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Follow us on Twitter
Good news for those who like to be 
kept up-to-date whilst on-the-go – 
MPS is now on Twitter! If you use 
Twitter in a professional capacity, why 
not follow @MPSdoctorsIRE

We welcome contributions to New 
Doctor, so if you want to get involved, 
please contact us on +44 113 241 0221 or 
email: charlotte.hudson@mps.org.uk.

Get the most from  
your membership…

Visit our website for publications, 
news, events and other information: 
www.medicalprotection.org
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Review of medical training  
and career structure
The Department of Health has published the 

Final Report of the Strategic Review of Medical 
Training and Career Structure. The report focuses 
on issues relating to strategic medical workforce 
planning, career planning and mentoring support for 
trainee doctors. It also addresses specific issues in 
relation to the specialties of public health medicine, 
general practice and the community-based aspects 
of psychiatry.
Source: http://health.gov.ie/wp-content/uploads/2014/07/SRMTCS_Final_Report_300614_

FINAL.pdf 
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Welcome to the fourth edition of New Doctor, 
and my first as the new Editor-in-Chief.

Designed specifically for junior doctors in Ireland, 
this magazine aims to provide you with 
medicolegal advice and practical tips to help 
bridge the gap between life as a medical student 
and life as a junior doctor. Ensuring you have 
protection in case something goes wrong is  
vital, and on pages 6 and 7 we compare MPS 
membership with state indemnity – 
demonstrating the benefits of having MPS 
membership.

We are aware that many new doctors are leaving 
to work overseas, and on pages 8-10 you will 
find an interesting piece on the National Intern 
Conference and Social (NICS) in June, where 
one of the main topics of discussion was issues 
affecting interns, NCHDs and the Irish healthcare 
system. If you are considering working abroad, 
we also tell you all you need to know about your 
MPS membership and making sure you’re 
protected: new countries mean new risks. 

Your common queries to our advice line fill pages 
12 and 13, where we look at a selection of 
medicolegal dilemmas that interns contact MPS 
for assistance with, and offer advice.

On page 14, Dr Michael Daly offers an insight 
into life working in general surgery – with plenty 
of information on what you can expect; and on 
page 15, we delve into the case files and take a 
look at a case where having a chaperone 
present protected the doctor from unfounded 
allegations.

I hope you enjoy this edition and you find it 
interesting and useful. If there’s something you’d 
like us to focus on in the next edition or you have 
any feedback, please send your ideas and 
comments to charlotte.hudson@mps.org.uk. 

Welcome

NEW DOCTOR | VOLUME 4 – ISSUE 1 | 2014 | www.medicalprotection.org

Guiding you through the 
claims process
Following member feedback, MPS has 

launched a new way of supporting 
members when they receive a clinical 
negligence claim. Designed to provide 
members with an efficient and informative 
service, the new process will streamline 
the experience for members who find 
themselves on the receiving end of a 
claim. A new Claims Guide provides 
clear information about how MPS can 
help, and explains the legal process step 
by step.

Look out for more details in the 
September edition of Casebook. 

New Health Minister, 
Leo Varadkar 
A new Minister for Health, Leo Varadkar, 

was appointed on 11 July. Dr Varadkar 
is a qualified GP, having studied Medicine 
at Trinity College Dublin. MPS has written to 
him to ask for a meeting to discuss the claims 
environment in Ireland.©
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Dr Gordon McDavid – Editor-in-Chief
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NEWS IN BRIEF

‘Exodus’ of trainees is a 
complex issue – study
Over 80% of doctors entering basic specialist training aspire to work 

as consultants in Ireland, according to a new study. However, the 
study, which was recently published in the Irish Journal of Medical 
Science, found that 92.5% intend to spend some time working abroad, 
adding that trainees leave the Irish healthcare system for lifestyle 
reasons, but also due to failure to be appointed to higher specialist 
training programmes. 

ICGP news
Dr Peter Sloane, ICGP NEGs Director, has been elected to the role 

of Chairperson of the Vasco da Gama Movement (VdGM). The 
VdGM is the WONCA Europe working group for new and future GPs. 
It has members from 37 European countries and undertakes a range 
of activities, including research and education. Dr Sloane will hold the 
Chairpersonship on behalf of Ireland for the next three years. 

In addition, the ICGP has been 
awarded the Second Vasco da 
Gama Movement Forum. This two 
day European conference for new 
GPs and family doctors in training 
will take place in Dublin on 20 and 
21 February 2015. The theme is 
“Family Medicine 2.0: Innovation 
and Awareness”. A number of 
speakers have already been invited 
and it is planned to use the Forum 
as an opportunity to showcase the 
very best of Ireland and Irish general 
practice. 
Source: Dr Peter Sloane

Medical Council recognises 
new specialties 
The Medical Council has announced that it now 

recognises three new specialties: intensive care 
medicine, neonatology, and pain medicine. 
Source: Medical Council

Meet your Regional Membership Co-ordinator:  
Rachel Lynch 
Rachel has worked in the Marketing Department at MPS for  
ten years:

Contact her on 087 2867491 or at rachel.lynch@mps.org.uk

“I regularly visit medical schools and hospitals to talk to members 
and arrange medicolegal events for some of the professional 
organisations in Ireland, including the Royal Colleges.

