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LMC Meeting - 10th February 2025

The LMC discussed a range of issues, in addition to the subjects mentioned in this newsletter, including: CAIP, Orthopedic Interface, Obesity Tier 2 Services, Quality Contract SIS changes, Optometrists LES Specification and Ocular Hypertension.

Local GP Collective Action Survey

There has been a disappointing response so far to our December survey, with only Dinnington, Gateway, Morthen Road, Swallownest, Village Surgery and Wickersley Health Centre practices replying.
So, we’ve developed a very brief tick box questionnaire for all GPs to complete. This will help to inform us what local practices are doing, which is important for our local negotiations at a Rotherham and South Yorkshire level.
Many thanks for taking the time to do this as we know everyone is very busy, so we very rarely ask for GP surveys!
Here is the link (or there is a QR code for quick mobile access)
https://forms.office.com/e/V0qrhNxJ6L
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Virtual Wards

We recently met with Rod Kersh, Consultant Community Physician, to discuss Virtual Wards, and the perceived reduced availability of ACPs to help with Care Homes among other issues. 
We emphasised that it was imperative that phone waits are short (ideally less than 5 minutes) for the Care Co-ordination Centre / Transfer of Care Hub. Rod agreed to look at implementing a maximum waiting time target and implementing other methods to gather patient information to reduce waiting time.

It was also agreed to put some communications out to their teams to confirm that District Nurses can refer into the Virtual Ward.
 
LMC Elections 2025  

The election has now closed, and ten GP nominations have been received for LMC Membership for the new three-year term commencing 1st April 2025. Therefore, as there are ten places available there is no need for a formal election. We are very pleased to have a representative from each PCN.

The following GPs were duly elected to the committee:

Dr A Barmade, Dr V Campbell, Dr B Chandran, Dr J Colquitt, 
Dr J Eversden, Dr N Ravi, Dr A Shahzad, Dr J Stringer, Dr S Sukumar & Dr Thullimalli. 

This year we will lose three LMC Officers and long-serving LMC Members, who have decided not to stand for re-election. Their individual contribution to the LMC in promoting and defending the work of Rotherham GPs has been invaluable and they will be difficult to replace. In particular:

Dr Andy Davies has been with us since 2013, and LMC Chair for five years from 2019 guiding us through the difficult days of the pandemic.

Dr Richard Fulbrook has been with us since 2016 and kindly stepped up to the role of LMC Vice-Chair for the last year, despite his impending retirement.

Dr Neil Thorman has been with us since 2007, and he has been LMC Medical Secretary for most of that time. His experience and knowledge of medical politics will be difficult to match.

This amounts to a huge loss of experience for the LMC, and from April we will have a slightly different team of LMC Officers going forward but hope to continue to serve and represent you all with enthusiasm and diligence. We’ll let you have more details about the new team in April.
‘Lilac’ Palliative Care Cards

Dr Hendry has confirmed that it is acceptable to either use the lilac cards as usual and fill them in by hand, OR to use a computer generated version using Ardens template to populate patient and drug details on white paper (lilac paper isn’t needed), then countersign by the prescriber. 

It is recommended to only pre-fil the Pre-emptive medication section, not the syringe driver section as the syringe driver section needs to be completed at the time it is needed – NOT in advance, due to safety issues.
Medical Certificate of Cause of Death (MCCD)

The LMC recently met with the Medical Examiner’s Office (MEO) and Fiona Hendry and there are still sometimes a few issues causing delay. The MEO are going to write a further flowchart to help and until this is ready, please note that the GP need only have seen the patient once in their lifetime and be able to formulate a cause of death (as long as the coroner referral stipulations don't apply). The MEO is happy to help with the process, advise regarding the cause of death and facilitate in the rare situations when its necessary to find a hospital Doctor.
Medical examiner service contact details:
Email rgh-tr.medicalexaminerservice@nhs.net
Phone 01709 425098 / 01709 426410

MES Booklet:


         

GLP1s

The LMC noted new guidance issued to online pharmacies regarding prescription of GLP1s which may have a potential effect on primary care workload. GPs should not ignore requests for information, and should get consent before sharing information, but can charge for a report. We have written a template letter if you wish to use this on our website. 


Accelerated Access to Prospective GP Records

Following several reports from practices feeling pressured to enable prospective access to records, the General Practitioners Committee (GPC) has issued a position update which can be accessed here.  





New to Partnership Scheme

Dr Esme Lawy, SYWTHub fellow writes:

I am in conversation with various people across the SY LMCs about setting up a New to Partnership scheme of education and support. In the meantime, we are taking expressions of interest from interested new partners or those seriously considering partnership. Please follow the link or scan the QR code for more information:


https://yhtraininghubs.co.uk/south-yorkshire/south-yorkshire-schemes/new-to-gp-partnership-programme/
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Continued  . . . . . .  .
GPC ADVICE                                                        
                                               
[bookmark: _Hlk142659123]Update from GPC

It may appear quiet on the GPCE front, while we are focused on negotiations with Government, DHSC and NHSE, which we anticipate will conclude in February. The Secretary of State, Wes Streeting wrote to me last week, and I shall be meeting the Minister for Primary Care, Stephen Kinnock later this week. 

Government is well aware of the upcoming Special England LMC Conference on Wednesday 19 March to focus on potential ‘escalatory steps needed to ensure the survival of what still remains of English general practice’ (further details below), and the lack of GP employment opportunities. The Special Conference is also to consider the 2025-26 offer from the DHSC / NHSE. The key milestone however, was always going to be the Spring 2025 three year spending review – Treasury's instruction manual for planned costs between now and 2028. This is where, together with the NHS Ten Year Plan, we need to see practice resource restoration set out and a new substantive contract for practices across England, as iterated in our manifesto Patients First.

National Collective Action Tracker Survey

Thank you to those who have participated in the National collective action tracker surveys from so far.
 
The February survey will open on Monday 17 February and close at 5pm on Sunday 2 March. The survey link will be shared via the bulletin, social media and SMS messages will be sent to GP partner members on Monday, asking them to provide information of the collective actions that they are undertaking.  We appreciate your efforts in participating, especially given current workloads and the understandable sense of survey fatigue.
 
The more responses we receive, the better we can understand the collective actions being taken across the country. This data is crucial for effectively advocating for change with the government. To gain further insight, we have added a question to the tracker survey asking about any factors that may be preventing practices from taking any or more action. This will help us identify and address potential barriers.
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Medical Examiner Service
Rotherham Hospital
Moorgate Road

Oakwood

Rotherham

S60 2uD

Medical Examiner Service

What is the medical examiner service?
Is an independent service, whom currently scrutinise every death that occurs in every

hospital across the country.

Can look for trends in trust care so we can feed back through learning from death

reviews.

