Minutes of the Investigation Committee

Oral hearing on 19 and 20 August 2026

Name of Doctor Dr Mark Christopher Persaud
Doctor’s UID 3441334

Outcome Warning given

Hearing location: Held virtually via MS Teams
Committee Members Mr John Anderson (Chair — Lay)

Dr Corina Ciobanu (Medical)

Dr Richard Khoo (Lay)

Legal Assessor Mrs Judith Walker
Panel Secretary Ms Rebecca Jordan
GMC Representative Ms Georgina Goring, Counsel

Doctor’s Representative | Unrepresented

This hearing has been conducted in accordance with the General Medical Council (Fitness to
Practise) Rules 2004 (‘The Rules’).
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Background

1

gmc-uk.org

On 14 October 2022, a referral was made to the GMC by an NHS primary care provider (‘the
referring organisation’) raising concerns about the care provided by Dr Persaud to Patient A.

The referring organisation had been contacted by the daughter of Patient A who was seeking
to understand the care provided to her late father by the NHS 111 service. In her account,
Patient A’s daughter said that her father had tested positive her COVID-19 on 27 October
2021. He had called NHS 111 on 1 November and 6 November 2021, speaking to Dr Persaud
on both occasions. Patient A was admitted to hospital on 7 November following a rectal
prolapse, then was later transferred to an Intensive Care Unit with respiratory failure and
died on 3 December 2021.

It is not suggested in any of the information received from the referring organisation, or
obtained in the course of the GMC investigation, that different actions by Dr Persaud would
have changed the sad outcome for Patient A.

Dr Persaud is an emergency medicine physician; he is not on either the GMC GP or specialist
register. At the material time, which was during the COVID-19 pandemic, Dr Persaud was
working for the referring organisation and was providing patient care via the NHS 111 service.

A local investigation was conducted by the referring organisation under its complaint
handling procedures. This concluded that, when Patient A called on 6 November 2021 he was
unwell and, although he had told Dr Persaud that he could not go anywhere, options to
enable him to be assessed face-to-face in primary care should have been explored. Dr
Persaud disputed these findings.

After provisional enquiries were undertaken, a full GMC fitness to practise investigation was
opened and Dr Persaud was informed of this in a letter dated 10 February 2023.

An expert report was commission by the GMC from Dr Nigel Williams; this is dated 4
December 2024. A supplemental report, dated 3 August 2026, was also obtained.

On 16 December 2025, once the investigation was complete, the GMC wrote to Dr Persaud in
accordance with rule 7 of The Rules inviting him to comment on the allegations and the
evidence that had been gathered before the GMC case examiners made a decision. Dr
Persaud responded on 20 January 2026.

Having considered this response, the GMC case examiners concluded that there was no
realistic prospect of establishing that Dr Persaud’s fitness to practise was impaired to a
degree requiring restrictive action. They decided that, subject to Dr Persaud’s comments, the
case may be concluded by issuing a warning.



10 The GMC therefore wrote to Dr Persaud on 11 March 2026, under rule 7 and 11 of The Rules,
giving him the opportunity to submit representations for the case examiners’ consideration
before they made a final decision on the outcome.

11 Dr Persaud declined to accept the proposed warning, and on 28 May 2026, the case
examiners decided to refer the matter of whether a warning should be issued for
determination by the Investigation Committee.

12 A hearing was listed for July 2026; an application by Persaud to postpone the proceedings
was granted.

13 Notice of this hearing was served on 9 July 2026 and included the particulars of the allegation
referred for consideration by the Committee. Summarised, these are that on 6 November
2021 Dr Persaud held a telephone consultation with Patient A and failed to:

explain the reasons for recommending a face-to-face assessment and the risk of not
having one

check the reason Patient A was unable to attend a face-to-face appointment

advise Patient A to contact his GP practice within one week for an assessment and advice
on the management of haemoptysis (coughing up blood)

explain the importance of having this assessment.

Preliminary matters

14 These proceedings were scheduled for two days commencing, in open session, at 09:30 on 19
September 2026. On the evening of 18 September, Dr Persaud made an application to
postpone the start of the hearing until 20 September. This application was granted by the
Committee.

