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Thank goodness that the signs of spring are at last appearing after a cold dreary winter- the thought of light evenings and looking forward to a summer (well one can always hope!) are cheering.  We hope you have all survived the wintry challenges of primary care and can enjoy some reduction in stress levels before all the summer visitors arrive with their different challenges.  We seem to have concentrated on needlestick/contamination incidents in this edition, (again can we hear you sigh! - but they do keep on happening) following up on some untoward incidents which we can all learn from.  
If there is anything you would like us to include in future newsletters do let us know!
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RIDING OFF INTO THE SUNSET  ......the thoughts of Dr Andy Stewart!

[image: image7.wmf]I would ride off into the sunset like John Wayne or Clint Eastwood as the high noon of my pension day approached if it wasn’t for the fact that horses and I don’t exactly hit it off.  My wife did try to get me to ride one of the equine monstrosities once, admittedly in my younger and slimmer days.  A riding lesson was duly booked at the Chacewater Riding Academy near Truro back in around 1998 I think it was.  I was given something that stank of hay and manure and was the height of a double-decker bus to sit astride, which gloried in the name of “Big John”.  Mounting it took every bit of energy and ingenuity I possessed.  Then this small harridan, the size of an acromegalic penguin, squawked up at me in best clipped Oxford tones “Kick it! Don’t be sooo timid!” 

It was at this stage that I began to cotton on to the fact that there was no steering wheel and definitely no handbrake, and looking down at the ground was giving me serious vertigo.
“Madam” I retorted, “I assure you that having spent many years playing football at full back I do know how to kick six bells out of anything that moves, and this thing is about as responsive as a large sack of potatoes.” 
I should have known better that to take an irritated tone.  She slapped Big John on whatever horses call their buttocks and he took off like a demented rhinoceros, galloping out of the arena and heading in the direction of St Agnes with me hanging on for dear life.  Around Mithian he stopped for a very theatrical, noisy and interminably gushing episode of micturition, at which point I made a leap for it, depositing myself painfully in a very brambly hedge in the process so, no riding off into the sunset for me on Lump Sum Day. 

[image: image8.wmf]Sadly I can’t even sail off into the sunset as an alternative exeunt dramatis, since the quantity of Stugeron I would need to swallow in order to conquer my sea sickness symptoms would almost certainly render me unconscious and totally unable to enjoy my moment of sticking two fingers up to the QOF as I spin out of the NHS revolving door for the final time. 

Retirement always seemed so very far away when I qualified as a baby doctor back in 1974.  The last 36 years have sped by in a blur and suddenly I find myself quiveringly poised by the emergency evacuation chute.  Different people look upon retirement… um… differently.  Some of my medic colleagues fear loss of their position in society, loss of a reason for getting out of bed in the morning, loss of the addictive hit they get from job satisfaction, loss of daily contact with workmates and patients, loss of self worth and perhaps most scary of all, loss of a significant dollop of their income.  To some retirement means twice as much spouse and half as much money.  And how about those you leave behind?  I can imagine my partners telling me that they really don’t know how they are going to replace me, because they have never quite worked out exactly what it was I did!

[image: image9.wmf]However, after attending an excellent BMA Pre-retirement seminar in Cheltenham the November before last, everything suddenly came clear to me, my road to Damascus moment.  For a start, once you reach 60 you would be stark staring bonkers not to draw your NHS pension as any increase in its value by deferring the carriage clock day will be dwarfed by the loss you make in not collecting the readies up front.  You would have to live to be a nonagenarian to break even.  And think of the lolly you save if you retire completely!

No longer will you have to pay superannuation, medical indemnity cover, BMA and RCGP membership fees, locum and sickness insurance, post graduate course fees, not forgetting our regulatory body GMC dues, no doubt about to go through the roof with the coming of revalidation.  Also there will be no N.I. contributions and less tax to pay. 
So retirement income, in reality will be more like 75% of your working income, rather than half that sum.  Plus of course you automatically get paid the winter fuel allowance of two hundred and fifty [image: image10.wmf]smackeroos p.a. if anyone in your household is 60 years or over.  And then there is the perk of cheap travel and discounts for everything from fish and chips to theatre tickets. 

