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NOTICEBOARD

ollowing several recent enquiries regarding indemnity 
arrangements for practice nursing staff who 
administer vaccinations to clinical staff employed by 
a practice, we can confirm that:  

Medical Protection would provide access to indemnity for 
practice nurses who administer vaccinations to non-patient 
clinical employees on the understanding that the practice 
ensures the following has been undertaken and documented 
in the employee’s file;

• That written consent has been obtained from the employee 
receiving the vaccination 

• Prior to administering the vaccination, relevant medical 
checks on employees receiving the vaccination have been 
carried out

• Any pre-existing health conditions/allergies etc. are 
assessed by a GP before the vaccine is administered

• All vaccinations administered are fully recorded, including 
the vaccination, batch number, expiry date and site of 
injection

• Information regarding vaccinations administered is shared 
with the employee’s own GP, in order that his/her medical 
record is kept up-to-date. 

Find out more about the immunisation of healthcare staff 
here: cqc.org.uk/content/nigels-surgery-37-immunisation-
healthcare-staff

IMMUNISATION OF 
HEALTHCARE STAFFWelcome

elcome to this edition of 
Practice Matters. We are now 
well into 2016 and it’s clear 

that primary care is in for another year 
of unprecedented strain on its ever diminishing resources. 
From increasing regulatory fees from the CQC, to dealing 
with their inspections, to fewer GPs, to higher patient 
demand. 

Adding to these concerns is the increasingly challenging 
medicolegal environment for GPs, in which litigation, 
complaints and appearances before the regulator are now 
becoming more common. In 2015, outside of Scotland, a 
full-time GP was twice as likely to receive a claim for clinical 
negligence compared to just seven years previously.

In facing these challenges we want members to understand 
the supportive role that Medical Protection can play. As an 
organisation we are about more than just defence – we aim 
to be a genuine partner in your career. This is why in addition 
to assisting with claims, complaints and appearances before 
the regulator, we also produce a variety of educational and 
risk management materials; from e-learning, to workshops, 
to factsheets, to in-practice risk assessments, which can 
help lower your risk and support your practice. 

Supporting your practice is also the aim of this publication. 
In this edition, on page 8, we focus on what a Medical 
Protection Clinical Risk Self Assessment (CRSA) can do for 
you in highlighting areas of risk in your practice, while also 
helping you prepare for the CQC. Meanwhile on page 16 our 
Head of Underwriting Policy, Dr Iain Barclay, examines some 
of the highest value claims against GP members in the UK, 
providing some insight on what conditions to look out for.

On page 15 we take a look at the changing face of primary 
care and explore alternatives to the GP, examining the 
different clinical roles that could be used as part of the 
practice team to help meet patient demand. 

We also haven’t forgotten our regular features; on page 6 
Croner are back with more HR advice, this time answering 
your questions on capability, and on page 22 we return 
to the case files for a look at a case involving a condition 
which is responsible for some of our largest claims against 
members. 

I hope you enjoy this edition. We welcome all feedback, so 
please contact us with your comments or if you have any 
ideas for topics you’d like us to cover.

Dr Rachel Birch  
Editor-in-Chief and Medicolegal Adviser 

W F 

rom April 2016, nurse revalidation will become 
compulsory and we advise nurse members to 
check they understand the revalidation process and 
prepare in plenty of time. 

As part of revalidation, nurses will be required to provide 
evidence of appropriate indemnity arrangements, whether 
made through an employer, medical defence organisation or 
private insurance provider. To assist individuals and employers 
who wish to check or amend an arrangement made through 
Medical Protection, we have updated our guidance for 
nurses working in GP practices. To view the guidance visit: 
medicalprotection.org/uk/nurseFAQs

Nurses will also have to have completed or provide evidence of 
a number of requirements including 35 hours of CPD, of which 
20 hours must be participatory learning. Medical Protection 
provides a series of CPD accredited risk management 
workshops and online learning modules which can help nurses 
with this. 

To find out more visit:  
medicalprotection.org/uk/education-and-events

NURSE REVALIDATION

F 
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ollowing feedback from members, we have 
introduced some changes to how we set our  
GP membership subscriptions.

For the majority of our members these changes will not 
affect subscription rates. We do hope, however, that these 
changes will better reflect current and emerging patterns 
of primary care delivery in England and the rest of the UK. 
This change is part of our wider commitment to offering 
flexible membership options.

What is changing? 
We will continue to calculate a price based on the number 
of weekly sessions you undertake. However, instead of 
sessions being defined as Core Hours and Out of Hours, 
we are now classing them as Scheduled Care sessions and 
Unscheduled Care sessions.

We’ve done this to more accurately reflect today’s 
approach to primary care delivery.

We define Scheduled Care as work undertaken during the 
scheduled opening hours of the practice (within 8am-8pm 
seven days a week) where registered patients are seen by 
appointment and where staff have access to the patient’s 
full general practice records. We also include patients 

from other practices where you have an arrangement to 
provide care during scheduled opening hours and there is 
access to full patient records.

Out of Hours sessions will now be called Unscheduled Care 
sessions. We define this as any work that falls outside 
the above Scheduled Care criteria, such as sessions 
undertaken at any time of day in walk-in/urgent care 
centres.

Dr Nick Clements, Head of Underwriting Policy at 
Medical Protection, said: “Primary care is evolving, with 
new models of care and practices opening longer, and 
it’s important that we reflect these changes in the way 
we set membership subscriptions. Previously, we based 
subscription rates on the time the care was undertaken, 
whereas now it is based on whether the care is scheduled 
or unscheduled. This is particularly good news for GPs in 
practices that are extending their opening hours, such as 
through the Prime Minister’s GP Access Fund.”

For more details on how this affects you, see our FAQs at: 
medicalprotection.org/uk/OOH. 

If you have any questions please contact our Member 
Services team on 0800 561 9000.

CHANGES TO  
GP SUBSCRIPTIONS

F 

TOP TEN RISK AREAS IN GENERAL PRACTICE
n 2015 Medical Protection conducted 108 Clinical Risk Self Assessments (CRSAs) across the UK. The 
risk areas most commonly found in practices are:

Key risk areas from CRSA undertaken during 2015
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Medical Protection 
has a series of 
risk management 
workshops for the 
whole practice team 
which address many of 
these areas, including 
Confidentiality, 
Communication, 
Prescribing, Infection 
Control and Record 
Keeping. To find out 
more and book a place 
visit: medicalprotection.
org/uk/education-for-
my-team
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POOR PERFORMANCE DURING A 
PROBATIONARY PERIOD
 In our contractual terms and conditions we state that there is an 
initial three-month probationary period during which time we 
can dismiss employees with notice without going through our 
disciplinary procedure. Our normal probation review procedure 
is to hold a review meeting towards the end of the first three 
months, and either confirm successful completion of probation 
or extend the probation period where necessary.

We have an employee who has been employed with us for six 
months. We did not hold a probationary review meeting at 
three months or confirm successful completion of probation or 
otherwise. We now want to dismiss the employee. Can we rely 
on the fact that we did not confirm the successful completion 
of the probationary period and therefore dismiss him without 
following any procedure, as we believe the employee is still in his 
probation period?

You cannot rely on the failure to follow the correct procedure 
as an assumption that the probationary period is still in place. If 
you do so, you risk a potential breach of contract claim (as the 
employee has no reason to believe that his probationary period 
was unsuccessful and therefore would expect misconduct or 
performance matters to be dealt with under the full company 
procedure). We therefore advise you to follow your normal 
disciplinary or capability process.

DISCIPLINING AN EMPLOYEE FOR POOR 
PERFORMANCE
We have been performance managing a member of staff who 
is not working to the level we would expect. Her manager has 
now decided that there has been insufficient improvement and 
would like to start disciplinary procedures. As this manager has 
been involved throughout, can she still conduct the disciplinary 
hearing?

When taking an employee through performance management, 
and the performance concerns are due to the employees’ 
inability to perform to the standard required, then there is no 
reason why the same manager can’t take the employee through 
the full process. Separate investigation and disciplinary officers 
are only required in matters of misconduct and not performance.

