From:
Sent:
To:
Subject:

Caruso Carlo (NHS ENGLAND) <carlo.caruso@nhs.net>
10 March 2014 15:45
Laura King (0161 250 6922)
RE: Dr_Beerstecher_Timeline1

It was not sent over with our initial referral documentation but we did send it to NCAS during the preassessment stage of the process, so they certainly are aware of it.
KR
Carlo Caruso
Senior Project Officer
Medical Directorate
NHS England
Kent and Medway Area Team
Wharf House
Medway Wharf Road
Tonbridge
TN9 1RE
Tel: 0113 824 8562 (Please Note the new telephone number)
Email:carlo.caruso@nhs.net
From: Laura King (0161 250 6922) [mailto:LKing@gmc-uk.org]
Sent: 10 March 2014 15:38
To: Caruso Carlo (NHS ENGLAND)
Subject: RE: Dr_Beerstecher_Timeline1

Hi Carlo

Thank you for sending this over – can I double check with you whether this has been included in Dr B’s
NCAS referral?
Thanks
Laura King
Investigations Officer
General Medical Council 3 Hardman Street, Manchester, M3 3AW
Email: LKing@gmc-uk.org
Website: www.gmc-uk.org
Telephone: 0161 2506922
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From: Caruso Carlo (NHS ENGLAND) [mailto:carlo.caruso@nhs.net]
Sent: 10 March 2014 12:16
To: Laura King (0161 250 6922)
Subject: FW: Dr_Beerstecher_Timeline1

As discussed.
Carlo Caruso
Senior Project Officer
Medical Directorate
NHS England
Kent and Medway Area Team
Wharf House
Medway Wharf Road
Tonbridge
TN9 1RE
Tel: 0113 824 8562 (Please Note the new telephone number)
Email:carlo.caruso@nhs.net
From: Thallon James (NHS ENGLAND)
Sent: 15 August 2013 13:36
To: Caruso Carlo (NHS ENGLAND)
Subject: FW: Dr_Beerstecher_Timeline1

Dr James Thallon
Medical Director (Kent and Medway) designate
NHS Commissioning Board
01732 375294
07971 046956
PA Beverley Podevin
01732 375294
beverley.podevin@nhs.net

If your enquiry is a request under the Freedom of Information Act please resend your email to FOI@wkpct.nhs.uk

This message may contain confidential information. If you are not the intended recipient please inform the sender that you have received the
message in error before deleting it. Please do not disclose, copy or distribute information in this e-mail or take any action in reliance on its
contents: to do so is strictly prohibited and may be unlawful.
Thank you for your co-operation.
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G8271 – Dr Beerstecher, 111 Canterbury Road – a synopsis of issues relating to his lack of
engagement with the CCG
Background and process
There are a number of ongoing concerns and issues relating to the above single handed GP within
NHS Swale.
These issues relate to a number of disputes and non-compliance to contract, performance and clinical
care. These issues have been historic in that Dr B has had ongoing claims regardless of the NHS
establishment in situ. These disputes have been two-way and time consuming. It is fair and
reasonable to say that Dr B does not hold in high regard any form of bureaucracy. Whilst, Dr B is
entitled to his opinion, the health system has tried to engage and support and provide facilitation to
overcome any obstacles and improve his ability to deliver care. These disputes have been dealt with
locally by the previous PCT and Cluster with no success. Dr B does not want to be a Member of any
CCG. This is not particular to Swale. He is in direct opposition to the current health policy. He is
aware that he can make representation to another adjoining CCG to join their Group. However, as
stated early he does not which to be a member of any group.
Swale CCG has, in its shadow and Statutory form, attempted to engage with Dr B and include him as
a member practice within the development of the Governance Framework and other joint forums
including PLTs, local peer review practice meetings and Board meetings. Furthermore, Board
members have held one to one sessions to understand his key issues and concerns and provide
support. Dr B has made clear that he does not want to participate or receive support to the extent that
this is now directly impacting on delivering patient care in a vexatious and clinically unsafe way. This
clearly is not a CCG issue to performance manage and therefore we have made representation to the
AT responsible for primary care to provide advice, review and direct intervention.
In terms of concerns, the following provides a chronology of issues and blocks to care which the CCG
believes to be demonstrating a pattern of vexatious and clinically inappropriate care. This breakdown
covers the following main issues:

1. Non-compliance to process, policy and contract standards resulting in prevention or delivery of care
2. Non-compliance to managerial processes: IG, QOF, QP required under contract

1.

Non-compliance to process, policy and contract standards resulting in prevention or
delivery of care

There are a number of issues relating to potential blocks to patient care and experience and provider
working relationships have been reported to the CCG in the first few months since its authorisation.
The key clinical/organisational issues include refusal to accept Electronic Notifications from MFT with
a concern that a number of notifications have not been actioned by the practice, another issue
regarding referral letters and a KCHT issue re prescribing/drug charts for Fragmin. There is also a
concern regarding Dr Beerstecher’s compliance with IG SOC which could have implications for
patient care.
1.1
1.1.1

MFT
electronic discharge issues

The CCG was contacted on 20th March 2013 by MFT (following a Practice Manager meeting – Allyson
Beerstecher does not attend these meetings) regarding an issue with Dr B practice regarding an
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electronic system for Discharge Notifications and Out Patient Notifications in. This issue went back to
Nov 12 when MFT introduced the system to improve efficiency and timeliness of patient information
getting from the hospital to GP practices. eDNs were introduced in April 2011, OPN in December 12.
This involved a simple system of automatically sending notifications via e mail to practices. MFT
noticed that the notifications to Dr B were being rejected as the mailbox was full and therefore
contacted the practice who refused to accept the notifications via that mail. They are the only practice
in Kent and Medway to refuse to receive notifications this way. Therefore MFT put a note on their
system to ask that future notifications were to be sent by mail – whilst trying to resolve the issue with
Dr B. As of now it is believed there are still 72 unread Notifications in Dr Bs system that were sent
before he refused the service (JL note: I am not sure if this can be confirmed through audit - is there a
possibility he read them but didn’t remove them from the system?). There was also a delay regarding
approx. 38 eDNs which kept being rejected by the system before Dr B responded to MFT request to
clear the in box. There is a brief timeline of interactions between MFT, Dr B and GPIT and e mails are
also available in appendix A. MFT contacted the CCG as they were concerned about the clinical risk
to the patients whose eDNs had not been access in the system and to see if the CCG could help to
resolve the issue. As of 28 June this issue had not been resolved. See appendix 1 for more details
of timelines/interactions.
1.1.2

Refusal to resend referral letter which has significantly delayed patient care
nd

The CCG were contacted in 22 May 2013 by MFT regarding a patient referred by Dr Beerstecher to
respiratory whose referral letter had been misfiled. The patient had been reserved an appointment but
the consultants were reluctant to see patients without all the clinical information. In this case they did
not know what the patient had been referred for. Two members of MFT secretarial team contacted the
practice, apologised and asked for the referral letter to be faxed over and Br Beerstecher refused. The
general manager also contacted the practice, again apologised but the practice has still refused to
send the letter through. They confirmed that they have a copy of the letter on file but would not
send it through. They also confirmed that they would be happy for the patient to be discharged and
th
then re-referred back in, rather than fax the letter through to us. As of 27 June this issue was still not
resolved. See appendix 2 for further chronology on this issue.
The general manager appreciated that they were at fault for misfiling the letter; however they felt that
that GP Practice was just being obstructive and not putting the needs of the patient ahead of what is a
process issue.
This was escalated to the Area Team who contacted the practice and in turn escalated to the
th
performance team. MFT re-contacted the CCG as it had not been resolved by 13 June and the
patient was in danger of missing the 18 week target – having already missed out on an appointment
th
available to them on the 30 May.
The general manager MFT contacted me again on 12th June 2013 to follow up – concerned about 18
th
weeks. I told them it had been escalated to the Area Team and got the following response – on 27
June:
We did try again yesterday to get the referral from the practice but with no success. Because
of the patients age I can add her to one of the allergy clinics because we have a suspicion
that she is not a chest patient. We have an appointment for next week and can only hope that
is the correct place for the patient. I am disappointed that no one can seem to reason with this
GP practice. Even when an apology has been issued and staff confirm that it would take very
little time to resend us the referral they are no willing to cooperate.
1.2
1.2.1

KCHT
KCHT issue re patient requiring Fragmin injections
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Senior KCHT staff contacted the CCG (Debbie Stock and Ally Hiscox) independently in May regarding
an issue with a fragmin prescription for a patient just discharged from hospital. The patient was
discharged to the Residential Care Home Team with a discharge letter from the hospital requiring the
patient to have regular fragmin injections. According to KCHT (Chris Dyson, Acting Modern Matron,
Adult Community Services) the normal procedure (and that which meets KCHT policy) is for the GP to
transcribe this information onto a community based prescription chart. Dr Beerstecher has refused to
do so.
I attach Chris Dyson’s letter to Dr Beerstecher (containing an error in that the patient was in
Sittingbourne) and Dr Beerstecher’s reply.

th

As of 15 July 2013 this issue is unresolved as I received the following update from KCHT:
Unfortunately this has not yet been resolved despite efforts from both me (Sherrie Ryder) and Sue
Baldwin. The situation has in fact become worse since the GP is now declining to follow the
process of completing a drug chart for a palliative care patient and the nurses have to obtain this
from a doctor at the local Hospice. We are still visiting the patient to administer fragmin injections but
with no formal drug chart. I am not sure where to go with this now. I will have to escalate to our
Medical Director if this is not dealt with soon.
As of 8th August this has still not been resolved.

