you are OK. Make sure you have up-to-date figures 
and enlist the help of your accountant or financial adviser to do the 
calculations for you if you are not sure. Read full details at on our website to 
understand the situation more fully.

The information contained in this article is for guidance only, and 
does not constitute advice given by Liz Densley or Honey Barrett. No 
responsibility can or will be accepted for loss occasioned to any 
person or entity as a result of action taken or refrained from in 
consequence of the contents of this article. Professional advice 
should be obtained before acting on any information contained herein, 
from your own accountant, or by contacting Liz at 
liz.densley@honeybarrett.co.uk for a free initial consultation.

https://www.honeybarrettmedical.co.uk/
https://www.honeybarrettmedical.co.uk/
https://www.honeybarrettmedical.co.uk/
mailto:liz.densley@honeybarrett.co.uk
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Ten top t ips for doing your 
first locum  sessions

WITH THOUSANDS OF GPS QUALIFYING OVER THE 
SUMMER, MANY WILL BE STEPPING OUT AS LOCUMS

"So that m
ay m

ean, if your gut is saying to do an urgent cancer 
referral, but you are not quite sure ? just do the referral."

H
ealth

 an
d

 career

It is the best feeling when you pass all those GP 
exams (especially the e-portfolio!) and finally are free 
to practice as a GP and choose the right career path 
for you.

Most probably if you are reading this article, it is because 
you would like to delve into GP locum work, whether that is 
pure GP locum work, or a mix and match intertwined with 
salary work.

Whatever the path, the transition from a GP registrar to 
fully-fledged post-CCT GP can be daunting. Below are my 
10 top tips that I have found useful to help me stay on top 
of my GP game.
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1 Email the practice manager to ensure that you are both on the same 
page

An email to set the scene prior to the first day on the job is essential to 
minimise miscommunication in what is expected of you and what you 
expect of the job. You want to clarify how many patients, start and finish 
time, administrative time included and the all-important ?home visit?. Nothing 
is worse than a shock on the day.

2 Double-check you have all your passwords

Ask the PM to send all passwords (ICE, Docman, Windows, EPS) over to 
you in advance. Confirm they have your smartcard details, so you are on 
the system BEFORE you arrive (I have been that GP locum breathing over 
the shoulder of a practice manager, as she is trying to add me to EMIS, 
whilst I sweat knowing my patients are waiting to be seen).

3 Get the equipment ready

Make sure you have the whole bag of equipment, from a stethoscope to an 
otoscope. Not all surgeries provide their GP locums with equipment, and I 
have in the past been caught out. Maybe you could ask for your leaving gift 
from your training surgery to be a nice new stethoscope and BP machine 
(that is what I did ? best gift ever!).

4 Come in half an hour early

On your first session, I advise arriving a minimum of 30 minutes before you 
start. This may not always be practical, but if it can be done, do it. This 
allows you to organise yourself, become familiar with the room, the toilet 
and the coffee room.

5 Skim the appointment book

Spend five minutes glancing at the appointment book. Have you got a baby 
check? Therefore, grab the baby scales. Do you have an antenatal check? 
If so, you need the Sonicaid and urine dipsticks. Grab it now, not whilst you 
have a patient with you ?  frustrating for the patient and for you. Glancing 
over the appointment book also allows you to pre-empt who is coming 
through the door/on the phone and do some reading beforehand.

6 Find out the referral process

Is it dictation, paper-based, a task? I once worked in a surgery that was 
paper AND task?  Time-consuming, but I was glad I found this out at the 
start, rather than a referral being missed or being told at the end of the day.
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7 Do your admin as you go

I tend to do all my referrals and blood forms as I go along, rather than leave 
it to the end. This means the patient information is fresh in my head 
(meaning a quicker and concise letter) and also avoids the massive regret 
of looking at a to-do list for catch-up at the end of a busy morning clinic. It is 
both more practical and psychologically rewarding.

8 Delegate jobs

Not all jobs have to be done by yourself. Depending on where you work, 
you may be able to delegate tasks out i.e., can reception call back the 
patient to let them know you have sent their script to the pharmacy? On this 
note ? if the surgery has AccuRX ? take advantage of this.

9 Don?t lose sleep over a patient

After a session, if there is a patient you are worried about that you cannot 
follow up, do not shy away from sending a task to the named GP/partners. 
Do not take the whole burden with you home, especially if this was a one-off 
session or you are not returning for a little while.