DISCIPLINARY ACTION – RIGHT OF 
ACCOMPANIMENT
I have written to one of my employees informing her that she is 
required to attend a disciplinary hearing for poor performance. 
She has asked if her partner can accompany her to the hearing, 
although he doesn’t work for us. Do we have to allow this? 

Unless you have contractual provisions which state otherwise, 
there is a statutory right to be accompanied by a fellow worker 
or trade union official only at disciplinary and grievance hearings. 
A trade union official means a full-time official of a union or a lay 
official who is certified by the union as having had training in, or 
experience of, acting as a companion at disciplinary hearings. The 
trade union official does not have to belong to a union recognised 
by the employer. This right therefore does not generally extend 
to a partner, unless that partner falls within the above definition.

FAQS- 
CAPABILITY 
ISSUES:
Problems arising from an employee’s capability 
are frequently issues which can hinder the smooth 
running of any operation. Dealing with such issues 
in a timely and legally compliant manner can stave 
off many long term problems. However it can be a 
tricky area to get right legally with many potential 
hurdles to overcome. The following are some 
questions and answers on the topic of capability 
Croner has received to its advice lines from 
practice managers.

Q: Q:

Q:
A:

A:

A:
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Q:

Q:Q:

A:

A:

A:

DISCIPLINING A PREGNANT EMPLOYEE FOR 
POOR PERFORMANCE
One of my employees is pregnant and, ever since she announced 
it, her attitude has changed and her quality of work has 
deteriorated; she is making a lot of mistakes and it is starting to 
frustrate the team and have an impact on patient care. Can I 
discipline her?

It is possible for employers to discipline pregnant employees; but 
they should proceed with caution and only consider this when it 
is an appropriate course of action taking into account all of the 
circumstances. Any employer who is considering disciplinary 
action against a person who has a chance of claiming the action 
could be associated to a protected characteristic (i.e. pregnancy) 
should carry out a full and thorough investigation, leaving no 
stone unturned, prior to taking any formal action. You should 
be confident that there is no underlying pregnancy-related 
reason causing or contributing to the alleged misconduct or poor 
performance; if there is, then taking disciplinary action could 
result in a claim for pregnancy and maternity discrimination 
under the Equality Act 2010. (For example, disciplinary action 
against a pregnant employee for persistent lateness could 
amount to pregnancy and maternity discrimination if her 
lateness is caused by morning sickness.)

If you dismiss a pregnant worker or treat her less favourably 
than you would otherwise treat any other employee, there is a 
risk of a claim for discrimination so before progressing further 
with any formal action, you should ask yourself how this would 
be addressed with any other employee. If you are comfortable 
that you would treat any other employee consistently (ideally 
you would be able demonstrate that this has been the case for 
others in the past) and show that you have conducted a full and 
thorough investigation, then you can consider taking formal 
action in accordance with your disciplinary procedure.

DISCIPLINARY ACTION – WHAT TO INCLUDE IN 
A WRITTEN WARNING LETTER
One of my employee’s has recently attended a disciplinary 
hearing in relation to his persistent poor performance. Following 
the hearing, we advised him that our decision was to issue him 
with a written warning. What do I need to include in the letter to 
confirm the decision?

There are a number of important points that need to be 
included:

• The level of warning that you are issuing to the employee.
•  The length of time the warning will remain on the employee’s 

file. 
•  The nature of the poor performance.
• The improvement that is required from the employee, over 

what period and how they will be assessed.
• The consequences should there be a failure to improve 

performance, e.g. final written warning if a written warning 
has been issued or dismissal if a final written warning has been 
issued.

•  The right to appeal, stating to whom the employee should 
address their appeal and the deadline for submitting the 
same. 

It is also advisable to detail your decision-making process, 
including evaluation of the evidence in support of the allegation, 
all relevant discussions from the disciplinary hearing and any 
mitigation put forward by the employee in order to identify the 
factors taken into consideration in coming to a decision.

DISCIPLINARY ACTION – FINAL WARNINGS AND 
EXPIRY DATES.
Are we obliged to keep or remove documents related to an 
investigation, including the issue of a final written warning, on 
an employee’s personal file especially after the expiry date or 
warning is not applicable anymore?

There is no legal obligation to remove documents relating to 
investigations or sanctions of any kind. However, under the Data 
Protection Act, employees are allowed to access personal data 
(unless a crime is being investigated) and employers should:

• not use obtained information about an employee for any 
purpose other than the one for which it was obtained 

• adopt clear procedures about disposing of ’spent’ warnings or 
reasons for keeping them on file after they are spent 

•  keep accurate records of reasons for leaving, especially if 
dismissed

• maintain personal data which is accurate, relevant and not 
excessive. 

It should be noted, however, that expired warnings should not 
normally be taken into account in deciding on a sanction for a 
subsequent disciplinary matter, although knowledge of expired 
warnings may limit the mitigation available to the employee. 
Relevant case law suggests that employees are entitled to have 
a reasonable expectation that the employer means what it 
says if it states on the warning that it will be disregarded after a 
specific period of time.

FIND OUT MORE
Croner is the UK’s leading provider of information, advice 
and support in the areas of employment law and health and 
safety. Their qualified specialists have the experience to fully 
understand the issues and concerns you face working in general 
practice. 

24-HOUR ADVICE 
All Practice Xtra members can benefit from free access to 
the Croner helpline, for legal advice and support with matters 
including sickness and absence, holiday, pay and employee 
rights. Whatever you need to know they will provide you with 
information you can trust, whenever you need it. 

TIME-SAVING RESOURCES
Gold Practice Xtra members can benefit from free access to the 
Croner-i Professional Practice Manager website. It’s a resource 
for everyday management, with a range of templates you can 
download and customise including model policies, ‘how to’ 
guides, sample letters and forms. 

For more information about using Croner services visit 
medicalprotection.org/uk/croner

For more information about joining Practice Xtra visit 
medicalprotection.org/practicextra
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WHAT CAN A 
CRSA DO FOR 
YOUR PRACTICE?
Clinical Risk Self Assessments (CRSAs) offer an 
opportunity for all members of the practice team 
to work together, talk openly and develop practical 
solutions that promote safer practice

FEATURE

WHAT IS A CRSA? 
 
A Clinical Risk Self Assessment (CRSA) for general practices 
is a unique consultancy programme provided by Medical 
Protection designed to identify potential risks within a practice 
and develop practical solutions to mitigate these risks. Using 
a systematic approach specifically developed for general 
practice, a CRSA aims to improve the quality of patient care 
and reduce a practice’s exposure to unnecessary risk. 

THIS RISK ASSESSMENT CAN:
• Improve a practice’s systems, the quality of care provided 

and help manage clinical risks
• Reduce the risk of harm to patients
• Reduce the likelihood of complaints and claims
• Help meet national standards
• Improve communication within the team
• Provide useful evidence for appraisal and revalidation. 

The full-day assessment, which is delivered in-house, 
involves the whole practice team – GPs, managers, nurses, 
administrative staff and other healthcare professionals.

In 2015 Medical Protection undertook 108 CRSAs across 
the UK. From this we have been able to determine the most 
common risk areas within general practices. 

KEY RISKS DURING 2015:
• Confidentiality – 98.1%
• Communication (external patients) – 90.7%
• Prescribing – 88.9%
• Health and safety – 86.1%
• Protocols – 85.2%
• Learning from events – 82.4%
• Infection control – 79.6%
• Record keeping – 75.9%
• Communication (internal) – 74.1% 
• Test results – 70.4%  

Risks are not always related to clinical practice but can be 
due to deficiencies in systems, communication, equipment or 
training. With this in mind we work with practices to identify 
specific risks and to formulate practical solutions to assist 
practices in delivering a consistent, patient-centred service.

PRACTICE PROFILE – FIRSWAY HEALTH 
CENTRE, SALE, CHESHIRE 
Firsway Health Centre recently participated in a CRSA. Kirsty 
Plowman visited the practice to report on the process.

Located in the busy town of Sale, Cheshire, Firsway Health 
Centre is hard to miss – its modern £3m purpose-built 
premises stands tall among the leafy, residential backdrop. On 
completion of the build in 2009, three practices merged and 
the resulting practice is run by approximately 50 staff serving a 
patient population of around 16,200. 