2.

Non-compliance to managerial/administrative processes.

2.1 QP (Quality and Productivity) is a part of the QOF (Quality Outcomes Framework). QP asks
practices to review their data on referrals, emergency admissions and A&E attendances for variation
against other local practices (Peers) and to identify learning for the practice and/or the PCO (Primary
Care Organisation (previously the PCT now the CCG).
The outline of Dr Beerstecher’s engagement in this process, which is entirely voluntary but results in
extra payment for the practice, is below. The CCGs view is that he did not meet the requirements of
the QP6-11, he was informed of this and his QMAS entry was subsequently amended by NHS
England Area Team.
The reasons for this are many fold and outlined in our defence to the small claims court. One
essential point is that his presentation to his Peers and submission largely questioned the rationale for
QP rather than really analyse his data vs his Peers for lessons learned.
Dr Beerstecher has disputed this and rather than sign off QMAS and take through the local resolution
process as advised by NHS England Area Team and supported by Di Tyas of the LMC.
This has, and continues to take up a disproportionate amount of time for the CCG, NHS England and
Dr Beerstecher himself.
2.2

Lack of engagement with CCG

Dr Beerstecher does not generally attend PLT meetings. He does occasionally if he considers a topic
interesting and/or mandatory. For example, he did attend a PLT on Safeguarding Training (which
was required for CQC) but refused to sign in and left before the end.
PLTs were used throughout 2012/13 to develop the vision, governance and constitution of the CCG.
Dr Beerstecher did not attend these meetings or sign the constitution. He does not consider himself a
member of the CCG.
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Dr Beerstecher also asked to be removed from invites to Practice Representative meetings with the
CGP Board Members – an avenue where feedback into and from commissioning and practice related
issues can be raised and discussed.

2.2

IG issue (including GPIT) to be provided in the management case

It was mentioned in a meeting with KMCS (GP IT) that Dr Beerstecher had not completed an annual
IG Toolkit despite having signed an IG SOC agreement (a requirement for having an N3 connection).
On further investigation:
Excerpt from IG Assurance Mandate:
“Sir David Nicholson (Chief Executive of NHS England) confirmed that all organisations that have
access to NHS patient data must provide assurances that they are practising good information
governance and use the Department of Health’s Information Governance Toolkit to evidence this.
It remains Department of Health policy that all bodies that process NHS patient information for
whatever purpose should provide assurance via the IGT.”
The IGSoC process is completed only once, but compliance is reconfirmed through the annual
publication of the IG Toolkit and annual acceptance of the IG Assurance Statement.
Source: http://systems.hscic.gov.uk/infogov
See appendix 5 for Dr Beerstecher’s practice entry.

2.3.

Contract Payments:

th

7 June 2013 – Dr Beerstecher contacted me with a copy of a letter from KPCA regarding changes in
st
payment process from 1 April saying that it had altered the T&Cs of a nationally agreed contract. I
(JL) followed up with Area Team but they needed more information to investigate. On investigation
with Dr Beerstecher he sent a Swale briefing that contained a reminder that actually related to the
th
request made for data to be submitted on 29 March 2013 for QP so that is was in before the end of
the month – which fell on a Sunday. I replied as such to Dr Beerstecher and got a response of
“cheers”.
This is another small example of Dr Beerstecher’s fixation with what is “in the contract” that resulted in
time wasted.
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Appendix 1
Chronology of Evidence – Discharge Notifications:
th

20 March 2013 – I was contacted by MFT regarding and issue with eDN/eOPN at Dr Beerstecher’s
surgery. Briefly, the message said that Dr Beerstecher was the only practice in Kent not accepting
electronic transmissions and there was a backlog of 72 documents that the practice had not taken off
the system before MFT stopped automatic transmission and started to print and send paper copies to
this practice. The e mail trail went back to November 2012 as follows:
th

20 Nov 2012 – MFT contacted GPIT escalation to report that e mails were returned saying in box full
so they would need to resend discharge notifications once cleared.
th

26 Nov 2012 – GPIT escalation team contacted practice reporting full inbox and saying that MFT
would not be able to send further discharge notifications until space was created.
th

13 Dec 2012 – follow up from GPIT escalation team reporting there was still an issue and that MFT
had been unsuccessful in sending documents 38 times.
th

17 Dec 2012 – Dr Beerstecher replied challenging the e mail address used (he had not asked for it)
and asking the hospital to contact his practice to find out what they are willing to accept by e mail and
on which accounts, linking this to other useless e mails and impeding their primary task of looking
after patients.
th

17 Dec 2012 – GPIT responded offering to broker a meeting between practice and MFT to find an
acceptable way forward. It also asked if the practice preference was to receive by letter through
Royal Mail that they advise MFT by letter. It also highlighted some of the benefits of eDN system.
th

17 Dec 2012 – Dr Beerstecher responded that it depended on what format letters sent but saying
that until GP2GP was functional that it was of little use getting information electronically as it would
need to be transferred to paper when the patient left. It stated that is why they retained a paper
system in the practice, together with a comment about insulating some walls of the surgery.
Therefore they did not want to print off electronic letters unless costs reimbursed.
th

18 Dec 2012 – Dr Beerstecher forwarded the e mail trail to MFT saying they could send letters
through mail or internal mail.
th

th

18 January - A separate e mail trail started following Dr Beerstecher’s response to GPIT on 17
December. Andrew Green from MFT outlined the issues for MFT – ie. that MFT had been informed it
was the e mail address for the practice, change control lay with the CCG and that the MFT would
therefore continue to send eDNs until further notice. It also said that Debbie Stock and Mick Cantor,
from CCG Board, had been contacted in order to resolve.
th

18 Jan 2013 – Dr Beerstecher responded regarding GMS contract and that operational issues being
entirely a matter for the practice.
21st Jan 2013 – Andrew Green contacted Dr Beerstecher to say he had been advised that the
practice was operating outside the established CCG framework and offering to meet the practice soon
to capture issues.
st

21 Jan 2013 – Dr Beerstecher responded – that he had not been assigned to a CCG. He outlined
his reasons for not wanting external communications electronically and said a meeting would not
change the current obstacles. He repeated the files “insulating the walls of the practice” comment.
st

21 Jan 2013 – Andrew Green responded asking how the practice would like to receive them given
the Trusts contractual obligation to send them
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22 Jan 2013 – Dr Beerstecher responded that internal mail works well. Also said if it was txt based
and not an image files then they could look at receiving by e mail.
22 Jan 2013 – Andrew Green responded asking Dr Beerstecher to look into e mail possibilities as all
the Trusts systems are geared to that and it also means eDNs are more timely.
23 Jan 2013 – Dr Beerstecher responded saying that current eDNs appeared to be scanned images
(tiff, jpeg or pdf).
th

20 March – I responded to Yvonne and forwarded the e mail to Wendy Malkinson in the Area Team.
th

As of 28 June this issue has not been resolved.
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Appendix 2
Chronology of Evidence – Refusal to resend Referral Letter.
22nd May 2013 The CCG were contacted by MFT regarding a patient referred by Dr Beerstecher to
respiratory whose referral letter had been misfiled. The patient had been reserved an appointment but
the consultants were reluctant to see patients without all the clinical information. In this case they did
not know what the patient had been referred for. Two members of MFT secretarial team contacted the
practice, apologised and asked for the referral letter to be faxed over and Br Beerstecher refused. The
general manager also contacted the practice, again apologised but the practice has still refused to
send the letter through. They confirmed that they have a copy of the letter on file but would not send it
through. They also confirmed that they would be happy for the patient to be discharged and then rereferred back in, rather than fax the letter through to us. The general manager appreciated that they
were at fault for misfiling the letter; however they felt that that GP Practice was just being obstructive
and not putting the needs of the patient ahead of what is a process issue.
This was escalated to the Area Team who contacted the practice and in turn escalated to the
performance team.
12th June 2013 Rachel Rowson general manager MFT contacted me again on to follow up –
concerned about 18 weeks. The patient had already missed out on an appointment that was available
th
for them on 30 May. I told them it had been escalated to the Area Team and got the following
response
27th June: e mail from Rachel Rowson – MFT General Manager
We did try again yesterday to get the referral from the practice but with no success. Because of the
patients age I can add her to one of the allergy clinics because we have a suspicion that she is not a
chest patient. We have an appointment for next week and can only hope that is the correct place for
the patient. I am disappointed that no one can seem to reason with this GP practice. Even when an
apology has been issued and staff confirm that it would take very little time to resend us the referral
they are no willing to cooperate.
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Appendix 3
Chronology of Evidence – refusal to complete Community Prescription Chart
th

20 May – Chris Dyson wrote to Dr Beerstecher (by fax) trying to resolve the issue regarding the
prescription chart that Dr Beerstecher had refused to complete/supply.
st

21 May - On 21st May Chris Dyson sent the following e mail to Anita Laws (Team Lead for
Residential Care Home Team)
Dear Anita
With reference to the patient AH, I have been advised by Sherrie Ryder Head of Long Term Services,
DGS & Swale that the Fragmin injection should be administered to this patient today. Sherrie has
spoken to Sue Baldwin, Locality Director, and Martin Rayner, Pharmacist, who has confirmed that
this is in the best interest for the patient whilst we try to resolve this with the CCG. This is to continue
until you hear otherwise.
Please can you ensure that a Datix report is completed in relation to incidents concerning this GP. We
will update you as soon as we have a resolution.
Please could you contact other GP's in your area to ask if they would be prepared to take this lady as
a temporary resident.
Kind Regards
Chris.
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Dr Beerstechter

20th May 2013.

