MUSTERS MEDICAL PRACTICE
PATIENT PARTICIPATION GROUP MEETING
Wednesday 5th December 2017 18.30-20.00, EMBANKMENT PRIMARY CARE CENTRE

1.0 [bookmark: _GoBack]Welcome  and check-in:
2.0 Attendees:
Paul Midgley (PM) (chair), Tammie Daly (TD), Anne Toler (AT), Christine Jones (CJ), John Prestage (JP) Linda Lowne (LL), Tom Wedgewood (TW)

3.0 Apologies for absence, matters arising not on the agenda, confidential items, declaration of conflicts of interest:
Apologies received from:    Mike Prior (MP), Sue Wing (SW)

50+ members on PPG virtual group
		
4.0 Approve Minutes from the last meeting:
Minutes of the last meeting held on the 5th October 2017 were accepted as an accurate record.
Actions arising from that meeting: 

· PM to finish developing the face book page. The communications sub group consisting of AT, PM and TD to reconvene to make this happen
Met on 23/10/2017. After the meeting, AT discussed setting up face book page with her daughter.
Issues discussed included:
1. Can you have more than one administrator?
		Yes, you can also have more than one type of administrator if you want. E.g. 			you can have administrators who can add information (posts) to a page 				but not add anything else. You can have a ‘super-administrator’ who is able 			to change admin functions, and who can join the Facebook group. 
2. How can you manage open or closed group membership?
Generally, you can have a ‘Secret’ Facebook group that no one outside the group can see at all or be aware of its existence, or you can have a ‘Private’ group which is visible as a group (but ‘outsiders’ can’t see the content) where people have to request to join.
3. Can you ‘moderate’? i.e. approve things before they are posted?
Yes, you can have ‘admin approval’ of posts before they go live
4. Can you stop adverts?
		That is nothing to do with the particular Facebook group, (so we can’t decide 			on adverts, or whether to have them) but all to do with the individuals own 			PC and how their own Facebook page is set up. 
5. What would be engaging or disengaging?
		Unsure for our target group, but it might be useful to know that:
		You can ‘pin’ a post so that it stays at the top of the Facebook page and 				doesn’t move down as other posts come in. So that is where you might put the 			‘rules of play’ or key statements.
		You can ‘bump up’ a post so for instance, if we put up a customer survey, and 			didn’t get many responses, you can bump it, so it comes to the top again and is 			the first thing people see again when they go to the page.

· AT and LL – send pen profiles to Paul  Outstanding
· PM to send slides from self-care forum website to RB so they can be put on the TV during self-care week. Actioned
· PM to send minutes of all meetings since last went on website to RB Actioned
· CJ/TW to decide a mutually convenient date for health and safety walk-about Actioned
· PM to send round Patient Survey results to everyone Actioned







· AT to follow up plan to discuss her CQC report for onward discussion with partners  starting with JP Outstanding, AT sending her finding to JP to read prior to meeting.
· SW to follow up the possibility of recruiting new PPG members by approaching the heads of local six forms to access students. Ongoing
· 
[bookmark: _MON_1574082162]PM to circulate agreed TOR to PPG members and GPs and virtual group members (see above attachment)Actioned
· AT to send round written notes from Rushcliffe PPG conference on the 7th September. Actioned – discussed in the meeting and notes to be circulated with the minutes. See below

			
4.1 Updates from local NHS partners - NHS England, GNTP, Principia MCP/PartnersHealth, Rushcliffe CCG Active Group & Patient Cabinet, Castle PPG
4.2 Principia Showcase event feedback


		
4.3 Rushcliffe Active Group feedback
Meeting last week – mainly about moving towards accountable care, joining up IT etc.

4.4 GNTP event 1st Feb Grange Hall Radcliffe on Trent & feedback from 1st event



[bookmark: _MON_1573914310]	

5.0 	Annual General Meeting – PPG Highlights 2017	
	PM to remain as Chair and MP vice chair
· Flu clinic opportunistic AF testing was a new initiative and was well received by patients. 3 or 4 were found that required treatment. Could save strokes/death. 
· PPG’s Analysis from CQC feedback – now being discussed with GPs
· Helping with friends and family has been v supportive to practice and assured PPG has finger on the pulse of how patients feel
· Having JP on the group has improved level of dialogue and understanding both ways

6.0 	Update on Recruitment of young person/parent to PPG vacancies (plus amends to PPG	section on website – SW/practice reps
	Continuing to try but struggling to engage school leadership

7.0 	Update on WB-wide PPGs joint subgroup for Self -Care Week event and beyond 
	PM was meant to meet with other chairs, but unfortunately the meeting was cancelled. 	There is still a desire for everyone to meet and Matt Jelpke (St George’s) has agreed to 	speak. ? PJ will also speak.

8.0 	Correspondence/patient feedback/Friends & Family Test/flu feedback CJ/LL
Feedback remains very positive with no negative feedback (apart from Karim Meru which was discussed). The practice list size continues to grow in contract to Castle practice.

9.0 	AOB: JP said the practice is looking at waiting times/appointments – especially for emergency appointments to avoid excessive waiting mid morning. 

10.0 Summary of Actions agreed & key messages for Virtual PPG members, Practice TV, NHS 	Rushcliffe CCG Active/Patient Cabinet
	None	

11.0 Check Out, close and depart 
	           		 
Agenda item for next meeting – face book page – agree exactly how we will implement this as Paul has no additional capacity

Proposed dates of 2018 meetings – 6pm on 8th Feb, 5th April, June 7th, Aug 2nd, Oct 4th, Dec 6th


Potential future topics to consider:
· Antimicrobial Stewardship
· Supporting the Self Care agenda 
· Disease focus e.g. Diabetes prevention programme, Tele-dermatology
· Patient self-help groups e.g. Dementia, Diabetes, Mental Health – publicise on Practice TV
· Health Hub for Embankment PC Centre
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88% find it easy to get through to this
surgery by phone

Local (CCG) average: 84% | National average: 71%

92% find the receptionists at this surgery
helpful

Local (CCG) average: 91% | National average: 87%

79% usually get to see or speak to their
preferred GP

Local (CCG) average: 50% | National average: 56%

83% were able to get an appointment to see
or speak to someone the last time they tried

Local (CCG) average: 90% | National average: 84%
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81% say the last appointment they got was
convenient