In January 2015 the Care Quality Commission (CQC) carried 
out a comprehensive inspection at the health centre and 
awarded a grade of ‘requires improvement’. The CQC’s 
judgement concluded that while services were caring, 
additional services at Firsway were found to be ‘inadequate’ for 
safety and graded ‘requires improvement’ for services being 
effective, well-led and responsive to people’s needs. 

Since the CQC inspection was carried out the health centre 
has seen a number of changes. In addition to a number of new 
faces at the practice, the partnership structure has changed 
and a new practice manager was appointed in August 2015.  

All healthcare providers have a 
responsibility to improve patient 
care, ensure patient safety and 
reduce medical error. Creating a safe 
environment for your patients and 
staff is of paramount importance 
and practices need to implement or 
improve risk management systems to 
achieve that. 
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Dr Katherine Sutton, the new Executive Partner at 
Firsway, described the “disappointment” of the CQC 
verdict.

“We were all devastated; the whole practice took it very 
hard,” she said. “We have to live with that record now.”

Firsway’s new Practice Manager Paula Lea also reflected 
on the CQC findings. 

“I wasn’t employed at the practice when the inspection 
took place but while the practice was disappointed with  
the results staff remained fairly pragmatic and were 
very keen to improve. I believe that at the time there 
was a level of naivety at what the CQC were coming to 
look at so there was very little preparation.

“A huge amount of other remediation work required by 
the CQC was implemented within a month and since 
then the whole Firsway team have worked incredibly 
hard to improve all aspects of care here.

“Despite the staff being frightened and shocked by 
the results, I’m proud of their resilience, willingness 
and teamwork. It gave them the impetus to review 
everything they did and as a result things have improved 
significantly.”

Ahead of an imminent re-inspection from the CQC
Paula contacted Medical Protection to request a 
CRSA visit. “I thought a CRSA would be really useful in 
advance of the CQC re-inspection to highlight whether 
or not there were still any deficiencies or to equally 
confirm that we’re actually doing ok,” she said. “We 
want to continually improve here and saw this exercise 
as the tool to help us do that.”

BEFORE THE VISIT 
CRSAs are facilitated by a team of Clinical Risk 
Assessment Facilitators, who are experienced primary 
care healthcare professionals, and have undergone 
formal training and accreditation with Medical 
Protection.

The facilitator who was appointed to conduct the CRSA 
at Firsway Health Centre was Suzanne Creed. She 
has 14 years’ experience as a practice nurse and was 
recently involved in the design and refurbishment of 
a new six partner practice in Cork, Ireland. In addition, 
Suzanne is also accredited to undertake infection 
control risk assessment and workshops on behalf of 
Medical Protection. 

Suzanne believes that a CRSA is a great tool to review 
systems within a practice to ensure they are as safe and 
robust as possible: 

“There is always change within a practice and hence 
always the need for continuous assessment of risk. 
There is no such thing as a perfect practice,” she said. 

Photograhpy: Peter Alvey
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“It also gives the practice a chance to reflect and look at 
what they are doing well as well as not so well.”

Prior to the visit, the practice was asked to fill out an online 
questionnaire. This allowed the facilitator, Suzanne, to 
obtain some information about the staff, their roles and 
responsibilities and the services offered to patients at 
Firsway. In addition to this, the whole practice team were 
asked to complete a staff survey relating to the culture of 
the practice.

Suzanne examined the information gathered from the 
pre-visit questionnaire and results of the staff survey in 
advance of the visit to tailor the CRSA to the needs of the 
Sale practice. From here she developed a unique schedule 
for the full-day visit. 

ON THE DAY 
A CRSA assessment day starts with the facilitator 
conducting in-depth interviews with key members of staff. 
The aim of the interviews is to examine the systems and 
protocols within the practice to identify any potential risks.

Suzanne began Firsway’s assessment day by meeting 
with Practice Manager Paula Lea who gave a detailed 
insight into the practice and how it operates. Topics 
discussed included practice services and protocols, 
patient involvement, engagement and confidentiality, 
teamwork and communication, communication with other 
agencies, administration, IT, confidentiality and information 
governance. 

Paula welcomed the assistance from Medical Protection 
and the CRSA process as having an external, friendly 
organisation come in to scrutinise the practice was a great 
learning tool.

“Clinically, we want to ensure 
what we are doing is risk 
adverse. We must be sure 
we are robust and risk aware 
so that we are smart and 
swift with any risk which can 
potentially fall on our side.”
The next interview is typically conducted with one 
GP from the practice, however Suzanne met with four 
of Firsway’s doctors – Dr Katherine Sutton, Dr Aarya 
Prabhakaran, Dr Dawn Tragen and Dr Scott Pearson. 
Following a similar framework to the first interview, some 
of the topics covered included record keeping, equality 
and diversity, prescribing, management of test results, 
chaperones, safeguarding of adults and children, chronic 
disease management and minor surgery. 
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Dr Prabhakaran said: “It’s always great 
to have a third party come to look at 
our systems – in the past we as GPs 
were assuming everything was going 
ok and unless an external body looks 
at what we do, we are not going to see 
our discrepancies. 

“Clinically, we want to ensure what we 
are doing is risk adverse. We must be 
sure we are robust and risk aware so 
that we are smart and swift with any 
risk which can potentially fall on our 
side.”

Dr Sutton added: “This formative 
experience, whether it’s for us or 
another practice, is hugely important. 
We value Medical Protection’s 
experience they have from visiting 
other practices – Suzanne explained 
what is really good and advised us on 
what needs improving giving us ideas 
on different policies or practices.

“The CRSA points us in the right 
direction, but it’s all about continued 
development. Even after Suzanne’s visit 
and the next CQC inspection it doesn’t 
stop there.”  

Following on from the doctors, an 
Advanced Nurse Practitioner, Lesley 
Thacker, met with Suzanne. This 
discussion looked at areas such as child 
immunisations, travel vaccinations, 
minor illness, chronic disease 
management, contraceptive services, 
infection control, staff immunisation 
and equipment. 

After the interviews Suzanne then 
had the opportunity to inspect a 
consultation room at the practice 
where she examined equipment and 
asked questions about waste removal, 
safety and hazards, fridges and waiting 
areas. Depending on the schedule 
for the day this time is flexible for the 
facilitator to explore more areas of the 
practice.

During the afternoon a risk assessment 
workshop was held for all the practice 
staff, raising awareness and providing 
staff with an understanding of the 
principles of risk management.

In the workshop staff were asked to:

• Identify potential and existing risks 
that could/have had an impact on 
either patient or staff safety. 
 

• Discuss in groups a selection of 
the risks identified, agreeing what 
measures /strategies could be 
adopted to reduce these risks 
occurring or recurring. Agree the 
actions the practice needs to take 
and what the key priorities are. 

The interactive workshop, which can 
last for up to two hours, is designed 
to analyse risk management – why 
it is important, what staff are doing 
about it, what staff need to know 
and what they need to do – with the 
overall aim to reduce harm to patients, 
staff and visitors.  At Firsway Suzanne 
highlighted the importance of risk 
awareness in general practice using 
real-life scenarios. “If things go wrong 
in healthcare, things generally cause 
harm,” she said.

Emma Roberts, a receptionist at 
Firsway, felt the workshop was a 
positive experience. She said: “It has 
been very informative – we now know 
what we can do to assess any future 
risks. We have been able to discuss a 
number of issues so that perhaps new 
procedures can be put in place.” 

WHAT HAPPENS 
AFTERWARDS? 
Once the full-day assessment was 
complete, Suzanne compiled a 
comprehensive report for Firsway 
detailing the findings of the day. 
This includes the risk identified, 
recommendations (actions to mitigate 
these risks) and useful guidance. 
The report also highlights where a 
practice may not be fully compliant 
with the Health and Social Care Act 
‘Fundamental Standards’.    

The confidential report was made 
available to the practice through a 
secure online system. This becomes 
a working tool from which Firsway 
can take steps to mitigate risks in the 
practice.

“The recommendations, relating to 
risks identified during the CRSA visit 
are detailed in the practice report and 
on a ‘follow-on action’ screen. To assist 
a practice with prioritisation, each risk 
has been ‘risk rated’ into a category, ie, 
short term (red), medium term (orange) 
and longer term (yellow). 