Evidence adduced

15 The documentary evidence provided by the parties included, but was not limited to:

The initial referral to the GMC the local investigation documentation. This included the
referring organisation’s correspondence with Patient A’s daughter, Dr Persaud’s
responses and audits provided by Dr Persaud

Audio recordings of the telephone consultations on 1 November 2021 and 6 November
2021
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A revised Rule 7 response from Dr Persaud, dated 7 August 2026, setting out his

comments on the GMC allegation and the matter of a warning. A summary of these

comments from Dr Persaud can be found under Defence Submissions. Dr Persaud

indicated that these comments supersede those submitted previously to the GMC,

although all of his submissions were available in the bundle and have been read by the

Committee.

An expert report, commissioned by the GMC, dated 4 December 2024, and a

supplemental report dated 3 August 2026. In summary, the expert opined the following:

That there were no concerns about the care provided during the call on 1 November
2021. Regarding the call on 6 November, they opined that Dr Persaud took an
adequate history from Patient A, he appropriately applied a working diagnosis of
COVID-19 infection (day 11) with dehydration and that he provided an appropriate
prescription for an anti-emetic. The expert also opined that appropriate safety-
netting advice was given in respect of Patient A’s dehydration.

However, on 6 November 2021, some aspects of Dr Persaud’s care were seriously
below the standard expected. Dr Persaud did not take adequate steps to
understand why Patient A felt he could not attend a face-to-face assessment. He
failed to explain to Patient A the reason for recommending a face-to-face
assessment of his symptoms and the risks if he was not seen. He therefore failed to
give the patient the information he needed to make an informed decision. In
addition, Patient A was exposed to the risk of harm from an incomplete clinical
assessment.

Further, Dr Persaud failed to explain the importance of haemoptysis to Patient A
and advise that he should contact his GP practice within one week for assessment of
this symptom. In the expert’s opinion, a reasonably competent doctor should be
aware that haemoptysis is a sign of possible lung pathology and is a red flag
symptom of possible lung cancer. Failure to explain this placed Patient A at risk of
harm from an undiagnosed medically serious cause of haemoptysis.

16 A character witness appeared for Dr Persaud. They set out Dr Persaud’s background as the
child of a family that had emigrated to the UK, who had to work exceptionally hard to gain his
place at the esteemed King’s College London to study medicine. They stressed that the
dedication required exceeded that of students from privileged backgrounds. They stated that
Dr Persaud, whom they had known for 30 years and XXX, was a selfless, brilliant and
exceptional doctor.

17 No relevant fitness to practise history was adduced.
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GMC Submissions

18
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Ms Goring, on behalf of the GMC, reminded the Committee of the relevant guidance:
Decision on whether a warning is required and Decisions by the Investigation Committee, and
also the test for a warning. This is that a warning will be appropriate regulatory response if
the Committee is satisfied that there is evidence to suggest that the doctor's behaviour or
performance has fallen significantly below the professional standards expected to a degree
warranting a formal regulatory response. A warning will be appropriate where the concerns
fall short of restrictive action on the doctor's registration being required.

She took the Committee through the conclusions in the expert report, on which the GMC
allegations were based, and referenced some of the comments made by Dr Persaud in
response.

Ms Goring submitted that Dr Persaud's conduct, on his own admissions, did not meet the
standards required of a doctor at the time, nor would it meet the current standards. There
has been a clear and specific departure from the standards expected of doctors which risked
bringing the profession into disrepute and such conduct must not be repeated. Itis,
therefore, appropriate to issue a warning in this case to mark the care that the GMC expert
has identified as falling significantly below the standard expected.

Dr Persaud’s submissions

Written submissions
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The Committee was mindful that Dr Persaud was not legally represented at the hearing and it
has therefore paid careful attention to the written comments he has provided. In particular,
it noted the document dated 7 August 2026 which contained an ‘amended Rule 7 response’
in which Dr Persaud addressed the particulars of the allegation and made submissions for the
Committee’s consideration on the appropriateness of a warning.

He accepted that he had failed to explain his reasons for recommending a face-to-face
assessment, which were to allow an examination and observations which could not be
obtained over the phone. He accepted that this explanation should have been given and
recorded, but it was not.

Dr Persaud also accepted that he had failed to explain the risk of not having a face-to-face
assessment to Patient A. He stated that, given Patient A’s presentation — Day 11 of COVID-
19, dehydration, and a medication profile that increased his risk of acute kidney injury — this
explanation should have been given and documented, but it was not.

Dr Persaud, however, contested the allegation that he failed to check the reason Patient A
was unable to attend a face-to-face appointment. Referring to his contemporaneous clincial
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note: “Offered f2f but states is unable to go anywhere”, Dr Persaud submitted that this shows
that he did ask why Patient A could not attend a face-to-face appointment (recorded using
the shorthand ‘f2f in the clincial notes), and he had recorded the patient’s answer.