I suppose what really focuses a chap’s attention on the precious pension pot is the recent threat from the ever larcenous politicians to plunder our just deserts.  Capping state pensions at a maximum pension of £50,000 per year, and taxing the hitherto tax-free lump sum we GPs currently trouser on hanging up the stethy, are just two of the dastardly wheezes currently being postulated in the Westminster Village by those who would willingly claim expenses for cleaning their ruddy moats or refurbishing their blasted duck houses but who would begrudge us practitioners of the noble art of family doctoring our meagre comforts in old age after a lifetime of plying our caring trade.  After all, the lump sum is worth 3 times your annual pension received.
But it doesn’t have to be all or nothing.  For those of you, like yours truly, who would rather like to have their cake and eat it, well you can, at least for the moment.  You can collect your pension (including the lump sum) by taking 24 hour or 28 day retirement whichever you prefer, and then return to the fold on a part-time basis to practice as a GP in whatever capacity you so choose, assuming of course your partners haven’t changed all the locks during your brief absence.  Just take care not to work more than 16 hours per week in your first month if you select 28 day retirement, or dire threats about your pension may materialise from on high.  After 28 days you can toil for all the hours you wish should you be daft enough.
If this arrangement seems too good to be true then you might have a very reasonable point. It may not survive indefinitely as yet again the politicians, in the shape of an opposition Tory shadow chancellor this time, threaten to pee all over our fireworks by threatening to remove or at the very least to review this neat device once they are in power. It occurred to me that we might be protected by the Human Right’s Act from such an act of beastliness, but then what do I know of such matters, not having the Machiavellian mind of a Chancellor of the Exchequer of a country that is frankly in debt up to and beyond its axillae, and is faced with an ageing population retiring earlier, living longer and collecting their prolonged pensions to boot.  A time will come in the not too distant future when we reach a stage when there will be more GPs in retirement and drawing their pensions than there will be Family Doctors in active practice making superannuation contributions. That point in history will be an interesting moment in the maths of all of this, if one assumes that those of us currently paying superann are in reality funding the pensions of our retired colleagues. 

[image: image11.wmf]And yet the logic is inescapable to go for the cake-and-eat-it option if you are not entirely ready to throw in the towel completely and head for the slippers and cocoa, but rather fancy using a some time out to improve the golf handicap, polish up the pilates, or write a book or two, and still turn up to deliver succour to the NHS needy a couple of days a week, thus reducing your work-related stress levels at a stroke whilst enhancing your leisure opportunities immeasurably. 
You need to give your PCT (or NHS Titanic or whatever they are calling themselves this week) 3 months notice of your intention to throw in the sponge.  You can get one estimate of  the value of your pension per year by writing to NHS Pensions at Hesketh House, 200-220 Broadway, Fleetwood, Lancashire, FY7 8LG , Tel: 01253 774774,  or for those of you who are disciples of the electronic lottery you could chance your luck at www.nhspa.gov.uk  

Further sage advice is available from our Trade Union at BMA Pensions Dept, BMA House, Tavistock Square, London WC1H 9JP.  Pensions enquiries tel: 0207 383 6166 and Pension Seminar Enquiries 0207 383 6138.
So for those of you who are tiring of the full time NHS treadmill and are concerned about your pension pots being plundered in a smash-and-grab raid by HM Gov, and still have the needs and excesses of financially dependent fruit of the loins to service for a wee while yet, why not seek to take your pension slightly earlier than planned, and take 24 hour or 28 day retirement and come back to a more diluted gentler working week?  Consult your accountant and financial advisor, sign up to one of the BMA’s excellent seminars, and like me why not go on a Viticulture course.  Camel Valley and Sharpham’s vineyards need to look out.  I have already put a deposit down on a second hand tractor, and unlike Big John it has both a steering wheel and a handbrake.  Never mind St Emilion; Chateau St Mellion will be the vintage to quaff in a few years time. I reckon I could get used to this semi-retirement lark. 