“Space is provided for the practice to 
enter actions that are completed. We 
encourage a practice to use this tool 
in order to manage their risks. This 
will provide them with an important 
log of the progress made in tackling 
the risks identified. It will also be 
useful for clinicians with appraisal and 
revalidation,” Suzanne said.

She added: “Ideally practices should 
look at risk management on an ongoing 
basis and put it as a recurring item 
on the agenda at the practice team 
meetings.”

At the conclusion of the assessment Dr 
Sutton said: “The CRSA workshop from 
Medical Protection was welcomed 
by our practice as an opportunity to 
benchmark processes with regard to 
safety and risk. It provided external 
assurance about our internal changes 
and some top tips to adopt from their 
extensive experience in this field.

“We would suggest that all practices 
undergo such an exercise as a ‘health 
check’ to ensure they are meeting and 
exceeding CQC requirements. The 
process was rewarding, thorough and 
worth the effort required in terms of 
collating all the relevant information.”

Paula added: “I immediately received 
some very useful information from 
Suzanne that we started discussing 
and acting upon straightaway. For 
example, how to follow up patients 
who do not attend on urgent referrals 
and also how we reference our 
documents.

“Experiencing what Medical Protection 
offer we will endeavour to engage in 
other services going forward.”

Practice Xtra Gold members can receive 
a CRSA free of charge as part of the 
package – limited to one every five years 
– while Practice Xtra Silver package 
members can access the programme at 
a cost of £875 + VAT. A CRSA also goes 
towards health professionals’ CPD.

To find out more and watch a video about 
what a CRSA can do for your practice visit: 
medicalprotection.org/uk/crsa 

To make a booking email: 
crsa@medicalprotection.org  
or call 0113 241 0359.
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t is a fact of life that GPs in the UK run the risk of a claim 
in negligence being made for compensation on average 
twice in a professional career. Unfortunately claims can 
cost considerable sums of money as it is not unusual for 

a claim to be in six figures. However we are also seeing a number 
of claims each year which have cost considerably more, exceeding 
£1m and even up to £5m.

The evolution of general practice now means that any one patient 
may see a number of different health professionals within a 
practice in respect of one clinical issue. It is inevitable that other 
healthcare professionals will increasingly likely to be drawn into a 
claim. It is true to say that any one claim could involve a number 
of different healthcare professionals, for example a patient may 
be triaged by a nurse practitioner, referred to a GP and thereafter 
treated by a healthcare assistant. The variations and degree of 
involvement are of course quite considerable.

Due to the potential involvement of a number of different 
healthcare professionals it might be interesting for the practice 
team to be aware of some of the incidents which give rise to very 
high value claims.  

It should be borne in mind that not all instances of these scenarios 
will potentially give rise to high claims as levels of compensation 
vary tremendously depending on a number of factors including 
the amount of care any one individual might require, dependency 
claims and loss of earning potential as examples.

In the last year Medical Protection has had a number of 
significantly high value claims opened, with the most common 
cause being failure to diagnose meningitis. These cases are not 
confined to meningococcal meningitis and there has been the 
emergence of a few cases of pneumococcal meningitis and its 
sequelae. It is notable that the age range of patients who might be 
affected ranges from infancy to at least two cases with patients in 
their 40s. 

The complications from meningitis can of course be fairly 
catastrophic, with significant mental and physical disability, 
amputations and hearing loss to name but a few. There have also 
been a few cases of encephalitis, which albeit is a different disease 
but nevertheless is of similar presentation at times.  

Continuing the neurological theme, there have been a significant 
number of cases of delay in diagnosing cauda equina syndrome 
and the subsequent delay in carrying out decompression 
procedures in hospital with potential lower limb loss of power and 
sensation plus urinary and bowel continence issues.  

Whilst the above are more acute examples of scenarios which can 
give rise to large claims, there are also examples of more chronic 
conditions, for example, delay in diagnosis in treatment of post-
traumatic stress disorder and other neuropsychological disorders 
over a long time frame. The most common long-term monitoring 
problem often arises with diabetes, particularly in the recognition 
of complications and noting peripheral vascular disease and 
gangrene leading on to lower leg amputations with the potential 
high attendant care costs and loss of earnings. There have also 
been cases of delay in diagnosis of type 1 diabetes.  

Other issues may arise out of failure to monitor long term 
prescribing or review patients on long term prescriptions, in 
particular steroids and the complications and side effects which 
can occur with such therapy, particularly osteoporotic collapse of 
vertebrae. On the same theme, there can be shortfalls in the long 
term monitoring of blood pressure including renal function, which 
can result in claims for end stage renal failure particularly when 
abnormal blood results are not acted upon.

There are a few other claims in the top costs category, including 
failure to diagnose slipped upper femoral epiphysis and delay in 
diagnosis and referral for a number of cancers, in particular bowel, 
bladder and metastatic disease.  

Over the last year there have also been a few obstetric cases 
which are generally historical and reflect a time when GPs were 
involved more directly with birth management. However one case 
may still well be pertinent with a failure to diagnose pre-eclampsia 
with an outcome of a child suffering from cerebral palsy.  

The claims mentioned above are relatively rare but nevertheless 
can have a significantly adverse effect in respect of potential costs 
and there is obviously a knock on effect thereafter on subscriptions 
for GPs. It is therefore important that members of the practice 
team are at least aware of their potential presentations and that 
they are within the practice protocols, appropriate delegation and 
referral patterns to deal with any such potential conditions which 
could, if missed lead not only to a potentially avoidable outcome 
for the patient but also a significantly high value claim.  

HIGH VALUE GENERAL 
PRACTICE CLAIMS
Dr Iain Barclay, Medical Protection Head of Underwriting 
Policy, examines what conditions are responsible for some of 
the highest claims against members in general practice

I 

WE ARE HERE TO SUPPORT YOU 
 If you receive a complaint or a claim and require advice or 
support then contact one of our medicolegal advisers on  
0800 561 9090.

Alternatively you can email: querydoc@medicalprotection.org
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PARAMEDICS

ANDY 
JONES 
COLLEGE  
OF 
PARAMEDICS

Throughout the UK paramedics are working in 
many GP practices, GP OOHs, walk in centres, 
community response teams and emergency 
departments. One of the main benefits of utilising 
paramedics in these areas is that they are 
autonomous practitioners.

There are various grades of paramedic currently 
ranging from emergency care practitioner (ECP), 
specialist paramedic (SP), advanced paramedic 
practitioner (APP) and consultant paramedic (CP). 

The ECP role has variations in education 
throughout the UK ranging from a six week internal 
course to a BSc Hons. Therefore within the College 
of Paramedics structure this role is no longer 
recognised. 

The specialist paramedic has currently two 
areas of speciality, Critical Care and Urgent and 
Emergency Care.

The definition of a SP is a paramedic qualified to a 
minimum of a post graduate diploma in a subject 
relevant to their practice. They will have acquired 
and continue to demonstrate an enhanced 
knowledge base, complex decision making skills, 
competence and judgement in their area of 
specialist practice.

THE SKILL SET FOR SP’S INCLUDE:
• Disease specific management
•  Assessment and management of wounds 

including debridement, skin flap wounds, glue, 
skin link and sutures

• Assessment of minor illness and injury 
• Assessment and management of medical 

conditions, including chronic, for example; 
-  Undertaking an enhanced physical assessment 

of a patient with a respiratory condition and 
diagnosing a chest infection. The SP can then 
provide a course of appropriate antibiotics via 
a PGD

• Provide extended analgesic pain relief, such as 
co-codamol and diazepam, utilising a PGD

• Taking bloods and analysing them
• X-ray interpretation.
 
An advanced paramedic practitioner is an even 
further qualified paramedic with a minimum of an 
MSc in a subject relevant to their practice. They 
have an expert knowledge base; complex decision 
making skills, competence and judgement in 
their area of advanced practice. They can apply 
advanced clinical history taking skills to receive 
analyse and interpret highly complex medical 
information in order to establish a differential 
diagnosis and develop a care plan for individual 
patients.

Both an APP and SP can liaise effectively with 
all members of the multi-disciplinary healthcare 
and social care teams to achieve a coordinated 
specialist service for patients. 

