GLASGOW LMC E-NEWS SEPTEMBER 2009


G

eneral Medical Council – Licence to Practice 
GMC are introducing the ‘licence to practice’ on 16th November 2009.  From this date any doctor wishing to practice medicine in the UK will, by law, need to hold both registration and a licence to practice.  Doctors have three options:-

1.  Registration with a licence to practice.

2.  Remain registered without a licence to practice.

3.  No longer registered.

More details can be found on www.gmc-uk.org/licensinghelp.  We would strongly urge, if you have not already done so, to please contact the GMC as soon as possible with your decision (closing date for a decision was the 14th August).  

H

ealth Visitor Review (HVR) – Local Decision Making We have been contacted by a number of practices about local HVR arrangements in their areas.  We would remind practices that the statement of principles agreed with the Board can be found on the information page in our website www.glasgow-lmc.co.uk There appears to have been some confusion about ‘outliers’ and patients who should be transferred to geographical teams because they reside outside a CH(C)P boundary. Can we highlight once again principles 1 to 3:-
1-3
Every practice will have an attached Health Visitor within the primary health care team and the amount of attached health visiting capacity, will reflect the number of children and families on the practice list.  

Within the practice, the attached Health Visitor will undertake assessments of children, discuss with GPs any concerns about the practice’s children and families, provide health visiting interventions to the practice’s children and families and provide oversight of the immunisation arrangements for the practice. The objective is that the attached health visiting responsibilities should not be carried out by more than 2 health visitors for each practice (depending on the size of the practice list) and that at least 95% of a practice’s children and families will be covered by those attached staff who will be able to work across CH(C)P boundaries.  

The attached Health Visitors will provide a professional liaison function, in the small number of cases where a practice has children and families covered by another health visitor.  This function will include ensuring that written information and intelligence are shared, immunisation issues are followed up and any specialist referrals are communicated.

The amount of attached Health Visitor time will consistently and fairly reflect the caseload of the practice and its complexity.

Those Health visitors will also be part of a geographic team, led by a health visitor team leader and with a range of 
support staff.  The geographical teams will enable cross cover in times of sickness or staff absence.  

Within the geographic team, Health Visitors will carry a number of specialist public health responsibilities (e.g. around parenting education and support, breastfeeding, weaning, accident prevention), work with aligned social work staff, allocate and supervise the work of support staff including staff nurses and nursery nurses, carry a range of liaison responsibilities with other services, including education, specialist health services and the voluntary sector.

Within the framework of the attached, geographic and liaison roles and the HALL 4 requirements described above the Health Visitor Team leaders will be responsible for the allocation of health visiting time, to and across practices ensure proper cover is maintained for the attached workloads of all practices and the geographic teams.  This responsibility will be carried out in discussion with practices.

Within the model of attached health visitors working in geographical teams improved joint working between primary care teams and social work will be facilitated by the alignment of social work services to geographical child and family health teams. 

Please note the section highlighted in bold.  It was agreed with the Board that HVs would be able to work across CH(C)P boundaries and therefore practices should find very little change to their current arrangements. Any proposed changes to established practice provision should be discussed and agreed with the practice before implementation.  We have already heard of practices in some areas who are pleased with the decisions reached as they have been sensible, non controversial and beneficial to all parties, but equally there have been some who are not.  
If you are unhappy about any changes affecting your practice you should, in the first instance, raise your concerns with your local implementation group who will review the decision.  However, if after this process you still feel the outcome is unsatisfactory; you can then raise the issue with the NHS GG&C overarching group which is chaired by Dr Linda de Caestecker and is comprised of senior CH(C)P, Board and LMC officers.  
H

1N1 Flu Updates
H1N1 Vaccination
Discussions are still ongoing at a national level between GPC and the NHS Employers on the possible delivery of H1N1 immunisation by GP practices and no agreement has been reached as yet (vaccine still not approved/licensed as yet and not available until some time in November at the earliest). However we believe it has been suggested the vaccine may be offered in the following order to ‘at risk’ groups.
· People aged over six months and up to 65 years in current seasonal flu vaccine clinical at-risk groups. (about 640,700 people) 