Local (CCG) average: 88% | National average: 81%

79% describe their experience of making an
appointment as good

Local (CCG) average: 82% | National average: 73%

69% usually wait 15 minutes or less after
their appointment time to be seen

Local (CCG) average: 67% | National average: 64%

65% feel they don’t normally have to wait
too long to be seen

Local (CCG) average: 62% | National average: 58%
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81% say the last GP they saw or spoke to
was good at giving them enough time

Local (CCG) average: 89% | National average: 86%

88% say the last GP they saw or spoke to
was good at listening to them

Local (CCG) average: 92% | National average: 89%

84% say the last GP they saw or spoke to
was good at explaining tests and treatments

Local (CCG) average: 88% | National average: 86%

83% say the last GP they saw or spoke to
was good at involving them in decisions
about their care

Local (CCG) average: 86% | National average: 82%
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83% say the last GP they saw or spoke to
was good at treating them with care and
concern

Local (CCG) average: 88% | National average: 86%

98% had confidence and trust in the last GP
they saw or spoke to

Local (CCG) average: 97% | National average: 95%

98% say the last nurse they saw or spoke to
was good at giving them enough time

Local (CCG) average: 94% | National average: 92%

98% say the last nurse they saw or spoke to
was good at listening to them

Local (CCG) average: 93% | National average: 91%
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94% say the last nurse they saw or spoke to
was good at explaining tests and treatments

Local (CCG) average: 91% | National average: 90%

87% say the last nurse they saw or spoke to
was good at involving them in decisions
about their care

Local (CCG) average: 87% | National average: 85%

94% say the last nurse they saw or spoke to
was good at treating them with care and
concern

Local (CCG) average: 92% | National average: 91%

100% had confidence and trust in the last
nurse they saw or spoke to

Local (CCG) average: 98% | National average: 97%
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78% are satisfied with the surgery’s opening
hours

Local (CCG) average: 79% | National average: 76%

92% describe their overall experience of this
surgery as good

Local (CCG) average: 92% | National average: 85%

85% would recommend this surgery to
someone new to the area

Local (CCG) average: 86% | National average: 77%
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Musters Medical Practice Patient Participation Group (MMP PPG)

Terms of Reference v5 October 2017

Purpose 


The purpose of the Patient Participation Group (PPG) is to collaborate with the practice staff to ensure the effective running of the practice for the benefit of patients, carers and staff. The PPG will give a patient perspective to the practice and help to facilitate better communications between patients, carers and the practice team. 

Membership


· The group will consist of up to ten members who are registered patients of Musters Medical Practice and at least two staff nominated members of the practice one of whom is a clinician, as per the GP contract (April 2015). A virtual PPG will assist the full PPG to gather a greater range of views on key issues.

· A chairperson and a secretary will be elected from within the group for an agreed period of tenure.


· A quorum will exist when there are six or more members present including one practice representative.

· Membership of the PPG should aim to reflect the practice profile in terms of diversity e.g. age, gender, ethnicity and disability


· Other interested patients or members of staff may be co-opted from time to time when their input is considered of particular value e.g. to speak on specific agenda topics.

· The tenure of the members will normally be for three years to ensure continuity of experience. Reappointment will be for three years. New members will normally be expected to complete an application form to the practice, providing background information/reasons for wishing to join the PPG.

· Members will agree terms of confidentiality and conduct in meetings.


· If a member is unable to attend three consecutive meetings without reasonable explanation or is disruptive or uncooperative within the group, they may be asked to resign by the chair person after consultation with the group and a majority vote of the members of the group.


· Members must declare any conflict of interest that relate to any agenda items at the start of the meeting

Meeting frequency, location and facilities

· The group will normally meet every two months at Musters Medical Practice, Embankment Primary Care. The virtual PPG will be consulted on key issues to support the standing PPG members on key issues.

· A meeting room with appropriate seating and table, refreshments and AV facilities to be provided by the practice


· Ad hoc meetings may be called as circumstances dictate.


Minutes


· Meetings will have an agenda and minutes. Minutes will be provided within one week of the meeting. Actions will be clearly identified and completed within one month of the meeting and feedback will be given at the following meeting


· Agenda and papers will be circulated at least a week in advance of meetings.


· The chair will summarise actions at the end of each meeting


· Minutes of the meetings will be available for public viewing on the website once agreed as a true record.


· Minutes will be shared with Rushcliffe CCG PPI leads and other PPGs. Any confidential items will be covered in a separate section of the minutes not for public sharing. The chair will ask the group about any confidential items at the start of the meeting.

Terms of Reference (TOR)

Overall Terms of Reference:


1. Be a forum for the exchange of information on health and related issues including practice performance, promote health education and where appropriate influence local health care issues, and advise on patient education/awareness.


2. Assist the practice to 

a) conduct patient surveys, including the Friends and Family Test 

b) give patients a voice in the organisation and provision of their health care

c) provide a means for patients to make suggestions about the practice

d) review patient feedback and make suggestions on how to respond appropriately

3. Be a ‘critical friend’ to the practice by providing feedback on patients’ needs, concerns and interests and challenging the practice constructively whenever necessary, e.g. commenting on survey results and patient complaints.

Supporting the Practice

1. Support the practice in helping patients to become better informed about their health care options, how to access care, and from whom, by inputting questions where appropriate to the Friends and Family Test or supplementary questionnaires.

2. Promote good health and higher levels of health literacy amongst patients by supporting activities within the practice, promoting self-care and providing information about maintaining health and wellbeing.


3. Support the practice and patients to adopt a shared decision making culture so patients get the most from their visits to the surgery and wider NHS.


4. Contribute to practice decision making and consult on proposed changes to practice service development and provision.


Communications


1. Help in the provision of clear and effective practice /patient communications in easily understood language. The practice to provide access to enable this via:

· Web-site


· M-jog (text messaging service)

· Waiting room electronic screens


· Roller banner screen


· Newsletter


· Letter box


2. Provide links for patients with specific needs to form or join existing local support groups and provide support for patients to get information to maximise effective use of practice services.


3. Provide feedback to the practice on patients’ experiences, concerns and unmet needs relating to services received from local healthcare providers and other health and social care bodies.

4. Seeking feedback from the practice on current issues and trends relating to how patients are using services including inappropriately and how the PPG can support the practice to address these.


Liaison across the healthcare community

1. Influence the provision of local community and secondary health and social care and act as patient representatives as appropriate, e.g. through representation on Rushcliffe CCG Active and other groups including those across South Nottinghamshire.