While he contests the allegation that he made no enquiry at all about why the patient could
not attend, he does accept that his management fell short in not exploring Patient A’s
answer. Given the seriousness of his presentation, he should have asked, for example,
whether an ambulance, assistance from another person, or an alternative urgent-care setting
could have helped Patient A to attend an appointment. He acknowledges that his
responsibility extended beyond simply recording the patient's response.

Regarding the allegation that he failed to advise Patient A to contact his GP practice for
assessment and advice on the management of haemoptysis, and that he did not explain the
importance of such an assessment, Dr Persaud referred to his contemporaneous clincial note:
"has some sputum with blood in, appears like lumps, no haemoptysis."

He submitted that this entry demonstrates that he actively assessed the blood-stained
sputum at the time and formed a clinical view — that it was not haemoptysis, and was more
likely attributable to mucosal trauma from the severe, forceful coughing. This conclusion was
recorded contemporaneously.

Dr Persaud said that however the blood-stained sputum was characterised, and whether or
not it met the clinical threshold of haemoptysis, it warranted explicit advice to seek GP
follow-up. He accepted that he did not give this, and this omission constitutes a gap in his
safety-netting.

Dr Persaud also set out what he did do during the call on 6 November 2021 in detail and,
without excusing the accepted omissions, he submitted that his clincial note records a
consultation that was structured, not superficial or dismissive, and where he was actively
assessing and safety-netting. He submitted that his assessment fell short in specific,
identifiable respects; it was not one where the seriousness of the presentation was
overlooked altogether.

This was a single incident and it does not, Dr persaud submitted, reflect a wider pattern in his
practice. He has practised for 36 years with no previous fitness-to-practise concerns of this
nature.

Additionally, Dr Persaud drew the Committee’s attention to a learning point which he had
identified in his own review of the case although it not been raised by the GMC. He explained
that Patient A’s regular medication included Ramipril (an ACE inhibitor) and Furosemide (a
loop diuretic). This combination, in a patient with reduced oral intake and reduced urine
output, is a recognised risk factor for acute kidney injury. Having recorded a working
diagnosis of dehydration, Dr Persaud reflected that he should have considered whether a
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more cautious approach was appropriate, for example, basic observations or a shorter review
window. Although clinicians’ approaches differ, and Dr Persaud was not suggesting that his
management fell below the standard reasonaly expected, he stated that this is a point he has
carefully reflected upon.

Turning to remediation, Dr Persaud set out the steps that he has taken to avoid similar
omissions in the future. These included clincial educational activities focussed on the
identified deficiencies in his consultation with Patient A, as well as changes to his practice.
These include routinely attempting to obtain and record basic observations in remote
consultations involving dehydration or respiratory symptoms and exploring alternatives, such
as calling an ambulance, whenever a patient with red-flag features reports being unable to
attend in person for an assessment.

Dr Persaud asked the Committee to find that his insight is genuine and extends beyond the
allegations being considered today. Further, that his remediation activities have been
specifically targeted and the risk of repetition has been materially reduced. He submitted
that the case can be concluded without a formal warning.

Oral submissions
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Dr Persaud made oral submissions to the panel reiterating the factors, set out in his written
submissions, that weigh against the need for a warning. He emphasised that he had not been
indifferent to clinical risk.

He took the Committee through his consultation note. He explained his clinical reasoning at
the time and the structured history directed at excluding serious pathology, including deep
vein thrombosis, which may have been a cause of the blood in the sputum. He also pointed
to the specific time-bound safety net for urine output of 12 hours and stated that The Sepsis
Trust guidelines advise that an amber flag for potential sepsis would be a lack of urine output
between 12 to 18 hours.

Dr Persaud submitted that a home visit for Patient A would have been his preferred choice,
but he was precluded from offering this by the referring organisation’s internal operational
procedures.

He submitted that the GMC expert’s opinion that GP follow-up should have been advised
within one week is, in his view, esoteric advice and is not based on any clinical guidance.

Dr Persaud highlighted his previous experience working on the COVID clinical assessment
service during the pandemic and added that he was asked to return to work for them again,
which he did exclusively for roughly 6 months from December 2020. During that period, he
exclusively triaged and treated patients with COVID and regularly managed patients with
symptoms of haemoptysis. He is fully aware of how to assess and treat this symptom.