Kent Community Health
Gravesham Community Hospital
Bath Street
Gravesend
Kent
DA11 0DG
Email: chrisdyson@nhs.net
Switchboard: 01474 360 500
Mobile: 07985397952
Fax: 01474 360600

Our ref: CD

Dear Dr Beestecher,
It has been bought to my attention by the Community / Residential Nursing team based
at Shepppey Hospital, that you have requested that they administer Fragmin injection
subcutaneously on a daily basis to a lady in one of the residential homes in Sheppey.
Unfortunately they are unable to comply with this request without the attached
prescription sheet being signed by you.
This is in accordance with Kent Community Health Trust, Medicines Policy section
8.11.1, attached for your reference.
I have discussed this with our Medicines Management team who insist that there can be
no deviation from this policy.
I would therefore be most grateful if you could sign the attached prescription form and
return to the team in order to allow administration of the Fragmin injections to ensure
continuity of care to the patient.
Yours sincerely

Chris Dyson
Acting Modern Matron
Adult Community Nursing Service
Dartford, Gravesham, Swanley & Swale.
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20 May 2013
Mr/Ms Dyson
Kent Community Health NHS trust
Gravesham Community Hospital
Bath Street
Gravesend
Kent
DA11 0DG

Dear Mr/Ms Dyson,
Thank you for the fax received today.
I am puzzled why you are informing me about your policies, these are entirely a matter
for you.
We do not have any patients in Sheppey, so I am not sure who you are referring to in
your letter.
As far as any of our patients are concerned, we have provided you with the relevant
information, what you choose to do with this is entirely a matter for you. If any
information is missing then please let us know.
Our policy is not to waste time and resources on transcribing information from our
prescriptions or computerised records by hand onto bits of paper.
On a separate note, I have not given you permission to waste our paper and ink on
printing your letters, forms and policies, in future do not use our fax machine again.

Yours sincerely,

Dr H Beerstecher
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Appendix 4
Chronology of evidence for QOF/QP dispute:
th

6 July 2012 – Rowena Landham e mailed practices with Briefing, Data, Timelines and Official QP
Documents – outlining how emerging Swale CCG would be managing the process for 12/13. Drafted
with guidance from Primary Care in PCT.
rd

23 July 2012 – Dr Beerstecher submitted QP12 Report – report reviewed literature and evidence
regarding reducing A&E admissions but also included a case review based on the data provided.
Section labelled QP13 related to QP12 as we had not as yet held the peer review necessary for
QP13.
st

21 September 2012 – Dr Beerstecher attended the Peer Review and presented some of an analysis
of the evidence around QP indicators. Dr Beerstecher participated in discussion with other practice
representatives and Adrian Hall as Board member GP. He did not raise concerns of complying with
the framework. Also present Debbie Stock, Rowena Landham and Jim Loftus from CCG.
th

30 October 2012 – Dr Beerstecher submitted a peer review report outlining some of the discussion
and outlining 1 OP pathway (CAS), 1 Emergency Admission “Pathway” (Rapid Response) and 1
action around A&E attendances (confronting patients who attend inappropriately).
th

20 November 12 – Dr Beerstecher asked to be removed from distribution and invites from CCG to
Practice Representative/Board Member Lead meetings.
th

19 March 2013 – Dr Beerstecher contacted me to ask for data to evaluate pathways against. I
th
replied on 20 , having clarified what information he wanted, with data from HISbi. I also said that
practices were using HISbi but he had not signed up for this and that if he wanted access/training to
let me know and I would arrange this. He also said he didn’t need referral data as he could pull this
st
from his system – but I sent anyway as he could not benchmark without it. He replied on 21 saying
the data was useful even though he couldn’t do case reviews from it – as I do not have access to
patient identifiable data and so could not send this. NB All other practices who submitted used HISbi
themselves for this review allowing them to link data directly to the patients and therefore allowing
case reviews.
th

24 March 2013 – Dr Beerstecher submitted QP reports labelled QP7 report, QP10 report, QP13 14
report and QOF 2012 QP. His e mail accompanying these reports is copied here:
This may not be what was expected, if the idea was we would do some self-deception and then report
on chance events, unhindered by logic or evidence.
I am not sure if or to what degree QP 8 and 11 have been fulfilled, there was a lack of agreement and
direction relating to these areas during the peer review. We were also hindered by the knowledge
obtained during the internal review as this put down most or all ideas relating to referrals and emergency
admissions (see the kings fund reference in QP10 report).
Not sure if the payments are made for effort and engagement or for producing meaningless waffle, time
will tell.
However it was interesting to review some of this area, even if it has not led to insight or change at this
point of time, sometimes the seeds of change or insight are sown in unexpected places and this may still
have some results in future.
Best wishes,

Hank Beerstecher
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His QP7 report was in fact a QP8 report and reviewed data for 1 pathway (CAS).
His QP10 report was in fact QP11 report and largely repeated the review of the national data and
literature that was presented as QP9 and QP10. It mentioned 1 pathway but that there were no
referrals to this service to enable a comparison (Rapid Response).
th

His QP13 14 report was QP14 having earlier submitted his QP13 report on 30 October – as above.
rd

His QOF 2012 QP report was a copy of his 23 July QP12 report with QP6 and QP9 reports added.
16 May 2013 Jim Loftus wrote to Br and Mrs Beerstecher regarding their achievement of QP:
“We have completed our review of QP6-14 and I want to update you on your achievement: Re QOF
QP6-14. You achieved 31 points out of 99.5. This information has been supplied to NHS England
Area Team who will be entering this into QMAS in the next few days. They will then email your
practice to ask you to sign off QMAS. If you would like feedback or have any questions please get in
touch,”
20 May 2013 – Ray Berry , on behalf of NHS England Area Team wrote to practices regarding their
QMAS sign off.
21 May 2013 Dr Beerstecher wrote “Someone has reset QP6, QP7, QP9, QP10, QP12 and QP13 to
‘no’. We have achieved all of these. This will have to be corrected before we can sign off.”
This prompted an exchange of e mails between NHS England Area Team, Swale CCG and LMC – a
selection of these are paraphrased or copied below.
24th May Dr Beerstecher wrote: “Thanks, but we are not an NHS organisation so we will have to
take this through the small claims court who would need to decide what the contractual agreement
and requirements were. I calculate our loss at £1284.10. Can you tell me who changed our
submission on QMAS behind our backs so that we can direct the summons to the right place?”
th

28 May Di Tyas of LMC wrote “I agree Jim - whilst a practice might be in dispute - signing off QMAS
should not be delayed. Regards Di”
th

29 May Dr Beerstecher wrote “Dear Di, No problem, if the CCG/Board/area team resets the
achievement for the indicators I can sign it off and then we could argue about it at a later date?”
th

On the 30 May Ray Berry also wrote seeking to clarify and reiterating and urging local dispute
resolution. To which Dr Beerstecher said he had already sought local resolution/clarification and
“have been turned down as you can see”
Dr Beerstecher has now taken this to Small Claims Court and a full defence has been submitted by
Swale CCG and NHS England Area Team. The full defence is with NHS England Area Team.
Subsequently the Court offered mediation instead of going to court which the CCG and Area Team
agreed to but which Dr Beerstecher declined. We are now waiting for a court date.
Footnote: QP 2013/14
Dr Beerstecher is refusing still to sign up for HISbi, the tool by which he can access his data for the
QP review. I have tried on a number of occasions to get him to sign up for this and explained the
benefits including the fact that it is the only way he can access the PID he needs for the review. I
have in the meantime supplied him with some graphs and told him this data will not allow him to
complete the review as needed – I am waiting for his response (08 Aug 2013).
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From:
To:
Subject:
Date:

Beerstecher Hendrick (EASTERN AND COASTAL KENT PCT)
Loftus Jim (EASTERN AND COASTAL KENT PCT)
RE: Practice Representative Board Member Meeting - Wednesday 5th December - 1-4pm - Venue TBC
20 November 2012 20:31:13

Yep might be best to remove for now if you are then waiting for a reply.
hank
From: Loftus Jim (EASTERN AND COASTAL KENT PCT)
Sent: 20 November 2012 12:38
To: Beerstecher Hendrick (EASTERN AND COASTAL KENT PCT)
Subject: RE: Practice Representative Board Member Meeting - Wednesday 5th December - 1-4pm Venue TBC
Dear Hank,
Sorry – it is related to CCG – it is the meeting the practice representatives attend with the CCG
clinical board leads. You did attend the first but that was used for QOF peer review. Hence the
invite for this one as I wasn’t sure whether you would be attending on a regular basis or not. Let
me know if you would like me to remove you from the invite list or continue to receive invites.
I am happy to discuss if you need more information,
Best wishes, Jim

Jim Loftus
Clinical Engagement Officer
NHS Kent and Medway
Templar House
Tannery Lane, Ashford
TN23 1PL
Mob: 07943505497

NHS Kent and Medway represents the following primary care trusts (PCTs):
NHS West Kent, NHS Eastern and Coastal Kent and NHS Medway.