Medical examiners also help to improve public health and national office of statistics
by ensuring Medically Certificate of Cause of Death (MCCD) are as accurate as
possible

Our medical examiner service is run by a team of excellent medical examiner officers
whom have a wealth of information on the medical examiner process, coroners and
bereavement process.

Who are the medical examiners?

Medical examiners are senior Doctors from any speciality both hospital and
community, with at least 5 years post CCT, whom undergo a post graduate training
to gain their Royal College Pathologists Medical Examiner qualification.

In Rotherham we have a mixture of hospital consultants and GP’s as medical
examiners.

Roll out of the medical examiner system to community

Currently every in-hospital death is scrutinised, and we are currently rolling this out
across the community. As of April 2024, it will be statutory to scrutinise all deaths
regardless of location.

Why would it help you to get your practice onboard with the roll out prior to April
20247

Being part of the pilot means you can help mould and shape the pathway of the
service, by giving us the opportunity to see what works well and what doesn’t.

You would be up and running ready for the April 2024 statutory requirement, prior to
the end of the QOF year.





Medical Examiner Service
Rotherham Hospital
Moorgate Road

Oakwood
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Our Medical Examiner Officers are a great asset to assist your administration team,
liaising with the informant, registrars, coroner’s office.

Medical Examiner Service

How can medical examiners help you as GP’s?
You can discuss cases with us to aid the formulation of an accurate MCCD.

We can advise on what will and will not be accepted by the registrar when your
patient’s informant are going to register the death. Saving the family, the stress ofa
MCCD not being accepted and you having to repeat work you’ve already completed.

We can aid with causes that need to be referred to coroner therefore ensuring these
are done promptly, and not following an informant attending the registrar to
register.

Update on death certification
You no longer need to see the body after death to do the cremation form.

See the flow charts at Appendix 1 and 2 for whom can complete the MCCD.

How do you contact the medical examiner service?
Email — rgh-tr.medicalexaminerservice @nhs.net

Telephone — 01709 425098 / 426410





Appendix 1

Medical Examiner Service

The Royal College of Pathologists

Pathology: the sciance behing the cue

Compileting a Medical Certificate of Cause of Death:
process from 25 March 2022

You cannot complete the

MCCD or Crem Form 4

Did you attend the deceased at any
time during their last liiness?

Did you see the deceased in the 28 days
before death?*

Rotherham Hospital

Moorgate Road
Oakwood
Rotherham
$60 2UD

Do you know the cause Have you seen the deceased
of death? after death in person?

The coroner
deT::Ses tha‘ f :‘0 dedides to Inves-
further invasti- ligate further.

] You do not need
gation Is needed lete th
A Brovidesa to complete the
Fo";n e MCCD or Crem
1 Form4

Refer the case to the coroner

You can complete the ¢
MCCD and Crem Form 4

*Wideo acceptable, phone/audio only not acceptable.





& The Royal College of Pathologists
Pathology: the science behind the cure

Medical Examiner Service
Rotherham Hospital
Moorgate Road

Oakwood

Rotherham

$60 2UD

Completing a Medical Certificate of Cause of Death:
process when the attending physician is not available

Do you know the cause of death?

Was the deceased seen by any doctor in the
28 days before death?*

Was the deceased seen by any doctor after
death {including verification of death;j

Jes

Refer the case to the coronsr.

a Formn 100A.

The coroner decides
that no further
Investigation is
needed and issues

The coroner decides
to investigate further.
You do not need to
complete the MCCD
or Crem Form 4,

J 4 l

You can complete the MCCD and Crem Form 4.

You do not need to see the deceased.

*Video/teleconference Is acceptable  **The body must be seen in person

Appendix 2
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GP Referral to Medical Examiner Service (System One)

e Select the patient you are referring.

» Ifa patient did not consent to shared records prior to death, the records need to be
shared for the medical examiners team to access the information you enter, and
death overrides previous sharing wishes/consents, so it can be shared after death if
a patient had previously declined.

® Inthe patient record on the left, you will see this “RHMT — Referral to Medical
examiner service” this may be located in different areas of the templates section
depending on where you are located in the community.

— Templates
7 Questionnaires (3)
v 5% Barthel Score
v Waterlow Assessment/Prevention
~ &2 Hospice Templates
@ P oo r Bl
v &3 Inpatient templates
~ €3 Community Templates
V4
&y RHM - End of Life Care (EP

o~ im

v & Complementary Therapy Temp
Cr Third Party Patient Record

¢ Right click, and chose referral to medical examiners

Page | 1





Medical Examiner Service
Rotherham Hospital
Moorgate Road

Oakwood

Rotherham

860 2UD

¢ This box will appear. You will see at the top three tabs. This is the first one. Please
complete the form.

ME Referral §Referral Campletion | Template Information

tion uirs the
the Coemna ) O Cardiac pacemaker in situ [}
ADate of death - *Time of Death
*Place of death
"Date seen by doctiost seen 50 *Burial or Cremation (if kn, . -

*Qccupation
Are you aware of any work related exposure that may have affected ther heakh (if so please give delails)?
[V]Occupational exposure to ris...

*Family member to be contacte..
*Family member contact teleph ..
*Relationship to the deceased

f r who will ing / h N
*hame
4Direct phone number:

Cc ycu have any concerns re. clinical care/end of life care received by the patient ? (if o detai below)
Concerns?

Proposed or Coroner determined cause of death for MCCD:
Unexpected death O
AProposed cause of death

Reason and justification

Information Print Suspend Cancel Show Incomplet

Page | 2





Medical Examiner Service
Rotherham Hospital
Moorgate Road

Oakwood

Rotherham

$60 2UD

e Once you have completed the first tab, click The second tab titled Referral
f:ompletion, which will look like

Please complete the MCCD before sending this referral.
One of the E-Referrals below must be completed to finalise this referral. Please ensure the Patient’s record is
shared and all the infomation is enetered into the recored before deducting the patient.

« # Urgent ME Referral - Burals weithin 24 Hours « # Routine ME Referrals - Al Other Deaths

) New ¥iord letter with ‘Cremation 4° template “| tiew Word letter with Report of death te the corgner’ te.

» The top two boxes will create a task to go to the medical examiners team. | cannot
emphasise enough how you MUST select one of these options as that creates a task
to the medical examiners so that the team know there is a death to review, without
doing this, the team will not be informed that you have completed the template.

o "Refer to Medical Examiners - Urgent" - for burials within 24 hours.
o "Refer to Medical Examiners - Routine" - for all other deaths

e Atthe end make sure you SAVE the patients record, otherwise the task and data you
have completed will not be saved or sent to them.