2. Liaise with other local PPGs (e.g. CASTLE PPG and other Rushcliffe CCG Active PPGs), Nottinghamshire Healthwatch, RCVS etc. to share best practice and good ideas from elsewhere (e.g. from NAPP) which might enhance the wellbeing of our patients and or staff. 


Meetings


1. See previous section (purpose, membership, meetings and minutes)

2. Provide patient representation at the Quarterly Practice Development Meetings (QPDM). The practice to give one month’s notice of dates.

3. Hold an annual general meeting and to publish an annual report showing the work of the PPG and how it has provided a link between the practice staff and the wider patient population.

4. Review and revise the TOR annually or as required.

Patient Participation Group


March 2015
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Report on Sept 2017 CCG Conference AT.docx
[bookmark: _GoBack]Report on Rushcliffe CCG Conference

7th September 2017



1. The Future of health and care in Rushcliffe- Helen Griffiths, Assistant Chief Officer, Rushcliffe CCG

a) 125,076 registered with local practices. Low areas of deprivation. Health is generally better and life expectancy higher than the England average. 12-member practices. 90% of NHS care is primary.

b) Challenges are: increased savings target. Ageing population and general population growth. Growth of new techniques, treatments, drugs. Inflationary pressures. Pricing contractual pressures from providers. Increasing patient expectations. Workforce.

c) Desired future state: achieving a sustainable, high quality health and social care system for everyone.

d) = go ahead from NHS England to find ways to join up health and social care system, leading to creation of Accountable Care System. Councils, hospitals and NHS organisations working together to share plans and budgets. Starting in Greater Nottingham. Part of the wider Sustainability Transformation Partnership (STP). Pioneering work in UK.

e) First phase will look to improve the way people ‘move’ through the health and care system. Being referred by (need to know what’s available and have it on their system) / keeping A&E for emergencies / coming out of hospital / shared info ration system.

f) Outstanding questions for me were: Funding? Accountability? Targets?



2. The Future of health and care in Rushcliffe – a provider perspective. Dr Neil Fraser, ELM Group of Surgeries.

a) PartnersHealth: partnership of the 12 GP practices in Rushcliffe.

b) Aim to improve the range and quality of services: 

· Access = standard opening hours / weekend and evening clinics / online services

· Prescribing = quality improvement projects/ decision aid software

· Improve access to specialists = community MSK /gyn / skin clinics

· Care for long term conditions = diagnosis and case finding / optimise medical care / personalised care planning

· Care for end of life = diagnosis / care planning / support services

c) Make general practice more resilient: get practice working together behind the scenes / create economies of scale / make savings that can be used to for clinical service to meet extra demand and do new things. E.g. referrals, invoices, payroll, bulk purchases, standardised processes for IT and admin.

d) Represent Rushcliffe in the wider NHS



3. PPGs and their Practice (Rising to the challenge. Dr Matthew Jelpke, St George’s.

a) What their PPG does:

· Communicate information to and from wider groups

· Discuss and be involved with issues facing the practice e.g. update on patient numbers and staffing / involvement with annual flu days / assist practice with annual satisfaction survey / assist with promotion of various aspects of the service/ provide opinions on communication materials, methods, ensure it is appropriate and understandable

· Contribute to the CQC inspection

· ‘Hold to account’

b) 10,700 patients. 

· Sept 2016 to feb 2017: 750/week GP appointments, 45% patients had at least one GP appointment, 65% patients had an appointment in the practice= clinicians)

· On average, all our patients have a GP contact every 3 months. Does everyone who accesses the service need it? How do we manage this to ensure access for those who need it/?

· (Lots of stats demonstrating ageing population)

· ‘Clinical workload for GP practice in England risen 16% in seven years

c) ‘The tragedy of the commons is an economic theory of a situation within a shred-resource system where individual users acting independently according to their own self interest behave contrary to the common good if all users by depleting r spoiling that resource through their collective action’

d) Design principles to handle common pool resources:

· Clearly defined boundaries

· Rules for usage and maintence are adapted to local conditions

· Users can participate in the decision-making process

· Effective monitoring by users themselves

· Graduated sanctions built into the system

· Mechanisms of conflict resolution that are cheap and easy access

e) How PPGs can help practices

· Look for ways to improve your community’s health (remembering most people come through the door annually)

· Hold the practice to account on meeting the community’s primary care needs

· Be aware of the context your practice faces, so be a friend

· Help encourage self-care for minor issues

· Be aware that demand is increasing all the time (and will continue)

· Consider collectively how you might help us (and then total NHS) be a sustainable common good resource for the future. Politicians aren’t going to do it for us – we may have to do it ourselves.
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New Care Models programme

Louise Watson
Director
New Care Models Programme

@LCEWatson





‘Thank you for the very well thought out rehabilitation
programme. It has been very helpful with all aspects of
COPD and | will carry on the exercises (as long as age will
allow!) The physiotherapists have been excellent all the
way through the programme’

Patient receiving care from the pulmonary rehabilitation service

Principia MCP (Rushcliffe)





‘Itis great to hear first-hand from patients the impact
we are having on not only improving people’s health
and wellbeing but just as importantly their overall
experience of accessing the service’.

Dr Andrew Weatherburn, Extensive Care
Fylde Coast Local Health Economy MCP





We are delivering the NHS Five Year Forward View through
the New Care Models programme

a Health and
wellbeing gap Patient
Involvement

Clinical

engagement

Care and
quality gap
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° Funding gap

National
support

Local






50 vanguards are developing new care models, and acting
as blueprints and inspiration for the rest of the health and

care system

Integrated primary and
acute care systems
14 Multispecialty community
providers
Enhanced health in care
homes
' Urgent and emergency care
Acute care collaboration






The national programme is supporting the vanguards
through the key enablers of their new care models

1.

Designing
new care
9. models o

Communications
and
engagement

Evaluation
and metrics

8. 3.

Local Integrated
leadership commissioning

and delivery and provision

4.

£ Governance,

Workforce accountability

redesign and provider
regulation

5.

Empowering
patients and
communities

6.

Harnessing
technology






With the vanguards, we have developed the full MCP and
PACS care models.