“If you are organising a teaching event, training day or  
conference, then you can contact me to help arrange  
sponsorship or a speaker.”
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John Tiernan, MPS Executive Director, Member 
Engagement, is involved in MPS’s lobbying work in Ireland

MPS wants legal reform 
in Ireland
MPS is lobbying the government to introduce a pre-action 

protocol to make the claims process more efficient. 
We believe that significant legal reform is the most effective 
way of reducing the cost of clinical negligence and the 
cost burden on doctors; however, in the short-term, the 
introduction of a pre-action protocol is an important element 
of this and should offer a relatively simple-to-implement 
solution. 

A pre-action protocol outlines what actions should be 
taken and information given at what stage and within what 
timeline. This should introduce predictability, discipline and 
transparency to the claims process, benefiting both 
healthcare professionals and patients. It can also help the 
patient/clinician relationship by encouraging a climate of 
greater openness. Further benefits include: 

 ■  Resolution of more clinical negligence claims without 
recourse to the courts, helping to reduce legal costs. 

 ■  Timely disclosure of medical records, which help to speed 
up the resolution of a claim. 

 ■  Narrowing the issues in dispute before proceedings are 
issued, putting both the plaintiff and defendant in a better 
position to make fully reasoned pleadings. This helps to 
cut down on cost and delay as court pleadings are less 
likely to require future amendment.

 ■  Early disclosure of information on claimed financial loss 
and offers to settle, helping to resolve claims quicker. 

Such a protocol – as long as it has effective incentives to 
ensure compliance – may go some way to control the legal 
costs associated with clinical negligence claims.

http://medicalcouncil.newsweaver.co.uk/MedicalCouncil/18bu3wjbbc517p898k81cp?a=1&p=47590051&t=21157585
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When it comes to professional protection, most doctors recognise the value 
in having arrangements in place in case something goes wrong. However, 

some of those who are members of MPS in addition to having state indemnity do 
not use the many resources offered by MPS to help in everyday situations, even 
before a complaint or claim is made.

The Clinical Indemnity Scheme1 (CIS) handles medical negligence claims in the 
public sector, and its focus is on ensuring patients have access to compensation. 
However, the results of an adverse incident can carry other risks for health 
professionals.

CIS indemnity is limited in that it does not necessarily extend to assistance for 
disciplinary processes, inquests or Garda or Medical Council investigations. 
Therefore, those state doctors who do not make alternative arrangements may 
find themselves vulnerable in any forum other than a claim.

The benefits of membership
MPS membership goes beyond state protection provided by the CIS. In 2013, 

400 doctors were referred to the Medical Council. Those doctors who did not 
have MPS membership faced the potential of having to deal with these situations 
without specialist medicolegal representation or assistance. It is also important to 
know that if you are working as a private practitioner, the CIS won’t cover you for 
the financial consequences of a claim for clinical negligence.

Although the financial cost of clinical negligence accounts for the majority of 
our expenditure, most of our caseload is concerned with assisting members with 
other medicolegal and ethical issues.

As an MPS member, you have access to medicolegal support and assistance 
that includes:

 ■ Telephone advice 24/7
 ■  Specialist legal advice and representation (for situations not supported by the CIS)
 ■ Disciplinary processes
 ■ Handling complaints
 ■ Coroner’s report writing
 ■ Inquest preparation
 ■ Media and press relations
 ■ Garda investigations arising from the provision of clinical care
 ■ Medical Council investigations
 ■ Good Samaritan acts.

Contact us to find out how you can make the most of your 
membership with MPS: 
www.medical protection org, call us on 1800 509 441 or email 
us at Member.help@mps.org.uk.

If Dr K had CIS indemnity only 
On realising that he had to justify his actions to the hospital, his 
seniors and also to Mr O’s family, Dr K had no-one to turn to. He 
spoke to his employer but they made it clear that they would 
protect their own interests if a claim was made. To make matters 
worse, by the time the hospital’s internal review came round six 
months later, Mr O’s medical notes had gone missing. This left 
Dr K extremely vulnerable, as he had no contemporaneous 
notes to back up his actions, and there was the fact that the 
blood results had not been reviewed.

As expected, the patient’s family brought a claim against the 
hospital. The hospital referred the claim, via the CIS, to the 
State Claims Agency who set about investigating how to 
manage the claim, but Dr K – without the medical notes – could 
not defend his actions. 

The family also made a complaint about Dr K to the Medical 
Council, who commenced an investigation. Dr K was not 
entitled to advice or support with this process through the CIS.

The story attracted some media interest and once Dr K’s 
local community found out that he was being investigated by 
the Medical Council, he lost the trust of many of his patients. 
The damage to his reputation – and subsequently, his 
livelihood – was difficult to repair.