Contact details for Medical Examiner service:

Email : rgh-tr.medicalexaminerservice@nhs.net

Telephone: 01709 425098 or 01709 426410

Page | 3





From 1** October 2019 Doctors became legally obligated to report certain deaths to the
Coroner. Reports are completed electronically to the Coroner. You can only phone in
exceptional circumstances and will still be required to complete the written information
on the electronic form. It is advisable to write a comprehensive account as this will aid
the Coroner to make a decision and will ensure the family are managed appropriately.

A DOCTOR MAY REPORT THE DEATH TO THE CORONER IF:

e Cause of death is unknown or cannot be certified as being due to natural causes

e There is an element of suspicious, unusual, or disturbing features

e Death was violent, unnatural, or sudden and unexplained

e Evidence of trauma, injury, self-harm, or neglect (including self-neglect)

e Death may be linked to an accident (whenever it occurred)

e The deceased was detailed under the mental health act

¢ Death occurred during an operation or before the person came out of anaesthetic

e Death related to treatment or procedure of a medical or similar nature

s Death was contributed by the use of a medicinal product, controlled drug, or psychoactive
substance (e.g. died of a haemorrhage and was on DOAC)

e Medical certificate suggests death may have been caused by and industrial disease, by
poisoning or exposure to toxic substance (consider occupation)

* There is an element of medical mismanagement or family have raised concerns

e Death may be due to delay of lack of medical care

¢ The deceased was receiving any form of war pension, industrial disability pension UNLESS
the death can be shown to be wholly unconnected

e Person who died was not visited by a medical practitioner during their final iliness

e Medical certificate is not available

* Person who died was not seen by the doctor who signed the medical certificate within 28
days before the death OR after they died.

¢ Death linked to an abortion

¢ Death occurred or iliness arisen during/shortly after detention in police or prison custody
(including voluntary attendance to police station)

¢ If the patient has died at home/outside of the hospital the Coroner’s office must be made
aware. They may have asked you/your consultant to complete the documentation. If you
have been asked to complete paperwork by GP or C/H please advise them to inform the
coroner to report the death as “not seen within 28 days / No doctor available”





Medical Examiner Service
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Changes to the statutory process for deaths from April 2024

These new regulations are currently in draft form pending being laid by parliament.
All non-coronial deaths will have to be referred to the medical examiner service,
registrations will not be accepted by the registrars without going through this
process.
A Doctor will be eligible to be an “attending practitioner” and complete the MCCD if
they have attended the patient in their lifetime (this changes from the within 28 days
currently in law)
The attending practitioners must share the MCCD and proposed cause of death with
the medical examiner who will scrutinise these before submission to the registrar.
A new MCCD will replace the current one which will include new information
o Details of the medical examiner who scrutinised the cause of death
o Ethnicity, as self declared by the patient on the medical record. If the record
does not include this information the attending practitioner can complete it
as “unknown”, this should not be asked from the representative of the
deceased.
o Anew line of 1d as an additional qualifier, if required.
Whether the deceased was pregnant or recently pregnant.
o Medical devices and implants will be recorded on the MCCD by the attending
practitioner and this will be transferred to the certificate for burial or
cremation completed by the registrar to inform relevant authorities of their

o

presence.
o Anew paper MCCD will be distributed before the introduction in April and
this will be an online version later in 2024.
There will be medical examiner certification introduction for the rare circumstances
where there is no attending practitioner, or an attending practitioner is not available
within a reasonable time. In these circumstances the death should be referred to the
senior coroner by a referring medical practitioner (not a medical examiner) and if the
senior coroner decides not to investigate they would then refer the case to a medical
examiner to certify the death using a medical examiner MCCD.
Attending practitioners should continue to notify the coroner of deaths meeting the
criteria of the “Notification of deaths regulations 2019” as per the current process.
If the attending practitioner refers to coroner and the coroner does not investigate
further then the attending practitioner will be informed and advised to complete the
MCCD and refer to the medical examiner service. The form 100A will no longer exist.
Over time the cremation form 4 will be removed, however for now it continues.

Medical examiner service contact details

Email

rgh-tr.medicalexaminerservice@nhs.net

Phone 01709 425098 / 01709 426410





Pathology: the science behind the cure

Cause of death list
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The Royal College of Pathologists
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Foreword

Achieving accuracy of Medical Certificates of Cause of Death is vital to the health of the nation and
is core to medical examiner work. The Cause of death list has an important part to play, also
helping remind which deaths must be notified to a senior coroner. Publication enables all involved;
registrars, doctors, coroners and coroners’ officers to speak from the same page. This is very
welcome, and | am delighted the Royal College of Pathologists brings medical expertise leading
the Cause of Death List to greater prominence.

Dr Alan Fletcher
National Medical Examiner





Introduction

The Royal College of Pathologists is the lead medical royal college for medical examiners,
providing training, guidance and continuing professional development for this important new
medical specialty. Medical examiners will scrutinise all deaths not reported to the coroner, ensuring
appropriate coronial referral and accurate certification and speaking to bereaved families, in
particular answering any questions they might have.

The College has worked closely with the Department of Health and Social Care, National Medical
Examiner, Chief Coroner, General Register Office (GRO), medical royal colleges and patient and
faith groups to support implementation of the medical examiner system, initially in acute trusts and
shared services partnerships and then to cover all deaths in England and Wales. The College is
grateful to these stakeholders for their contribution to updating this important document and their
support of medical examiner implementation in general. We hope that this guide will be helpful for
doctors completing death certificates, medical examiners supporting them and registrars
registering deaths, ultimately for the benefit of the bereaved.

This Cause of death list replaces the 2016 document issued to registrars by the GRO and
intentionally retains the same name and format as that document. It is not intended to be an
exhaustive list of all possible causes of death, but deals with conditions that have previously
prompted discussion between certifying doctors, registrars and coroners. It includes clarification
about common conditions, such as pneumonia and heart failure, and less common ones, such as
ankylostomiasis and spirochaetal jaundice. The list has grown organically and reflects previous
areas of contention rather than a systematic approach. This version seeks to provide consistent
guidance for all stakeholders, removing ambiguity and improving consistency. The College will be
responsible for updating the content as required and welcomes feedback.

The document offers guidance for those completing death certificates and those registering deaths.
In the current non-statutory medical examiner system, registrars will continue to refer deaths to the
coroner in line with the Notification of Deaths Regulations 2019.

The Cause of death list details some of the conditions that may be included on the Medical
Certificate of Cause of Death (MCCD). The MCCD is completed by the certifying doctor in line with
current legisiation, which can be found at: www.gov.uk/government/publications/guidance-notes-
for-completing-a-medical-certificate-of-cause-of-death

This document is being published during the emergency legislation of the Coronavirus Act 2020.
Under the Act, several processes relating to the certification and registration of death have
changed temporarily. The changes to the process of death certification do not affect the acceptable
causes of death that can be registered without coronial referral. This guidance will remain current
after the Coronavirus Act 2020 has been repealed.