From: Beerstecher Hendrick (EASTERN AND COASTAL KENT PCT)
Sent: 19 November 2012 19:04
To: Loftus Jim (EASTERN AND COASTAL KENT PCT)
Subject: RE: Practice Representative Board Member Meeting - Wednesday 5th December - 1-4pm Venue TBC
Sorry, do not think this applies to me as mentions representatives and board and no minutes.
Is it for the QOF?
hank
From: Loftus Jim (EASTERN AND COASTAL KENT PCT)
Sent: 19 November 2012 11:18
To: Beerstecher Hendrick (EASTERN AND COASTAL KENT PCT)
Cc: Hall Adrian (EASTERN AND COASTAL KENT PCT); Beerstecher Allyson (EASTERN AND COASTAL
KENT PCT)
Subject: RE: Practice Representative Board Member Meeting - Wednesday 5th December - 1-4pm Venue TBC
Dear Hank,
This is just a gentle reminder of this meeting – can you please let me know if you are able to
attend? If this date is problematic then please let me know,
Best wishes, Jim
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Jim Loftus
Clinical Engagement Officer
NHS Kent and Medway
Templar House
Tannery Lane, Ashford
TN23 1PL
Mob: 07943505497

NHS Kent and Medway represents the following primary care trusts (PCTs):
NHS West Kent, NHS Eastern and Coastal Kent and NHS Medway.

From: Loftus Jim (EASTERN AND COASTAL KENT PCT)
Sent: 05 November 2012 10:59
To: Venkat Dhanu (EASTERN AND COASTAL KENT PCT); Marsh Christine (EASTERN AND COASTAL
KENT PCT); Dr I Gould; Prasad Kedar (EASTERN AND COASTAL KENT PCT); Beerstecher Hendrick
(EASTERN AND COASTAL KENT PCT)
Cc: Hall Adrian (EASTERN AND COASTAL KENT PCT); PER Sarah (EASTERN AND COASTAL KENT
PCT); Eaton Geoffrey (EASTERN AND COASTAL KENT PCT); STOCK Debbie
(Debbie.Stock@wkpct.nhs.uk); Mcbride Caroline (EASTERN AND COASTAL KENT PCT); Wilson
Caroline (EASTERN AND COASTAL KENT PCT); Beerstecher Allyson (EASTERN AND COASTAL KENT
PCT)
Subject: Practice Representative Board Member Meeting - Wednesday 5th December - 1-4pm Venue TBC
Dear Practice Representative GP,
This is just notification that the next Practice Representative meeting with Dr Adrian Hall (your
Board Member GP) – is scheduled for Wednesday 5 th December from 1-4pm.
Please can you confirm attendance. If you cannot make this date please let me know asap.
I will follow up with an agenda/venue nearer the time but if you have any issues you want to raise
with the Board then please let me know and I will discuss with Adrian as we put the agenda
together,
Best wishes, Jim
Jim Loftus
Clinical Engagement Officer
Swale CCG
Eastern and Coastal Kent NHS Primary Care Trust
Templar House, Tannery Lane, Ashford, Kent TN23 1PL
Mobile: 07943 505497
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From:
To:
Cc:
Subject:
Date:
Attachments:

Beerstecher Hendrick (EASTERN AND COASTAL KENT PCT)
Loftus Jim (NHS SWALE CCG)
"Di. Tyas@kentlmc. org (Di.Tyas@kentlmc.org)"
FW: Letter to all GP practices in Kent & Medway
07 March 2013 16:14:23
Kent & Medway GP Contractors.docx

Dear Jim,
Someone seems to have altered the terms and conditions of this nationally agreed contract on the
enclosed document.

The national agreement is for the 31 st of March and this cannot be unilaterally altered by all and
sundry.
Best wishes,

Hank Beerstecher

From: Beerstecher Allyson (EASTERN AND COASTAL KENT PCT)
Sent: 02 March 2013 13:10
To: Beerstecher Hendrick (EASTERN AND COASTAL KENT PCT)
Subject: FW: Letter to all GP practices in Kent & Medway

From: Service Office (Kent Primary Care Agency)
Sent: 01 March 2013 15:46
To: PracManager5cmEmail (Kent Primary Care Agency); PracManager5ffEmail (Kent Primary Care
Agency); PracManager5l2Email (Kent Primary Care Agency); PracManager5l3Email (Kent Primary
Care Agency); PracManager5llEmail (Kent Primary Care Agency); PracManager5lmEmail (Kent
Primary Care Agency); PracManager5lnEmail (Kent Primary Care Agency); PracManager5lpEmail
(Kent Primary Care Agency); PracManagerEmail5L4 (Kent Primary Care Agency)
Subject: FW: Letter to all GP practices in Kent & Medway

Please see alert below
Please circulate this e-mail/attachment to all relevant staff. We will not be circulating this
information by post. It is your responsibility to notify KPCA of any change to your email address. If
you do not notify us of a change to your nominated email address this will result in the non delivery
of important health alerts from the Department of Health. To notify us of a change of the nominated
address please contact the Agency at Office.Service@nhs.net
Debbie Burton
General Manager
Please do NOT reply to this email
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From:
To:
Cc:
Subject:
Date:
Attachments:

Beerstecher Hendrick (EASTERN AND COASTAL KENT PCT)
Loftus Jim (NHS SWALE CCG)
"Di. Tyas@kentlmc. org (Di.Tyas@kentlmc.org)"
FW: Letter to all GP practices in Kent & Medway
07 March 2013 16:14:23
Kent & Medway GP Contractors.docx

Dear Jim,
Someone seems to have altered the terms and conditions of this nationally agreed contract on the
enclosed document.

The national agreement is for the 31 st of March and this cannot be unilaterally altered by all and
sundry.
Best wishes,

Hank Beerstecher

From: Beerstecher Allyson (EASTERN AND COASTAL KENT PCT)
Sent: 02 March 2013 13:10
To: Beerstecher Hendrick (EASTERN AND COASTAL KENT PCT)
Subject: FW: Letter to all GP practices in Kent & Medway

From: Service Office (Kent Primary Care Agency)
Sent: 01 March 2013 15:46
To: PracManager5cmEmail (Kent Primary Care Agency); PracManager5ffEmail (Kent Primary Care
Agency); PracManager5l2Email (Kent Primary Care Agency); PracManager5l3Email (Kent Primary
Care Agency); PracManager5llEmail (Kent Primary Care Agency); PracManager5lmEmail (Kent
Primary Care Agency); PracManager5lnEmail (Kent Primary Care Agency); PracManager5lpEmail
(Kent Primary Care Agency); PracManagerEmail5L4 (Kent Primary Care Agency)
Subject: FW: Letter to all GP practices in Kent & Medway

Please see alert below
Please circulate this e-mail/attachment to all relevant staff. We will not be circulating this
information by post. It is your responsibility to notify KPCA of any change to your email address. If
you do not notify us of a change to your nominated email address this will result in the non delivery
of important health alerts from the Department of Health. To notify us of a change of the nominated
address please contact the Agency at Office.Service@nhs.net
Debbie Burton
General Manager
Please do NOT reply to this email
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KENT PRIMARY CARE AGENCY

To all lead GPs & Practice Managers in Kent
& Medway
March 2013

NHS
Faith House
2 Faith Street
Maidstone
Kent
ME14 1LL

Tel: 01622 655000
Direct Line: 01622 655065
Email: janette.annan@nhs.net

Dear colleague

Payments – Important information from 1 April 2013
The NHS changes that come into force from April 2013 affect not only how primary care
services will be contracted i.e. through the NHS Commissioning Board (NHS CB), Clinical
Commissioning Groups (CCGs) and Local Authorities (LA), but also the financial
processes that are in place.
Nationally from April 2013, Shared Business Services (SBS) will make all payments to GP
Contractors on behalf of CCGs and the NHS CB, using a new ledger system called the
Integrated Single Financial Environment (ISFE).
Local Authority (LA) payments for currently specified local enhanced services are outside
of this system and LA’s will need to separately advise Contractors about their
requirements for authorisation of claims.
Processing of payments by the Family Heath Service (FHS) department based at Faith
House, Maidstone will not change; only the actual transfer of payments into Practice bank
accounts is affected at this time. The Exeter system will continue to be used to create the
necessary payment files on behalf of CCGs for enhanced services and for the NHS CB for
contract payments and will link with the new ISFE. Payments processed by FHS on
behalf of Contractors should continue to be submitted in the usual way.