SCENARIO 1:

What happens next… 

ADDITIONAL READING
MPS factsheet, Report Writing – www.medicalprotection.org/ireland/factsheets/report-
writing

A Guide to MPS Membership – www.medicalprotection.org/ireland/membership/guide 

A Guide for Doctors on Handling the Media – www.medicalprotection.org/ireland/booklets/a-
guide-for-doctors-on-handling-the-media 

MPS risk management workshops – www.medicalprotection.org/ireland/education-and-
events/workshops 

REFERENCES
1.   State Claims Agency, Clinical Indemnity Scheme – http://stateclaims.ie/about-our-work/

clinical-indemnity-scheme/ 

The following case shows how MPS 
indemnity goes above the support offered 
by the state:

Dr K was working in the A&E department of a busy 
hospital on a particularly demanding Saturday 
night when a patient, Mr O, arrived in a semi-
conscious state. Mr O was well-known to the 
department; his medical notes revealed a history of 
alcohol abuse following years of hardship. This was 
not the first time Mr O had arrived at A&E following 
a binge and he was usually kept in to sleep it off. It 
was a busy evening and Dr K was pushed for time. 
History-taking was difficult as Mr O seemed very 
sleepy and incoherent, but the sweet smell of 
imbibed alcohol was enough for Dr K to dismiss his 
symptoms as simply the effects of excessive 
alcohol consumption. 

An examination did nothing to change Dr K’s 
mind. Bloods were taken and sent to the lab and an 
entry was made in the nursing notes for the results 
to be followed up later. Dr K then took Mr O to a 
quiet corner to sleep it off and continued to attend 
to other patients. Unfortunately, the next morning 
Mr O was found dead. 

Everyone in the department was shocked to hear 
of the regular attender’s death but worse was to 
come when his bloods were reviewed and it was 
noted that his blood glucose had been 33mmol/l 
with a high potassium level. When Dr K had 
assumed Mr O was drunk, he was actually in 
ketoacidosis, meaning his death that night was 
probably preventable.

MPS membership vs state indemnity

Being a member of MPS offers many benefits. Dr Gordon McDavid, medicolegal 
adviser, looks at the key areas where the state leaves off but MPS can pick up

If Dr K had MPS membership
When Dr K was told that Mr O had died, he immediately 
phoned MPS’s 24-hour helpline for advice. A medicolegal 
adviser recommended that Dr K write up a draft report of the 
circumstances leading to the patient’s death and asked him to 
forward this and a copy of Mr O’s anonymised medical notes to 
MPS for review. 

MPS then investigated the hospital protocol for managing 
patients in A&E and prepared to help with the inquest and 
hospital investigation. When the internal review came around, 
MPS provided the hearing with a copy of the notes (even 
though the originals had subsequently gone missing) and the 
full report written by Dr K immediately after the event had 
occurred. In defending Dr K, MPS pointed out he had 
attempted to take a history, and conducted a clinical 
examination. Dr K’s recollection was that he had wanted to do 
bedside testing for glucose but the necessary sticks were out 
of stock, so he had been forced to send away blood for testing 
instead.

The investigation of hospital protocols in A&E also revealed 
there was no set protocol for following up blood results and, 
although Dr K had recorded that he had taken blood, the nurses 
had failed to follow up on it, despite a request being made in 
the notes.

While the hospital used state indemnity to defend its actions 
when the claim was made, Dr K used his MPS membership to 
assist him, on the basis that he had written a report of his 
recollection of the event immediately, and could refer back to 
the nursing notes and the patient’s past medical notes. MPS 
also commissioned an independent expert to offer an opinion 
who agreed that Dr K’s diagnosis at the time was 
understandable and he had taken reasonable steps to try and 
exclude alternatives.

A complaint to the Medical Council was still made by the 
family; however, MPS guided Dr K through the process. MPS 
instructed solicitors to represent Dr K and a meeting was 
arranged at their offices to go through the case with Dr K. 
Thereafter, MPS’s solicitors drafted a letter on Dr K’s behalf to 
the Medical Council. This letter served to convince the Medical 
Council’s Preliminary Proceeding Committee that there was no 
prima facie case to answer, and the complaint was closed with 
no further action.

The MPS press office was also on hand to help Dr K deal with 
the media intrusion. A statement was compiled to be issued to 
the press, which helped Dr K retain his reputation and meant 
the story was not over-sensationalised.

On closing the case with Dr K, MPS reminded him of the 
importance of taking detailed notes in case he had to justify his 
actions again. Dr K took heed of this advice, and booked a 
place on one of MPS’s risk management workshops to develop 
his skills further.

SCENARIO 2:

state 
indemnity

MPS  
membership
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http://stateclaims.ie/about-our-work/clinical-indemnity-scheme/
http://stateclaims.ie/about-our-work/clinical-indemnity-scheme/
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The core concept behind the National 
Intern Conference and Social (NICS) is 

brilliantly captured in this quote taken from a 
message Dr O’Connor sent to NICS, which 
took place on 28 June in the Brookfield 
Centre, UCC, Cork. 