Registrars

Registrars should use this guide in the first instance if they have a query about the acceptability
of a cause of death.

If a query is not covered in this guide, or if you have additional concerns, please call the GRO
on 0300 123 1837 (select option 2).

To provide feedback on this document, please contact the Royal College of Pathologists.





Referral to the coroner

The Notifications of Deaths Regulations came into force in October 2019. These made it a legal
requirement for certain deaths to be reported to the coroner. Briefly, a registered medical
practitioner has a duty to notify the coroner if any of the following circumstances apply:

. poisoning

. exposure to a toxic substance

. use of a medicinal product, controlled drug or psychoactive substance

° violence

° trauma or injury

o self-harm

° neglect, including self-neglect

° the person undergoing a freatment or procedure of a medical or similar nature

° an injury or disease attributable to any employment held by the person during the person’s
lifetime

o the registered medical practitioner suspects that the person’s death was unnatural but does
not fall within any of the circumstances above

° the cause of death is unknown
. the person died in custody
® there is no attending medical practitioner to sign the death certificate

. the deceased cannot be identified.

The regulations can be accessed at: www.legislation.gov.uk/uksi/2019/1112/made

The Ministry of Justice has issued guidance to medical practitioners on the Notifications of Deaths
Regulations:

hitps://assets. publishing.service .gov.uk/government/uploads/system/uploads/attachment_data/file/
85197 2/registered-medical-practitioners-notification-deaths-regulations-guidance . pdf

Notes on the cause of death list

Key considerations for registrars of births and deaths

This list is not exhaustive and needs to be used in conjunction with the Registrars Handbook,
particularly D2 and D4. The fact that a cause if death does not appear in this list does not
necessarily mean that it is, or is not, acceptable.

Each MCCD should be looked at on its own merits and consideration should be given to all
conditions recorded on the certificate and the order in which they are recorded.





The Medical Certificate of Cause of Death

The certifying doctor will complete an MCCD. It is the registrar's legal responsibility to report
certain deaths to the coroner. Information about which deaths need referring to the coroner are at
D2 and D4 of the Registrar's Handbook. Consideration should also be given to the expected
statutory provisions by medical practitioners.

The cause of death must be copied precisely from the MCCD - the registrar cannot amend the
cause of death and cannot correct any spelling mistakes. Please take care when completing the
MCCD and write clearly. If the death needs to be referred to the coroner, the registrar should refer
without discussing the cause with the certifying doctor. Under the current non-statutory scheme,
there is no obligation for the registrar to discuss the cause of death with a medical examiner. If in
doubt, the medical examiner may wish to discuss the acceptability of a cause of death with their
local registrar.

information in the Medical Certificate of Cause of Death

Please note: This section is intended to provide a broad understanding of the type of information
shown in a MCCD. It is not intended to provide definitive definitions or guidance.

The MCCD is divided into two parts, the functions of which are described in more detail below.
When considering the information in Parts | and I, registrars should be alert to whether modes of
death have been recorded and whether a given cause of death appears to be unnatural.

Part |
This is the sequence of causes, conditions or events directly leading to the death and is split into

three parts: a, b and c. There must be an acceptable cause of death in Part | (either in a, b or ¢). A
condition which is not acceptable as a casue on its own may become acceptable when
accompanised by another condition. However, an acceptable condition does not remain
acceptable if another cause of death in a, b, or ¢ requires referral to the coroner.

Part i
Causes in Part Il are other significant conditions contributing to the death, but not directly related to

the disease or the condition causing it.

If there is not an acceptable cause of death in Part |, an acceptable cause of death in Part Il does
not mean a registration can be concluded.

Even if there are acceptable causes of death in Part |, Part Il can still lead to referral to the coroner,
if it suggests the death might have been unnatural (please see list below).

Remember: Part Il cannot make Part | better but it can make it worse.

Modes of dying
A ‘'mode’ of dying is one which does not explain ‘why’. For example, ‘coma’ does not explain the
underlying condition leading to death. Examples of modes of death (not a complete list) include:

° cardiac arrest

) coma

° exhaustion

° renal/kidney failure

e respiratory arrest





. syncope.

Terms such as ‘acute’, ‘chronic’, ‘acute on chronic’ or ‘multiple’ do not turn modes of dying into
acceptable causes.

The exception to this rule is ‘heart failure’, which is acceptable on its own, although ideally further
supporting information should be provided.

It is acceptable for a mode of dying to be supported/explained by an acceptable disease or
condition beneath it in Part 1.

The terms ‘possible’, ‘probable’ and ‘suspected’ should not be used on the MCCD.

‘Unnatural’ causes of death
If there appears to be an unnatural cause of death in either Part | or Il, the death must be referred

to the coroner.

Referral to the coroner
Deaths should be referred to the coroner in the usual way for your office.

Infections
The name of the organism responsible for an infection should be included on the MCCD where

known.

Malignancies
The specific type of malignancy should be included where known, e.g. squamous cell carcinoma of

the bronchus, rather than lung cancer.

Use of abbreviations
Abbreviations must not be used on the MCCD (but can be used on the counterfoil).

Unknown
In general, the term ‘unknown’ should be avoided on the MCCD. However, it is acceptable in

certain circumstances, such as metastatic malignancy of unknown primary, and septicaemia/sepsis
of unknown aetiology.

Possible/probable
‘Possible’ and ‘probable’ should not be used on the MCCD. The certifying doctor states the cause
of death to the best of their knowledge and belief. If they do not know the cause of death, they

must notify the coroner,

Industrial disease
Some conditions are commonly associated with occupational exposure to hazardous substances.

Mesothelioma, for example, is often due to occupational exposure to asbestos. In such conditions,
the death must be referred to the coroner unless the doctor states that the disease was
non-industrial or non-occupational. There are also some diseases that are occasionally related to
the deceased’s occupation, such as lung cancer or emphysema, but which also occur commonly in
the general population. In these conditions, the doctor completing the MCCD should check
carefully that they were not related to an occupation, but does not need to state ‘non-occupational’
on the MCCD. If the condition may have been related to the deceased’s occupation, the case must
be referred to the coroner.





Definition of terms

Acceptable — This cause of death does not need to be referred to the coroner, however if it is
used in conjunction with another cause that does need to be referred, the death should still be
referred to the coroner.

Some causes of death are acceptable only if further information is provided, for example:
° acceptable if noted to be spontaneous
o acceptable if supported by another acceptable cause of death

. acceptable over a certain age.

Mode of dying — refer to coroner unless supported by an acceptable cause of death. A mode of
dying has to be supported by another cause of death which is acceptable in Part | of the MCCD.