New care models INHS|

A

The multispecialty commiunit y
provider (MCP) emerging cafél
model and contract framework

Highest
needs

Ongoing care
needs

LEVEL OF NEEDS

Urgent care needs

Integrated primary and acute care
systems (PACS) - Describing the'care
model and the business model

<4— PROPORTION OF THE POPULATION ——»





With the vanguards, we have developed the full enhanced
health in care homes care model

Multi-disciplinary
team support
including
coordinated health
and social care

High quality end of

Enhanced primary
care support

Reablement and

res L life care and
rehabilitation

dementia care

New care models NHS
Joined-up
commissioning and
collaboration
between health
and social care

Workforce Data, IT and
development technology

The framework for

enhanced health
in care homes






Data on the impact on emergency admissions is available:

Per capita emergency admissions growth rate since baseline —
MCPs, PACS and rest of England

5%

4.3%

4%

3.2%

3%

2%

1.4%

1%

Rest of England MCP PACS

Nb. This chart compares the most recent twelve months for which data are available (the year to Q1
17/18) with the evaluation baseline year (2014/15)





My Life A Full Life (Isle of Wight)
PACS

A new crisis team was introduced in
2014 as a pilot and is now growing.
The service is designed to support

patients aged 65+ to avoid admission

to hospital.

| Sutton Homes of Care EHCH

The ‘Hospital Transfer Pathway’ (the Red
Bag) was rolled out in October 2015. The
bag contains standardised information
about a resident's general health, an
escalation form about the changes to
their condition and information about
their medication. This intervention has
helped to reduce hospital length of stays
and delayed transfers of care for patients.

Better Local Care (Hampshire) MCP

Four practices have created a Same
Day Access Service which pools the
same day primary care workload and
workforce for four practices into a
single service.

Northumbria Foundation Group ACC

The opening of the Northumbria
Specialist Emergency Care Hospital
and the redesigning of urgent care

services at general hospital sites,
marked the first important phase of

work of the Northumberland
Vanguard.






With the vanguards, we have learnt about the key
requirements for developing, delivering, and spreading
new care models

« Build collaborative system leadership and relationships
around a shared vision for the population.

* Develop a system-wide governance and programme
structure to drive the change.

« Undertake the detailed work to design the care model, the
financial model and the business model. This includes
clinical and business processes and protocols, team design
and job roles.

« Develop and implement the care model in a way that allows it
to adapt and scale.

* Implement the appropriate commissioning and contracting
changes that will support the delivery of the new care model.





Our challenge for the year ahead will be to cement the
Improvements, and spread successful new care models,
demonstrating the benefits for patients and the system,
extracting wider learning on care models and supporting

vanguards to embed their improvements in local systems so
they become ‘mainstreamed’ beyond April 2018.

10 shadow Accountable Care Systems (ACSs) were
announced in June, including two ‘devo’ areas.

We will support ACSs to go further than other systems,
demonstrating service improvements, delivered within
their available share of the NHS budget, whilst at the
same time building rigorous population health
management capabilities.





ACSs and STPs: the vehicle for spreading new care
models

A range of support will be

The STPs willact as the delivered to the ACSs on:

delivery vehicles
for the commitments

set out in the FYFV and

the Next Steps
document by 2020. The
ACSs are the front
runners within these
STPs

e Population health models-
Tailoring the design and
implementation of population
based care model(s) to each ACS
Enhanced health in care homes-
Focusing on the rapid
implementation of the EHCH
care model in ACSs
Networking hospitals- Supporting
the design of networking
hospitals in ACSs and facilitating
dialogue between sites






For further information...

More details can be found on
the NHS England website:

www.england.nhs.uk/vanguards
You can email the programme S FLVEWEAR
at: FORWARD VIEW

england.newcaremodels@nhs.net

Or join the conversation on
Twitter using the hashtag:

#futureNHS






Y,
Principia

The Principia MCP Journey so Far

Dr Stephen Shortt
Clinical Lead — Rushcliffe CCG
GP Lead — PartnersHealth
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Background

* Community Interest Company
* Founded 2006
* Three stakeholder classes:

1. General Practice

2. Community Services

3. Registered Population

* Build capacity and capability in
general practice and community
services

Not structures and processes
but culture and relationships
which places needs of
patients first

Hundreds of engaged patients
and members of the public

Strategy for local, upstream
and out of hospital care

designed by the professions
and patients and the public
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Clarity and constancy of purpose, task and vision;
expressed clinically and accessibly

* Prevention of illness * Fewer mistakes
* Early detection * Fewer repeats in treatment
* Right diagnosis * Faster recovery

* Right treatment to right patient  * More complete recovery

e Early and timely treatment * Less disability

* Treatment earlier in history of * Fewer recurrences, relapses,
disease flare ups or acute episodes

* Rapid cycle time of diagnosis * Slower disease progression
and treatment * Greater functionality and less

* Less invasive treatment methods  need for long term care
* Fewer complications * Less care induced illness

Prin |)p|a





Strategy to fix care understands value is determined
by how medicine is practiced and care is delivered

* Clinicians and provider * Develop integrated practice
organizations must put in place teams around patient medical
the set of interdependent steps conditions
needed to improve value e Standardise data entry and

* Clinically lead, managerially codify
supported change  Measure and manage

 Standardised care pathways outcomes and costs for every

e Integrate care delivery across care Patient
pathway, across interfaces and * Move to capitated outcomes
separate facilities based incentivised contracting

for care cycles

Prin |)p|a





We understand the importance of culture

* Takes time to develop fit for purpose organisations
* Need both “science” and “sociology” (culture)

* Science: Identify the “right thing” (30%)

e Sociology: Making the right thing happen (70%)

Physician leadership Accountability
Performance management Commitment and pride

Relationships & Communication Values

Structure

Integration Incentives

Infrastructure

Integrated clinical records Education ( o
Information and data P rNc I) p 13
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MCP scheme / intervention

Support to Self-Management and Primary Prevention MCP Work stream Clinical Lead: Dr Jeremy Griffiths

Social Prescribing and Patient Activation Measures (Mark Holmes, Liz Walker)

Health messages on TV screens in practices (SMaRT messenger)

One You — Health Promotion and Patient Engagement (Helen Limb)

Secondary Prevention and Management of LTC MCP Work stream Clinical Lead: Dr Neil Fraser, Neeley Browne
AF case finding (Neeley Browne)

Heart Failure and Pulmonary Rehab

Carer Registers and Ongoing Support to GP Practices (Age UK)