The conference attracted a fantastic 
line-up of guest speakers who gave talks on 
medical technology and innovation, and the 
humanities in medicine, and provided 
wonderful insights into careers in expedition 
and sports medicine. The primary aim of 
NICS 2014, however, was to provide a 
national forum to discuss pertinent issues 

affecting interns, NCHDs and the healthcare 
system. The main focus was emigration.

A staggering 60% of the 2013/2014 cohort 
of interns have left, or are in the process of 
leaving, Ireland. The emigration of Irish 
NCHDs is not a new phenomenon, and the 
reasons for our departures are vast. 
Travelling and taking a “gap year” are high on 
the agenda of some of my colleagues, but for 
many more including myself, emigration is a 
last resort. Understandably we are attracted 
by the significantly better work–life balance 
available overseas. However, we are being 
actively encouraged to leave by the ongoing 

failure of many hospitals to implement the 
European Working Time Directive, non-
application of contractual entitlements and 
falling income levels.  

Brain drain
In recent years this mass exodus has begun 
to have a great impact on the efficiency and 
stability of the healthcare service. The IMO’s 
industrial relations officer Eric Young, who 
participated in the NICS panel discussion, 
described this year’s situation as a “staffing 
crisis”, as more than 200 NCHD posts were 
left vacant this July. Falling levels of NCHDs 
are detrimental to the health service and 
patient care is affected at all levels with 
increases in the already long hospital waiting 
lists, and the possibility of a reduction in 
emergency department opening hours. This 
also leads to increased stress for the doctors 
who remain. NICS 2014 sought solutions 
from both a panel and audience members. 

Keynote speaker Senator Colm Burke is 
acutely aware of the issues NCHDs face and ©
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Working abroad 

A staggering 60% of the current cohort of interns have left, or are 
in the process of leaving, Ireland, says Dr Alan Corbett, one of the 
organisers of the National Intern Conference and Social (NICS) held 
in Cork in June. Here he provides a round-up of the conference

For too long the vast untapped potential of new doctors as agents for 
change within our health service has been unrecognised by both clinical 
and executive management. This is a mistake. As the very front line of 
hospital in-patients’ interaction with the medical service you have a unique 
insight and a valuable contribution to make.     
                                                                               

has written 
extensively of the need to 

“stop talent haemorrhage from 
the medical system” and the fact that “the 

treatment of young doctors by the HSE is 
causing an escalating crisis”. 

Patients are best cared for by doctors that 
are secure and happy in their work, trained to 
the absolute highest standard, healthy of 
mind and body, adequately rested, mentored 
and fulfilled in their vocation. 

One brave GEM (graduate entry medicine) 
in the audience spoke openly of the financial 
pressures they had faced during the year. 
Trying to fund their ACLS course or pay the 
re-registration for the IMC added huge strain 
to their budget and stress to their personal 
life. GEMs are spending an average of €1,300 
on monthly loan repayments and still need to 
fund rent and all other living expenses while 
earning approximately €2,000/month after 
tax. Senator Burke is presently engaging with 
GEMs from all over Ireland to seek solutions 
to this problem and I encourage anyone 
interested in sharing their experiences to 
email him at: colm.burke@oir.ie.

It is wonderful to see that NCHDs are 
becoming more vocal about problems. It is 
noteworthy from the discussions at NICS and 
follow-up discussions on the “Enough is 
Enough…” group on Facebook that all 
NCHDs actually find the current process of 
funding postgraduate exams and awaiting a 
refund troublesome. The existing process is 
one of many minor issues we face. Others 
raised at NICS include the mountain of 
paperwork which must be regularly tackled 
when changing rotations and moving 
between hospitals. When all of these minor 
issues are stacked up we have a leaning 
tower pointing more and more NCHDs to 
vote with their feet and book one-way flights. 

NICS highlighted for me that finding 
solutions is easy but implementing change is 
difficult. Why? Basically it is not anyone’s 
responsibility. This is what really needs to be 
worked on. Implementing solutions to 
administrative and human resources issues,  

 
for example, should not 

be the responsibility of 
doctors. We certainly need to  
be involved and vociferous in 
discussions, but the accepted 
solutions need to become someone else’s 
responsibility. Fining hospitals is not the 
answer, firing individuals who fail to  
deliver is. 

Looking forward
There is some good news, however.  
Dr Anthony O’Connor’s article “Going 
forward, looking back” was published 
in the Medical Independent in January 
2013. It is clear to see from this inspiring 
piece that great strides have been made 
by committed groups of NCHDs 
and consultants over the past  
18 months, and despite the 
negatives highlighted above there 
has been great progress, which 
new doctors in particular should 
benefit from. I think the words of  
Dr O’Connor best conclude why it  
is so important we all contribute 
and continue this great work.

If you are interested in applying  
for a position on the National Intern 
Conference Committee for NICS 
2015 please email: 
nationalinternconf@gmail.com and 
visit www.nationalinternconf.com. 
I wish you all the best for a 
challenging, insightful and exciting 
first year as a doctor. 