39 The service for whom he currently works would treat an incident such as this as a learning
event that would prompt an event review to identify possible improvements in processes or
practices and would then be circulated to clinicians for learning.

40 Dr Persaud drew the Committee’s attention to the targeted remediation that he has
undertaken and detailed in his written submissions and said that a warning, in light of this,
would be disproportionate.

Legal advice

41 Mrs Walker took the Committee through the relevant GMC guidance, namely Decision on
whether a warning is required and Decisions by the Investigation Committee.

42 She advised that, while exercising its powers, the Committee must make decisions that are
sufficient to protect the public, which means the decisions must protect, promote and
maintain the health, safety and well-being of the public, promote and maintain public
confidence in the profession, promote and maintain proper professional standards and
conduct for members of the professions.

43 The Committee must be proportionate in its approach, deciding what is required and bearing
in mind that that means no more than necessary to protect the public and the public interest.

44 Mrs Walker referred, in detail, to the guidance regarding Decisions on whether a warning is
required, including the test for a warning, and their purpose. She said that warnings signal to
a doctor that repeating the same or similar behaviour is likely to result in a future finding of
impairment. They are issued in the interest of maintaining public confidence in the
profession and upholding professional standards and highlight to the wider profession and
the public that certain behaviour or performance is not acceptable.

45 She took the Committee through the questions it must deliberate on in the course of its
decision-making, and the factors that it should consider, as set out in Decision on whether a
warning is required.

46 She reminded the Committee that the question of the warning, and the terms of any warning
issued, are matters for the Committee’s own discretion and that it is not restricted by the
outcome proposed by the GMC case examiners.

Committee’s decision on a warning

47 The Committee thanked Dr Persaud for his participation in the proceedings and his clear
submissions. It was mindful that he was not legally represented and took care to consider his
written and oral submissions.
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The Committee accepted the independent advice provided by its legal assessor on the
process to be adopted and the guidance that applies.

The role of the Committee is to consider whether a warning is both appropriate and
proportionate. It considered this matter afresh; it did not have sight of the case examiners’
decision.

The Committee found that, with the exception of Dr Persaud’s comments on the
characterisation of the blood that Patient A was coughing up as haemoptysis, he had
accepted the allegations as particularised by the GMC. With regard to the alleged
haemoptysis, Dr Persaud submitted that he formed a clinical view at the time, which he
maintains, that the blood in Patient A’s sputum was most likely attributable to mucosal
trauma from severe and persistent coughing. Dr Persaud stated that there is no
established clinical threshold for haemoptysis and that clinicians vary in the thresholds

they apply.
The Committee note the opinion of the GMC expert:

Haemoptysis is the coughing up of blood that originates from the respiratory tract, and
ranges from small amounts of blood mixed with sputum to large amounts of bright red
blood (Patient UK, 2024).

Haemoptysis may be caused by forceful coughing or by respiratory infections such as
bronchitis or pneumonia. Bronchiectasis is also a red flag symptom of serious underlying
lung pathology such as pulmonary embolism or lung cancer. Hemoptysis is a rare
symptom of COVID-19 and is associated with a worse prognosis.

On 06 November 2021, Patient A reported coughing up blood-stained sputum
(haemoptysis).

Although Dr Persaud was careful to establish that Patient A was not coughing up frank
blood (this would be a medical emergency requiring an immediate 999 ambulance), my
opinion is that Patient A gave a clear description of haemoptysis which is a clinically
significant symptom.

In my opinion, it is not possible to exclude a significant underlying condition (such as
pneumonia or pulmonary embolus) by telephone assessment, and my opinion is that any
patient with haemoptysis and signs of acute illness such be assessed face-to-face...

In summary, my opinion is that on 06 November 2021 Patient A required face-to-face
assessment in primary care. This is because he had a moderate level of risk of
complications from COVID-19 infection and because he had haemoptysis which is a red
flag symptom that requires further assessment (NICE, 2015). Although Dr Persaud offered
Patient A a clinic appointment, my opinion is that he did not make this advice sufficiently
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clear.

It also noted that, although Dr Persaud’s clinical assessment was that Patient A did not have
haemoptysis he, nonetheless, accepted that the symptoms required a face-to-face
assessment. He also accepted that, when the patient said that he had no means to get to an
appointment and was too unwell to attend, this should have been probed further to ascertain
whether the patient understood the importance of being assessed face-to-face and whether
the barriers to Patient A being seen could be surmounted.