COPD introduction of Micro Spirometers into GP Practices

Frailty Pathway (Dr Jill Langridge Dr Preeti Patel)

Mental Health and Parity of Esteem MCP Work stream Clinical Lead: Dr Nick Page

Primary Care Psychological Medicine (Dr Chris Schofield)

Developing a pathway for Treatment Resistant Depression (Dr Chris Packham)

Depression Pathway (Dr Anna Ludvigson)

Introducing SAFE tool into GP practices for Suicide Prevention

Reducing inappropriate Eas in patients with Severe Mental lliness

Integrated Health and Social Care, End of Life MCP Work stream Clinical Lead: Lynn Hallam, Hazel Wiggington
Integrated Nursing Workforce Project

Enhanced support to Care Homes

Rushcliffe End of Life Pathway





MCP scheme / intervention

Medicines Optimisation MCP Work stream - Clinical Lead: Dr Richard Stratton, Nayna Zuzarte
Practice Pharmacist Support

OptomizeRx Prescribing Tool

Medicines Safety Officer

eMAR

Community Pharmacists

Introducing pre-Registration Pharmacist in GP Practices

Elective Care MCP Work stream - Clinical Lead: Dr Matt Jelpke, Steven Smith

Community Gynaecology Clinic (Dr Jill Langridge)

Community Gastro Pathway and Pre- Assessment

Fracture Liaison Service (Dr Anne Marie Stewart , Sr Donna Reeve)

Implementation of a Community Respiratory Service (Dr Lyn Ovenden)

Implementation of a Community ENT service (Dr Pargat Singh)

F12 Project (Stephen Murdock)

Urgent and Emergency Care MCP Work stream - Clinical Lead: Dr Jonathan Ashton, Liz Harris
East Midlands Ambulance Service (EMAS) Community Cars pilot and Ten-minute Protocol
Enhanced Dietetic Support in Care Homes

Specialist Respiratory Nurse for patients with Interstitial Lung Disease

Case Management of Very High Service Users





Rushcliffe South
Nottinghamshire
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population
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Stokes prevented so
far in Rushcliffe since
roll-out of GRASP AF
tool across all GP
practices

Enhanced support to care homes

and aligned GP

A&E attendance { 29%
Hospital admission |, 23%
(compared with peers)

Suburban and rural GP practices

areas, affluent but with
pockets of deprivation

12

Crisis invention
and admissions
avoidance

Healthy Living Proactive
and wellbeing care

Prescribing

Maintaining
independence
and quality of

life

Discharge /
assessment /
interim support

Inpatient /

specialist care Elective care

Osteoporosis IV treatment
Gynaecology

Trauma and Orthopaedics
Gastroenterology
Psychological medicine

M

et

Outpatient

Primary Care

Optimise RX
medicines management

tool adopted in all GP
practices
- ROI of 300%





STP, NHS Rushcliffe CCG, Principia, PartnersHealth,
MCP development, system development

« NCM thinking critical to strategy to fix local health and care system (and
possibly others as well)

* Success dependent on new relationships between organised general
practice, community services including mental health, social care, third
sector, and ambulatory specialist care and consultants

* Strengthened relationships between the professions and patients and the
public around population health management (PHM) model

* Develop fit for purpose accountable population health organisation or
system that takes contractual responsibility for achieving the triple aims:

1. Higher quality patient centre care
2. Improving population health
3. Moderating costs and operating within allocated population resource
* Risk bearing provider alliance with commissioning functions
Principia





The route to sustainability starts with recognising the
interdependency of all the system players

* In order to be successful and as a system, we know we need to:
Resolve organisational complexity

Designate system leadership

Implement a sustainable financial model

Orientate the delivery system towards population health
Invent new governance for the common resource

Involve patients and the public

Invent radically new models of cross organisational care

AN NANANANA Y

* Greater Nottingham Accountable Care System (ACS)
A place based-system of health and social care in which
organisations accept joint and several accountability for the triple
aims of improving the health of the population, the quality of
services and managing the common resource: a single risk ()
bearing entity to manage the entire care continuum. Prl NCI pl A





The Nottingham and Nottinghamshire
Sustainability and Transformation Plan

Greater Nottingham
Accountable Care System
Accelerator Site

X 2¥" Nottingham C &) Nottinghamshire
£S7} 8 City Council = 17 County Council
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Just to say you are an ACS is not enough

BMJ 2015:;350ch2005 doi: 10.1136um_h2005 (Published 21 April 2015)
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ANALYSIS

The NHS five year forward view: lessons from the

United States in developing new care models

All political parties have endorsed NHS plans for greater integration of care in the next parliament.
Stephen Shortell and colleagues use US experience to suggest what is needed to make it happen

Stephen M Shortell pmfessar', Rachael Addicott senior research fellow”, Nicola Walsh assistant

director’, Chris Ham chief executive”

"University of Caliiceria, Berkebay, Schodl of Public Health, Barkeley, Caiifomnia, USA ‘leg's Furd, Londan, UK

The NHS five vear forward view, published by NHS England
and other NHS bodies, sets out a shared view on how services
need 1o change and what models of care will be reguired in the
future." Its key argaments are that much more attention shoald
be given to prevention and public health; patients should have
far greater control of their care; and barriers in how care is
provided should be broken down, This means putting in place
new models of care in which care is much more integrated than
at present.

Similarities exist between the proposed care models and the
development of integrated systems in the United States. Here,
we outline two of the models proposed by NHS England and
discuss how experience from the United States may belp inform
how they are implemented.

Two of the care models in the forward view have atracted
particular antention. The first is called mulispecialty community
providers, in which general practitioners would work with a
wider range of health and social care professionals than at
present. These professionals would include some specialists
currently working in hospital. such as geriatricians and
paediatricians, as well as nurses, therapists, and social workers,
The forward view argues that general practices would need o
be organised through federations and networks to be able to
make multispecialty community providers a reality.

The second model is described as primary and acute care
systems. In this model single organisations would provide NHS
general practice and hospital services for a listed population,
together with mental health and community care services. These
vertically integrated care organisations might be led by hospitals
or by multispecialty community providers. The forward view
suggests that at their most radical, primary and acute care
systems would take responsibility for the whole health needs
of a registered list of patients under a dele gated capitated budget.
The direction set by the forward view has been welcomed by
all of the main political parties, and there is an emerging
consensus that the care models it describes provide a basis for

Cormespondence ta: S M Shortell shortel@berisiey 2du

For persenal use onfy: See 1ighis and reprinks 17 i b

improving services in the next parliament and beyond. Although
the ideas it outlines are not new, there is increasing recognition
that the growing financial and service pressures in the NHS,
most recently in hospital emergency departments,” cannot be
tackled without transforming how health and care are delivered.
Whatever form these changes take, a common thread is the need
to break down barriers between services through greater
integration of care.