Andy Stewart 

(59.99 yrs old at the time of writing and GP Occupational Health Coordinator for Cornwall)

*****************************************************************

Contaminated Waste Incident ! Please take note!
We would like to share a recent incident with you which we hope will give you cause to review your current practice and make changes where necessary and if appropriate.
In the GP Practice at which the incident occurred the large yellow waste bin is stored, locked, outside the staff entrance (as opposed to the patient entrance).  The bin is stored behind a wall which although can be accessed, cannot be easily seen. 
One morning a receptionist arrived as the Waste disposal operator was emptying the bin.  On unlocking the bin he had found a rucksack which he gave to her.  She subsequently opened the rucksack and stabbed herself on the needles/ syringes inside it. 
Of note is that the bin was locked by a key, with a triangular opening, (which is also commonly used to get into electric meter boxes) the Practice holding one key and the waste disposal people the other. 
The incident was of course immediately reported and dealt with but we have investigated further and need to try and prevent any repetition elsewhere by spreading the word. Forgive us if we are preaching to the converted but a reminder never goes amiss!
Firstly, all Practice staff should be informed that if they come across any unidentified package or bag etc. that they should not open it without thinking of possible risks.  Protective clothing should be worn- e.g. clinical gloves with padded gloves on top (we know it’s easy retrospectively!).  If there is any suggestion that it might contain contaminated waste then it should be opened carefully by a staff member who is known to be protected against Hepatitis B and is aware of the risks of blood borne viruses (BBVs). 
Secondly, review your storage facilities for the waste bin.  Ideally it should be in a locked area.  It will now be apparent to you that the keys to these particular bins are available elsewhere so an alternative method needs consideration. 
We have spoken to one of the Waste disposal collection services and they suggest that if bins are not already fitted with a latch type arrangement through which a chain and padlock can be slotted and the bins are hired from them, then they would be happy to supply this type of bin on request.  A strong combination lock could then be used.  It would mean that someone on site would have to be available to open the lock at collection time or an alternative arrangement made, being mindful of releasing the code to anyone.  Different waste collectors may have different models of bin so it is worth checking your system/process with them. 
If you or are your practice are aware of any incidents or ‘near miss’ events which could be shared with other Practices do please let us know. We would be happy to help support you and investigate the risks if appropriate - thank you.

Yet more incidents from overflowing sharps boxes- 

A PLEA!
The message that you must always be responsible for the disposal of sharps you have used cannot be emphasised enough.  Receiving a sharps injury is always annoying and more so when it is from a sharp someone else has used. 
We are still discovering sharps boxes that are overfilled either when we see them on Practice visits or when we deal with an incident and discover this is the source.  We then have a healthcare worker who is upset and often angry at being placed at risk, but we are unable to identify the patient and thus work out the risk factors to the member of staff.  The injured person may then face several months of worry, wondering whether they might have contracted a blood borne virus and having to endure a series of blood tests over the following months to confirm this or otherwise. 

No one wants to be in this position due to the negligence of others.
Sharps boxes should never be filled past the line on the container or more than 2/3rds full.  It is good practice to always have a spare sharps box made up and ready to swap then the temptation to do it later, because you are too busy, doesn’t arise. 
Please do not put yourself or others at risk

Information for GP Practices treating colleagues and dental staff following needle-stick/contamination injuries
We receive quite a few queries from GP Practices about “what to do” when a colleague from within primary care has come in after sustaining a contamination injury.  Although some situations may necessitate in the injured person attending the local A&E (if after hours) the majority of people will be advised after contact with us to follow the procedure below.  This advice applies to all staff who are employed by GP Practices and those employed by Dental Practices looking after NHS patients.  We do, as a matter of course, provide paper work for the staff in Dental practices to bring to you after such events, but appreciate these can be lost, or misread if time is short.
Knowing that racing off to find the blithering Occupational Health Manual or, tapping efficiently into www.youmatter.org.uk  or, of course, ringing us can eat up those precious minutes when you are hard-pressed, we felt it might be helpful to provide a quick ‘to do’ list which you can photo- copy and stick up on your treatment walls…or somewhere else if so inclined!  

We also provide paper work for dental practices to send to their patients who have been the ‘source’ of the injury, so you may be faced with another patient – waving bits of paper with different guidance.  Remember, by coming to the surgery and consenting to have their bloods taken and tested these patients have therefore consented to the results being passed onto us to ensure the correct follow up care is given to the injured worker.  This has been confirmed by the GMC/MDU.

Although the risk of transmission of a blood borne virus via needle stick/contamination injuries is generally extremely low, it can still be a worry for the injured person so we like to have the results from the source patient as soon as possible to put minds at rest.

The following guidance has been split onto two different pages:

· Follow up care for the injured worker (after contacting OH) 

· Follow up blood test on the source patient

Occupational Health Manual. www.youmatter.org.uk  Contact 01752 762116

      
NEEDLE STICK/CONTAMINATION INJURY

Follow up care for the INJURED person: (For all those who have sustained a needle-stick /contamination injury)
1.  Take a blood (serum) sample from the injured person. (Normally gold/yellow top bottle)  Check with Microbiology/HPA if unsure.

