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30 years btw the 2 documents – what’s changed?

Just a few things : 
• Shipman 
• The internet, social media 
• Workload 
• Patient expectation 
• Society in general – less deferential 
• Medicine – ICD10, DSM4. some commentators say “medicalisation ; overdiagnosis 
• The role of ISPs (particularly in NI) 
• A more proactive regulatory environment 



30 years btw the 2 documents – what’s not  changed?
Professional duty to Rx safely 
Noone has your back like you do 



“Can’t I just rely on what my hospital colleagues tell me? “

Not 100% you can’t 

Independent Neurology Inquiry Vol 1; pp 103-104; defence offered by Dr M Watt 

“( iii) The general practitioner is responsible for prescribing outside hospital, guided by the 
hospital consultants attended as an outpatient. …. (v) His treatment outside hospital is largely 
the responsibility of his GP shared to a degree by the specialists attended” 



Case study 1 – patient found dead with alcohol, heroin and DZP on board 

They won’t find the dealer, 
they probably won’t be sure 
whether the alcohol was from 
an off-licence or supermarket 
but they will be able to 
identify who prescribed the 
DZP-
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Data added at time of 
script generation 



shared care. CMO HSS MD 16/2003 

Beware: 
1. “Informal” SCAs- check  Interface Pharmacy website as 

source of truth 
2. Beware discharged/ DNA /”advice”- melatonin 
3.  Care with ISP shared care  - review dependent on self-
funding ; contactability if there are problems 





Template for amber abN; decl shared care Warning – don’t google 
paracetamoxyfrusebendro

neomycin in polite 
company 



What to do if not happy  with a HCP’s  Treatment Advice Note ? 

Ensure early that pt is aware that it isn’t going to be issued or will be 
delayed pending further info – avoids conflict at reception – tel call, 
AccuRx
Repatriate the request back to Trust / ISP for them to make own 
dispensary arrangements 
** be aware of contractual assurance A8.14;  one has 48hrs to Rx/ decide 
not to Rx** 



• Pain of muscle spasm in palliative care 
• Hiccup due to gastric distension in palliative care
• resulting from disorders such as multiple sclerosis or 

traumatic partial section of spinal cord
• Severe chronic spasticity unresponsive to oral 

antispastic drugs (or where side-effects of oral therapy 
unacceptable) or as alternative to ablative 
neurosurgical procedures (specialist use only)

Baclofen | Drugs | BNF | NICE

https://bnf.nice.org.uk/drugs/baclofen/


Protect yourself- Emis templates 





Who do I ask if I amn’t sure ?
Peer GPs 
PBP
MMA 
MDO
LMC 

** performance concerns**





Circumstances where people commonly report unease
Periprocedural meds- synacthen, bowel prep, DZP, pre-MCUG Abio ppx , pre-cardiac BB 

Rx  for use by another HCP – private Mirena 

Non-EBM : T3 

Superspecialist meds- GID , part paeds

Unlicenced meds 

MHRA safety alerts- domperidone (cardiac), metoclopramide (neuro) 

Ambers without formal SCAs – EPO, ketamine 

Asked to Rx for  tests that someone else has done –** ANC UTI-ASB **





All Trusts must have 
dispensary arrangements

if you feel unease, don’t 
allow emotional blackmail 
“GP best placed”  and don’t 
get drawn into 
consequentialist debates 



There isn’t currently cross-Trust recognition of 
each other’s Treatment Advice Notes  (but it 
has been pointed out that it should happen) 



“the private sector” – friend or foe of GPs? 



Private sector (2) – HSC rules don’t apply 



Private sector (3)- but there are other rules AKA everyone is accountable 
to someone 



Private clinic looking for assurance that 
GP would act as community SHO do 

scripts in advance of private appt 

RQIA unimpressed …







HS21H 
In other 3 home nations  there exists a FP10H which a 2ary care HCP can issue for dispensing in a community 
Pharmacy 
Pre-2019 Trusts could only dispense from Trust sites  and GPs thru comm pharmacy or own dispensing 
pharmacy 
Community Geriatrics  and the “workarounds” 2015 – taxis & bags 

New Models of Prescribing  & pilot areas – CCFNs, BT-HTT, care home dieticians, Physio IPs lymphoedema 

Lessons learnt:
1. IP is hard 
2. Prescribing doesn’t sit in isolation – diuretics 
3. Handovers 



ETP
Deferred for 3 years 
Scope – 2ary care included/ not included? 
Some large IT config changes reqd (cipher system, validation, CP IT 
landascape) 



CDs
Merit their own mention (if not seminar )
Post-Shipman 
Practitioners as well as practices can be inspected (includes locums & 
NMPs)
Avoid  the pain or at least minimise it 





Apologies to younger viewers:  Sgt Esterhaus in Hill St Blues 



Aphorisms or trueisms ? 
1. Life is fraught with difficulty 
2. no good turn goes unpunished (Tamiflu)  
3. today’s favour is tomorrow’s duty 

But a GP’s defences are 
1. Collegiality – ask your peers , ask pharmacist . Ask! 
2. Knowing the score – e-mail blizzard  but keep the important ones 
3. Never be rushed 
4. Using IT – templates . Exporting/ sharing  resources 