NICS Organising Committee: (left to right) Dr A Corbett,  
Dr S Pillay, Dr M Randles, Dr C Donlan, Dr E Doody,  
Dr O O’Carroll, Dr M Crowley and Dr C O’Connor

Guest speakers: Professor Daniel Mark Duffy and  
Dr Ronan Kavanagh

Many doctors at the beginning of their careers, having trundled through the education 
system with distinction, expect a benign third party such as an employer or a regulator 
or a college to act on their behalf. While such agencies are useful allies, if I can pass 
on just one bit of advice it is that you will come to realise that it is only through unity, 
courage, solidarity and common purpose that you can truly hold those in authority to 
account and protect the interests of yourselves, and by extension, your patients. This is 
why gatherings such as this one are of such critical importance as you begin to set the 
agenda for the rest of your careers.  

Dr Anthony O’Connor, The Medical Independent columnist, Letter to NICS

Dr Anthony O’Connor, The Medical Independent columnist, Letter to NICS
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Medical students worldwide are well 
versed in the use of social media as a 

supplementary learning tool and as a means 
of socialising. The ease with which social 
media moves between socialisation and 
education regularly blurs the line between 
the two. This can lead to future problems in 
maintaining professional boundaries online, so 
it’s important to be mindful of how you will use 
social media as a medical professional. 

According to a recent survey by Pennsylvania 
State College of Medicine1, the social media 
savvy of many incoming medical students 
may lead to unintended medical privacy and 
confidentiality breaches. The survey found 
that overall students seemed to be conscious 
of the potential dangers of social media use 
and had a good understanding of how it could 
be used or misused in a professional context. 
However, when faced with a professional 
dilemma, there was a dichotomy between 
what the students said they would do versus 
what they thought they should do. Though 
39% of students said that they should tell a 
hypothetical peer to remove drunken pictures 
and foul language from Facebook, 41% said 
they would actually do nothing. 

The Irish Medical Organisation’s position 
paper on social media2 reminds doctors and 
students of their digital footprint: “Anything 
that has once been typed or posted and 
immortalised on the internet can always 
resurface.” Be aware that images or personal 
views posted on the internet create a lasting 
digital footprint with potentially serious 
implications for your professional career. The 
growing trend is for employers to screen 
potential employees online and while you may 
not associate the content you currently post 
online with your future career placements, it 
has been reported that online activity can 
affect placements in residency programmes.

Aside from career implications, social media 
misconduct may also compromise the 

public’s perception of the medical profession. 
Relationships between doctors and patients 
that are not based around clinical care can 
raise a number of significant ethical issues. 
Take care never to breach patient 
confidentiality. Patient privacy breaches can 
cause much greater harm when occurring 
online given the potential wide reach of social 
media and the permanency of digital 
information. Most improper disclosures of 
patient information are unintentional. Although 
individual pieces of information may not alone 
breach patient confidentiality, the sum of 
published information online could be 
sufficient to identify a patient or someone 
close to them. Avoid posting content 
regarding patients. Even if they, their case, or 
symptoms have been anonymised, there is still 
the chance of identification. No content on 
social networking sites should ever reference 
patients or their specific case.

 To maintain appropriate professional 
boundaries, consider separating personal and 
professional content. Adjust your privacy 
settings on Facebook so that only friends and 
family can see your content; however, be 
aware that the content you generate online 
can still reach a public domain regardless of 
your intention for the information to be public 
or private. This also applies to content others 
may post on your behalf. On Facebook your 
friends can “tag” you in a photo that you may 
not wish to have in the public domain. Change 
your privacy settings so that you cannot be 
tagged in this way by others. Should you 

receive a friend request from a patient, politely 
re-establish professional boundaries by 
directing them to your Facebook practice 
page (you can also ignore the request without 
the person knowing).   

Professionalism is a longstanding foundation 
of the medical profession, and as the 
healthcare conversations increasingly move 
online the challenge is how to redefine 
professionalism for a digital age. Increasingly 
doctors will be called on to contribute their 
expertise and experience as the internet 
becomes the medium of choice for patients 
researching health information. This is an 
opportunity to expand the reach of healthcare 
information and deepen the practice of 
medicine. The professional standards 
expected of doctors do not change because 
they are communicating through social media. 
Rather social media presents new 
circumstances to which the established 
principles still apply. 

The way you use social media today is laying 
the foundation for your professional future 
tomorrow. If you are looking for some 
guidance, take note of the 12 word social 
media policy created by the Mayo Clinic 
Center for Social Media3:

 ■ Don’t Lie, Don’t Pry
 ■ Don’t Cheat, Can’t Delete
 ■ Don’t Steal, Don’t Reveal.
Following these simple rules can prevent 

most social media missteps, and help you 
maintain your professionalism in a dynamic 
and constantly evolving digital age. 
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Marie Ennis-O’Connor is a digital health strategist, social media consultant and keynote health 
speaker. A founding member of Health 2.0 Dublin, part of the Health 2.0 international movement, she  
is a regular contributor to health publications on the effective use of social media in healthcare.

Your digital footprint
At MPS we are acutely aware of all the time and money that has been 
invested in training doctors and do not wish to be seen to be 
encouraging doctors to leave Ireland. Doctors who have trained in 
Ireland are uniquely placed to understand the Irish healthcare system.  
It can also be beneficial for those who have not trained in Ireland to  
work here too.