Implications for general practitioners and
specialists

General practitioners and specialists will be expected 1o work
differently in the new care models to better meet changing
population necds, particularly the growing numbers of older
people with multimorbidity. Among other things. this means
general practices working more closely with each other in
federations and networks and specialists collaborating with
primary care teams within multidisciplinary community
providers or primary and acute care systems. Similar
developments have taken place in other countries, particularly
the United States, where long established integrated systems
such as Kaiser Permanente are founded on the principle of
multispecialty medical practice.”*

There are also similarities with the emergence of accountable
care organisations (ACOs) in the United States following the
Affordshle Care Act. These primarily involve hospitals and
medical groups accepting responsibility for the cost and quality
of care of a defined population with a capitsted budget under a
contractual arrangement with a public or private insurer. They
generally fall into three types”: organisations with integrated
delivery systems offering a relatively large number of services;
smaller physician led medical groups offering a smaller number
of services®; and a hybrid group led by a combination of
hospitals, physicians, and health centres that offer an
imtermediate range of services.

[T T——

“[Integrated delivery networks in
the US in the 1990s] failed to live
up to their promise because
insufficient attention was given to
implementation and execution.

“The NHS will not realise the
potential of the forward view
unless it puts in place new skills
and capabilities in leadership,
governance and managerial and
financial systems to support new

care models.
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ACS transformation framework

e Enablers: one-off

investments and
regulatory/legal
actions.

* Integration Functions:
functions and activities

that must be
performed
continuously.

e All the Enablers and
Functions need to be in

place to achieve

optimal performance

and the value
opbpbortunityv.

Indirect Enablers

Defined Outcomes Framework
(Clinical, Process,
and Self Reported)

Referral Best Practices

Guidelines
(Primary Referrals)

Clinical Practice Guidelines

Community and Social Care
Assessments

Reportable Cost & Activity
Data

Information Governance

Procurement

Provider Transformation
Funding

System Transformation
Funding (Pump Prime)

Data Exchange and Code Set
Requirements
(Standardised version,
formatting, criteria)

Patient Care
Management
(Patient & Caregiver
Focused)

Health & Care
Analytics
(Creating

Intelligence from
Assessment,
Payment, Clinical
Data)

Patient and Citizen

Key Providers

Health Housing Pharmacy [ Providers

Aledrr Hospitals

Integration Functions for an Accountable Care System

Referral

Clinical Utilization Secondary
Management & ; -
; Review Discharge
Scheduling (Hospital Focused) Plannin
Support P 9
Provider . Citizen
o Continuous
Commissioning & ) Empowerment &
Quality :
New Payment Imorovement Patient
Models P Engagement

Information Technology & Delivery

Provider Decision | idual Provider

Support Education & Data
(Performance Quality Support
Reporting tools) y=upp

Financial Workforce
Management Development

(Whole Population Support

Budget, Actuarial)

Connected Notts

Accountable Care System Governance & Oversight

Cultural Transformation (System and Provider)

Greater Nottingham Transformation Partnership






PHM requires a set of competencies to be in place
across a system

* New clinical service models centred on:

Prevention and proactive care; more care in the community
Standardised pathways and levelling of care
Integrated care provision

Assistive technologies, online and digital services to support
information sharing remote monitoring and care closer to home

Advanced intelligence systems analytical capability , predictive
and prescriptive models that identify the most impactable
patients and influence preventative and clinical workflow





PHM requires a set of competencies to be in place
across a system

* Improved infrastructure including:

Digitised clinical services and a single longitudinal patient record

Linked health and social care data and information aggregation
and exchange

Reportable quality, activity and cost data
A focus on data management
Financial management on whole population basis

* Strengthened governance focused on:

* Integrated commissioning

* Integrated provision

* System integration
e Leadership, cultural change and workforce alignment





ACS Model

Strategic commissioning. Provider partnership. System integration

ACS Partnership

Nottingham [IV'TY =
University Hospital 7N Ci
yHosital TEE5 Citycare (e
Nottinghamshire Healthcare m
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Other providers that are currently
contracted throughout Greater Nottingham
(1) GN Strategic Health and Care Commissioner (2) GN ACS Partnership

(3) GN ACS Partnership (4) GN ACS Integrator / Transformation Partner
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Principia MCP: New Ways of
Working

Film

) . .
» Nottinghamshire Healthcare m
Partners NHS Foundation Trust
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Evaluation Findings

Staff said “look at her face! You cannot put a price on that.”

Matt Hill
Capita

£ , .
" Nottinghamshire Healthcare
PartnerS NHS Foundation Trust





Three questions

1. What does the MCP want to achieve?
'y &
2. What difference has it made?

 for patients ‘
» for staff —_—

e for the system

?

3. What is making the difference? - the “active ingredients”





Five objectives

The MCP has set out to:

1. Create a far more cost efficient
and clinically effective model of
care.

2. Integrate local health and social
care provision.

3. Transfer care to the right place.

4. Focus on prevention, early
diagnosis and management of risk

factors.
memit%
Dutpationt Cfinics

Hospital Consuftart

5. Target resources more effectively
: : L1
based on detailed understanding 00

of population need.