10 Don?t cut corners

As a GP locum, we have to make sure that all tasks are done to the best of 
our ability, as we may not have the luxury of reviewing them next week; 
giving them a follow up call; or ?watch and wait?. What I am going to say 
may create debate, but I advise to be over cautious compared to a regular 
placement. So that may mean, if your gut is saying to do an urgent cancer 
referral, but you are not quite sure ? just do the referral.

Dr Leila Saeed completed GP training at the Buckinghamshire Deanery 
in 2017. Since finishing GP training, she has been a GP locum and a 
salaried GP in different parts of the UK. Alongside working as a GP, 
she spends three days a week as a clinical educator in a UK medical 
school. Special interests include medical education and 
consultation/communication skills. LSAEED@NHS.NET
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H ow does I R35 affect locum s?

A SIMPLE RULE THAT'S CREATING LOTS OF CONFUSION

"G
enerally genuine G

P
 locum
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ork for a num

ber of practices w
ill not 

be caught, but a long-term
 quasi-em

ployee relationship could be."
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IR35 is anti-avoidance legislation intended to stop a 
taxpayer from gaining a financial advantage by using a 
limited company compared with being an employee. It 
can catch people who might otherwise have expected 
to be considered self-employed if they hadn?t used a 
company.

IR35 will only take effect where there is an intermediary 
company (or partnership) between the person doing the 
work and the practice ? so it is not relevant for a 
self-employed GP carrying out locum work directly for a 
practice.
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Up until April 2021, where the ?end user? (the practice) was a public sector 
employer (which a general practice is deemed to be), it was the 
responsibility of the practice to make the decision whether or not IR35 
should apply. From 6 April 2021 it is now the responsibility of all medium 
and large ?employers? not just public sector ones. Where it is not the 
?employer?s? responsibility, then it is down to the entity (that is the GP Locum 
company) to make that decision. Regardless of whose decision it is, the 
same rules apply in terms of whether IR35 applies or not.

How do GPs decide whether or IR35 applies? 

The rules will apply to each individual contract ? so it is possible that 
some work will be caught by the legislation while some won?t.

HMRC has a status checker which will give an indication of whether or not a 
contract is caught, but on many occasions the answer is not clear cut. The 
notes on HMRC website indicate that in the year to November 2020, 19% of 
the determinations using that checker were ?undetermined?.

HMRC have said that if the questions have been answered honestly, then 
they will abide by the results of the checker ? but that it cannot be 
manipulated to provide a specific answer ? that could result in a charge of 
deliberate non-compliance and attract high penalties.

Generally genuine GP locum work for a number of practices will not be 
caught, but a long-term quasi-employee relationship could be.

Trickier IR35 cases for GPs

The trickier contracts fall into three groups.

Out-of-hours providers and IR35

Usually for this where there is no mutuality of obligation (i.e. you can ask for 
work and they don?t have to provide it, and vice versa), and there is other 
locum work, it should be outside of IR35. But where the OOH provider 
would normally treat GPs as salaried if they don?t have any other work, and 
the OOH work is the sole source of income, there?s a greater risk of it being 
caught by the legislation.

GP work in hospitals and IR35

This will tend to be caught under IR35 on the basis that a hospital is 
typically ?controlled? and a hierarchical management structure exists, so that 

https://www.gov.uk/guidance/check-employment-status-for-tax
https://www.gov.uk/guidance/check-employment-status-for-tax
https://www.gov.uk/guidance/check-employment-status-for-tax
https://www.gov.uk/guidance/check-employment-status-for-tax
https://www.gov.uk/guidance/check-employment-status-for-tax


NASGP | June 2021 | Page 18 

someone working in this environment would be treated no differently to an 
employee (just under a short term contract)

IR35 where the GP is involved in the business they are working for

For example, the GP appears to be a part of the business to the outside 
world, they are involved in training other staff or in the management of the 
practice, or they are entitled to the same benefits that employees would 
normally receive (inclusion in Christmas party, bonuses, holiday or sick pay, 
for example).

Carrying out ?overtime? by doing extra sessions for a practice by whom you 
are employed is likely to be caught under IR35 unless there are genuine 
reasons why it shouldn?t be, such as the type of work performed is 
completely different to that performed under the terms of the employment.

The problem is that there is no black and white answer, each contract 
needs to be looked at separately and in isolation, and there are shades of 
grey as to whether the legislation would apply or not.