· All pregnant women, subject to licensing considerations (about 60,000 people) 

· Household contacts of people with compromised immune systems e.g. people in regular close contact with patients on treatment for cancer (about 53,000 people) 

· People aged 65 and over in the current seasonal flu vaccine clinical at-risk groups (about 428,250 people). This does not include otherwise healthy over 65s, since they appear to have some natural immunity to the virus 

· Frontline health and social care workers (approx 250,000 people) will begin to be vaccinated at the same time as the first priority group 
LMC Officers are meeting regularly with the Board to assist in the planning for a possible pandemic and the national immunisation programme.
Can we also remind practices not to delay delivering your normal seasonal flu immunisation for at risk groups until the H1N1 vaccine is available as the vaccine may not be available until November.  If you can combine normal seasonal flu vaccine with H1N1 vaccination the current recommendation is that the H1N1 vaccine is given in two doses at least three weeks apart and the seasonal vaccine can be given with the second dose of H1N1.  You may wish to consider these factors when arranging normal flu vaccine clinics. The latest Chief Medical Officer’s publication on the issue CMO 8 (2009) can be read/downloaded here: http://www.sehd.scot.nhs.uk/cmo/CMO(2009)08.pdf
Fitness to fly notes
The General Practitioner’s Committee (GPC) after discussion with the airlines have confirmed that GPs will not have to issue fitness to fly notes.

Evidently airlines have made their staff aware of the swine flu situation and have given staff broad instructions on how to spot possible symptoms.  GPC have been told this is standard practice and the airlines issued similar guidance during the SARs incident.  If airline staff did have concerns, they can refer the passenger to the onsite medical service (Medlink) who will then assess, in cooperation with the patient, the patient’s fitness to fly.  If the patient is not regarded as fit, they won’t be allowed to fly and will be asked to ring the NHS flu line or go online to the symptom checker and then follow the normal advice for people who suspect they have swine flu. 

Holiday insurance cancellation certificates

The Association of British Insurers has stated that insurers will accept the submission of the antiviral authorisation number and the label from the Tamiflu packet as evidence of a patient having had flu.
Assessing children with swine flu

The GPC, RCGP and RCPCH have published a joint statement for assessing children with suspected swine  flu (H1N1). Children under 1 with flu-like symptoms should be seen and assessed by GPs to exclude other serious treatable diseases, to establish the severity of illness and assess whether additional treatment is required (e.g. oral antibiotics). Some older children may need face-to-face assessment. regarding guidance for assessing children with a possible diagnosis of swine flu.   You can read the full statement here:

http://www.bma.org.uk/health_promotion_ethics/influenza/panflugp/assesschildflu.jsp 

Reporting adverse side-effects for antivirals

MHRA has launched a specific website where patients and healthcare professional can report suspected side effects to antivirals administered to manage swine flu. The site can be found at:
http://swineflu.mhra.gov.uk/ 

Locum GPs - Death in service payments

This guidance supersedes the BMA's previous interim advice to locum GPs on death benefits during the flu pandemic. For many months the BMA has been working with NHSE officials to ensure that the dependants of locum GPs would be fully protected should the locum GP die while working for the NHS. The Department of Health in England has now issued a letter to its primary care trusts setting out how it considers the matter should be dealt with, and this guidance relates to that. It is expected that the three devolved administrations will issue similar letters shortly.  The guidance can be accessed here via the following link:
http://www.bma.org.uk/health_promotion_ethics/influenza/panflugp/fludeathinservice.jsp
Requests for Practice Staff Details
There has been a lot of conflicting information about Boards moving to a ‘command and control’ phase in the event of pandemic outbreak. The detail on planning and guidance for such an eventuality is being developed/discussed at a national level.  At the moment there is no requirement to furnish CH(C)Ps with details of the number and make-up of your practice workforce.  CH(C)P’s already have access to aggregated anonymised workforce planning data for their areas through the workforce planning survey.