\Mgmt’ Care Cewhfas






One combined approach

Programme
evaluation

Frailty

s (Evaluation
Framework)

|

I
EMAS
Deep dives Community
Technicians

The deep dives show the MCP is delivering positive experiences
for patients and staff, using resources more effectively in the
system and achieving effective clinical outcomes





End of Life Care Pathway

60





3. Detailed findings

Carers Trust

(Fast Track)

Fast Track care packages (when

approved for continuing healthcare)

Innovative staffing model
Passion and commitment

Service map — Principia MCP
End of Life Initiative

End of Life
Team

Notts wide approach (gexcl. Bassetlaw and City)
ePaCCs system — end pf life template for
patient tracking and dafa capture

EoL In-
Reach
Matron
(band 7)
Case finder
‘Oil In gystem’

Bupds trust and rapport

Social care,

counselling

Referrals to appropriate services for non
fast track patients

>

Partners Health

Principia

w;’ of referrals are actually from GP

The In-Reach Matron supports, case finds
and does the liaising/admin to get patients
home quickly

Nottinghamshire Healthcare m

NHS Foundation Trust





Recommissioning the End of Life
Pathway

Objective

More effective support of EOL patients at
home

Intervention

Commissioning a more responsive integrated
support team able to provide more timely

interventions

Impact

More choice for patient to stay at home in
their final days and achieve important
personal wishes






Service Delivery Model

Two material interventions have been made:

1. Introduction of a band 7 nurse dedicated to implementing the
new pathway.

2. Change of care provider (now Carers Trust East Midlands) to
enable faster and cheaper access to care packages for patients
nearing the end of their life.

carerstrust

East Midlands
carer services
action- help -advice

m @ ‘!{ 4
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End of life — patient outcomes

Case study A patient with end stage disease
wanted to get home for her last mothers’
day to have salmon and new potatoes for
lunch with all her family. She had a catheter
in place and was concerned this would stop
her from achieving this goal. The team
liaised with the community nurses and
registered the lady with the catheter service
to ensure all the necessary equipment was
delivered to her home. The lady was able to
go home on Thursday. A team member said
“the look on her face said it all — you cannot
put a price on that.” The team made a
follow up call and the lady enjoyed her last
mother’s day and had salmon and new
potatoes.

64





End of life — patient outcomes

How beneficial would you say these changes to the End
of Life pathway have been for your practice’s patients?

8
7
6
5
4
3
2
1
0
Highly Beneficial Neither Detrimental Highly
beneficial beneficial nor detrimental
detrimental
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End of life — patient outcomes

Case study A terminally ill lady had
expressed her wish to die at home so she
could see her beloved garden once more.
She was too ill for treatment and was
desperate to get home, the fast track
approach enabled her to be assessed at
4.45 on Monday. A care package and
anticipatory medicines were arranged and
the lady was able to go home on Tuesday
morning. She then had a precious 27
hours at home overlooking her garden
with her family before she peacefully died
in the place of her choice. Her daughter
expressed her gratitude for the
opportunity to do this.

66





End of life — staff experience

“As a private sector provider Rushcliffe listen to us — they want our opinion
and take it into account. They value our experiences and take these on board
in the commissioning, development and delivery of services. We share the
same core values it is not just about numbers but patients and the provider
experience. We feel valued and that makes us willing to try new things and
work in partnership. Our staff have good relationships with the wider
community care teams, there is a mutual respect for each other’s roles and
this makes it work, no one role is more important we need them all to
function effectively. When we deliver care the joint best interest of the
patient is key, effective integration is key we trust in each other’s services to
deliver the whole package for the patient”





End of life — system outcomes

Care package savings

12 26.71 £99.96 £80.91 £19.05 £83,436 19%

Length of stay savings

Feb- Apr- May-

Estimated bed days
saved

Estimated
commissioner
financial saving (£)

1,490 2,682 1,788 1,490 1,490 1,490 1,788 2,682 14,900 19,867

68





Impact

Savings

19% reduction in care package costs
Approx. 70 bed days saved annually

Estimated £58k per annum commissioner return on
investment

Active ingredients

Quick access to care packages
Culture, relationships and communication
Provider staffing model

Partnership between commissioner and
provider

69





East Midlands

Ambulance Service
Community Technicians Programme

70





EMAS Community Technicians

Objective

Reduce pressure on emergency care

Intervention

Avoiding conveyances that are not
clinically required

Impact

Reduce A&E attendances and emergency
admissions






EMAS delivery model

Community Car





Impact

Change to ARP
=—¢=—=RUushcliffe CCG Technicians
= = Rushcliffe CCG (S&T)

EMAS - Rushcliffe CCG Technicians - Non-Conveyance (%)

Source: EMAS

100%

90%

80%

70%

60%

50%

40%

30%

20%

10%

0%

Week Beginning
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Impact

Non conveyance rate improved to 41%
from 32%

Improved emergency response for
residents including 1 life saving event

Joint decision-making - better outcomes

Active ingredient — excellent relationships
between community crew and local GPs






Electronic Medicines Administration and
Reporting (eMAR) in Care Homes





Incentivising the use of eMAR

Objective

To prove the benefits of using the eMAR system and
evaluate the effectiveness of using incentives to
support take up in care homes

Intervention

Introduce an eMAR system into three
independent care homes

Impact

Increased safety, efficiencies in managing
medicines and compliance

an
w
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eMAR — patient outcomes

Case study A resident was having difficulty
settling into the home and the daily eMAR
review highlighted she had been
administered PRN Lorazepam on several
occasions. An immediate care plan review
highlighted the exhibited behaviour did
need PRN medication but to avoid this in
the future ABC charts commenced to
support the identification and use of
therapeutic distraction behaviour
management. This avoided the need to use
major drugs or raise a safeguarding
concern. With a paper eMAR system this
level of data and trend identification is not
possible.






eMAR — staff experience

Some staff initially sceptical about
moving away from paper based system
Having seen the benefits they do not
want to go back

Increased ‘visibility’ of medicines
management is described as a key
benefit

&
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Impact

Reduced medicines waste

Release of staff time

Early evidence of potential savings of circa
£7k per average-sized home per annum

Active ingredients

Carefully planned implementation with
good training and support

Targeted Incentives
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Enc C GNTP public event 1 Nov feedback.pdf
Greater Nottingham Transformation Partnership
Public engagement event, Albert Hall, Nottingham, 1 November 2107
Feedback and evaluation

What was the best thing about today?
To hear the reality not the selective
Opportunity to discuss STP and receive up to date information

Sharing views and opinions on current services and what health and social care might
look like

Being able to witness the drive, enthusiasm and passion of the formed group. The
challenge is vast and | applaud the efforts

The chance to meet people from a range of backgrounds and interests and hearing
those involved talk about it — especially in the small group discussion

Good to get a range of people together to share ideas and experience
Making good contacts
Tabletop discussions with facilitator and scribe

That it happened and gave opportunity to get views and feedback from a range of
people. The event went well and the location in town was good

Being able to emphasise my point about first aid being taught to all

The table discussion

Passion about the future of the NHS and patient care that existed in the room
The passion in the room

The breakout session

Ada’s story animation

Nicole and Hugh were particularly good speakers

Once we got past the cynical intervention of the ‘Keep our NHS Public’ the group
discussion was helpful.