Join the NASGP today for free to get our free weekly digest.

What does IR35 do?

If a contract is caught under this legislation then, for public sector 
employers or larger non-public sector bodies from 6 April 2021, the 
?employer? must deduct tax and NIC as if the worker were an 
employee. This is received by the GP?s company as taxed income and 
effectively gives them a deemed salary ? so they are prevented from 
using the ?low earnings/high dividend? route that would save tax/NIC. 
They are then in the worst of both worlds ? in that they are paying 
tax/NIC as an employee, but have the costs and hassle of running a 
company.

If the ?employer? does not have to apply IR35, but the legislation applies, 
then the GP?s own company must do it. In this case, the simplest solution is 
just to run the income through the normal company payroll ? the tax/NIC 
effect will be correctly implemented (where a formal salary isn?t paid, then 
effectively, some of the dividends are deemed to be salary so that the same 
overall result is achieved).
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This article is a broad representation of the situation, it does not constitute 
advice ? each situation needs to be looked at in its own particular 
circumstances.

Finally, regardless of IR35, do not look at limited companies as an 
automatic way to reduce tax. It may not do so in your particular 
situation: get it checked out before you commit yourself.

The information contained in this article is for guidance only, and 
does not constitute advice given by Liz Densley or Honey Barrett. No 
responsibility can or will be accepted for loss occasioned to any 
person or entity as a result of action taken or refrained from in 
consequence of the contents of this article. Professional advice 
should be obtained before acting on any information contained herein, 
from your own accountant, or by contacting Liz at 
liz.densley@honeybarrett.co.uk for a free initial consultation.

mailto:liz.densley@honeybarrett.co.uk
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N etfl ix's 'M y Love' is an 
uplift ing watch for us GPs

LIFE AND LOVE IN ITS RICH TAPESTRY

"T
hen there are the pelvic floor exercises. N

o longer just for leaking 
ladies."

Ju
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There?s a TV series on Netflix which, despite its 
cringe-making title I think you?d find uplifting, but bear with 
me . . .

The sixth age shifts
Into the lean and slipper?d pantaloon,
With spectacles on nose and pouch on side;
His youthful hose, well sav?d, a world too wide
For his shrunk shank; and his big manly voice,
Turning again toward childish treble, pipes
And whistles in his sound.

When Shakespeare put these thoughts in the mouth of 
Jacques in As You Like It, he was probably thinking of 
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people in their 50s. Now 50 is the prime of life, though the age at which 
patients are admitted under the geriatricians varies: in 1986 when I did my 
house jobs, it was 80 in Cornwall and 65 in Acton ? and the Cornish I saw 
were in better shape than the Londoners.

With luck, decent living conditions and good maintenance people in rich 
countries can preserve their teeth and their vision into their 70s, 80s, even 
90s. But it requires commitment. I have just been to the dentist for the first 
time for nearly two years and come away with a large bill and a gold star. 
So it was worth the rigorous two minutes with an electric toothbrush, the 
interdental brushes and the flossing (ugh) twice a day.

Maintaining adequate acuity as your cornea and lenses age involves 
eye-tests (free), new specs (far from free) and, if necessary, cataract 
extraction (fortunately free in this country).

We know that our sense of taste deteriorates with age, though most people 
don?t notice until they have lost it. And then they realise how much taste 
contributes to the quality of life, as many Covid-19 sufferers have found. 
They may recover their sense of taste with time and exercises. For the 
elderly, once it?s gone, it?s gone.

Jacques didn?t mention hearing, but technology has moved beyond the ear 
trumpet ? though that did seem to be the solution for an elderly lady on the 
ward in Truro.

There are exercises to stave off or recover from joint replacement, to 
counter osteoporosis and to maintain balance and cardiovascular health ? 
my 95-year-old godmother used to go to classes entitled Gentle Jerks.

Then there are the pelvic floor exercises. No longer just for leaking ladies. 
Getting in touch with your perineum is apparently empowering, both on the 
political stage and in the bedroom, as Nicolas Sarkozy is said to have 
discovered in 2009.

The myth of the Fountain of Youth is as old as it is widespread. If only 
sliding into an idyllic warm pond kept us fit and healthy. ?It?s only ten 
minutes a day? they say for each of these maintenance exercises, but all 
the ten minutes add up to a significant daily commitment. Committed 
though I am to invest in maintaining my health, I am not sure that it is my 
obligation to society to do so, especially if swimming in icy water, however 
beneficial for the body?s defences, is required.