On the form, write “NHS staff. Needle stick recipient, please store sample”

Remember- this sample is not for testing.  This sample is a base-line comparison, which would only be tested with the injured person’s consent sometime later – if in the unlikely event they show symptoms of a blood borne virus. 

2. Hepatitis B assessment:

Check whether the injured person has had a primary course of Hepatitis B vaccine and a blood test to determine their immune status.  If immune, then the guidance now is that one booster given 5 years after the initial course is sufficient for life.  If however, the source of the injury is known to be high risk then it may be advisable to give a booster vaccine to the injured person at this point – seek advice if unsure 01752 762116.

If the injured person has not been immunised against Hepatitis B then it may be advised that they should be started on an accelerated course, or if a high risk incident may need immunoglobulin –advice must be sought in such incidences.

(Remember, there is generally no point testing the injured person for Hepatitis B antibodies if a vaccine has not been given within the previous few months. The result will invariably come back as negative even though immunity will remain. Ring us for further advice on this if unsure – 01752 762116)

Occupational Health Manual.  www.youmatter.org.uk  Contact 01752 762116

****************************************************************************************************************


NEEDLE STICK/CONTAMINATION INJURY

Follow up testing for the SOURCE patient:
1. If the injury has occurred to a member of staff within a GP Practice then it is relatively easy for the assessing GP to gain consent from the source patient for blood testing.  Once the results have come back to the Practice then please remember to inform us so that we can close the case – we worry too.

If the source patient is from a dental practice then they may arrive with paper work from us via their dental practice.  Within the paperwork it clearly states that by consenting to the blood tests they agree to the results being disclosed to us. 

One blood serum sample is needed from the source patient. 

On the form please write “source for needle-stick injury, please test for

                                             Hep B antibodies, 

                                             Hep C antibodies 

                                             HIV consent given.

Rather than make a judgement about which of the tests should be done, it is routine to ask for all 3 from the one sample.
Please  let us know the results as soon as possible, so that we can reassure or give further advice to the injured person from the dental practice. You have a duty of care to do this.
Occupational Health Manual. www.youmatter.org.uk Contact 01752 762116

Well we thought we would leave you laughing..... We hope it works!

Do you need something to cheer you up?  Well check this out............

Laughter Yoga........is a perfectly serious activity dreamed up by Dr Madan Kataria from India. The idea is that you can laugh physically without necessarily having the emotional impulse to do so and that the body doesn’t know the difference between ‘false hilarity’ and the real thing. So you don’t need to have a sense a humour, remember any jokes or even be happy (does this remind you of a few colleagues) to get laughing and therefore exercising in this way!  As with genuine laughter, there are demonstrable benefits (in terms of the release of endorphins and tension) through laughing and it apparently doesn’t matter if the laughter is genuine or not to gain these benefits.  Picture your colleagues cackling wildly (and rather scarily) around the Practice – but being all the healthier for it!!.

Very broadly, it’s all about a mixture of yoga breathing and big facial smiling/laughing. Of course it can progress to slapping your thighs and/or rolling around the floor if that is where you want to go with it.

You mustn’t think too hard about these exercises – they must be just taken on face value (ha!) otherwise you are in danger of becoming too inhibited which will work against the relaxation and reduction in tension achieved by Laughter Yoga.

So here’s how to do it;

This should take not more than 5-10 minutes and is really only basic ‘floor laughter’!

Get into a small group of willing participants, 4 is enough but any more than this is fine. Nominate someone as your Mirth Champion (MC). 

Exercising your laughing muscles;

The MC leads the group in each person lifting and dropping both arms and clapping to the chant of “ho ho ho, ha ha ha”, 3-4 times.  While you do this, breathe in as you lift your arms up and breathe out as your arms swing down; get some rhythm going.

Now, led by the MC, start laughing (as false as you like at first), but maintain eye contact with the other group members and don’t talk, just laugh.  All the better if you feel you want to move around energetically.