They can also autonomously develop, implement 
and evaluate patient management plans for new 
and reviewed patients using advanced clinical 
reasoning and decision making skills.

Andy Jones is an advanced paramedic practitioner 
and the elected representative for Wales in the 
College of Paramedics. 

THE CHANGING FACE OF 
PRIMARY CARE 
 Sam McCaffrey takes a look at how primary care is changing 
and the different clinical roles that can help your practice 
meet increasing patient demand

rimary care faces an increasing 
number of challenges on what 
feels like continuously diminishing 
resources. GP surgeries now make 

370 million consultations per year - 70 million 
more than five years ago.

Around a quarter of the population now has 
a long-term condition and they account for 
50% of GP appointments. Additionally, an 
aging, increasingly co-morbid population is 
also contributing to the increase in demand.

Despite this, GP numbers have remained 
relatively stagnant. According to the GP 
Taskforce, the number of GPs per 100,000 
population in the UK fell from 62 in 2009 to 
59.5 in 2012. 

This situation has led to a search for 
alternative ways to meet the increase in 
demand and roles that have not traditionally 
been considered part of the general practice 
team are now being viewed as viable 
solutions. 

The Government and NHS England have 
announced plans for roles such as physician 
associates and pharmacists to increase their 
presence in general practice, while the skills 
of paramedics and nurse practitioners are 
also being used in new and innovative ways. 

But what can these different clinical roles 
do for your practice? We contacted their 
representative bodies to find out.

P 
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PHYSICIAN 
ASSOCIATES

PHARMACISTS

There are many challenges facing general practice 
that a practice-based pharmacist can assist with. 
These challenges include helping to reduce the 
5-8% of hospital admissions that are related to 
medicines and helping to reduce the amount of 
wasted prescribed medicines. 

A practice-based pharmacist could also help with 
patients that have concerns about polypharmacy 
and need help with medicine taking, including the 
elderly, people with learning difficulties and those 
with co-morbidities. 

NHS England has more than doubled funding for 
a pilot for clinical pharmacists in general practice 
due to an overwhelmingly positive response from 
GP surgeries. The 73 applications that will receive 
a share of the funding will cover 698 GP practices 
and include 403 clinical pharmacists. 

The NHS Alliance and Royal Pharmaceutical 
Society have compiled a list of primary care 
activities that pharmacists could perform in 
general practice. These may include:

• Clinical services
• Working closely with GPs to resolve day-to-day 

medicines issues
• Addressing medicines adherence with patients
• Managing and prescribing for long-term 

conditions in clinics, often in conjunction with 
practice nurses

• Triaging and managing common ailments
• Responding to acute medicine requests
• Reviewing patients on complex medication 

regimens
• Taking part in multidisciplinary case reviews
• Carrying out face-to-face or telephone follow 

up with patients
• Signposting patients to appropriate services and 

other healthcare professionals (e.g. community 
pharmacists)

• Prescription management

• Reconciliation of medicines in outpatient 
and discharge letters — including liaison 
with hospital, community and primary care 
colleagues to ensure correct medicines are 
continued following transfer of care

• Supporting the GPs and other practice staff 
to deliver on QIPP agenda, QOF and locally 
commissioned enhanced services

• Working with the practice team to deliver 
repeat prescription reviews — especially 
for care home residents, people prescribed 
polypharmacy and frail older people

• Converting acute medicine requests into repeat 
medicines, where appropriate

• Point of contact for the practice for all 
medicines-related queries for healthcare 
professionals and patients

• Implementing and monitoring a practice’s 
adherence to a repeat prescription policy 

• Audit and education
• Conducting clinical audits as part of the 

multidisciplinary team
• Answering medicine information enquiries from 

GPs, other healthcare professionals and patients
• Implementing, in conjunction with the practice 

team, systems for monitoring medicines use
• Contributing to clinical education of other 

healthcare professionals
• Providing leadership of quality improvement 

programmes that involve medicines
• Working with GPs and practices nurses to 

agree, and then manage, practice formularies 
to improve the choice and cost effectiveness of 
medicines 

• Implementing NICE guidance through audit 
and feedback, formulary management and 
educational sessions with the wider primary 
healthcare team and patient. 

Rena Amin is a pharmacist and a partner at a GP 
practice in London. She is also the joint associate 
director for medicine management at NHS 
Greenwich Clinical Commissioning Group.

RAJ GILL 
FAUCLTY OF
PHYSICIAN
ASSOCIATES

RENA
AMIN 
PRIMARY CARE 
PHARMACISTS
ASSOCIATION

Physician associates (PAs) are dependent 
medical practitioners who work under the 
supervision of a named GP. There are currently 
around 250 PAs practicing in the UK, with one 
in five choosing to work in primary care. This 
number is likely to increase over the next few 
years with a new NHS scheme to recruit 200 
PAs from the USA and the Government setting 
a target of having 1,000 PAs in primary care by 
2020.

PA students already possess a life science or 
allied health degree and undertake a highly 
intensive full-time postgraduate training program 
which follows a national curriculum focusing on 
the common and important medical conditions. 
Every PA sits a national qualifying examination 
which insures a minimum standard across the 
country; this is repeated every six years allowing 
PAs to remain up to date across specialties. 

PAs in primary care are able to: take medical 
histories, examine patients, request appropriate 
investigations, formulate management plans, 
refer to secondary care and conduct relevant 
follow up. 

PAs undertake a variety of appointment types 
including: on the day acute appointments, 
chronic disease management, telephone triage, 
home visits, nursing home visits and minor 
surgery. PAs will often take the lead on particular 
QOF areas and can be used to manage complex 
care and admission avoidance enhanced service. 
PAs participate in wider practice activities 
including reviewing bloods and practice 
correspondence, conducting audits and helping 
with training and teaching for new staff and 
students.   
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PAs require regular supervision with their named supervisor 
and need to develop a similar relationship to GP trainer 
and trainee. The level of supervision is dependent on the 
individual’s experience and each GP arranges their own 
system for reviewing patients with their PA.   

There is currently no statutory regulation for PAs in the UK 
but there is a managed voluntary register held by the Faculty 
of Physician Associates at the Royal College of Physicians. 
This currently limits PAs and they are unable to request 
ionising radiation, sign prescriptions and complete medical 
certificates. Recent Government statements calling for 
the expansion of the number of PAs in primary care point 
towards regulation in the future and the resolution of these 
issues.

Raj Gill is a physician associate at a GP practice in London 
and a member of board of the Faculty of Physician Associates 
at the Royal College of Physicians.

Nurse practitioners are nurses who have experience, knowledge 
and skills beyond that of first level registration and demonstrate 
highly specialised knowledge in primary care nursing beyond that 
of their practice nurse colleagues, increasingly taking on advanced 
level roles that support their medical colleagues.

Nurse Practitioners will be registered on Part 1 of the Nursing and 
Midwifery Council (NMC) register and may be registered on other 
parts as well (midwifery or specialist community public health 
nurse). Some may have completed the NMC Specialist Community 
Practitioner Qualification, but all nurse practitioners must have 
completed a nurse practitioner degree, at either Honours or 
Master’s level. They will also have completed their Independent and 
Supplementary Prescribing (V300) qualification, which allows them 
to prescribe a range of treatments for patients.

The nurse practitioner degree programme prepares nurse 
practitioners to carry out patient consultations, advanced 
assessment, use diagnostic reasoning skills and a range of 
other diagnostic support tools. They will be able to respectfully 
challenge practice, systems and policies in an objective and 
constructive manner and proactively develop opportunities to 
influence national and local policy and strategy. They may have 
additional responsibilities for education of colleagues within the 
team and students. These practitioners may also take additional 
responsibilities for patients with complex, chronic and enduring 
conditions, proactively promoting health and well-being but 
also being able to work in a consultancy capacity for complex 
community nursing interventions. 

In addition to nurse practitioners, there will be advanced nurse 
practitioners who have completed a Masters level programme and 
whose role may differ to that of their nurse practitioner colleagues, 
with respect to research, service development and quality 
improvement. Advanced nurse practitioners do not need to work 
under supervision from GPs, they are autonomous and have their 
own professional registration and code of conduct. They are able 
to work in an autonomous way and they often work in partnership 
with GPs. In some cases they may be full partners rather than 
employed by the practice. 