What about mental agility? ?Young people are just smarter,? believes Mark 
Zuckerberg. True, the young may think and learn more quickly, but old dogs 
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can learn new tricks, and productivity, social skills and problem-solving all 
improve with age. Maybe some day even Mr Zuckerberg will acquire 
wisdom and discover that older people are generally more resilient and 
happier than young whizz-kids and middle-aged strivers. Just don?t 
reinforce his stereotype by putting a modest episode of nominal aphasia 
down to a ?senior moment?.

So, we can reach retirement age still full of energy. What then? Go on 
working? Learn Russian? Tackle AZED crosswords? Build dry-stone walls? 
Join the backpackers on the Inca Trail? Carrying on a vigorous physical and 
mental life is now an option until genomic instability, cellular senescence 
and mitochondrial dysfunction have exhausted the body?s repair kit and we 
drop off a cliff into extreme old age.

American academic Daniel Klein thinks that chasing eternal youthfulness 
means we miss the gentle pleasures of maturity and wisdom. He instances 
the group he sees outside the kafenion in a village in Greece. A former 
professor, retired to his home village, winds down his life chatting and 
drinking with the fishermen and farmers he was at school with. An idyll few 
of us could make a reality.

And increasingly unrealistic in countries like India. The traditional supportive 
multigenerational family structure has been idealised, but the reality was 
often less than comfortable. In Satyajit Ray?s 1955 film Pather Panchali an 
elderly woman is forced out of the village by a relative for whom she is just 
an extra mouth to feed.

If you find ageing and the aged depressing, watch four feisty theatrical 
dames reminiscing on film in Nothing Like a Dame. Despite some inevitable 
infirmities, they are a tonic. And Judi Dench has a message about taking 
histories from the elderly. She told the Irish Independent that she was stung 
by a hornet and went to A&E: ?A paramedic who looked about 17 walked in 
and asked ?What?s our name?? So I said ?Judi?, and he said ?Have we got a 
carer???

Dame Judi was so incensed she told him off in no uncertain tones: ?I?ve just 
done eight weeks of The Winter?s Tale at the Garrick Theatre.?

I hope all doctors these days ask their patients less patronising questions 
about their lives. It is often relevant to their illness and their chances of 
recovery. And it turns them into people.

That?s something that My Love on Netflix does. Watch the six fly-on-the-wall 
documentaries about couples who have been together for 40, 50, even 60 
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years. The couples have very different backgrounds: a depopulated 
mountain village in Spain, abalone sea-farmers in South Korea, a lesbian 
couple living in a favela in Rio de Janeiro. They all face a problem of old 
age ? a wife?s cancer diagnosis changing the carer into the cared-for in 
Japan, climate change forcing the younger generations to move from the 
rural Indian village to jobs in the city, a six-generation family business 
threatened by falling sales of maple syrup in Vermont. But the couples are 
strikingly similar in their relationships, weaving in and out of shared and 
separate tasks, finishing each other?s sentences, voicing each other?s 
thoughts, bidding each other an affectionate goodnight as they snuggle up 
together before switching off the light. They are heart-warming reminders of 
what old age can be. And we as GPs have a role in supporting that.

Judith Harvey
judithharvey12@gmail.com 

mailto:judithharvey12@gmail.com
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Postnatal care update 
from  N ice

A HUGE UPDATE FOR TINY PEOPLE

"W
om

en living in the m
ost deprived areas are m

ore than 2.5 tim
es 

m
ore likely to die com

pared w
ith w

om
en living in the least deprived 

areas..."

O
n
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g

The new guideline from NICE on postnatal care is a bit of a 
mammoth one, but I highly recommend a quick read 
through it (it should only take 10 minutes to glance over 
the useful bits). It really is a one-stop-shop of information. 
It includes links to many of the other relevant guidelines.

It is aimed at all clinicians, so covers midwife care as well 
as GP care and it can be a bit tricky to work out what 
should be done by whom and when.

There are a couple of areas where there is new guidance 
or a change in practice and I will highlight these first.