Moreover, Dr Persaud failed to explain to Patient A the importance of seeing his GP if his
haemoptysis symptoms did not resolve because they may be a sign of significant underlying
pathology.

The Committee considered it extremely important that patients are given sufficient
information about their condition and associated risks so that they can make informed
decisions about their care and treatment. On this basis, the Committee found that Dr
Persaud’s consultation with Patient A fell significantly below the professional standards
expected, and that a warning may therefore be an appropriate outcome in this case.

Specifically, the Committee found that these failings constituted a clear departure from the
standards expected of a doctor, most notably paragraphs 9 and 28 of Good medical practice:

9. You must provide safe and effective clinical care whether face to face, or through
remote consultations via telephone, video link, or other online services. If you can’t provide
safe care through the mode of consultation you’re using, you should offer an alternative if
available, or signpost to other services.

28. The exchange of information between medical professionals and patients is central to
good decision making. You must give patients the information they want or need in a way
they can understand.

The Committee was satisfied that if similar failures were to be repeated this would likely
result in a conclusion that Dr Persaud’s fitness to practise is impaired, i.e. that he poses a
current and ongoing risk to public protection requiring restrictive action in response.

Although warnings do not prevent doctors from holding a licence to practise, they are a
serious regulatory response that would serve to remind Dr Persaud that any repetition would
likely to result in a finding that his fitness to practise is impaired.

The Committee was mindful that this incident occurred during the COVID-19 pandemic when
there was a requirement to isolate, increased pressures on the health services and when new
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working practices raised significant challenges. However, it found that this context does not
explain Dr Persaud’s failure to provide important information to Patient A.

59 The Committee took into consideration that this was an isolated incident that has not been
repeated in the time since November 2021, despite Dr Persaud stating that he has conducted
several thousand telephone consultations in this period. Dr Persaud has no GMC fitness to
practise history and 36 years’ experience of clinical practice. The risk of repetition is low.

60 The Committee found that he has demonstrated considerable insight into his failings in the
care of Patient A, he has reflected and taken remedial action to improve his practice, and it is
mindful that a warning must be proportionate.

61 In reaching its decision on whether a warning would be proportionate in the circumstances of
this case, the Committee had regard to the GMC's legal duty to protect the public. The
Medical Act 1983 splits this duty into three distinct parts and requires the GMC to act in a
way that:

protects, promotes and maintains the health, safety and wellbeing of the public (‘patient
safety’)

promotes and maintains public confidence in the profession

promotes and maintains proper professional standards and conduct for members of the
profession.

62 The Committee determined that Dr Persaud’s conduct has fallen significantly below the
expected standards and that a warning is an appropriate and proportionate response.
Although the Committee recognised that this was an isolated incident that Dr Persaud has
reflected on and taken steps to remediate, it found that the exchange of information
between medical professionals and patients is central to good decision making and doctors
must give patients the information they want or need in a way they can understand. In light
of this, the Committee considered that Dr Persaud’s failings were sufficiently significant to
require a warning in the interests of upholding public confidence in the profession and
maintaining proper professional standards. In addition, the purpose of the warning was to
provide a formal response to mark the failings and to highlight to the wider profession and
public that such behaviour is not acceptable.

63 The Committee issued the following warning:

On 6 November 2021, during an NHS 111 telephone consultation, Dr Persaud failed to
explain the potential severity of the patient’s presentation, including any possible
underlying pathology, so that they could make an informed decision on attending for a
face-to-face clinical assessment.

This conduct does not meet with the standards required of a doctor. It risks undermining
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public protection, specifically patient safety, and it must not be repeated. The required
standards are set out in Good medical practice 2024 and associated guidance. In this case,
paragraphs 9 and 28 of Good medical practice are particularly relevant:

9. You must provide safe and effective clinical care whether face to face, or
through remote consultations via telephone, video link, or other online services. If
you can’t provide safe care through the mode of consultation you’re using, you
should offer an alternative if available, or signpost to other services.

28. The exchange of information between medical professionals and patients is
central to good decision making. You must give patients the information they want
or need in a way they can understand.

Whilst this failing in itself is not so serious as to require any restriction on Dr Persaud’s

registration, it is necessary in response to issue this formal warning.

This warning will be published on the medical register in line with the GMC publication and
disclosure policy, which can be found at www.gmc-uk.org/disclosurepolicy.

That concludes the determination of the Investigation Committee in this case.

John Anderson
Investigation Committee Chair
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