However, the new process for making payments will impact on the FHS’ current
processing timetable. This is because there is a requirement for a 5 working day file
submission to SBS to generate the BACS payment, there will need to be an earlier cut off
date for inputting payment information by FHS staff. In view of this it will be necessary to
submit your monthly GP Registrar claims to the Agency by no later than the 1st working
day of each month i.e. claims for March to be received by 2 April 2013.
Most importantly, please note that your contract payment date will remain
unchanged, although CCG enhanced services will be paid separately by SBS and
are likely to be paid into your account a few days after your NCB contract payment.
In this connection it is anticipated that Open Exeter statements will clearly indicate
total payments due for CCG enhanced services and NCB contract payments.
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I hope that this letter is of assistance to you and if you have any queries please do not
hesitate to contact me.

Yours sincerely
J. Annan
Jan Annan
Contractor Payments Manager
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From:
Sent:
To:
Subject:
Attachments:

Loftus Jim (NHS SWALE CCG) <jim.loftus@nhs.net>
11 April 2014 13:04
Laura King (0161 250 6922)
RE: Dr Beerstecher - information request
Prescribing_Guidelines_-_Jan_2011[1]. K&M.PDF

Follow Up Flag:
Flag Status:

Follow up
Flagged

Hi Laura,
Please find attached ECK PCT Prescribing Guidelines from 2011. If you need further information on this
then Sheila Brown who wrote the guidance and looked after the Swale area, when part of ECK, now
works for Canterbury & Coastal CCG I understand.
Best wishes, Jim

Jim Loftus
Commissioning Programme Manager
Planned Care and Cancer
NHS Swale Clinical Commissioning Group
NHS Swale CCG - Bramblefield Clinic, Grovehurst Road, Kemsley, Sittingbourne, Kent, ME10
2ST
www.swaleccg.nhs.uk

Direct line: 03000 425114
Mobile: 07943 505497
E-mail: jim.loftus@nhs.net
This message may contain confidential information. If you are not the intended recipient please inform the
sender that you have received the message in error before deleting it. If you have received the message
in error please do not disclose, copy or distribute information in this email or take any reliance on its
contents: To do so is strictly prohibited and may be unlawful. Thank you for your co-operation.
While emails from an NHS.net account are encrypted, and therefore secure, we cannot guarantee the
safety of any sensitive or confidential information received by, or sent to correspondents who do not have
an equally secure email account. If this is a matter of concern to you, the alternative will be to correspond
by post.
Please send all Freedom of Information (FOI) requests to SWCCG.foi@nhs.net or by post to - FOI team,
NHS Swale CCG, Bramblefield Clinic, Grovehurst Road, Kemsley, Sittingbourne Kent ME10 2ST
Please send all requests for copies of personal data (Subject Access Request/Data Protection Act)
to informationgovernance@nhs.net or by post to KMCS – Information Governance, Kent House, 81
Station Road, Ashford TN23 1PP.
th

Please send all complaints to complaints.kmcs@nhs.net or by post to KMCS – Complaints, 4 Floor, Kent
House, 81 Station Road, Ashford TN23 1PP.
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1.

INTRODUCTION
1.1

2.

PURPOSE
2.1

3.

4.

5.

Aside from consultations, the most common intervention of the National Health
Service is the issuing of a prescription.

The purpose of this policy is to outline expectations for NHS prescribing, detailing
standards that all prescribers are expected to adhere to. It also seeks to provide
clarification for prescribing situations not covered by the NHS or where NHS
responsibility for prescribing is not clear.

SCOPE OF THE GUIDANCE
3.1

This policy is appropriate for all prescribers; General Practitioners, Hospital
consultants, Locum and Junior doctors, trainees and Community Practitioner,
Supplementary and Independent non-medical prescribers within NHS Eastern and
Coastal Kent.

3.2

Prescribers should also refer to other relevant documents relating to prescribing in
their respective organisations.

DEFINITIONS
4.1

ACBS: In certain conditions some foods (and preparations) have characteristics of
drugs and the Advisory Committee on Borderline Substances advises as to the
circumstances in which such substances may be regarded as drugs.

4.2

Formulary: A list of medicines. The term is often used to describe a limited list of
medicines that have been approved for use in a locality.

4.3

Guideline: An official recommendation indicating how something should be done or
what sort of action should be taken in a particular circumstance.

4.4

Policy: A policy is a plan of action which is then applied as concrete programmes and
actions. Policy documents will be prescriptive by nature and will detail expectations for
the actions of individuals in a particular subject area, setting the parameters within
which individuals will operate.

PRESCRIBING AGAINST NATIONAL AND LOCAL GUIDANCE
5.1

Expectation is that prescribing should be in line with guidance issued by NHS Eastern
and Coastal Kent’s medicine sub committee or national guidelines and policies. Any
departure from this requires sound clinical reasons.

5.2

Where there is a choice of approved drugs within a therapeutic class, the one with the
lowest NHS acquisition cost should be used first line. Any departure from this requires
documented and endorsed clinical reasons.

5.3

Prescriptions should be written generically unless there is a cost or clinical reason not
to do so. Prescribers may be asked to justify any departure from this. An information
leaflet for patients is available in Appendix 1.
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5.4

6.

7.

Clinicians should not ask GPs to prescribe medication that is not listed in their trust’s
formulary. Prescribing outside of local formulary, national or local guidance may be
considered an example of inappropriate prescribing that would be challenged through
Provider contracts E.g.: Glucosamine is now available as a licensed product however
local advice is advises that it is not prescribed.

ADDITION TO APPROVED MEDICINES STATUS
6.1.

Approval for all new drug entities for use within the PCT is required by the PCTs
Medicine Sub committee prior to use. This allows the entry of new medicines to the
local health economy within an equitable and managed process within the available
budget. Primary care prescribers should not continue or initiate prescribing unless
funding for use in primary care has been agreed.

6.2.

Approval routes are as follows:
6.2.1

For products initiated within an acute trust and intended to be continued
in primary care. An application should be made by the relevant clinicians to
the acute trust’s Drug and Therapeutic Committee (DTC) with a further
application to the PCTs Medicine sub committee with estimate of anticipated
costs in primary care and shared care arrangements where appropriate.
Applications can be made to the PCTs medicine sub committee using the
relevant acute trust’s standard form. As a default the Area Prescribing
Committee application form can be used
available on
http://www.kentandmedway.nhs.uk/welcome/for-professionals/prescribing/
Shared care templates are available from med.man@eck.nhs.uk

6.2.2

For products used almost exclusively in primary care. The PCTs Service
Improvements Groups (SIG) will discuss with the medicine management team
and an application will be submitted directly to the PCTs Medicine sub
committee. Input to this process from all prescribers within primary care is
welcome. The application form used for Area Prescribing Committee
submissions can be used and is available on
http://www.kentandmedway.nhs.uk/welcome/forprofessionals/prescribing/

6.2.3

Individual funding request (IFR) (previously known as Single Patient Panel
request) should be used where funding has not been agreed through the
above routes. Contact details are available from
http://www.easternandcoastalkent.nhs.uk/home/independentcontractors/general-practices/individual-funding-requests/

PRESCRIBING UNDER SHARED CARE GUIDELINES
7.1

Treatments which are suitable for shared care between primary care physicians and
specialists are designated shared care status although not all “shared care” drugs
require official shared care guidelines. Prescribers are advised to ensure there is a
written agreement from the requesting consultant confirming how and by whom the
patient will be monitored both for evaluating effectiveness of treatment, side effects
and routine tests required.

7.2

Shared care guidelines are specific to a drug and an indication e.g. a guideline
developed for azathioprine for suppression of transplant rejection is not suitable for
where the drug is being used in autoimmune conditions. In some cases the
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guidelines are also specific to the form of drug e.g. methotrexate tablets but not
injections.

8.

7.3

Shared care will only be requested by specialists where the drug has been approved
through their clinical governance process (normally via the trust’s DTC) and is
included in their formulary as approved for shared care.

7.4

All communication to the GP and patient will refer to the drug by the generic name
unless prescribing by brand name due to bioavailability or other issues has been
approved by the acute trust’s DTC.

7.5

It is the responsibility of the specialist to initiate the production of shared care
guidelines where he/she feels they are appropriate or where the PCTs Medicines sub
committee indicates they are necessary.

7.6

Primary care physicians should be consulted on the content of shared care guidelines
but final approval for their use rests with the specialist’s provider Trust.

7.7

A copy of the shared care guideline (where available) or an electronic link to the
document should be included in the letter requesting shared care sent to the GP.

7.8

GPs should not refuse to prescribe under shared care for financial reasons alone.
GPs may refuse to prescribe where that feel they have insufficient expertise to
manage the drug and/or condition. Prescribing in this case should remain with the
specialist.