Having said that, we are aware that many young doctors do indeed 
leave the country, often only temporarily to gain knowledge and 
experience, and it is important that they are well advised and prepared 
regarding the challenges that face them.

What protection is needed?
Before practising it is vital to protect yourself: new countries mean  
new risks. The best intentions will not always protect a doctor from 
human error and professional scrutiny. This is why having access to 
protection and access to medicolegal advice is vital. MPS has over 
290,000 members in more than 40 countries, so it is 
possible that membership could be arranged.

Doctors traveling abroad should be alert to the 
current legal, cultural and ethical climate within a 
particular country, in addition to knowledge of 
the health system. MPS’s role is to protect the 
interests of members when concerns are raised 
about their practice, in any form – claim, 
complaint, medical council investigation.  
 

Arranging your protection
You should contact Membership Services well in advance  
of your intended travel date, providing exact details and dates of any 
work you are intending to undertake overseas, to see if you are eligible 
for protection.

This is particularly important because some countries have made it  
a requirement that all healthcare practitioners have insurance-based 
indemnity. MPS is not an insurance company and discretionary 
indemnity is not recognised in these areas. Call Membership Services 
on 1800 509 441 or email international@mps.org.uk for more 
information.

Enjoy the trip and we look forward to welcoming you back into Irish 
MPS membership when you return home with your horizons broadened.    

      Please remember that when you return to 
Ireland it is crucial that you contact us 

to let us know that you are back in 
the country.

NEW DOCTOR | VOLUME 4 – ISSUE 1 | 2014 | www.medicalprotection.orgNEW DOCTOR | VOLUME 4 – ISSUE 1 | 2014 | www.medicalprotection.org

MPS protection: What you need to know before you work abroad
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Marie Ennis-O’Connor explains 
the importance of medical 
professionalism in a digital age
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Medicolegal dilemmas 
from the advice line

Junior doctors regularly contact MPS 
about a range of medicolegal dilemmas – 
here medicolegal adviser Dr James Lucas 
shares some of them, together with the 
advice given

A 35-year-old man was admitted to the emergency 
department by ambulance, having been found collapsed on 
a footpath in the local town centre. I have examined him and 
found a facial laceration which I intend to suture. However, 
the patient is quite heavily intoxicated. Is it medicolegally 
appropriate to proceed with treatment in circumstances where 
the patient is intoxicated? 

Advice
The Medical Council makes clear that there is a legal and ethical 
obligation to respect patient autonomy, by ensuring that informed 
consent has been given by a patient before any medical treatment 
is carried out.

The starting point is always to presume that a patient will have 
capacity to make decisions about their own healthcare.

If a patient is unable to understand, retain, use or weigh up the 
information they have been given to make the relevant decision, or 
if they are unable to communicate their decision, they may be 
regarded as lacking the capacity to give consent to the proposed 
investigation or treatment.

In your opinion, the patient’s degree of intoxication is such that 
he cannot understand an appropriate explanation of the procedure. 
Furthermore, it is your view that the patient cannot retain the 
relevant information, or use it to make a decision about treatment. 
The patient is therefore considered to lack capacity to consent to 
suturing of his facial wound.

In circumstances where a patient lacks capacity to make a 
decision, it is a matter for the doctor to decide what action to take. 
You should consider a number of factors, including which treatment 
option would provide the best clinical benefit for the patient; 
whether the patient’s capacity is likely to increase; the views of 
other people close to the patient (such as family members), who 
may be familiar with the patient’s preferences, beliefs and values; 
and the views of other healthcare professionals involved in the 
patient’s care.

Outcome
Staff at the department had already attempted to contact the 
patient’s family, without success. Following a discussion with the 
patient’s consultant and in view of the very minor degree of blood 
loss from the wound, the doctor decided to postpone the decision 
to suture the wound on the assumption that the patient’s capacity 
would increase as the intoxication diminished. The decision to 
postpone suturing and the plan to reassess the patient in the 
emergency department at regular intervals were carefully 
documented in the clinical records.

I was asked by nursing staff to prescribe additional analgesia 
for a post operative patient complaining of pain. I undertook 
a brief assessment of the patient and prescribed a non-
steroidal anti-inflammatory drug (NSAID). Due to an 
emergency on another ward, I was unable to document my 
clinical management in the patient’s records. At the end of 
my shift, I was told that the patient suffered from an acute 
exacerbation of asthma following administration of the 
NSAID. I am concerned because I failed to elicit the history 
of asthma and furthermore, I didn’t have an opportunity to 
document my assessment. What should I do?

Advice
Whilst records should be made at the same time as the events that 
are being recorded, it is clear in this instance that there were 
extenuating circumstances due to an emergency on another ward. 
You should make a retrospective entry in the records, making clear 
the time and date on which the additional information has been 
added, and an explanation as to why a contemporaneous note had 
not been made.