Nurse practitioners and advanced nurse practitioners enhance the 
skill mix of the general practice team and often play a major role 
in both preventative care and the management of complex and 
long term conditions, thus enabling their GP colleagues to focus on 
their specialist interest areas and acute cases, although this varies 
considerably from practice to practice.

Gill Coverdale is the professional lead for education (standards and 
professional development) at the Royal College of Nursing.

GILL
COVERDALE 
ROYAL 
COLLEGE OF
NURSING

NURSE 
PRACTIONERS

All healthcare professionals employed by, or contracted to, a practice 
need to have adequate and appropriate indemnity arrangements in 
place. For nurse practitioners, advance nurse practitioners, physician 
associates and paramedics these may be available through Medical 
Protection, either as an individual member or as part of a Practice 
Xtra group scheme. Currently we are unable to offer membership for 
pharmacists, who should contact the PCPA, or their current specialist 
insurer, for advice regarding indemnity arrangements.
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he National Association of 
Sessional GPs (NASGP) first 
launched the Standardised 

Practice Induction Pack (Spip) as a paper 
resource in 2001. In the 15 years since it 
has been used by nearly 3,000 practices, 
but in that time general practice has 
also grown increasingly complex. To 
address this problem the NASGP has 
launched a new online version of Spip 
that allows practices, GPs and nurses 
to keep up to speed with ever-changing 
local health information. Dr Richard 
Fieldhouse, NASGP Chairman, spoke 
to Sam McCaffrey about how Spip has 
changed and what those changes can do 
for practices. 

SM: What is the new version of Spip? 

RF: Basically, Spip is a secure website 
where practices can centrally store, 
update and then display all of their highly 
localised, practice-specific information to 
their staff and GPs at the point of need, 
equipping them to manage patients safely 
and efficiently.

A GP knows tens of thousands of ‘bits’ 
of clinical information that he or she 
can formulate into a diagnosis and 
management plan within minutes of 
seeing a patient, but when it comes to 
managing that patient’s condition they 
need to have access to up to 200 ‘bits’ 
of very localised non-clinical information 
about practice processes affecting safe 
patient management. For example, 
managing test results, referrals, handover 
arrangements, prescribing procedures 
and how the practice interacts with local 
resources.

THE NEW AND 
IMPROVED  

NASGP PRACTICE 
INDUCTION PACK

T 

SPIP
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Even for an established senior partner, this 
local non-clinical information can change at 
a frightening pace, so having instant access 
to a highly-localised suite of updatable, 
‘crowdsourced’ information isn’t just a luxury 
but a central requisite of modern patient 
management.

We conducted a survey of how much time 
GPs waste in a typical morning surgery 
looking for this information. A third of GP 
partners said they lose between ten and 
twenty minutes a day looking for this routine 
information. 

Now take into consideration the position of a 
locum GP, who can typically work in around 
30 different GP practices every year. In each 
of these practices, practically all these 200 
‘bits’ of non-clinical information can be alien 
to them. In our survey some locums said they 
spend up to 30-40 minutes a surgery looking 
for this information.

By enabling all clinicians caring for your 
patients to have instant access to your Spip, 
you’ll be empowering them to be more 
efficient and better at what they do. No 
more time wasted having to interrupt the 
consultation to ask for simple but essential 
non-clinical information.

 
SM: What are the benefits to having it 
online? 

RF: To start with it can be accessed 24/7, so 
you can look at it over weekends if you’re a 
new partner joining the practice, or a locum 
doing a shift there the following week and 
familiarise yourself with all this information 
before starting. You can see how complaints 
are organised, what their adult safeguarding 
policy is, what to do in an emergency, how 
patients are told about blood tests and 
so on. If you don’t know this information it 
can have a huge impact on patient care.
Miscommunication between locums and 
patients about how a particular practice 
deals with things like blood tests is common 
place. 

Another advantage is an internal 
communication system we’ve built in. It’s 
almost like a clinical system for locums; it 
allows them to make notes on their pack on 
specific topics and those notes will appear 
when they look up that topic at every 
practice they work in. It also allows locums 
to spread best practice, as the locum can 
also add comments to a page informing all 
the other GPs at a practice about some new 
information on a particular topic that the 
practice was not aware of.

SM: How does the system work? 

RF: Step one for a practice setting up the 
pack is to speak with the local CCG or 
federation to see if they have the Network 
Cudos option. This is where, rather than 
several neighbouring practices all adding 
in the same contact details for the local 
hospital or local departments, we’ve 
developed a centralised mechanism where a 
local CCG can add all this information which 
will then become available to all the local 
practices. They can then pull this information 
through to their own practice packs. Then 
if some information about a local service 
changes, such as the contact details for the 
local vascular service, the CCG can update 
this and it will automatically pull through to 
all the local practices. 

We anticipate it will take the CCG between 
four and eight hours to set up that 
centralised directory of services. 

After that the practice manager needs to 
start setting up practice staff on the system 
– this is done by typing in their NHS email 
addresses. The practice manager can then 
also set other staff to become pack editors, 
allowing them to change and add information 
– addresses, phone numbers, people, 
documents – to the system. For example 
GPs with special interests would most likely 
be the ones who would add information 
about their area of expertise. We believe 
that those GPs would want to spend about 
an hour inputting that information at setup 
stage, and after that it would be a case of 
spending five to ten minutes a week keeping 
things up to date. 

For GP locums, when they sign up to work at 
a new practice they can request access to 
the practices’ Spip before they start. They 
can review all this information and get up to 
speed before they arrive, while also being 
able to use it while working in the practice. 

Practices can sign up to Spip FREE for 
the first six months, following which it 
costs £36 a month. Medical Protection 
Practice Xtra members retain their FREE 
subscription for two years. To find out more 
and sign up visit:  
medicalprotection.org/uk/spip
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onfidentiality is the cornerstone 
of good medical practice and 
is central to the trust between 

doctors and patients. However, our data 
shows that it is also the most common 
risk area for practices. In 2015 Medical 
Protection undertook 108 Clinical Risk 
Self Assessments (CRSAs) in general 
practices, of which 98% had risks relating to 
confidentiality.

Our in-house practice training session, 
The Importance of Maintaining Patient 
Confidentiality, is designed for all members 
of the primary care team to assess risk 
management concerns and understand 
how they can work together to improve 
confidentiality. Each interactive session lasts 
between one and one-and-a-half hours and 
can be delivered in your protected time. Last 
year we delivered 428 talks in GP practices 
during protected learning time across the 
whole of the UK. 

The workshop, led by a trained facilitator, 
explains the importance of confidentiality, 
defines the responsibilities of staff, increases 
awareness of current government policies 
relating to confidentiality, enables a practice 
team to identify where a potential breach 
of confidentiality could occur and explores 
ways to reduce these risks. A practical 
exercise also gives staff the opportunity 
to work together as a team to review and 
discuss real-life case studies related to 
confidentiality.

THE IMPORTANCE OF 
CONFIDENTIALITY 
Patients disclose private and confidential 
information to doctors so that they can 
be treated and advised appropriately – if 
confidentiality is breached, patients will 
be reluctant to divulge information and 
therefore treatment may be affected. 
Additionally, breaches of confidentiality have 
legal implications and therefore practices 
have a legal obligation to maintain it. 

WHAT IS CONFIDENTIAL 
INFORMATION? 
• Medical records
• Current illness or condition
• Ongoing treatment
• Personal details: name, address, age, 

marital status, sexuality, race
• Record of appointments
• Audio/visual recordings
• The fact that the patient is your patient! 

STAFF ACCOUNTABILITY 
The workshop identifies how each staff 
member at the practice is accountable for 
their actions and which policies outline their 
responsibilities. 

GPs could find themselves in difficulties 
with the GMC if they breach confidentiality.  
They are also responsible for the actions of 
all practice staff – through vicarious liability 
– if they breach confidentiality. Nurses are 
accountable to guidelines set out by the 
NMC if he or she breaches confidentiality, 
and the NHS Code of Practice (November 
2003) covers all healthcare workers. 

The training session also highlights additional 
policies relating to confidentiality. CQC 
regulations describe the fundamental  
standards of quality and safety that people 
who use healthcare services have a right 
to expect. In addition, the Caldicott report 
produced by the Department of Health 
in 1997 protects patient identifiable 
information. 