7.9

A Patient information leaflet on prescribing following an NHS referral is available in
Appendix 2

PRESCRIBING INTERVALS
8.1

Medication should be supplied for a maximum of 28 days for :

all acute prescriptions

initial prescriptions for those items intended to be repeated

8.2

Repeat prescriptions should be for a maximum 28 days to avoid waste. Where
prescription charges cause difficulties a maximum supply of 56 days may be
considered if clinically appropriate. The only exception would be for patients requiring
up to a three month supply for travel abroad and this should be an exceptional
circumstance.

8.3

Items prescribed on a ‘when required’ basis may be ordered by patients inadvertently.
Items should only be placed on repeat status where there is an ongoing need. Items
required only occasionally should not be placed on repeat status.

8.4

Prepayment certificates are the most economical way of paying for prescriptions
where more than one regular prescription item is required each month. Prepayment
certificates are available at https://www.ppa.org.uk/ppa/ppcdd/patient.do A 12 month
prepayment certificates can be purchased by Direct Debit, which spreads the cost
over 10 monthly instalments

8.5

The repeat dispensing process allows batch prescriptions to be produced for
medication where patient’s condition, medication and dosage are stable, for the
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convenience of patients and to enable workload to be managed for practices and
pharmacies.

9.

10.

11.

8.6

Repeat prescriptions supplied electronically must be for a maximum of 28 days

8.7

When dispensing batch prescriptions, it is the responsibility of the pharmacist that the
patient is taking or using, and is likely to continue to take or use, the medicines or
appliances appropriately, and that the patient is not suffering any side effects from the
treatment which may suggest the need for a review of treatment.

MANAGED REPEAT SYSTEMS
9.1

Community pharmacies and other companies requesting prescriptions must have
discussed the need for further repeat items with the patient or carer within a period of
5 working days prior to submitting the repeat request.

9.2

If a prescriber has concerns that items are being requested inappropriately the PCT
may request a copy of the Standard Operation Procedure under which the pharmacy
or company is operating repeat dispensing requests and ask the pharmacy or
company to provide evidence of how their risk management program addresses the
issue of over ordering

9.3

The pharmacy or supplying company may be asked to provide to the practice, a
pharmacy signature to a statement that the patient has been contacted within the
previous 5 days to confirm the requested items are required

RETROSPECTIVE PRESCRIPTIONS
10.1

Prescriptions for non prescription medicines or appliances provided by pharmacies or
companies in advance of a prescription where this is not at the pharmacy’s or
company’s financial risk.

10.2

There is no obligation for prescribers to provide a retrospective prescription and
therefore prescribers should strongly consider refusing requests for retrospective
prescriptions.

7 DAY PRESCRIPTIONS
11.1

Supplying 7 day prescriptions purely to finance the provision of a monitored dose
system (MDS) for a patient is not correct and may be viewed as fraudulent use of
NHS funds.

11.2

Under the terms of the Disability, Discrimination Acts (DDA) 2005 where a person has
a physical or mental impairment which has a substantial long term adverse effect on
his ability to carry out normal day-to-day activities then it may be decided that
medicines be provided in a dosing system, to help the patient to overcome the aspect
of their disability that prevents them using their dispensed medicines. Having a
disability does not equate with an entitlement to dosing systems – the nature of the
disability must be such as to prevent the patient from being able to use their
medicines, if not supplied in a dosing system. It should be noted that other
interventions e.g. changes to labels and packaging may be as beneficial in some
situations.

Medicines Management, NHS Eastern and Coastal Kent, Protea House, New Bridge, Marine Parade, Dover, Kent, CT17 9HQ
Contact Details:
T: 01304 222317, F: 01304 208584
Prescribing Guidance
Issue
6 of 18
Date:
December 2010

287

11.3

12.

Provision of MDS under DDA falls within the Pharmacy contract and no further
reimbursement is allowed. Prescriptions should be provided for 28 days.

PRESCRIBING FOLLOWING A PRIVATE CONSULTATION
12.1

When referred by the patient’s GP
12.1.1 Following a private consultation, there is no obligation for the GP to prescribe
the recommended treatment if it is contrary to his/her normal clinical practice.
12.1.2 A consultant who, following a private consultation, has recommended
treatment for the patient’s clinical circumstances, should continue to prescribe
until the GP has agreed to prescribe treatment.
12.1.3 The patient’s GP may prescribe the treatment at the request of the consultant
following a private consultation as long as it is for a medication normally
available on the NHS, the GP considers it to be medically appropriate, in line
with local policies and/or guidelines, and the GP is willing to accept clinical
responsibility for prescribing the item.
12.1.4 If the GP does not feel able to accept clinical responsibility for the medication,
responsibility for prescribing remains with the private consultant. The GP may
consider whether to refer to an NHS consultant who can consider whether to
prescribe the treatment as part of NHS funded treatment but only if this is in
line with normal referral protocols for the NHS
12.1.5 Medication recommended by private consultants may be more expensive than
those prescribed for the same clinical situation as part of NHS treatment. In
such circumstances, local prescribing advice should be followed by the NHS
GP.
12.1.6 When a private referral is made, patients may be given the leaflet shown in
Appendix 3, explaining the situation regarding NHS prescriptions following
private consultations. Enclosing a copy with any referral letter may also be
useful.

12.2 When self-referred
12.2.1 People who refer themselves independently of the GP (i.e. outside of the
NHS) whether in the UK or abroad are expected to pay the full cost of any
treatment they receive in relation to the care provided privately. The leaflet
shown in Appendix 3 may be useful to explain this to patients.
13.

PRESCRIBING OF TREATMENTS INITIATED AS PART OF A CLINICAL TRIAL AFTER
THE TRIAL HAS FINISHED
13.1 South East Coast (SEC) PCTs will not pick up the ongoing funding of treatments for
patients who have completed clinical trials unless either:
13.1.1 The PCT has agreed through normal commissioning processes prior to the
trial commencing with the trial funder that the PCT will provide funding for the
trial participants’ ongoing treatment once they have left the trial. This
agreement will be documented through normal commissioning processes and
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according to the Trust’s governance procedures. In that event, the NHS
organisation hosting the clinical trial is required to document the agreed exit
strategy in the trial protocol and state the PCT will provide funding for the trial
participants’ ongoing treatment once they have left the trial and provide detail
as is appropriate to each individual study; or
13.1.2 A PCT has agreed to fund the treatment as a service development for all
patients in the clinical category of those patients leaving the clinical trial; or
13.1.3 The PCTs IFR Panel has considered and approved a request to provide
individual funding for a patient. However, if such a request is made the fact
that the patient has been involved in a clinical trial shall not amount to an
exceptional clinical circumstance or be used by the IFR Panel to justify a
finding of exceptionality. It is the consenting clinician’s responsibility to ensure
that patients are fully informed of and agree to their management plan at the
end of the trial. This includes making patients aware of this commissioning
policy and, where relevant, any successful or unsuccessful request for posttrial funding. Their consent should be documented.
14.

PRIVATE PRESCRIPTIONS
14.1

Under a GPs Terms of service a GP is not allowed to issue a private prescription for a
patient on their NHS list except in the limited circumstances listed below.
14.1.1 Patients may be charged for the issue of the following prescriptions:
 malaria prophylaxis
 travel related prescriptions not provided under the NHS. See section 15 for
details of vaccines available under the NHS
14.1.2 Patients may not be charged for issue of the following prescriptions:
 Drug Tariff Part XVIIIA Drugs, medicines and other substances not to be
ordered under a General medical services contract (Black list)
 Drugs on the SLS list being used outside the recommendations e.g. Viagra®
 Travel vaccines. Please see section 15. Patients travelling abroad

14.2

Other than the situations listed above, GPs may only provide private prescriptions as
part of private care provided to patients not on the practice list for NHS care e.g.
private GP appointments or an occupational health service; issuing an NHS
prescription in these cases would constitute a breach of the GMS contractual
regulations.

14.3

Note re: Occupational Health vaccinations - The ‘Immunisation against infectious
disease’ (2006) gives clinical recommendations for the use of vaccines, however it
does not identify those which are recommended to be NHS funded. Where no
remuneration is available from the PCT for individual vaccines, NHS prescribing is
strongly discouraged. A patient sent by an employer to request occupational health
immunisations should be advised that this is not the responsibility of the practice. The
employer (not the patient) will have to make private arrangements with a practice, or
occupational health provider to administer the vaccine(s). Hepatitis B vaccinations for
occupations as listed in the BNF should normally be provided by the employer via
their own occupational health provider or private agreement with a local practice. This
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includes healthcare students where Hepatitis B vaccination should be provided by the
educational establishment.
15.