Refer to coroner unless doctor states non-industrial — doctor should write ‘non-industrial’ after
the cause. The informant should not be asked whether the condition was caused by the

deceased'’s occupation.

Refer to coroner — death needs to be referred to the coroner wherever this condition appears on
the MCCD, regardless of any other conditions recorded or where on the MCCD it is written.

Refer to coroner if not accompanied by another acceptable condition — the acceptable
condition must be in part 1.





Causes of death

A

| Cause of death

Action

Abdominal aortic aneurysm

Acceptable

Acute alcoholism

Refer to coroner

Acute dehydration Refer to coroner
Acute left/right ventricular failure Acceptable
Acute aortic syndrome Acceptable

Acute respiratory distress syndrome

Refer to coroner unless supported by another
acceptable condition

Adult respiratory distress syndrome

Refer to coroner unless supported by another
acceptable condition

Advancing years — old age

Acceptable if deceased was aged 80 or over

Acquired Immunodeficiency Syndrome

Alcohol abuse

Acceptable, unless the informant or MCCD states
due to contaminated blood products or needles
drugs etc.; do not ask question — only if this
information is volunteered

Acceptable if long standing (chronic), refer to
coroner if sudden (acute)

Alzheimer's disease

Anaemia

Acceptable

Acceptable if deceased is over 70 years old (it

should be possible to give an underlying cause or at
least categorise it as e.g. iron deficiency or
megaloblastic); refer to coroner if deceased is under
70 years old and not supported by another
acceptable condition

Anaphylaxis

Refer to coroner

Ankylostomiasis

Angiosarcoma of the liver

Refer to coroner unless doctor states non-industrial

Refer to coroner unless doctor states non-industrial

Anorexia nervosa

Acceptable

Anthracosis, Anthracosilicosis

Refer to coroner unless doctor states non-industrial

Anthrax

Refer to coroner unless doctor states non-industrial






‘ Cause of death |! Action

e— e |

Arrhythmia/Cardiac arrhythmia Refer to coroner unless supported by an acceptable
cause of death

Arteriosclerosis/Atherosclerosis Acceptable

Asbestosis Refer to coroner unless doctor states non-industrial

Aspergillosis Acceptable

Asphyxia Refer to coroner

Aspiration pneumonia Refer to coroner unless supported by an acceptable
| cause of death

Asystole ‘ Refer to coroner unless supported by an acceptable

cause of death

Atrial fibrillation ‘ Acceptable
B
Cause of death Actio_n- R T | .
Bacterial meningitis Acceptable .
Bagassosis Refer to coroner unless doctor states non-industrial_.
Barotrauma Refer to coroner _
| Berylliosis ‘ Refer to co;)ner unless doctor states non-industrial
Biliary (biliary tract) infection/sepsis Acceptable _
| Bilateral pleural thickening Refer to coroner unless doctor states non-industrial
Birth asphyxia Refer to coroner N
Birth injury Refer to corgwer _ _
Biventricular failure Acceptable
I_I;adder — Cancer of the bladder or renal | Refer to coroner if deceased’s occupation took them
pelvis or urethra or ureter into contact with industrial chemical or dyestuff
preparations or process; otherwise acceptable
Bleeding peptic ulcer Ac;eptable
Blood Poisoning/septicaemia Refer to coroner if on its own or in assoc%n with
an injury






Cause of death

Bone marrow failure

Bowel obstruction

Brain failure

Action

Refer to coroner unless supported by an acceptable
cause of death, e.g. myelodysplasia or old age

Acceptable if qualified as spontaneous or with an
acceptable underlying cause

' Mode of dying — refer to coroner unless supported by
an acceptable cause of death

Bronchial or bronchus cancer

Bronchopneumonia

Refer to coroner if deceased’s occupation took them
into contact with nickel fumes or vapour or
associated with fibre board or wooden goods;
otherwise acceptable

Acceptable

Bronchospasm

Brucella/Bruceliosis

Byssinosis

C

‘ Cause of death

| Refer to coroner if not supported by another
| acceptable condition

Refer to coroner unless doctor states non-industrial

Refer to coroner unless doctor states non-industrial |

Action |

‘ Cachexia

Mode of dying — refer to coroner unless supported by

I.
| Caisson disease

Cancer of the bladder or renal pelvis or
‘ urethra or ureter

an acceptable cause of death ‘

Refer to coroner

Refer to coroner if deceased’s occupation took them ‘
| into contact with industrial chemical or dyestuff
‘ preparations or process; otherwise acceptable

‘ Cancer of the lung/bronchus

Cancer of the nose/nasopharynx/nasal
‘ sinuses

Cancer of the skin/squamous-cell
carcinoma

Refer to coroner if deceased’s occupation took them

‘ into contact with nickel fumes, vapour or associated
with fibre board or wooden goods; otherwise
acceptable

Refer to coroner if deceased’s occupation took them
| into contact with nickel fumes, vapour or associated
| with fibre board or wooden goods; otherwise
| acceptable

’ Refer to coroner if deceased’s occupation took them
in contact with tar, mineral, oil, pitch, bitumen, soot,

1 etc.; otherwise acceptable
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| Cause of death

Cardiac arrest

Cardiac tamponade

Cardiogenic shock

|

]i Action
Mode of dying — refer to coroner unless supported by

| an acceptable cause of death

Refer to comer unless supported by an acceptable
cause of death

Mode of dying — refer to coroner unless supported by
an acceptable cause of death

Cardiorespiratory arrest

Mode of dying — refer to coroner unless supported by
an acceptable cause of death

Cardiovascular accident/event/incident

Cellulitis

Cerebral/intracerebral haemorrhage

Acceptable

Refer to coroner unless supported by an acceptable
cause of death

Not acceptable on its own unless it is qualified as
spontaneous- or primary; otherwise needs an
acceptable underlying disease as it can be caused
by trauma

Cerebral palsy

Cerebellar ataxia

Cerebrovascular
accident/event/haemorrhage

Chest infection

Refer to coroner (may be as result of birth injury)

Acceptabie

Acceptable (but ‘accident’ should be avoided if
possible)

| Acceptable

Cholecystitis

Acceptable

Chronic airflow limitation

Refer to coroner if deceased's occupation was an
underground coal miner; otherwise acceptable ‘

Chronic bronchitis

Refer to coroner if deceased’s occupation was an ‘
| underground coal miner; otherwise acceptable

Chronic obstructive airways disease
(COAD)

‘ Refer to coroner if deceased’s occupation was an
underground coal miner; otherwise acceptable ‘

Chronic obstructive pulmonary disease
(COPD)

| Refer to coroner if deceased’s occupation was an
underground coal miner; otherwise acceptable

Chronic alcoholism+

Circulatory failure

Acceptable

Mode of dying — refer to coroner unless supported by
an acceptable cause of death

« A spontaneous cerebral haemorrhage is natural and the same as a haemorrhagic stroke.