WHERE POTENTIAL BREACHES 
OF CONFIDENTIALITY COULD 
OCCUR
• Waiting rooms and reception areas
• Consulting rooms 

- Patient identifiable information 
- Computers

• Staff confidentiality statements
• Post-employment
• Use of social networking sites
• Staff training
• Faxes
• Photocopier

• Telephone
• Texts
• Visitors 
• Staff ID
• Computer
• Back up tapes
• Privacy
• Security
• Passwords
• Emails
• Internet 

WAYS TO REDUCE RISKS OF 
BREACHING CONFIDENTIALITY 
In 2015, 72% of the practices that we 
visited as part of the CRSA programme 
had issues relating to patients being able to 
overhear conversations at the reception desk 
which could of course lead to a breach of 
confidentiality.

The workshop offers practical solutions 
to some of these concerns that a practice 
could have. For example, in relation to the 
risks associated with potential breaches of 
confidentiality at the reception desk, some 
considerations could be: 

• Looking at the layout at reception
•  Repositioning the computer screen or  

providing privacy screens for the monitors
•  Discouraging sensitive telephone 

conversations at the front desk, if 
a patient wishes to speak about a 
confidential matter use an area away 
from the public

•  Repositioning the layout of chairs in 
reception 

•  Consider whether a television might act 
as a distraction, of course practices would 
need to ensure that they have a suitable 
licence in place

•  Consideration to the introduction of a 
queuing system.

Confidentiality is one of the most common risk factors in general 
practice. Kirsty Plowman looks at how a Medical Protection 
interactive risk management training session on confidentiality 
can help members lower their risk

PROTECTING PATIENT 
CONFIDENTIALITY

C
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REAL-LIFE SCENARIOS
During the workshop, the practice team have the opportunity to discuss real-life cases 
relating to confidentiality, using the information from the session to form a critical analysis of 
each case. How would you respond in the following scenarios?

CASE 1
While parking outside the practice, a patient bumps into and 
damages the car of a second patient. On finding the damage later, 
the second patient asks for the names of those individuals who 
had appointments before hers that morning. Can you provide the 
patient with the list?

Answer 
No – the duty of confidentiality prevents you from releasing 
a ‘blanket list’ of names. It is for the aggrieved patient and/or 
the police to pursue their own enquiries without the help of the 
practice staff. 

If the accident occurred in a practice car park with video 
surveillance, you may wish to let the patient and/or the police 
know that there is a video tape, and they could either seek a Court 
Order or rely on their power of seizure of evidence which are set 
out at Section 19 of the Police and Criminal Evidence Act (1984).

CCTV systems are now covered by the Data Protection Act 
(1998) – there has to be a code of practice and a compliance 
officer and an annual audit to ensure that the installation 
continues to meet the needs for which it was registered with the 
Commissioner of Information. The code of practice should include 
the ‘management and use of video tapes’.

The GMC publication Confidentiality (2009) gives detailed advice 
on the issue of disclosure in the public interest. In essence, 
before disclosing personal information, doctors must weigh 
the harm that may arise from non-disclosure against the harm 
caused by breaching. Ultimately, each decision must be made 
on its own merits, but it is likely that the balance would only 
tip in the direction of disclosing the sort of information police 
may be seeking in relation to much more serious crimes, such 
as murder or child abuse. Where a decision is made to disclose 
information in the public interest without seeking a patient’s 
consent, clear records must be made of the reasons for disclosing 
the information, including what steps have been taken, either 
to inform the patient about the disclosure or the reasons for not 
doing so.

It is important to engage constructively with any request for 
information from the police whilst at the same time being mindful 
of both the legal and professional obligations in relation to patient 
confidentiality. In this case, if the police obtained a Court Order 
or rely on their powers of seizure under the Police and Criminal 
Evidence Act (1984) then it is unlikely that the practice will be 
legitimately criticised for disclosing the information.

CASE 2
A pharmacist suspects that a patient has altered a prescription for 
temazepam by changing ‘20 tabs’ to ‘120 tabs’, and he notifies the 
police.  A police constable brings the prescription to the practice 
and requests a statement. What should you tell the police officer?

Answer 
On the basis that the police constable has already obtained the 
prescription, the fact that it has been issued and the information 
on the prescription are now within their ‘field of knowledge’.

The doctor, therefore, can legitimately identify a prescription as 
one that he has signed; and then to verify what the prescription 
stated when it left the surgery. The GP should not speculate as 
to when, why and by whom the changes to the prescription were 
made.

If the police require information about the patient’s medical 
condition then (unless there was a public interest justification for 
disclosure which would not appear to apply here) they would need 
to provide the patient’s consent or seek a Court Order to facilitate 
this.

It would be good professional practice for the GP to tell 
the patient what action has been taken (unless this would 
compromise the police investigation). The GP should explain to 
the police that it would be their intention to inform the patient, in 
order that there can be a discussion (if indicated) as to whether or 
not taking this step would compromise the police investigation. 

SIGN UP NOW
For more information about risk management sessions available free of charge as part of a  
Practice Xtra scheme visit: medicalprotection.org/uk/px-training  
To book a session email: gp@medicalprotection.org
Other topics include chaperoning, patient care and consent. 

©cathyyeulet/thinkstockphotos.co.uk
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HOW TO MANAGE  
A DISRUPTIVE PATIENT
Dealing with a disruptive 
patient can be one of the most 
challenging aspects of general 
practice. Senior Medicolegal 
Adviser Dr Richard Stacey 
provides advice on the best way 
to manage such a situation

t the end of a busy Monday morning surgery at the 
Sunshine Practice, Dr Duncan was asked by the practice 
manager if she would mind speaking with one of the 

receptionists (Sarah) who was upset as a consequence of an 
altercation with a patient at the reception desk.

The patient had brought a repeat prescription request and had 
insisted that it should be processed immediately. Sarah had 
explained that all the GPs were currently in surgery and that the 
practice policy was that 24 hours’ notice was required for all 
repeat prescription requests. The patient was unhappy with this 
explanation, raised his voice and (in front of a busy waiting room) 
said, “the policy is useless, the practice is useless and you are 
completely useless!”. The patient then stormed out of the practice 
leaving Sarah in tears.

WHAT ARE THE IMMEDIATE ISSUES?
The immediate priority is to speak with Sarah in a protected 
setting in order to provide her with support and to seek an 
understanding as to what happened.

In order to investigate and corroborate the events, it would be 
helpful to seek a written statement from Sarah, together with any 
of her colleagues that witnessed the incident.

In light of the undoubted upset this has caused to Sarah, it is 
important to offer her the requisite support.

Irrespective of the fact that the patient’s behaviour has been 
unacceptable, the following matters should be taken into 
consideration:

• The repeat prescription request will require processing 
• There may be an underlying reason why the patient requested  
 the repeat prescription as a matter of urgency 
•  The patient’s behaviour may have been a manifestation of 

an underlying mental health problem and/or there may be 
mitigating personal/social circumstances.

In light of these matters, it is important to make contact with the 
patient in order to highlight the distress that their behaviour has 
caused, to clarify the position in relation to the provision of the 
prescription and to seek an understanding of any underlying issues.

Please refer to Box A for tips in relation to approaching the patient.

CAN THE PRACTICE REMOVE THE PATIENT FROM 
THE LIST?
It is entirely understandable that, for a variety of reasons, one of the 
first considerations is as to whether or not to remove the patient from 
the list.