PATIENTS TRAVELLING ABROAD
15.1

Travel vaccinations
15.1.1 Travel vaccines available through the NHS, for which practices receive
reimbursement where the vaccine is indicated for travel include:





Tetanus
Polio
Hepatitis A
Typhoid

15.1.2 Travel vaccinations available under the NHS should be obtained via an
account with the manufacturers/suppliers directly and bought in; e.g. Sanofi,
GSK, Masta, Novartis, Chiron. Reimbursement is then claimed by submitting
an FP10 with the practice’s monthly claim. If, for example, Revaxis® is
required for travel purposes which are outside of the childhood immunisation
schedule, it should be bought in directly from Sanofi and used separately in
the travel clinic.
15.1.3 Note: different batch numbers are used to identify use those vaccines for use
in the childhood programme and those used for travel purposes Immform/Movianto stock should not be used for travel vaccinations
15.1.4 Newer (and more expensive) vaccines should normally only be provided at
NHS expense if they are demonstrated to be of improved efficacy or when
there are other compelling clinical advantages
15.1.5 Hepatitis A& B combination vaccine - NHS patients cannot be charged for
Hepatitis A where indicated for travel and therefore cannot be charged for
combination Hepatitis A & B where indicated for travel.
15.1.6 The following are not available on the NHS and must therefore be offered to
patients as a private service:
 For destinations where the above vaccination is not specifically
recommended but the patient requests vaccination
 the following vaccines:
 Meningitis.
 ACWY
 Tick Borne Encephalitis
 Hepatitis B
 Japanese Encephalitis
 Rabies
 Yellow Fever Vaccine
15.1.7 General practices are entitled to charge NHS registered patients a fee
privately for vaccinations supplied as noted in the section 14. Private
Prescriptions, and reimbursement can not be claimed on the FP34PD form
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15.2

Travel medication
15.2.1 Malarial prophylaxis: Patients should be advised to purchase where possible
over the counter.
15.2.2 For prescription only medicines: GPs may charge for and issue a private
prescription.
15.2.3 Drugs prescribed in anticipation of illness whilst abroad: For Prescription Only
Medicines (POM), patients may be offered and charged for a private
prescription e.g. Ciprofloxacin for traveller’s diarrhoea.

15.3 Supply of regular medication
15.3.1 By law the NHS ceases to have responsibility for medical care of patients
when they leave the UK. People travelling within Europe are advised to carry a
European Health Insurance Card (EHIC) at all times, this gives entitlement to
local health care arrangements. Patients should be advised to check specific
entitlements prior to travel. For patients who will be out of the country for less
than 3 months, it is reasonable to provide sufficient medicines for an existing
condition. For patients leaving the UK for more than 3 months, they should be
advised to register with a local doctor for their continuing medical needs. It is
reasonable for GP’s to provide sufficient medication to give patients time to do
this. It may be worth mentioning to patients that medicines can be purchased
without a prescription from pharmacies in some countries. NB: It is wise to
check with the manufacturer that the medicines required are available in the
country being visited. Any patient absent (or intending to be absent) from the
country for more than three months should be removed from the practice list
[Clause 216 of the Standard Medical Services Contract]. General practitioners
are not responsible for prescription of items required for conditions which may
arise while travelling; e.g. travel sickness or diarrhoea. Patients should be
advised to purchase these items from community pharmacies prior to travel, or
to obtain a private prescription for POMs if appropriate.
16.

VISITORS FROM OVERSEAS
(Primary Care only NB Secondary care is subject to alternative guidance)
16.1

Patients entitled to NHS treatment in primary care including the provision of any
necessary prescriptions are as follows:
16.1.1 Patients from within the European Economic Area in possession of a
European Health Insurance Card (EHIC)
16.1.2 Patients who require immediate/necessary treatment (EHIC is not required)
i.e. essential treatment, which cannot be reasonably delayed until the patient
returns home.
16.1.3 Patients holding E112 for specific treatment of a particular condition (and
prescriptions for this condition only)
16.1.4 Patients holding E128
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16.1.5 Patients allocated by the PCT
16.1.6 Refugees (those whose applications to reside in this country have been
approved) and Asylum Seekers (those who have submitted an application and
are awaiting a decision)

17.

18.

16.2

GPs have a measure of discretion in accepting applications to join their patient lists.
However, they cannot turn down an applicant on the grounds of race, gender, social
class, age, religion, sexual orientation, appearance, disability or medical condition.
Other than that, they can only turn down an application if the PCT has agreed that
they can close their list to new patients or if they have other reasonable grounds.

16.3

In applying to become a patient of a particular contractor there is no formal
requirement to prove identity or immigration status. However, there are practical
reasons why a GP might need to be assured that someone is who they say they are.
Consequently, it can help the process if a patient offers relevant documents. Many
asylum seekers offer to show their Immigration Service issued `Application
Registration Card’ (ARC) or official documents that confirm their status.

16.4

Where a patient applies to register with a general practice and are subsequently
turned down the GP must nevertheless provide, free of charge, any immediately
necessary treatment that is requested by the applicant for a period of up to 14 days
(this can vary according to circumstances).

16.5

There is no formal definition of `immediately necessary treatment’ within the GP’s
contract, we expect the doctor to exercise sensible professional judgement on a caseby-case basis.

16.6

Where a person has difficulty in registering for National Health services with a primary
medical services contractor they should get in touch with their the PCT (directly or via
the local Patient Advice and Liaison Services to discuss what assistance might be
available locally.

16.7

NHS prescriptions and prescription charges are applicable under the usual rules.

PRESCRIBING OF LICENSED MEDICINES WITH LIMITED THERAPEUTIC VALUE OR
EVIDENCE BASE
17.1

Prescribing of products considered by both the national Joint Formulary Committee
and the Kent and Medway QIPP board to be of limited therapeutic value and/or where
there is no recognised evidence base is not supported. Products are annotated in the
British National Formulary by the symbol , and noted on ScriptSwitch.

17.2

An information leaflet is available in Appendix 4

PRESCRIBING LICENSED MEDICINES FOR AN UNLICENSED USE (OFF LABEL)
18.1

Prescribing of medicines that are licensed, but are being used outside of their product
license is not generally recommended. However, it is recognised that some
circumstances may necessitate a prescription.
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18.2

Points for consideration:
18.2.1 Prescribers have a duty in common law to take reasonable care and to act in a
way consistent with the practice of a responsible body of peers of similar
professional standing.
18.2.2 Legal responsibility for prescribing falls to the practitioner who signs the
prescription.
18.2.3 In situations following a recommendation by a consultant, the prescriber is
unlikely to be found negligent if they have taken steps to become familiar with
the drug; are able to monitor the drug completely; and have access to effective
consultant support.
18.2.4 When an unlicensed use of a medicine is prescribed, the prescriber is
professionally accountable for his judgement in doing so, and may be called
upon to justify his actions. It is recommended that the decision is discussed
with the patient and documented in the patient record.

19.

PRESCRIBING UNLICENSED MEDICINES and SUBSTANCES NOT IN THE ADVISORY
COMMITTEE ON BORDERLINE SUBSTANCES (ACBS) LIST
19.1

NHS Eastern and Coastal Kent advises against the prescribing, at National Health
Service expense, all products that do not have a UK Product License unless they are
included in specific guidance that has been approved by the PCTs Medicine sub
committee. This includes:

19.2

Medicines licensed outside of the UK, products being used outside of UK licensed
indications (see above)

19.3

Other preparations such as Health supplements e.g:
 Antioxidants for Age-related Macular Degeneration (e.g. ICAPS®, Ocuvite® etc),
 Gamolenic Acid,
 Cod Liver Oil,
 Q10®
 Elena®’s skin product
 Progest Cream®

19.4

Herbal medicines
 Ginkgo Biloba,
 St John’s Wort.

19.5

Other unlicensed products (Any preparations generally not listed in the BNF) such as
specials (see below). Please note this list is not exhaustive.

19.6

Commercial companies may manufacture products known as ‘Specials’ where there
is no commercially available, licensed, preparation. However there may be alternative
licensed preparations available.
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19.7

Liquid Specials generally tend to have shorter shelf lives, can be difficult for patients
to obtain, and are usually much more expensive than the capsule or tablet version of
the same drug.

19.8

List prices of ‘Specials should be viewed with caution as substantial administration
and wholesaler charges can be applied.

19.9

Thousands of pounds are spent each month across the PCT on the most commonly
prescribed Specials. Much of this expense can be avoided although it is
acknowledged that these products may be unavoidable for a small number of
patients.

19.10 Prior to considering prescribing an unlicensed Special the treatment should be
reviewed and if still necessary, alternatives should be considered.
19.11 Unlicensed drugs are not covered by the Medicines Act, so there is no approved
summary of product characteristics (SPC) for prescribers to consult. (N.B. prescribers
are only indemnified by a drug company if there is an SPC and if the drug is used
within licensed indications)
19.12 Some are classed as ‘food substitutes’ but are not covered by ACBS regulations and
do not appear in the current British National Formulary (BNF) or the Drug Tariff.
19.13 Practices are advised to review patients receiving prescriptions for these items and
consider an alternative licensed preparation if appropriate. Initiation for new patients
is not recommended.
19.14 An information leaflet is available in 5. There are no controls to the costs of Special
formulations (‘Specials’) and given the above it is always advisable to prescribe a
licensed product wherever possible.
20.

21.

22.

DISSEMINATION
20.1

The dissemination of this policy will be via the internet on the following site.
http://www.easternandcoastalkent.nhs.uk/medman/

20.2

The internet version of the document is the definitive version.