+ Or Alcohol dependence syndrome.
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Cause of death

Action

Circulatory collapse

Mode of dying — refer to coroner unless supported by
an acceptable cause of death

Clostridium difficile

Acceptable

Coma

Compressed air illness

Congenital

Congenital ventricular septal defect

Congestive cardiac failure

Mode of dying — refer to coroner unless supported by
an acceptable cause of death

Refer to coroner

Acceptable as a generic term qualifying a condition
at any age

| Acceptable

Acceptable

Congestive heart failure

Coronavirus infection/disease

Acceptable

Acceptable

Cot death

COVID-19

COVID-19 infection/pneumonia

Creutzfeldt Jakob disease

Cryptogenic- fibrosing alveolitis

Refer to coroner

Acceptable

Acceptable

Acceptable

Refer to coroner

D

Cause of death

Debility

Debility of old age

Dehydration

Dementia

Depression

+ Also Idiopathic

Action
Mode of dying — refer to the coroner unless
supported by an acceptable cause of death

‘ Acceptable provided the deceased is 80 or over;

| otherwise refer to coroner

‘ Refer to coroner

’ Not acceptable as a standalone cause of death

|
| Acceptable
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Cause of death

Diabetes mellitus

Action

Acceptable

Diabetic foot gangrene

Dissection of thoracic aorta/aortic
aneurysm

Diver's palsy, Diver's paralysis

Diverticulitis/diverticular abscess

Digoxin toxicity

Acceptable

Acceptable

Acceptable

Refer to coroner

Refer to coroner if in Part |

Duodenal ulcer

Not acceptable as a standalone cause of death but
acceptable if supporting, e.g. upper gastrointestinal
haemorrhage

Dust reticulation

Refer to coroner unless doctor states non-industrial

Dysbarism

| Refer to coroner unless doctor states non-industrial

E

| Cause of death

Action

Escherichia coli (E-coli)

Refer to coroner if not supported by another
acceptable condition

Escherichia coli (E-coli) septicaemia

Electromechanical dissociation

| Acceptable

Refer to coroner if not supported by another
acceptable condition

Emphysema

| Empyema
Encephalitis

Exhaustion

Extreme prematurity

Extrinsic allergic alveolitis

Refer to coroner if deceased’s occupation was a coal
miner/worker exposed to dust for more than 20
years; otherwise acceptable

Acceptable

Acceptable

' Mode of dying — Refer to coroner unless supported

by an acceptable cause of death

Acceptable

Refer to coroner unless doctor states non-industrial
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F

Cause of death

Il Action

Farmer's lung

Fibrosing alveolitis-

Fracture

Acceptable

Refer to coroner if deceased’s occupation brought
them in to contact with dust; otherwise acceptable

Refer to coroner unless doctor states that it was
caused by a disease (e.g. osteoporosis)

Fracture — pathological

Acceptable if underlying disease stated

Frailty of old age

Acceptable provided the deceased is 80 or over,
otherwise refer to coroner

Frailty syndrome

Refer to corner unless supported by an acceptable
cause of death

G

| Cause of death

Gangrene

i
Action

Refer to coroner if not supported by a circulatory
disease

Gastric aspiration/aspiration of gastric
contents

Refer to coroner if not supported by another
acceptable condition

Gastroenteritis

| Gastrointestinal bleed/haemorrhage

Acceptable

Refer to coroner unless stated to be spontaneous

General debility

General system failure

Mode of dying — refer to coroner if not supported by
an underlying condition

Refer to coroner if not supported by another
acceptable condition

Goodpasture’s syndrome/Anti Glomerular
Basement Membrane disease

| Acceptable

Gram negative septicaemia

Refer to coroner unless supported by an acceptable
cause of death

Grinder’'s asthma

Refer to coroner

Grinder’s phthisis

Refer to coroner

+ Insertion of the word Idiopathic will reassure not industrial or drug-related
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H

| Cause of death

Haematemesis

Action

Refer to coroner if not supported by another
acceptable condition

Refer to coroner

Haemothorax

Haemorrhagic shock

Refer to coroner if not supported by another
acceptable condition

Hartmann’s procedure

Heart attack

Refer to coroner

Refer to coroner

Heart Block (Complete or Mobitz Type 2)

Heart failure

| Hepatic failure

Acceptable (See arrhythmia)

Acceptable

Refer to coroner if not supported by another
acceptable condition

Hepatitis

Hepatitis Australian antigen

Refer to coroner if deceased was a health or care
worker; otherwise acceptable

Refer to coroner if deceased was a health or care
worker; otherwise acceptable

Hepatitis B

Refer to coroner if deceased was a health or care
worker; otherwise acceptable

Hepatitis viral

Hepatorenal failure

Hernia

Refer to coroner if deceased was a health or care
worker; otherwise acceptable

Refer to coroner if not supported by another
acceptable condition

Acceptable, if described anatomically and supporting
another acceptable cause of death (e.g. intestinal
obstruction/peritonitis); refer to coroner if
incisional/parastomal (may be related to surgical
procedure)

Huntington’s chorea/disease

Hydrocephalus

Acceptable

Refer to corner unless supported by an acceptable
cause of death (or state congenital)

Hypertension

Hyperthermia

Not acceptable as a standalone cause of death but
acceptable if supporting, e.g. intracerebral
haemorrhage

Refer to coroner
|
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‘ Cause of death } Action

| Hypothermra | Refer to coroner

‘ Hypovo|aem|a/hypovo|aemic shock | Refer to coroner, uniess supported by an acceptable
| cause of death |

‘ Hypoxic brain injury | Refer to coroner unless supported by an acceptable
cause of death |

‘ Cause of death Actlon |
| latrogenic IR Refer to coroner if anywhere on the MCCD \
[ Inanition ‘ Refer to coroner un|ess supported by an acceptable |

| cause of death |

‘ Inflammatory bowel disease Acceptable ‘
Infective endocarditis ‘ Acceptable |
| Influenza ‘ Acceptable ‘
| Injury | Refer to coroner |
| lntestrnal bleedmg/haemorrhage ‘ Refer to coroner unless supported by an acceptable |
| cause of death
(I e
| Intestinal ischaemia Acceptable ‘

Intestinal obstruction ‘ Refer to coroner unless supported by an acceptable |

| cause of death (or spontaneous)