The Medical Council’s guidance on adverse events indicates that 
patients are entitled to honest, open and prompt communication 
with them about adverse events that may have caused them harm. 
The guidance requires doctors to acknowledge that the event 
happened; explain how it happened; apologise, if appropriate; and 
give an assurance as to how lessons have been learned to minimise 
the chance of the event happening again.

You should reflect on the incident with your supervising consultant 
and consider whether it is appropriate to undertake some continuing 
professional development (CPD) activity in relation to prescribing of 
NSAIDs.

You should check whether the incident is required to be reported 
as a patient safety incident in accordance with the hospital’s clinical 
governance policy.

Outcome
The doctor and his consultant had a joint meeting with the patient. 
The doctor explained what had happened, offered an apology for the 
distress that had resulted from the prescription of the NSAID, and the 
lessons that had been learned from the incident. The patient, who 
had made a full recovery from the episode, was very appreciative of 
the doctor’s open and honest approach to the adverse incident.

I assessed an 18-year-old woman in hospital for a fractured 
metacarpal and several fractured ribs. I later received a 
telephone call from the Gardaí, requesting a statement in 
relation to the clinical findings. The officer alleged that the 
patient was involved in an altercation with another woman at 
a nightclub, and explained that the patient has been charged 
with an assault. I was encouraged to provide information to 
assist with the prosecution of the patient. What should I do?

Advice
There are certain limited circumstances in which disclosure of 
patient information may be required by law, for example in 
accordance with a court order.

In the absence of such a requirement, you are advised not to 
disclose information about the patient without the patient’s 
express consent, unless it could be justified in the public interest. 
Therefore, you should ask the officer for a copy of the patient’s 
signed consent to disclose the information, in the first instance.

The Medical Council advises that disclosure of patient 
information without consent may be justifiable in exceptional 
circumstances where it is necessary in the public interest.  

There is also a public interest in having a confidential medical 
service and, before making a disclosure in circumstances where  
a patient has refused consent, the doctor should consider the 
possible harm that may result to the patient, as well as the 
benefits that are likely to arise.

In any case where a disclosure has been made in the interests 
of other people, you are advised to inform the patient of the 
disclosure unless this would cause them serious harm.

You would have to be able to justify any disclosure of 
information without consent and should discuss the matter with 
senior colleagues, and carefully document any decision made.

Outcome
The doctor contacted the officer and asked for a form of authority 
signed by the patient. The doctor did not hear anything further 
from the Gardaí, but he learned that the authorities subsequently 
made an application to the courts to obtain the clinical records 
and this was dealt with via the hospital’s legal department.

The case reports detailed are based on MPS experience from around 
the world and are anonymised to preserve the confidentiality of those 
involved. 
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Dr V was carrying out a routine doctor’s round in the segregation 
unit at a women’s prison. She was accompanied by a healthcare 

assistant. During the round she was asked by a prisoner, Ms J, for 
medication for anxiety; Dr V declined. Ms J then made a further 
request for opiate analgesics for hip pain; Dr V decided to examine her 
and took the appropriate consent. Dr V discovered a small abscess in 
the left groin area and prescribed anti-inflammatories and antibiotics. 
However, Ms J reiterated her original medication request and 
threatened to report Dr V to the Medical Council.

Ms J carried out her threat, alleging that Dr V’s clinical decision-
making was unsound and also that she had been rude and abusive – in 
particular using racist terms to subdue Ms J. Ms J also alleged that Dr V 
spoke about her condition in a loud voice, which breached patient 
confidentiality.

The Medical Council concluded an investigation and closed the case 
with no further action. Dr V’s excellent record-keeping ensured a 
comprehensive account of her clinical decisions and this allegation was 
rebutted at an early stage.

Dr V had been accompanied by her assistant throughout her doctor’s 
round, and had also been observed at a distance by a member of the 
prison staff. Both were reliable witnesses and since no concerns were 
raised by them, Dr V was able to refute Ms J’s allegations of a 
confidentiality breach and Dr V’s abusive manner. 

CASE FILES | 1514 ||CAREERS

Learning points
Here, the Medical Council was not concerned about the 
medical care provided, since Dr V had kept a comprehensive 
and contemporaneous clinical record, but by Dr V’s conduct. 
The allegations made, if proven, would be serious and might 
demonstrate impairment of Dr V’s fitness to practise.

In this situation the importance of a chaperone was 
paramount. Every patient must be afforded dignity and 
privacy, and this typically means offering a chaperone for an 
intimate examination. However, this is not the only time when  
a chaperone should, or can, be offered. It should be 
remembered that a chaperone also protects the doctor from 
unfounded allegations, as demonstrated in this case, and if the 
patient refuses the presence of a chaperone then you may 
wish to defer the examination or refer the patient on to a 
colleague who would be willing to conduct the examination,  
so long as there is not unreasonable delay and the clinical 
situation does not demand urgent assessment.

One of the greatest dilemmas in medicine 
is choosing where you’ll be happiest 

devoting your considerable talents for the next 
four decades. For many, the demographic 
variability of general practice strikes a chord, 
while the lure of creating a resilient therapeutic 
alliance attracts others to fields like psychiatry, 
and the rapid pace and acute presentations 
of emergency medicine appeals to the 
dopamine chasers amongst us.