Helpful Information
Copied below is the NES web link to the resource “Influenza A (H1N1) Immunisation Programme - A resource pack to support the training of immunisers”. This resource has been developed by NES in partnership with NHS Highland and NHS Lothian.

http://www.nes.scot.nhs.uk/hai/pandemic_flu 

C

ertificates, Reports, Monitoring
Outpatient Clinics and Pre-clinic Bloods
We are becoming increasingly aware of a significant rise in the number of requests from various outpatient departments for pre-clinic bloods to be carried out in general practice (especially with clinics moving to the new ACHs).  This is a transfer of unfunded work from secondary care to primary care and we continue to advise GPs and their Practice Nurses to respectfully decline such requests.  A template letter for practices to respond to such requests can now be found on our website in the information page. The only agreed pre-clinic bloods are for pre-chemotherapy and these are funded through the GG&C local enhanced service.  
There is also a template letter that can be used for requests to monitor bloods for various drugs.  Again there is no obligation for this to be undertaken in general practice unless the drug is included in the GG&C local enhanced service for near patient testing and the practice has opted in to providing that service.  

Requests for Pre-clinic Testing and Prescribing from Public/Private Health Providers
Again, we would reiterate previous advice that testing patients for or treating patients with MRSA is NOT carried out in GG&C primary care for either public (the provision of MRSA detection and treatment is government funded in GG&C NHS secondary care) or private providers.  
We would also once again ask colleagues to respectfully decline any requests for diagnostic testing or prescribing for patients receiving IVF treatment.  All necessary tests and prescriptions should be provided by the NHS IVF clinic as part of the service.  However, if the patient had already had some testing done i.e. Hep B or routine smears and the result was in the patient record then that information could be forwarded.  We have also been repeatedly informed by private providers that they do not advise patients to attend their GP practices for bloods, smears or prescribing (despite your evidence to the contrary). Again a template letter for such requests is available on the information page in our website should you require it.
Methotrexate Injections
We have been contacted by a number of practices about requests to administer methotrexate injections in the practice. There remain substantial health and safety issues regarding the safe disposal of the used syringes. This problem is well known and not yet resolved and parenteral is not part of the drug monitoring LES yet.  When the issue of safe disposal is resolved parenteral methotrexate will become part of the NPT LES and further information will be sent out at that time, until then we advise GPs not to carry these out.  
Administration of ‘over the counter’ medicines in schools/nurseries 

Guidance on the ‘administration of medicines in schools in Scotland 2001’ still applies.  The guidance can be found on the link below.
http://www.scotland.gov.uk/Resource/Doc/158301/0042868.pdf
Paragraphs of note include no 19 “GPs are part of primary health care teams. Parents are encouraged to register their child with a GP as soon as possible. In most circumstances it will be more practical for schools to seek information and advice from the School Health Service rather than the GP” and no 62 (OTC medication) “If a pupil suffers regularly from acute pain, such as migraine, the parents should authorise and supply appropriate painkillers in the original container labelled with their child’s name with written instructions about when their child should take the medication. A member of staff should supervise the pupil taking the medication and notify the parents, in writing, on the day painkillers are taken”.  
In England the UK Government’s ‘The Statutory Framework for the Early Years Foundation Stage’ (May 2008) permits the provision of both prescription only and of over the counter medication to children by school staff and carers so long as they have a guardian’s written permission. Hopefully Scottish guidance will follow suit. 

DVLA - Consent for the Release of Relevant Medical Information for Patients

From Monday 17th August 2009, new rules called Consent by Assurance have been implemented by the DVLA relating to the release of relevant medical information for patients applying for driving licences.