Once your group is going well with the above and you’ve still got 5 minutes of your coffee break left, you can start a little ‘Strictly Come Laughing’;

Strictly Come Laughing;

Divide your group into 2 teams. The two teams will take it in turns to perform to one another and be scored on their laughing prowess;

Team A will ask Team B members to undertake one of the following laughter types;

· Operatic laugh

· Evil laugh

· Baby laugh

· Explosive laugh

· Sexy laugh

· Self-indulgent laugh

· Titter
· Jolly Policeman laugh

· Snigger

· Guffaw

· Dirty laugh

· I’ve just scored a goal laugh
· I’ve just won the lottery laugh

· Pantomime laugh

· Scary laugh

Etc. Etc.
Team A will score Team B’s laughing prowess and may even decide to award small tokens (e.g. chocolate digestive, free pens, rosette etc).  Team A and B will then swap around.
Laughter Yoga (whether you use our version or not), can go on for as long (or as short) as you like and even though its original inventor, Dr Kataria, maintains that it is not actually intended to be a comical or inherently funny activity, we guarantee that you’ll certainly have some fun exploring the techniques!!

Caution; Those of a more mature age may prefer to secure their supply of Tena-lady/man before embarking upon the above exercises!

If you think that this is just an April Fools’ Day joke, then you are sadly mistaken! Google ‘laughter yoga’; you will be horrified!!
     GP PRACTICE PAGES

. 
The Occupational Health service for Primary Care has been in place for more than 10 years and although we regularly review the service we provide and try hard to meet the needs of those working in primary care, the best way is to ask the people at the receiving end what they thought.  Practice Managers, considered by us to be the lynch pin of the Practice and therefore most likely to have an overview of the OH / Practice relationship were selected as the target population and we therefore in 2005, conducted a full survey of all Practice managers in SW Devon and Cornwall. Four years on with numerous changes in Primary Care, changes of Practice Managers and in the service we provide, we judged it time to repeat the survey, albeit on a smaller scale. 10% of GP practices across South West Devon and Cornwall were randomly chosen for re-survey. The questionnaire used in 2005 was modified slightly but essentially asked the same questions. Telephone interviews were conducted with Practice Managers. The telephone calls and use of a structured questionnaire gave us and the PM the opportunity to talk personally about the service we provide, what they think of it, where the gaps are, and how they feel we can help more.  We had spoken to the majority of PMs before but there were a few who only used it in a minimal way.  Some PMs did not seem to be aware of all aspects of the service and this was a good opportunity to explain the benefits of using us.  We do find however that once a Practice starts using us for one aspect of the service then they tend to engage with other aspects too and use us a resource, someone to bounce problems and ideas around with, knowing that the conversation will be confidential and any advice given independent and impartial.  

We have made a visit to each and every Practice in South & West Devon and Cornwall (and many more visits to some Practices) at some time but we do not always hear about changes in personnel. When we hear there is a change of Practice Manager we try to arrange a visit.   

The results of our survey are reported below. 

1a
Use of the Service by Practices

100% had used the service at least once in the year and the majority of Practices questioned were using it more than in 2005. (6 times or more) 

The reasons for using the Service have changed a little;

· A 200% increase in counselling (this includes referral for formal counselling and informal counselling provided by the OH Nurse). 
· Increase in telephone advice

· Slight decrease in training

· The reporting of needle-sticks has increased significantly
1b           Rating of usefulness of the Service

On a scale of 0-10 where 0 = very unhelpful and 10 = extremely helpful, 100% of Practices who were questioned rated the Service at 8 or more.

65% of practices rated it at 9 or 10.This is slightly higher than in the 2005 survey 
Practices were asked what was helpful / unhelpful. Feedback was all positive and included;

· Prompt response

· Useful ‘return to work’ plans/advice

· Efficient admin

· Accessible

· Friendly

2.           Are there reasons that Practices have not chosen to use the Service?

Practices who were questioned had chosen not to use the Service giving the reason as “the issue was dealt with internally therefore there was no need to involve OH”.

3 a&b.     Are you aware of the OH manual on our website and have you used it?

17% (3) were not aware that the full OH&S manual could be accessed from our website

47% (8) have used the online version of the manual

Although the figures above are an improvement on the 2005 survey (41% not aware of online manual in 2005), the above does indicate that there is still work to be done in terms of marketing our website. Equally, it might be accepted that some Practices will always favour accessing a hard copy version of the manual.

3c.      Do you find the manual useful?