Occasionally, you find a colleague who 
thrives on the compulsive perfection of 
performing a textbook procedure, 
manipulating anatomy or physiology in 
real-time, as in anaesthesia. Then there are 
those among us who would much prefer an 
academic career, married to the stimulation of 
shaping the eager minds of students, tenured 
colleagues and every grade in-between. In 
this sense, general surgery earns its adjective. 
The sheer scope of the field is truly incredible. 
Generalists are many things, but rarely 
disinterested.

Most general surgeons are caffeine 
aficionados; rising early and reviewing their 
current inpatient load at daily handover 
meetings by 7.30am. This allows the 
opportunity to catch up on any overnight 
drama, which might have included any 
number of events, such as an emergent CT for 
yesterday’s hemi-colectomy patient, out-ruling 
an anastomotic leak after they developed a 
persistent tachycardia and increasing pain, 
and discussing any new referrals that 
non-surgical teams have asked you to review. 
The round then proceeds, with dynamic and 
usually Socratic teaching on anything from the 

minutiae of classical anatomy to the latest 
developments in pharmacology, before a 
surgical team breaks off for theatre or 
outpatients.

Outpatients can be incredibly rewarding as 
it’s here that you see the tangible effects of 
your work; whether it is a routine follow up of a 
perforated appendix or pre-assessing a 
patient’s global fitness for a proposed and 
potentially challenging bariatric surgery. 
General surgeons are not simply technicians; 
they continue to review patients who have 
been with the team for up to five years after 
their initial operation. Discharging a patient in 
this situation is very rewarding, and it’s 
definitely a highlight of the job.  

From time to time outpatients will consist of 
purely surgical work with a minor operations 
list. This is an excellent opportunity for junior 
colleagues to practise the core clinical 
competencies of independent operating by 
tackling sebaceous cysts, squamous and 
basal cell carcinomas and a whole host of 
other local lesions.

Depending on the geography of your 
institution, the on-call commitments will vary 
as an NCHD. Typically in the same duty you 
might be called to theatre to assist with an 
emergency laparotomy, resuscitate a GI bleed, 
discuss management of a compartment 
syndrome in a ventilated patient in ICU, 
provide support for your junior colleagues with 
the ward inpatients, offer specialty advice to 
the community physicians, negotiate with 
radiology about the acuity of scans and admit 
referrals from the Emergency Department.

Generalists are sometimes called upon to 
provide vascular, paediatric and orthopaedic 
support, especially in secondary centres, so 
abdominal pain, while being your bread and 
butter, is not the only presentation you must 
be familiar with and comfortable managing. It 
can be a long and tiring shift, with many peaks 

and troughs of anxiety, but at its core it’s 
invariably gratifying. You are rarely alone in this 
endeavour. Surgeons are team players and 
work with a varied and knowledgeable team 
which includes physiotherapists, occupational 
and social workers, specialist nurses, 
anaesthetists, intensivists and the theatre staff. 

Surgery is not for everyone, but those who 
appreciate providing compassionate, 
appropriate, and ultimately effective treatments 
in an intensely personal sense will gravitate 
towards it. Students who are passionate about 
applying the theoretical to the practical and 
enjoy practice-based learning in a dynamic 
and professional environment thrive in this 
specialty. Surgery is a significant life event for 
the majority of patients and therefore 
interpersonal skills and empathy are highly 
valued commodities in trainees, as is the ability 
to self-reflect.

It is a highly competitive field, and you should 
try and get as many operating and inpatient 
attachments as you can, whether it’s by way of 
a formal rotation, voluntary elective or signing 
up for team audits with your local general 
surgeon. History is written by those who show 
up, so angle your internship with a definite slant 
towards the specialty, and it never hurts to 
start revising for the MRCS as soon as you can. 

Letters of recommendation go a long way, 
and a safe, professional and knowledgeable 
intern will be much sought after for entry into 
core surgical training whether in Ireland or 
abroad. Operating is but one aspect of the job, 
and while it can be incredibly rewarding, the 
role of the surgeon itself is one with many 
different facets, all of which must be mastered 
to provide comprehensive care. General 
surgical disease affects all people and is 
always concerning. To be in a position to 
alleviate it is a lifelong privilege. 

I would like to see the day when somebody 
would be appointed surgeon somewhere 
who had no hands, for the operative part is 
the least part of the work.  
               Dr Harvey Cushing, American neurosurgeon   

A guide to working in…

“General”: adjective
Affecting or concerning  
all or most people or things; 
widespread.

Clinical tutor Dr Michael Daly provides some top tips 
on why you should choose general surgery as a specialty

Dr Michael Daly is Clinical Tutor at 
the University of Otago, Wellington, 
New Zealand. 

Chaperones protect the patient 
and the doctor

The case report detailed is based on MPS experience from around the world and is anonymised to preserve the confidentiality of those involved. 
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Every patient should be offered a chaperone for an intimate examination to 
protect their dignity and privacy. In this case, having a chaperone present 
protected the doctor from unfounded allegations 
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