The BMA has given agreement that DVLA no longer need to provide the patient’s written consent from the patient for access to the relevant parts of their records for the purposes of being granted a driving licence.  The attached documents explain the new rules to GPs and to driving licence applicants.  GPC are aware that this agreement might generate GP concern on patient confidentiality.  The GMC web site has a frequently asked questions supplement to their confidentiality guidance – 

http://www.gmcuk.org/guidance/current/library/confidentiality_faq.asp  

one GMC query advises that doctors should “Obtain, or have seen, written consent to the disclosure from the patient or a person properly authorised to act on the patient’s behalf. You may, however, accept written assurances from an officer of a government department that the patient’s written consent has been given.”
The BMA has taken legal advice about a system of accepting such declarations from a government department and has 
received written assurances from the DVLA, in the form of a written legal indemnity.

Provision of Court Reports to Social Work
The LMC has been looking into the provision of Court Reports to Criminal Justice Social Services who are tasked with obtaining background reports prior to an offender being sentenced. Each local authority is funded centrally to provide this service.  Many GPs are frustrated at social workers who telephone the surgery at extremely short notice and demand an immediate report often with the suggestion that non GP co-operation could result in the patient being sent to prison. Practices have also complained about the lack of confidentiality on unverified conversations. 
There is no specific GMC guidance on the provision of court reports. However, the Scottish Government is currently reviewing the national standards for social enquiry reports and updated guidance is hoped to be issued later this year. In the meantime, as a guide, The Criminal Procedure (Scotland) Act 1995 allows courts to defer (sentencing whilst awaiting reports) for 21 days for offenders held on remand and 28 days for those ordained or bailed or on cause shown 56 days (detailed in paragraph 201 of the act).  The National Standards for Social Enquiry Reports (SERs) also mention under the heading Physical and Mental Health in section 2 (paragraph 2.18) that
“… With regard to physical health, report writers should seek information from the offender about any serious illness or disability with which he or she has had to contend. With regard to mental health, report writers should establish from the offender whether he or she has received or is receiving medical or psychological treatment for any identified illnesses or behavioural problems; whether the offender has a learning disability and whether there is any recent experience of trauma. This information should then be reviewed to identify any specific factors which the court should know about when sentencing. Where report writers have any concerns about the offender's mental state, the accuracy of the medical information provided by the offender or its implications, they should, wherever possible, check the information with a health professional or suggest that the court obtains a medical, psychiatric or psychological report”.  

This would suggest that seeking a report at very short notice can be avoided as there is provision to suggest the court itself obtains a medical report.  This would also hopefully avoid putting GPs ‘on the spot’.  The standards can be found on the following link; http://www.scotland.gov.uk/Publications/2004/12/20474/49335
A

dvertising Your Practice
There appears to be some confusion about whether or not a practice can advertise its services.  There is no reason why a practice cannot advertise its services so long as it does 
not denigrate a neighbouring practice or suggest it is better than another practice.  GMC guidance can be found on; http://www.gmcuk.org/guidance/good_medical_practice/probity/information_about_services.asp
D

ovedale Counselling
This is a completely confidential service for all GPs in Greater Glasgow & Clyde, including sessional GPs on the GG&C Performer’s List.  Contact and service details can be found on the following web link http://www.dovedale.co.uk/healthcare/GP-CARE.html or in the information page on our website www.glasgow-lmc.co.uk. 
We are issuing a survey to all GPs next month to try and find out your knowledge and opinion of this service, and hope you will respond.
C

ompulsory Treatment Orders 
The claim form for undertaking a second examination for a patient being treated under a compulsory treatment order can now be found on the LMC website’s information page. Can we remind doctors undertaking a second examination that the completed form should be returned to the mental health records department of the hospital where the patient is being treated.  The records department will verify the information on the form is correct, authorise and forward for payment. 
GPs can also find a web link in our links page to the various forms (medical and non medical) for the Adults with Incapacity Act.

And finally………….

My grandmother started walking five miles a day when she was sixty. 
She's ninety-seven now, and we don't know where the hell she is.
Ellen DeGeneres
Barbara West

Alan McDevitt,
John Ip
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