LINKS TO STANDARDS/PERFORMANCE INDICATORS
21.1

This policy document links to the regulatory and statutory requirements for medicines,
for example medicines licensing laws and documents issued by the National Institute
for Health and Clinical Excellence (NICE).

21.2

The requirements of the National Patient Safety Agency will be reflected in the
decisions taken by the health economy decision making groups.

21.3

National Performance indicators, including Better Care, Better Value, will be reflected
in the local measures.

MONITORING
22.1

Performance measures will be introduced to monitor prescribing across all sectors
within the Health Economy.

Medicines Management, NHS Eastern and Coastal Kent, Protea House, New Bridge, Marine Parade, Dover, Kent, CT17 9HQ
Contact Details:
T: 01304 222317, F: 01304 208584
Prescribing Guidance
Issue
13 of 18
Date:
December 2010

294

23.

22.2

Medicines Management Teams will use data to monitor FP10 supply from the NHS
Prescription Services (previously known as the Prescription Pricing Division (PPD) of
the NHS Business Services Authority).

22.3

All practitioners will be asked to identify any activity that fails to comply with this policy
and bring it to the attention of the Head of Medicines Management for NHS Eastern
and Coastal Kent for investigation.

22.4

Any prescribing which is not in line with this policy will be investigated and where
appropriate challenged through Provider contracts.

REFERENCES
 South East Coast Health Policy Support Unit PR 2010-02: NHS Pick up of trial funding
June 2010
 FHSL (95)7 Malaria Guidance
 Review of access to the NHS by foreign nationals Dept Health Feb2010. Annex 4 Current
DH policy regarding registration in primary care.
 Dept Health Terms of service of Pharmacists Schedule 1
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APPENDIX 1 - GENERIC MEDICINES
Generic medicines are the same as a branded medicine, for example Nurofen is the branded name
for the medicine ibuprofen (the generic name). Generic medicines are made to the same standard
as branded medicines so they are as safe and effective and of the same high quality as the
branded medicines. Generic medicines contain the same ingredients and are identical in strength
to the branded medicine, so they treat conditions in just the same way as a branded medicine.
There may be some difference in colour, shape or size which does not affect the medicine or the
way it works.
Using generic medicines saves money which is used in other ways to benefit you, your family and
other patients. The advice from the Department of Health is to use generic medicines where they
are available.
For these reasons, your repeat prescription will change and you will now be prescribed generic
medicines.
Remember, generic medicines:



Have the same active ingredients as branded medicines



Meet the same quality standards as branded medicines



Are as safe and effective as branded medicines.

Medicines Management, NHS Eastern and Coastal Kent, Protea House, New Bridge, Marine Parade, Dover, Kent, CT17 9HQ
Contact Details:
T: 01304 222317, F: 01304 208584
Prescribing Guidance
Issue
15 of 18
Date:
December 2010

296

APPENDIX 2 - INFORMATION FOR PATIENTS FOLLOWING AN NHS REFERRAL
When you are referred by your GP to an NHS specialist your medication may change.
Your specialist may give you a one-off prescription as part of your treatment and if appropriate may
ask you to go to your GP so that you can get the medicines as part of your long term care. If the
GP does not feel able to accept clinical responsibility for prescribing the medication, the specialist
will remain responsible for further prescriptions.
Your GP must have a full clinical report from the specialist before providing further treatment so
you may not be able to get another prescription right away. The specialist should give you enough
medicines until your GP has received the report but please speak to your practice if you are
concerned that you will not have enough.
Local GPs have agreed to prescribe in line with local policies. If the recommendation from your
consultant is for medicines that are not in line with local policies, then your GP may change
the medication to be in line with the drugs used for NHS patients.
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APPENDIX 3 - INFORMATION FOR PATIENTS CONSIDERING PRIVATE MEDICAL
CONSULTATIONS
When you are see a private specialist you should be aware what may happen about medication
you may need after the consultation.
1 Independent Private referral
People who refer themselves to a consultant independently of the GP (i.e. outside the NHS),
whether in the UK or abroad, are expected to pay the full cost of any treatment they receive in
relation to the care provided privately.

2 Private referral through your GP
After a private referral made by your GP, your private specialist may give you a prescription.
Sometimes you may only need one prescription. The prescription provided by your private
specialist will be a private prescription and you must pay for the medication. If you need continued
treatment you may be given just one private prescription (which you will need to pay for) and
advised to return to your GP to see if further NHS prescriptions can be provided.
A NHS prescription to continue your treatment will only be provided if your GP considers there is a
clinical need and that an NHS patient would be treated in the same way; there is no obligation for
the GP to prescribe the treatment recommended by a private specialist. In order to judge your
clinical need your GP must have received a full clinical report from the private specialist and
therefore you may not be able to have a prescription immediately.
GPs have agreed to prescribe in line with local policies. If the recommendation from your private
specialist is for treatment that is not in line with local policies, then your GP may change the
medication in line with the drugs used for NHS patients. If the GP feels the treatment is for a
specialist area the GP can ask the specialist to remain responsible for the treatment and to provide
further prescriptions which the patient will need to pay for.
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APPENDIX 4 - UNLICENSED MEDICINES AND MEDICINES WITH LIMITED THERAPEUTIC
VALUE
Medicines are provided with a license by the manufacturers to ensure they are safe. NHS Eastern
and Coastal Kent advises GPs not to prescribe products that do not have a UK medicine product
license.
Examples of items where there is no product license are:




Health supplements e.g. Antioxidants for Age-related Macular Degeneration (Ocuvit®, ICAPS®),
Gamolenic Acid, Cod Liver Oil, Q10, Elena®, Progest Cream®, Glucosamine products
Herbal medicines e.g. Ginkgo Biloba, St John’s Wort
Other unlicensed products not listed in official information sources such as the British National
Formulary .e.g. Co-proxamol

Please note this list is not exhaustive.

Your GP is reviewing prescriptions where unlicensed medicines have been provided. You may be
recommended an alternative or you may be able to buy the product yourself.
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From:
Sent:
To:
Cc:
Subject:

Beerstecher Hendrick (NHS SWALE CCG) <hendrick.beerstecher@nhs.net>
16 May 2014 18:24
Laura King (0161 250 6922)
Beerstecher Allyson (NHS SWALE CCG)
RE: Repeat prescribing policy

Follow Up Flag:
Flag Status:

Follow up
Flagged

Dear Ms. King,
I have printed off what I can find on the computer in the way of protocols relating to repeat prescribing. I
will ask the manager if there are any other protocols. However the information you require is probably
contained in the enclosure to the letter in ‘part 2 of the combined NCAS file’.
I was finalising the response to the emails yesterday and have enclosed a copy of the relevant
information relating to the prescription for RS that should clarify what happened.
If you wish we may be able to recover communications about repeat prescribing and the district nurse
team from 2005. Please let us know if you need this.
I was hoping to post the additional information over the weekend or on Monday.

Best wishes,
Hank Beerstecher

From: Laura King (0161 250 6922) [mailto:LKing@gmc-uk.org]
Sent: 16 May 2014 15:39
To: Beerstecher Hendrick (NHS SWALE CCG)
Subject: Repeat prescribing policy

Dear Dr Beerstecher

As part of our investigation we will need to obtain a copy of your practice’s repeat prescribing policy.
This will be used to investigate the incident reported by Sally Clark (Med Support Services) who
requested a list of medications and repeat prescription for Ensure Plus for patient RS on 04/05/2011.
It would be helpful if you can provide a copy of the policy in use at the time the incident was reported.
If you have any queries please feel free to contact me.
Kind regards
Laura King
Investigations Officer
General Medical Council 3 Hardman Street, Manchester, M3 3AW
Email: LKing@gmc-uk.org
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Website: www.gmc-uk.org
Telephone: 0161 2506922

Unless otherwise expressly agreed by the sender of this email, this communication may contain
privileged or confidential information which is exempt from disclosure under UK law. This
email and its attachments may not be used or disclosed except for the purpose for which it has
been sent.
If you are not the addressee or have received this email in error, please do not read, print, retransmit, store or act in reliance on it or any attachments. Instead, please email the sender and
then immediately delete it.
General Medical Council
3 Hardman Street, Manchester, M3 3AW
Regents Place, 350 Euston Road, London, NW1 3JN
The Tun, 4 Jacksons Entry, Holyrood Road, Edinburgh, EH8 8AE
Regus House, Falcon Drive, Cardiff Bay, CF10 4RU
9th Floor, Bedford House, 16-22 Bedford Street, Belfast, BT2 7FD
The GMC is a charity registered in England and Wales (1089278) and Scotland (SC037750)
*****************************************************************************
***************************************
This message may contain confidential information. If you are not the
intended recipient please inform the
sender that you have received the message in error before deleting it.
Please do not disclose, copy or distribute information in this e-mail or take
any action in reliance on its contents:
to do so is strictly prohibited and may be unlawful.
Thank you for your co-operation.
NHSmail is the secure email and directory service available for all NHS staff
in England and Scotland
NHSmail is approved for exchanging patient data and other sensitive
information with NHSmail and GSi recipients
NHSmail provides an email address for your career in the NHS and can be
accessed anywhere
*****************************************************************************
***************************************
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