
Draft

South Reading

Patient Voice Minutes

1. Introductions and Apologies

Date 29th April 2015

Location Reading Community Learning Centre

Present Carol Munt - Milman Road, Lister
Tom Lake, Pembroke Surgery
Shaheen Kausar, Chatham Street
Douglas Dean, Westwood Road Surgery
David Bales,, Longbarn Lane
Christopher Mott, Milman Road, Dr Kumar
Martha Klein, London Street
Michael Fairfax
Caroline Langdon, Russell Street
Tony Sawyer, Pembroke
Sofija Opacic, Primary Care Board Patient Representative
Libby Stroud, Pembroke Surgery
Catherine Williams, Healthwatch

Apologies Joan Lloyd - BMHUG sec. - Reading Mental Health Partnership Board
John Missenden, Milman Road, Dr Kumar
Laurence Napier-Peele

2. Minutes and Matters Arising

Approved apart from correcting the date and the entry for Sofija Opacic, Patient Representative,
Primary Care Programme Board, Berkshire West CCGs.

LS: You describe a child being seen by the Prescribing Pharmacist at Pembroke Surgery. I also saw
the Prescribing Pharmacist and I was concerned that he was acting as a doctor. As a receptionist
we did have a Nurse Practitioner handling minor ailments, but I felt she was better prepared for
this role than the Pharmacist I saw through.

TS: We do need to understand the guidance under which these Prescribing Pharmacists work.

Nicola Jones: I can’t give you that myself but it should be provided to you and perhaps the leading
Pharmacist could present it to you.

CM: It cannot be that the receptionist allocates the type of appointment without informing the
patients whom they will be seeing.

3. Primary Care Transformation - Nicola Jones

NJ: This strategy started out in November 2014 and is being developed iteratively working with
clinicians and consulting with patients, but there is plenty more patient engagement to do. This is
for the 4 Berkshire West CCGs, but there will be different emphases in different CCGs. In South
Reading there are more small surgeries, many students and more deprivation.

This has been signed off by the Primary Care Programme Board, for development and patient
engagement.
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CM: How will you do the engagement?

NJ: There will be both high level and broader engagement. There may be a Forum in which we
undertake the high level engagement. The workforce issues that we have already touched on will
be one work stream because there is certainly going to be workforce change.

What this does is to create a high-level view and work streams and the outcomes expected for
successful implementation.

NJ: Looking at the page of bubbles. Sustainability of General Practice. Recruitment is very difficult
and it is very hard for general practitioners to meet demand at present. This is a national problem;

TL: But it is worse here in the Thames Valley.

NJ: Traditionally practices have been small businesses but this challenge will require taking advan-
tage of economies of scale, sharing specialised staff between staff. Improved technology for sharing
of patient records across practices will be helpful.

MF: What about security and e.g. sending data to insurance companies.

CM: That is quite different - a program to support medical research called care.data. This sharing
is by consent of the patient (if they are in a state to give it).

NJ: Preventative medicine will be a component. Educate public to support themselves. Using
whole economy to prevent hospital where appropriate. That is the wider self-management and
self-care agenda.

TL: Not just avoiding admissions. We want more years of good health and no increase in years of
bad health.

NJ: This programme is integrated with the Urgent Care agenda. There is linkage with 111 and
Hospital At Home.

There are 5 strategic objectives.

1. Addressing pressures - creating a sustainable primary care sector.

2. Interfacing with specialisms traditionally provided in secondardy care in new ways to manage
increasingly complex chronic disease in a community setting.

3. Treating older persons out of hospital were possible. Also treating the whole person including
their social needs.

This needs to provide support for the vulnerable, coordination with social services, person-
centred care.

4. Improving access. All services to go to 7 day access. Saturday clinics and a couple of evening
clinics are already agreed. Not every surgery will be open. This depends on new IT facilities.

5. Making effective referrals to other services.

TS: The walk-in centre provides an 8 to 8, 7 day service.

NJ: Also can we get more specialism out in the community?

In South Reading we have 20 practices, some of them quite small. And 29 surgeries. Public Health
data shows that unhealthy behaviours are too prevalent.

How will primary care look in 5 years? More staff, well funded, more preventative care.