The National Health Service (Primary Medical Services) Regulations 
(2004 - as amended) set out the provisions for the removal of patients 
from the practice list and there is provision for removing patients who 
are violent to staff members (or who are threatening to the point 
at which they feared for their personal safety) with the following 
caveats:

• There is no obligation to provide the patient with a warning  
• Removal takes effect after the practice notifies the NHS England  
 Area Team or the Health Board (in Scotland, Wales and Northern  
 Ireland) of a request for immediate removal 
• The notification must be followed up in writing within seven days 
• The incident must be reported to the police immediately

•  The thought of approaching a patient in 
such circumstances is undoubtedly anxiety-
provoking

•  It is important that the approach is made at 
the earliest opportunity (but not before a 
full understanding of the incident has been 
reached)

•  The approach should be made by the most 
appropriate person (for example; one of the 
GPs or the practice manager)

•  Protected time should be set aside

•  A contemporaneous note should be made of 
the conversation with the patient

•  Sometimes, the conversation with the patient 
can be cathartic and the patient may accept 
that their behaviour was inappropriate and 
offer an apology

•   Conversely, the patient may dispute the 
allegations and take a confrontational 
approach

BOX A

A
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• The patient should be informed of the reasons for the removal   
 unless: 
 • It would be harmful to the physical or mental health of the  
  patient to do so 
 • It would put practice staff or patients at risk 
 • It would not be reasonably practical to do so.

In the circumstances of this case, Sarah did not feel that her physical 
safety was at risk hence the criteria for immediate removal from the 
practice list are not met. The practice will therefore need to consider 
providing the patient with a written warning about their behaviour 
(except for the circumstances set out in Box B, a patient can only 
be removed from the practice list if they have been provided with a 
written warning within the preceding 12 months).

The provision of a warning is a potentially emotive issue and might 
prompt the patient to dispute the suggestion that their behaviour 
was unacceptable. That said, it is important to put down a marker in 
relation to the patient’s behaviour and to put them on notice that if 
there is a repeat of the behaviour it will put their ongoing registration 
as a patient of the practice in jeopardy.

A sample warning letter is set out at Box C.

THE LETTER MAY LEAD TO ONE OF THE 
FOLLOWING OUTCOMES:
•  The patient may dispute the suggestion that their behaviour was 

unacceptable, in which case the statements prepared by Sarah 
and the other witnesses will be helpful in responding to any such 
suggestion.

•  The patient may demonstrate a repeat of the behaviour, in which 
case the practice will be well-placed to remove them from the 
practice list in accordance with the relevant regulations (if the 
behaviour is repeated within 12 months of the warning).

•  The patient may modify their behaviour, which would be the best 
outcome for all parties.

•  They have been violent towards a staff 
member (or threatening to the extent that 
the staff member feared for their personal 
safety)

•  They have moved outside the practice area

•  There are reasonable grounds to believe that 
issuing a warning would be harmful to the 
patient’s physical or mental health

•  It is not reasonable or practicable for a 
warning to be given.

Dear [name of patient]

I am writing further to the incident at the 
reception desk on 1 February 2016 and your 
subsequent telephone conversation with Dr 
Duncan.

I understand that Dr Duncan has managed to 
resolve the issues relating to the provision of 
your repeat prescription.

I was sorry to hear that you were frustrated 
that it was not possible to process your 
repeat prescription request immediately and 
I remind you that we ask for 24 hours’ notice 
for the provision of repeat prescription. I 
have attached a copy of the practice repeat 
prescription policy for your reference.

Unfortunately, your frustration was reflected 
in your interaction with a member of our 
reception staff who was intimidated by your 
approach and this in turn caused her some 
considerable distress.

I understand that it is possible that you 
may not have realised the impact that your 
approach has had on the member of the 
reception staff, however I am obliged to inform 
you that if there is a repeat incident of this (or 
a similar) nature then consideration will be 
given as to whether or not you should remain 
on our practice list.

I am sorry to write in these terms and I 
sincerely hope that this marks an end to this 
unfortunate matter.

BOX B BOX C

If you face a situation like this and require advice or support then contact one of our medicolegal advisers on  
0800 561 9090 or email querydoc@medicalprotection.org
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hen Mrs C, a keen golfer in her early 
forties, began to experience constant 
pain in her lower back, she consulted 
a GP at her local surgery. Dr P took 

a history of slow onset of pain with restricted 
mobility. He did not examine her, but prescribed 
an NSAID and advised Mrs C to return in two 
weeks if there was no improvement.

Over the following three months, Mrs C 
made five more visits to the surgery with the 
same complaint, seeing a different doctor on 
each occasion. On her fourth visit, when she 
consulted Dr L, she complained of numbness in 
her perineum and that her back pain was now 
radiating down both her legs. Dr L recorded 
these symptoms in her notes, but did not 
examine Mrs C. Her notes read: “lumbar pain for 
10/52 now, getting worse. Saddle anaesthesia. 
Refer physio”.

Dr L did refer Mrs C, but as there was a long 
waiting list for physiotherapy, Mrs C’s first 
appointment was to be in six months’ time.

In the meantime, Mrs C was becoming 
increasingly distressed as her symptoms 
worsened; she returned to the surgery, this time 
consulting Dr V. Again, saddle anaesthesia and 
bilateral sciatica were noted, but Dr V merely 
prescribed stronger analgesia and suggested 
that Mrs C perform daily gentle exercises. 
His notes mentioned that Mrs C was “highly 
strung”, so he may have thought that she was 
overstating her symptoms.

Mrs C returned to the surgery two days later 
and was seen by Dr G. This time she had a new 
and distressing symptom to add; she had been 
incontinent of urine. Dr G, looking through her 
past medical history, observed that Mrs C’s 
pelvic floor had probably been weakened by 
the five vaginal deliveries she had had during 
her twenties and thirties. He instructed her in 
carrying out pelvic floor exercises and arranged 
a gynaecology referral for assessment.

W 
That evening Mrs C’s back pain intensified to 
the extent that she was unable to walk. Her 
husband called for an ambulance and she 
was taken to the local A&E department. An 
MRI scan confirmed a massive central disc 
protrusion at L4/L5 and surgery was carried 
out as a matter of urgency to relieve the 
pressure on the cauda equina. Unfortunately, 
the discectomy did not have the desired effect. 
Mrs C was left with permanent neurological 
damage, unable to walk and doubly 
incontinent.

Mrs C brought a claim against her GP 
practice, alleging that the signs of cauda 
equina syndrome had been apparent during 
her consultations and that the GPs’ failure to 
diagnose her condition had deprived her of 
timely treatment and the chance of a  
full recovery.

EXPERT OPINION
In the opinion of GP experts, Dr P could 
be criticised for not examining Mrs C, but 
his treatment and advice were otherwise 
reasonable in the circumstances. They 
reserved their detailed criticism for Dr L,  
Dr V and Dr G who, they felt, had all delivered 
substandard care. Mrs C had presented to 
each of them with clear warning signs of 
cauda equina syndrome and they should have 
referred her to hospital as a matter of urgency. 
Moreover, none of them had examined Mrs C 
to determine the extent of her problems.

On causation, an expert in neurosurgery 
concluded that Mrs C would have been left 
with “little or no” permanent neurological 
damage if she had been operated on within 
48 hours of seeing Dr L. He thought that 
by the time she saw Dr V some permanent 
impairment had probably already occurred, 
but that she would have regained more use of 
her legs if intervention had taken place at that 
time.

The case was settled out of court for a 
substantial sum. 
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FROM THE 
CASE FILES
Cauda equina is the source of some of the highest value 
claims against Medical Protection members. This case 
report highlights how important it is to keep an eye out 
for the ‘red flags’ associated with the syndrome

LEARNING POINTS
•  Although lower back pain is 

commonplace, it is still important 
that you take and record a proper 
history and examine the patient for 
signs of neurological impairment.

•  Continuity of care can be difficult 
when a patient consult a series of 
different doctors about an ongoing 
complaint. You should therefore 
refer to earlier entries in the patient’s 
record especially when seeing 
someone for the first time.

•  Cauda equina syndrome often 
has a chronic onset, so be alert to 
this when seeing patients making 
repeated visits for unresolved lower 
back pain.

•  Familiarise yourself with the ‘red 
flags’ associated with cauda equina 
syndrome and refer the patient 
urgently if these are apparent in 
association with severe  
low back pain.

RED FLAGS
• Bilateral or unilateral sciatica

• Bladder or bowel dysfunction

•  Anaesthesia or paraesthesia in 
perineal region or buttocks

• Significant lower limb weakness

• Gait disturbance

• Sexual dysfunction.
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ACCREDITED RISK MANAGEMENT TRAINING 

SUITABLE FOR THE WHOLE TEAM

ON-SITE AND INTERACTIVE

Find out more and book today, visit: 
medicalprotection.org/mypracticextra
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FREE
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of care
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