I will then highlight the broad topics that should be covered 
and when they should be covered.

https://www.nice.org.uk/guidance/ng194
https://www.nice.org.uk/guidance/ng194
https://www.nice.org.uk/guidance/ng194
https://www.nice.org.uk/guidance/ng194
https://www.nice.org.uk/guidance/ng194
https://www.nice.org.uk/guidance/ng194
https://www.nice.org.uk/guidance/ng194
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The new guideline from NICE on postnatal care is a bit of a mammoth one, 
but I highly recommend a quick read through it (it should only take 10 
minutes to glance over the useful bits). It really is a one-stop-shop of 
information. It includes links to many of the other relevant guidelines.

It is aimed at all clinicians, so covers midwife care as well as GP care and it 
can be a bit tricky to work out what should be done by whom and when.

There are a couple of areas where there is new guidance or a change in 
practice and I will highlight these first.

I will then highlight the broad topics that should be covered and when they 
should be covered.

What is new in this NICE update on postnatal care?

- Patients from a deprived area or those from a BAME background 
have a worse postnatal outcome. This isn?t really something new, 
just a stark reminder.  I have put the stats below as I found them 
shocking, even though I was aware of the issue. This is really worth 
remembering when seeing these patients.

- Some women need extra support. Again this point isn?t new, but it is 
easy to gloss over in a busy clinic. The following groups of women 
maybe included in this:

- women who misuse substances.
- recent migrants, asylum seekers or refugees.
- women who have difficulty reading or speaking English.
- young women under 20.
- women who experience domestic abuse.

- The birth experience. We should give women space to talk about this 
at each postnatal visit.

- Perineal health. This should also be asked about at each postnatal 
visit. I will give a bit more detail on this below.

- Babycheck. This is a risk scoring system.It gives parents clear 
information about what symptoms and signs of illness to look for in 
their babies. We can ?consider? advising parents to use it. I have put 
more information on this below. It seems very good.

- Bed-sharing advice. This is new. Until now we have had to advise 
patients not to bed share. NICE is now saying that we should be 
giving out information about how to share a bed safely. We should 
not routinely advise patients to avoid bed sharing. I have put more 
information below.

https://www.nice.org.uk/guidance/ng194
https://www.nice.org.uk/guidance/ng194
https://www.nice.org.uk/guidance/ng194
https://www.nice.org.uk/guidance/ng194
https://www.nice.org.uk/guidance/ng194
https://www.nice.org.uk/guidance/ng194
https://www.nice.org.uk/guidance/ng194
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- Lactation suppression using medication. This is frequently discussed 
on GP forums. NICE gives the wonderfully vague advice: ?in some 
cases, medicine to suppress lactation might also be appropriate to 
make the process quicker, although for most this is not needed.? 
They do list some self-help advice, which you may find useful if 
needed, though there is no change in this to previous practice.

What are the outcomes for patients from a deprived or BAME 
background?

I have lifted these statistics and text straight out of the guideline. A stark 
reminder.

- Compared with white women (8 per 100,000), the risk of maternal 
death during pregnancy and up to six weeks after birth is:

- Four times higher in Black women (34 per 100,000).
- Three times higher in mixed ethnicity women (25 per 

100,000).
- Two times higher in Asian women (not including Chinese 

women) (15 per 100,000).

The neonatal mortality rate is around 50% higher in black and Asian babies 
compared with white babies (17 compared with 25 per 10,000).

Women living in the most deprived areas are more than 2.5 times more 
likely to die compared with women living in the least deprived areas (6 
compared with 15 per 100,000). The neonatal mortality rate increases 
according to the level of deprivation in the area the mother lives in, with 
almost twice as many babies dying in the most deprived areas compared 
with the least deprived areas (12 compared with 22 per 10,000).

How should we be assessing a woman?s perineal health?

The following symptoms may indicate a perineal problem:

- Pain not resolving or worsening.
- An increasing need for pain relief.
- Discharge that has a strong or unpleasant smell.
- Swelling.
- Wound breakdown.

If there are concerns about perineal health, then offer to examine the 
patient.
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If there are ongoing concerns about healing, or if the wound has broken 
down, then refer to a specialist maternity service. If the wound has broken 
down, then the patient should be seen the same day.

If there is persistent perineal pain, or if it gets worse in the first few weeks, 
then it can be associated with symptoms of depression, long term perineal 
pain, problems with daily functioning or psychosocial difficulties. The 
following factors can be linked to persistent perineal pain:

- Episiotomy or a tear.
- Assisted vaginal delivery.
- Wound infection or breakdown.
- The birth being experienced as traumatic.

What is BabyCheck and how can it be used?