2



Workstreams

1. Workforce changes - new roles, multi-disciplinary training.‘

2. Appropriate remote access to surgery records.

3. Empowering patients to self-care and to appropriate use of services.

4. Roll out of knowledge bases, medical and social.

5. Reducing variation between surgeriues.

6. Co-commissioning. CCGs talk with NHS England.

TS: Are you working to improve the numbers in training - helping with accommodation etc - rather
than paying agency fees?

CM: Health Education Thames Valley looks at it long term. Do GPs with all their hospital training
need do all the diagnosis? They can diagnose rare diseases but then have to refer to a hospital in
any case.

NJ: Berkshire West is working towards the provision of Physicians Associates.

CL: This business of doctors working 8-8 and Saturday. In my surgery there are 3 or 4 doctors.
How are you going to find all these doctors?

NJ: They may not necessarily be doctors. This may encourage workforce diversification. Nurse
Practitioners, Prescribing Pharmacists appropriately employed, can help satisfy demand.

SK: Not seeing more patients, but more options as to when.

CM: Consultations show that patients want 6 day working not 7 and don’t need to be at their own
surgery.

LS: A more fundamental issue. Tertiary care (hospital care) rule the roost. GPs feel they are only
gatekeepers. After initial diagnosis, the patient is passed to the specialist. Any more news on GP
Chambers?

NJ: No further information but groups of practices working together is something.

TL: What are Phsyician Associates?

CM: People with a first degree in a health-related subject and then a 2-year course. Can work in
a hospital. Or under the supervision of a doctor. They can diagnose.

SO: There needs to be education around the diversification of the workforce. At engagement
events we can tell people about these new specialisms. I have encouraged Steve (the CCG Comms
manager) to circulate the the strategy.

CM: Can I just say (and it is going to sound incredibly critical). This strategy doesn’t really say
anything. And some of these objectives were in the 5 year plan and should have already been done.
80% of it was in the plan 2 years ago.

NJ: But general practice was then commissioned only by NHS England and not by the CCG. This
is the translation of that national strategy down to the local level.

CW: Can we, in defining the roles of the primary care workforce, include the capabilites of GPs, they
are diagnosticians, e.g. tell the difference between flu and pneumonia, and specialist gatekeepers.
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NJ: The GP is the skilled diagnostician, and holds the umbrella of knowledge. But of course we
are shifting to prevention not just diagnosis and gatekeeping.

SO: Document from BMA on the role of GPs - about 20 pages - not so easy to summarise in a
single sheet.

4. Vice Chair

Election of Vice-Chair. Carol Munt was nominated but declined to stand, citing her many other
commitments, some out of area. The position was left vacant.

5. Healthwatch Report

CW: Catherine Greaves finalising report on the health care experiences of the ex-Gurkha community
in Reading. Facilitation is needed to focus on the provision of translation services.

Healthwatch has the contract from RBC to provide social care advocacy. (Referral is by a social
worker.) Healthwatch itself brokers the service - the advocacy may be done by an associated
organisation.

I am working on GP surgeries, about GPs and carers. How GPs identify carers and look out for
them.

A further Healthwatch report on Opthalmology service at RBH is nearly ready - awaiting RBH
response.

We are doing Enter and View work at GP surgeries - at Circuit Lane and Priory Avenue and this
will continue over the coming year in relation to the development of primary care.

We have heard concerns from patients at Melrose about the practice going into special measures
and subsequent illness of Dr F A B Williams.

I am doing training of people involved in patient engagement, think about roles, structure of NHS,
patient participation groups. Two more runs of the course in the next few months.

Healthwatch is now located on the top floor of the Central Library building.

Healthwatch AGM will be in July.

Healthwatch has a NEW telephone number. 0118 937 2295.

Healthwatch’s new address is Abbey Square, Reading (top floor of Central Library building). There
is a lift.

SO: Could Healthwatch undertake a project on mental health? CW: We are always interested.

6. AOB

SK: I Want to talk about social prescribing. [ Social prescribing is a structured process that links
patients with non-medical support to improve their health and encourage them to make healthy
lifestyle choices. See
http://rva.org.uk/article/social-prescribing-the-story-so-far-for-reading ]

Reading Voluntary Action (RVA) has money for social prescribers at the Walk-In Centre and
Tilehurst Surgery.

These two were the two that responded initially. One social prescriber must speak Nepali - for the
walk-in centre. The posts have been advertised. GPs will refer patients to the social prescriber.