Using the scale where 0 = not useful and 10 = very useful, 88% (15) of Practices questioned scored the manual at 8 or more. Of the remaining 12% (2), one Practice scored it at 7 and one Practice didn’t use it all.

This again compares favourably with the 2005 survey where 14% scored the manual at 5 or less.

The most used sections (in order of popularity) were;

· Pre-employment health screening

· DSE

· Referral for medical opinion

· Needle-sticks/immunisation advice

In 2005 more Practices were taking advantage of the Service’s H&S Risk assessment service, although since then more Practices have been trained to undertake H&S risk assessments themselves and have, therefore, no longer required on-going help from the Service ; empowerment!

Only one addition to the manual was suggested and this was for a ‘quick tips page’. In 2005 several additions were suggested (including stress, bullying and harassment and manual handling). All of these have since been addressed by the Service.

4.     Do you receive the OH&S newsletter?

94% (16) Practices said that they received the newsletter and all declared it to be very useful and used as a source of information plus a good reminder of what the OH Service can do. 

5.     Are there any particular issues for your Practice at the moment?

The main issue that came out (and this was no surprise to us) was swine ‘flu and vaccinations. One Practice also mentioned that they were going through a merger that was proving very stressful for all concerned. 

This is a ‘Practice event’ that we know to be problematic for staff well-being, and as with other events that have a similarly detrimental effect (e.g. suspension of a GP Partner) we are always open to discussing with a Practice how we can help.
6        Have you received a visit from us?

94% (16) of Practices had received at least one visit from the Service (compared to 86% in 2005). The one Practice that had not received a visit arranged one at the time of this survey.  This was a Practice Manager who is relatively new in post and has subsequently arranged for a visit.
7    Would you find a further visit helpful?

All Practices confirmed that they would welcome a further visit but usually with certain provisos;

· After the ‘flu season

· When we are less busy with the merger

· An update for staff would be useful

· It would be good to involve you in staff training

· Yes, but we’ll call you when we need you

There was not the same need for Practices to receive instant advice or a visit as had been the case in 2005 where 37% of Practices immediately requested a visit. 

This suggests that we have laid the foundations of OH support within Practices and that they now understand better what we can offer and are clear about asking for it as it is required. 
8.      Have you accessed the following sorts of training run by the Service

This question was not asked in the same way in 2005 because much of the training we now run was still being developed at that time.

52% (9) Practices had sent at least one person on the Health & Safety for Employers course. 6% (1) wanted to arrange it and the remainder were not interested.

35% (6) Practices had sent at least one person on the Risk Assessment course and as above one Practice wanted to arrange this.

This does tend to confirm that in general terms the need for H&S training amongst Practices has been met although staff turnover does generate some requests for training. (H&S training continues to be run by the Service to meet the needs of Dental Practices who have not had access to the Service for quite so long)

41% (7) Practices have held or attended a DSE course and 41% (7) wanted to arrange this. This particular course has changed in delivery since 2005; it is now delivered in smaller numbers for a ½ day only within Practices (instead of at a venue). This was done in response to Practice feedback and it would appear to be fitting the bill well with the potential for 82% (14) of Practices having received DSE training when the ‘need’ is satisfied.

Only 6% (1) Practice had received Manual Handling training. We are aware that this remains a minority request at the moment but we feel that it is important to be able to offer bespoke training of this kind (rather than something more generic). This training is provided by an external manual handling specialist so has few implications for the Service’s own workload.

9.        Are there any other sorts of training that you would like to see delivered by the OH Service?

When Practices were asked if they would like to see any other sorts of training available, the only suggestion was stress coping mechanisms. This will be considered by the Service.

10.      How can we communicate more effectively with Practice staff?

There was a general feeling amongst Practices that this was done well already but the following suggestions were made;

· The newsletter is very good so get it to more people by emailing it.

· Provide a poster that Practices can put up in the staff rooms

We are already emailing the newsletter to those that ask for it but we will pursue wider electronic distribution. We will also pursue the idea of producing a poster for display in Practices.

Cont over....

11/12     In what ways can we improve the Service?