= o S = I
| Intracerebral haemorrhage (duplication TRefer to coroner unless supported by an acceptable —‘
‘ with cerebral) | cause of death (or spontaneous/pnmary) ‘
| Intracranial haemorrhage (duplication Refer to coroner unless supported by an acceptable |
with cerebral) cause of death (or spontaneous/prlmary) ‘
Intraoral squamous-cell carcinoma Refer to coroner if deceased’s occupation brought
‘ | them in to contact with tar; otherwise acceptab|e |
' Ischaemic heart disease ‘ Acceptable |
‘ Ischaemic bowe! | Acceptable ‘

«Unless as acute kidney injury supported by an acceptable underlying cause of death.
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J

: B R —
Cause of death ‘ Action
| e a0 T = o Rl |
Jaundice ‘ Refer to coroner unless qualified by an acceptable
underlying cause of death
K

Cause of death

Action

Kidney failure/injury

Refer to coroner if not supported by another
acceptable condition

Kidney stones

Acceptable

L

Cause of death

Leaking aortic aneurysm

Left ventricular failure

]| Acceptable

Action

Acceptable

Leptospira canicola

Leptospira icterohaemorrhagiae

Refer to coroner unless doctor states non-industrial

Refer to coroner unless doctor states non-industrial

Learning disability/difficulties

Lewy body dementia

Not acceptable as a standalone cause of death; this
non-medical term should be avoided where possible

Acceptable

Linitis plastica

Acceptable

Liver failure

Lower respiratory tract infection

Lung cancer (cancer of the lung,
bronchus or bronchial)

|
(Systemic) lupus erythematosus

|
Lymphoproliferative disorder/disease

Refer to coroner if not supported by another
acceptable condition

Acceptable

Refer to coroner if deceased’s occupation brought
them into contact with nickel fumes or vapour or
associated with fibreboard or wooden goods;
otherwise acceptable

Acceptable

Acceptable
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M

‘ Cause of death Action
Malignant disease (cancer or sarcoma or | Refer to coroner if deceased’s occupation brought
leukaemia or anaemia) them into contact with X-rays or radioactive
substances or radiation; acceptable if qualified as of
unknown primary
Mainutrition Refer to coroner
Medical techniques Refer to coroner
Meningitis Acceptable
Meningococcal meningitis Acceptable
Meningococcal septicaemia Acceptable
Mesothelioma Refer to coroner unless doctor states non-industrial
Motor neurone disease | Acceptable
Meticillin Resistant Staphylococcus Refer to coroner if not supported by another
Aureus (MRSA) acceptable condition
Meticillin Resistant Staphylococcus Refer to coroner if not supported by another
Aureus (MRSA) septicaemia acceptable condition
Mycobacterium avium intracellulare Acceptable
infection
Multiple sclerosis Acceptable
Multiple organ failure Refer to coroner if not supported by another
acceptable condition
Multiple system atrophy Acceptable
Multiple organ failure/multiple organ | Refer to coroner if not supported by another ‘
dysfunction syndrome | acceptable condition
| e
| Myelodysplasia | Acceptable ‘
Myeloma ‘ Acceptable ‘
Myeloproliferative disorder ‘ Acceptable ‘

| Myocardial infarction or degeneration Acceptable
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N

Cause of death Action

Natural causes This is not a cause of death and is not acceptable
anywhere on the MCCD

Nephrotic syndrome Acceptable

Neurodegenerative disease of unknown | Acceptable

cause
Neutropaenic sepsis Refer to coroner if not supported by another
acceptable condition
Non-cirrhotic portal fibrosis Refer to coroner if not supported by another
acceptable condition
Norovirus Acceptable
0O
Cause of death Action
Occipital lobe infarction Acceptable
Old age Acceptable provided the deceased is 80 or over,
otherwise refer to coroner
On chronic renal failure- Refer to coroner if not supported by another
acceptable condition
Osteomyelitis Acceptable
Osteonecrosis | Refer to coroner unless doctor states non-industrial
P
S Yo B S I TR T | I - ——
| Cause of death |I Action |
| Pancreatitis ‘ Acceptable |

LAcceptabIe

Parkinsonism, Parkinson’s Disease

Pathological fracture

| Acceptable provided cause is included and is natural |
L

+ Chronic kidney disease is acceptable.
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Cause of death

Peptic ulcer

Perforated (perforation of the)
bowel/intestine:

Action

Not acceptable as a standalone cause of death but
acceptable if supporting, e.g. upper gastrointestinal
haemorrhage

Refer to coroner unless supported by an acceptable
cause of death (or spontaneous)

Perforated intra-abdominal viscust

Refer to coroner uniess supported by an acceptabie
cause of death (or spontaneous)

Perinatal asphyxia

Peripheral vascular disease

|
Acceptable for a neonatal death

Acceptable

Peritonitis

Pleural mesothelioma

Pneumococcal septicaemia

Acceptable

Refer to coroner unless doctor states non-industrial

Acceptable

Pneumoconiosis

Pneumothorax

Pseudo-obstruction (of the intestine)

Pulmonary embolism

| Pulmonary tuberculosis

R

Cause of death

Radiation colitis

Refer to coroner unless doctor states non-industrial

Refer to coroner unless supported by an acceptable
cause of death (or spontaneous)

Acceptable

Acceptable

Acceptable unless certificate states industrial

Action

Refer to coroner

Refusal to eat

Refer to coroner

Renal failure

Renal/kidney injurys

Refer to coroner unless supported by an acceptable
cause of death

Refer to coroner unless supported by an acceptable
| cause of death

« Prefixed with ‘spontaneous’ is acceptable.
+ Prefixed with ‘'spontaneous’ is acceptable.

t+ This refers to abnormal renal function, not traumatic injury.
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' Cause of death

f deat i_lAction T |

| Respiratory arrest or failure ‘ Mode of dying — refer to coroner unless supported by ‘
an acceptable cause

e

Rheumatic heart disease Acceptable

L e weeppbe?r o O
| Rheumatoid arthritis Acceptable ‘
‘ Right ventricular failure Acceptable ‘
\ Ruptured abdominal aortic aneurysm ‘ Acceptable |
S

\ Cause of death Action I
| SARS-CoV-2 infection Acceptable |
L e ___i___ -

| Schizophrenia/psychosis Refer to coroner unless supporting an acceptable '

‘ cause of death ‘

| Senile dementia ‘ Acceptable if deceased was aged 80 or over. Refer ‘
" to coroner if deceased under 80 years old and not
| ' supported by another acceptable condition |