BabyCheck is basically a scoring system which allows parents to judge how 
unwell their child may be. It guides parents through various symptoms and 
signs. Depending on how unwell their child is, these get allocated a different 
score. If the overall score comes out high, then parents should be seeking 
further advice. Some symptoms or signs in themselves will prompt the 
parents to seek advice.

NICE advises that we can ?consider? using this tool. So we don?t have to. 
However I thought it was really good and worth signposting parents to.

NICE advises that we can use this tool to talk a parent over a remote 
assessment of how unwell their child is too.

The Lullaby Trust has information for parents on BabyCheck.

Bed-sharing advice for mothers of newborns

For years I have been frustrated by the official guidance to advise against 
bed sharing. A large proportion of parents do share beds with their babies 
regardless and it felt frustrating that we were not routinely giving out advice 
on how to do this safely.

NICE also felt that parents were being given conflicting advice from different 
resources. We should no longer advise parents not to bedshare.

The following advice should be given to parents about safer bed sharing:

- Making sure the baby sleeps on a firm, flat mattress, lying face up 
(rather than face down or on their side)

- Not sleeping on a sofa or chair with the baby
- Not having pillows or duvets near the baby

https://www.lullabytrust.org.uk/wp-content/uploads/baby-check-2015.pdf
https://www.lullabytrust.org.uk/wp-content/uploads/baby-check-2015.pdf
https://www.lullabytrust.org.uk/wp-content/uploads/baby-check-2015.pdf
https://www.lullabytrust.org.uk/wp-content/uploads/baby-check-2015.pdf
https://www.lullabytrust.org.uk/wp-content/uploads/baby-check-2015.pdf
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- Not having other children or pets in the bed when sharing a bed with 
a baby.

Strongly advise parents not to share a bed with their baby if their baby was 
low birth weight or if either parent:

- Has had two or more units of alcohol.
- Smokes.
- Has taken medicine that causes drowsiness.
- Has used recreational drugs.

I have found this excellent resource from Basisonline on bed-sharing, which 
covers all the above points.

What postnatal concerns should GPs be covering, and when?

I can?t summarise the whole guideline ? it is too big. The individual 
elements in it are quite concise and most of it is what we are doing already. 
However I felt it useful to outline what we are expected to cover and when. 
Details about what to cover in each area are listed in the NICE guideline.

The following are maternal factors that we may need to cover:

Issues to discuss When to discuss it

1.     Factors affecting daily l ife May be discussed at any postnatal contact)

2.     Psychological and emotional wellbeing At each postnatal contact

3.     Woman?s physical health 6 ? 8 w check and each midwife contact

4.     Give space to discuss her birth experience At each postnatal contact

5.     Any comorbidit ies eg hypertension /  
diabetes

If  necessary

6.     VTE risk If  necessary

7.     Urinary incontinence /  prolapse If necessary

8.     PV Bleeding At each postnatal contact, ask if  there are 
concerns

9.     Perineal health At each postnatal contact

10.  Baby?s health, general wellbeing, feeding 
and development.

At each postnatal contact, ask if  there are 
concerns
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The following are factors that should be covered at the 6 to 8 week 
check:

At six to eight weeks after the birth, a GP should:

- Carry out an assessment including  points 1. to 4. in the table above 
and taking into account the time since the birth:

- Complete check of the baby (see below)
- Respond to any concerns, which may include referral to 

specialist services in either secondary care or other 
healthcare services such as physiotherapy.

The following are baby factors that may need to covered:

Louise Hudman
louisehudman@gmail .com

Thing to check When to check it

Full physical check Within 72 hrs and at 6-8w check

Information to give parents Not specif ied

BabyCheck Consider giving ? not specif ied when

Bed Sharing advice To all parents ? not specif ied when

Promoting emotional attachment Before and after birth ? not specif ied when

Breastfeeding Before and after birth ? not specif ied when

Formula feeding Before and after birth ? if  considering to or 
need to use formula feeding ? not specif ied 
when

Lactation Suppression When necessary

mailto:louisehudman@gmail.com
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https://clairedemortimer.wordpress.com/
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We are the local 
community and national 

voice for GP locums.

www.nasgp.org.uk

http://www.nasgp.org.uk
https://www.linkedin.com/company/national-association-of-sessional-gps/
https://www.youtube.com/channel/UCDQf9l8sP-X8EatFWFADsyQ
https://www.facebook.com/nasgp
https://twitter.com/nasgp
https://www.instagram.com/thenasgp/
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