There were no suggestions for improvement but there were several positive comments;

· “I am very appreciative of the Service”

· “It is very good and balanced”

· “You are extremely helpful” (x3)

13  
When asked to choose from a selection of words to describe the Service (equally negative and positive) respondents selected the following:
Responsive

100% (17)

Proactive

100% (17)

Confidential

100% (17)

Effective

100% (17)

Safe 


100% (17)

In tune


100% (17)

Vital


82% (14)

Obscure

6% (1)

Costly
6% (1) (Qualified in conversation; relating to the recommendations made re a specific DSE assessment)

Out of touch
6% (1)

Unhelpful
0%

Unnecessary
0%

Comments made by interviewees at the end of the survey were 100% positive despite the interviewee’s attempts to elicit a balanced response in terms of strengths and weaknesses. Comments included;

· [the Service is] Friendly and non-threatening

· Keep doing what you do; it’s wonderful

· [you are] Always available and very helpful

· [I] Just wish other Practices would use you more

· The Service is great – thank you

· [It is] Helpful to have impartial advice

· [A] Brilliant service – and I would say if I felt otherwise.
Conclusions:
· Generally there seems to be a high level of satisfaction around what we do and how we do it, although the results are from a randomised sample and there are or may be some who still who feel we are not meeting all their needs.  It is not always clear quite what these needs are and it may be that such needs are beyond our remit e.g. direct employment law, but we are always happy to listen and if not within our remit, point people in the right direction.

· We will always need to improve our marketing and communication of the Service.  This survey actually provided a means of marketing the Service although to a limited group and consideration will be given to contacting Practices on a regular basis without being intrusive. 

· There is no better way of PMs or GPs understanding what we can do than their engaging with us over a particular case or incident.  Once this happens, the lines of communication between us and a Practice is established.  We want and need Practices to talk to us!

Dentists, are you planning to work abroad even for a short time, for example for a charity?
We have already featured a detailed article on this subject (and that of general blood-borne virus clearance for dentists) in our last issue.  But, we continue to have enquiries over this specific area of working in dentistry abroad.
So here is a re-cap of our advice:

If you have been undertaking dentistry abroad – be it charitable or paid -- then under the new DoH rules before you see NHS patients back in the UK you have again to demonstrate freedom from infection: you might have acquired one of the infections whilst operating abroad, and to prove you haven’t, you will need the right blood tests. 
You will have to do this each and every time you undertake dental work abroad, and then return to treat NHS patients in the UK - even if you only did  “a couple of weeks” in overseas dentistry.   This is not us or the PCTs being difficult, these are the DoH requirements.  
So the routine is as follows:

Upon return to the NHS from any dental practice abroad, you may treat patients straight away but should arrange for the tests to be done about 3 months later – this is because there is a lag time between possible exposure and ability for markers to be detected in the blood.  HOWEVER, if during the time abroad the dentist sustained a needlestick injury or other exposure – in particular from a known or high risk source – OH advice should be sought before re-commencing NHS practice, and of course if any test is positive.
If you would like us to remind you to keep to this schedule for your testing then please let us know when you return from your spell working abroad and we will do the rest.
So, what are the tests?
The tests are Hepatitis B surface antigen, Hepatitis C antibody and HIV antibody.  They must be taken against photo ID (e.g. passport) and in an NHS Occupational Health department or pragmatically somewhere where you are known such as your own GP's practice and processed in a UK laboratory.

If you have any queries regarding the above either for yourself or others, then please call and we will do out best to help.  Contact details below.
Want to read the documents for yourself? Follow the link: www.dh.gov.uk and then search for gateway 5514, health clearance for TB, hepatitis B, hepatitis C and HIV.
	
	Contact details

	(
	01752 762116 weekday’s from 8am – 5pm

	
	You can fax us at any time on: 01752 762117

	(
	You can email us any time at:

sue@abbottburke.co.uk / lesley@abbottburke.co.uk

suebond@abbottburke.co.uk

	(
	Our postal address is:

Occupational Health for Primary Care, Room N25, Tamar Science Park,

1 Davy Road, Derriford, Plymouth, PL6 8BX
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DENTAL PRACTICE PAGES





Please ensure this is distributed to ALL staff within the practice.








Events have led us to focus on needlestick incidents in this edition – two very separate incidents but both leading to health care workers being at risk. We appeal to you to review your practices and make changes where necessary.





We are growing!





We are delighted to announce that from April 1st 2010 our service will be extended to cover GPs & Dentists (with NHS patients) and their staff for all of Devon as well as Cornwall and the Isles of Scilly. Previously our service in Devon has only covered the old SW Health Authority region.  We will be sending out more information to the new area very shortly and are very much looking forward to working with you all.
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