‘ Acceptable if deceased was aged 80 or over |

| Senility
Sepsis ‘ Refer to coroner unless supported by an acceptable ‘
‘ cause of death |
e ]
| Sepsis of unknown aetiology Acceptable |
‘ Septic arthritis Acceptable
‘ Septic shock Refer to coroner unless supported by an acceptable
| cause of death |
| Septicaemia ‘ Refer to coroner unless supported by an acceptable |
l cause of death (or unknown aetiology) |
Siderosis Refer to coroner unless doctor states non-industrial
Silicosis Refer to coroner unless doctor states non-industrial
____________L________________.
Smoking | Refer to coroner if not supporting another acceptable |
‘ condition |
| Spinal cord ischaemia | Acceptable |
| Spirochaetal jaundice Refer to coroner unless doctor states non-industrial
| |
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Cause of death

Action

Spontaneous gastrointestinal
bleed/haemorrhage

Acceptable

Spontaneous intracerebral haemorrhage

Acceptable

Staphylococcus (aureus)

Refer to coroner if not supported by another
acceptable condition

Steele Richardson syndrome

Acceptable

Streptococcal septicaemia

Acceptable (See meningococcal septicaemia)

Streptococcus

Streptococcus suis

Refer to coroner unless supported by an acceptable
cause of death

Refer to coroner unless doctor states non-industrial

Stroke

Acceptable provided deceased is not a child

Spontaneous subarachnoid haemorrhage

Acceptable

Stent/stented

Refer to coroner

Subdural haematoma

Sudden infant death syndrome

Refer to coroner

Refer to coroner if not supported by another
‘ acceptable condition

Syncope

Mode of death - Refer to coroner if not supported by
‘ another acceptable condition

(Systemic) mixed connective tissue ‘ Acceptable
| disorder
T
Eause of death } Action ‘
,| Refer to coroner

| Tetanus

Toxic anaemia

Refer to coroner

Toxic jaundice

Toxicity

|

Refer to coroner

Refer to coroner ‘

Tuberculosis |

Refer to coroner unless doctor states non-industrial ‘
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U

Cause of death

Action

Ulcer duodenal/gastric/peptic

Not acceptable as a standalone cause of death but
acceptable if supporting, e.g. upper gastrointestinal
haemorrhage

Unknown

Uraemia

Urinary tract infection

‘ Urosepsis

\'/

Cause of death

Refer to coroner unless cause of death given is a
malignant disease or septicaemia where the
site/cause is unknown.

Refer to coroner if not supported by another
acceptable condition

Acceptable

Acceptable

Action

Vagal inhibition

Refer to coroner if not supported by another
acceptable condition

Vascular dementia

Ventricular failure

Viral hepatitis

W

Cause of death

Acceptable

l Action

Acceptable

Refer to coroner unless doctor states non-industrial J

Weil's disease
==

‘ Refer to coroner unless

doctor states non-industrial
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Template%20letter%20to%20private%20providers%20requesting%20information%20on%20health%20records%20for%20Mounjaro.docx
GLP1s / Mounjaro - Letter to private providers requesting information on health records 



We have noted requests from private providers asking practices to undertake a review of patient’s notes to check that private providers are safe to prescribe medication (e.g. Wegovy or Mounjaro.) 

This, by default, means that the practice takes responsibility for prescribing initiated by other organisations. If a practice fails to respond to these requests, it could be deemed as ‘tacit confirmation’ that the patient has no contraindications to the treatment. 

Whilst this falls outside of GMS/PMS essential services, noting the above predicament, LMC's have helpfully penned a suitable template response which you could use in response to these private provider requests. 

 





Template wording:

“Dear xxx

Re (Name of patient to be inserted)

Thank you for your email/letter of (insert date) asking if the above patient suffers from any contraindication to the medication you propose to prescribe.

Unfortunately, the practice is under substantial pressure to provide NHS care and not resourced to respond to requests from private providers. Hence, I suggest that you review their medical records with the patient, which the patient should be able to access online, to enable you to determine if the medication is indeed appropriate for you to prescribe.

For the avoidance of doubt, the medicolegal liability for ensuring that there are no contraindications to your prescribing lies entirely with you, and you should not assume that the lack of a positive reply from us means that no contraindications exist.

If you would like us to provide you with a formal report, then please send a request including a signed consent form from the patient and we will provide this for a fee.





Yours etc”
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Accelerated access to prospective GP Records – BMA position update.pdf
BMA

Accelerated access to prospective GP Records - position update
For existing BMA guidance on the issue, please follow this link

Following the Government’s contractual imposition requiring practices to provide registered
patients with online access to their prospective medical record by October 31st 2023, this
being the culmination of efforts by the then Secretary of State to accelerate the provision of
prospective access, many practices have quite rightly taken time to consider their position.
For some practices this meant holding back on giving access to those for whom such
access might be dangerous without awareness, based on searches of the medical record
for specific coded entries of concern, whilst granting access automatically to those felt less
atrisk of harm. For other practices where such a blanket approach was felt to be unsafe,
following construction of a Data Protection Impact Assessment (DPIA), and following the
identified mitigations within, the status quo has remained in place, with patients provided
access only on request after the risks and benefits of such access can be carefully
explained.

Between October 2023 and now, no additional regulatory or legal changes have been made
and no further guidance has been issued by NHS England. The position that GPC England
took at the time remains the position we hold now — as data controllers, it is up to individual
practices to decide how best to manage the sensitive patient information they hold and to
determine when it is safe and lawful to provide access online to that data to their registered
patients. We have been made aware of practices facing undue pressure from their ICB to
extend prospective access to their full patient list, with some ICBs claiming thatin not
rolling out access to their full patient lists, GPs are not complying with their contractual
obligations.

Over the last 14 months, GPC England has advised that any practices unsure about rolling
out full access carry out a DPIA to fully identify and assess the risks of doing so. Where you
have carried this out and have identified mitigations that require a disproportionate amount
of work, which, if done, would cause your patients to suffer due to diversion of resource,
and you are under pressure from your ICB, we advise you to share your DPIA and your
actions flowing from the assessment with your ICB. In the event that the ICB contests that
there are in fact mitigating steps that could be taken or finds the risks to be unfounded we
would request that you share that information with us at info.gpc@bma.org.uk to enable us
to collate and submit this information to relevant NHSE teams for further discussion.

If you have not yet carried out a DPIA (more information can be found here along with a
template) we would strongly advise you to carry one out to assess the risks fully and openly
so that you can justify any decision not to provide full automatic access at this time.

BMA members are always able to contact us to seek further advice and assistance and this
can be done via the usual route as advised on the BMA website.

J

o)

24/01/2025

British Medical Association
bma.org.uk



https://www.bma.org.uk/advice-and-support/gp-practices/gp-service-provision/accelerated-access-to-gp-held-patient-records-2023

https://www.bma.org.uk/advice-and-support/gp-practices/gp-service-provision/accelerated-access-to-gp-held-patient-records-2023/carrying-out-a-dpia

https://www.bma.org.uk/media/7673/bma-aatr-dpia-template.docx
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