SO: Shall we have RVA talk on social prescribing?
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SO: There is a new strategy group (RBC) - the Mental Health Strategy Group - a sub-committe
of the Health and Wellbeing Board of Reading Borough Council (HWB). I lobbied for a mental
health carer to be coopted. I have been selected. I met with the Reading Health Community Team
(MHCT) at Prospect Park Hospital - they will provide a room for a monthly meeting for the new
Mental Health Carers group.

A Nicola Jones’s Slides on Primary Care Strategy

A.1 About the Strategy

• Strategy now signed off in princiaple by Primary Care Programme Board - final
version should be available by end of April.

• Develped through Task and Finish Group, GP council workshop sessions and engeage-
ment events with the public, also Newbury TIPS (Time for Improving Paitient Services)
event.

• Sets out high level direction of travel and principles at Berkshire West level, underpinned
by emerging CCG visions for primary care.

• Will be delivered though combination of overarching workstreams and CCG-level initia-
tives underpinned by co-commissioning.

• Befines outcomes associated with successful implementation.

• Joint GP Council event to be held over Summer to consider how to take forward and develop

CCG-level ‘Plan on a Page’ for primary care.

A.2 Vision for Primary Care

(This is presented as an array of bubbles so I have put it into a table.)

An attractive place to
work

Offering defined levels
of care through vary-
ing delivery models

Sustainable Using IM&T to maxi-
mum effect

Prevantative Providing targetted,
proactive and coordi-
nated care for ‘at-risk’
patients

Integral part of urgent
care system

Offering timely ap-
pointments over
extended week in ac-
cordance with patient
need

Supporting patient to
manage complex long
term conditions (LTC)

Provided from fit-for-
purpose premises

High quality and cost-
effective

Valued and utilised ap-
propriately by patients

A.3 Five Strategic Objectives with Associated Work Streams and

Investment Plan

• Addressing current pressures and creating a sustainable primary care sector.

• Interfacing in new ways with specialisms historically provided in secondary care to
manage increasingly complex chronic disease in a community setting.
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• Managing the health of a population in partnership with others. Acting as accountable

clinicians for the Over 75s and other high risk patients and co-ordinating an increasingly
complex team of people working in primary, community and social care to support patients
at home.

• Offering extended provision to improve access and better meet the needs of patients requir-
ing urgent care. Using new approaches to ensure access to primary care in line with patient
need.

• Making effective referrals to other services when patients will most benefit.

A.4 Examples of Overarching Workstreams

• Workforce – new roles, multi-disciplinary training & CPD (continuing professional devel-
opment), collaborative approaches to recruitment and retention, stronger links with HETV
(Health Education Thames Valley)

• IM\7T – new ways to interact with patients and share information

• Empowering patients to self-care and to access services appropriately

• Roll out of DXS and directory of services.

• Support practices to reduce unexplained variation in referrals.
AND:

• Using co-commissioning to simplify contractual arrangements and align financial resources
to these new models of care - QOF (Quality and Outcomes Framework), enhanced services,
PMS (personal medical services - type of contract for general practice) review.

A.5 South Reading CCG

20 GP practices, serving a population of aroung 128,000 people. The population is younger than
average with a high proportion of young childen and adults under 44. There is a low proportion of
over 60s.

• Increase in breastfeeding uptake meeting target of 54%.

• Improving the uptake of bowel cancer screening.

• Offering CVD Health Checks in conjunction with Reading Public Health

• Focus on MDT (multi-disciplinary team) working to avoid the risk of emergency hospital
admission

Health Behaviours

• 12.9% of children aged 4-5, 23% of children ageed 10-11 and 9% of patients over 16 are obese.

• 29% of people who live in an area of Redlands Ward are defined as binge drinkers.

• 20% of surveyed population were either occasional or regular smokers.
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• Church and Whitley wards have the lowest proportion of healthy eaters in the CCG at 20%.

• The most deprived areas within the CCG boundary area are in Whitley, Church, Norcot and
Redlands wards. These are all in the 20% of most deprived neighbourhoods in the country.

Continuing to work with our practices to:

• Improve patient outcomes for COPD ( chronic obstructive pulmonary disease e.g. emphysema
etc)

• Improve the quality of care for diabetes patients

• Reducing the cases of alcohol related liver disease.

• Improve the rate of diagnosis for those with Dementia

• Beat the Street campaign to tackle obesity.
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