The Ada video articulated the vision the best
The fact that the event took place at all!
Led by GPs who are best placed to understand the patient perspective.

Mixture of representation






Allowed a start of a conversation with the public

Table discussion

Open discussion, although some participants continually repeated themselves
Bringing people together.

Well chaired under sometimes difficult circumstances. Good venue, easily accessed.
Dr Atkinson and the GP speakers and seeing social and NHS teams talking together
Outline of the situation at outset and discussion in groups.

Listening and absorbing all.

Good presentations to set the scene, number of attendees impressive and table
discussions.

Presentations and opportunity to ask questions

Learning more about the plans for the ACS and the table top discussions.
Table top sessions

That it happened and you can learn from it for future events

The point brought out about Centene (huge company, massive profit — money going
out of NHS) Table discussion — carers problems and lack of resource.

Opportunity to look at vision and practice for health and social care in the current
climate of austerity.

The round table discussion was good — probably due to a consensus of opinion.
It got people taking — passion!

That you took more direct questions than you planned

GP leads listening to patients

It was good to be in a setting where discussions could be held regarding joined up
working.

Listening to other people’s point of view

Personalised explanation of STP and its background. Nicole — excellent Chair of the
event.






What could have been better?
More to for attendees to air their views
More time. Events at different times

Some people come with their own agenda. Time would have been better spent
remaining on task rather than people speaking rudely to those presenting. They took
up valuable time which could have been used to complete the table top exercises.

More time assigned to agenda items

Greater detail on workstreams that are going to happen or are happening already and
any progress on these (positive or negative). Information was very top line and broad
strategically

The group questions: take only one question per individual.

The picture was very optimistic and we need to know about the constraints/barriers to
achieve it. How can they be addressed?

Issue around people wanting to have their say and taking away from discussion time.
Better chairing of the open session: not letting people interrupt.

Presence of local councillors

Don’t open to floor at the start of the event

Perhaps longer time for floor debate/discussion rather than take up group time.

Local councillor representation

Too wide a discussion: table discussion didn’t really add anything

Initial presentations too vague

Improved recognition that health and wellbeing MUST include increased attention to
mental and emotional health

A more organised approach to question time

Longer session of general views. Better facilitation — get people to line up who want to
make a point

Have questions submitted in advance
More publicity for event to widen community and engage minorities.

After the presentation, discussion was hijacked by sceptics and those opposed to the
changes. They had valid opinions but this was not the right environment to address
them.






Predominately white — lack of ethnic representation
Most questions not answered. Need more time to ask the questions

We needed social care representation here to ensure joint representation. Also acute.
Even just to listen.

Should not have allowed the Keep our NHS Public group to hijack the meeting.

Control of the mayhem of extraneous views from participants at the beginning. It stole
our opportunity to engage with the subject.

Send out information in advance
Ensure all parties involved with ACS are present

Through discussion with the room as a whole is far more productive than table
discussion

More control over the time each person on the table took to ask a question
A later start time

Limited diversity in the room

Lack of county or borough or city councillors who control the budgets
Table discussions were took personalised and generally off-topic

Think it was a mistake to have open questions. Those people who tend to shout the
loudest get heard. Better to note who puts up their hand to speak and try to keep in
order so that frustrations are kept to a minimum.

Reflections from the floor — not long enough. Red card system required for people that
take too much time.

The session should not have been allowed to be hijacked by those ‘Keep the NHS
public’ everybody is entitled to opinion but it was obvious these people were
strategically placed to cause disruption. It was even continued into our group session.

More diverse attendance and involvement of public health/social services

Discussion around table is not very useful (to STP) needed to see people from social
care in the meeting. Need a wider demographic in the meeting.

Too many agenda — maybe better to have separate sessions for public, service users,
clinicians (who have to implement changes)

Less time at the beginning with questions

Managing the agenda, getting other agencies in the room so they can listen and hear
NOT present






Improved control of the agenda and timings, was expecting to hear more on what and
ACS would look like (structurally)

Better control of the floor discussion, more about ACS and how it will actually look for a
patient, what difference will we see?

More information about extent of privatisation

I would suggest a longer meeting to allow more time for questions and discussions to
be followed by the round table discussion — other stakeholders needed to be present.

Trying to stick to an agenda on a very emotive issue
Timing — questions should be questions!

More time given to questions but with a time limit to each question. More honesty than
claimed — NHS is not (totally) free at point of use it is rationed and is a post code lottery

A more versatile and experienced attendees (unpaid carers, patients, BME) publicise
the event better.

More willingness to discuss Centene and our concerns about that.
The behaviour of some of the patients!

Less negativity from the floor it is important recognise the difficulties that positivity is
required.

More time than two hours

Lack of ethnic mix in presenters and CCG reps was an awful own goal. Also lack of
ethnic mix in audience — who was invited? More diversity please.

Did you have any questions that were not answered?

How do we change people’s perception of the NHS and its services so that we make it
clear that the services are there for their needs and not their wants?

How can we contribute to the implementation?
No — all questions were explained during conversations
No — the table discussion afforded the opportunity to ask all the questions | required

How are the companies (Centene) involved in these changes aligned with our aims and
values? How is their support being evaluated? Is it money well spent?

How are limitations of funding being raised with Government?
Too many to list, but not sure many of them can yet be answered

How do you actually reduce demand?






Managed to air them in the table discussion
What outcomes (general covering health, social and other care) are you going to use?

How is the voluntary sector being engaged now as STP admitted this was a weak
point?

How will the public / STP managers know when we have achieved the vision?

More of an idea about what will / could change in terms of patient care. Stroke care
could be a good example as, at present, it skews the discord between hospital acute
care, rehab, social care and therapy services.

How can we have an ongoing feed into the development of the ACS and can it be
democratically accountable?

Everyone talks of a long journey, but what is a likely/possible timescale?
Why is there mistrust between social care and the NHS teams?
Who is the ACS accountable to?

The questions asked about Centene were not fully answered — there is a problem — we
need to get out of this before wasting more money

How can clinicians get involved on supporting you to support change in system
especially mental health services?

Aspirations of your plans will be best achieved in the involvement and support of those
who access services, how are you planning to do this?

How would changes to the system be driven — accountable to whom? How will this be
managed?

How do we re-educate / reprogram the NHS users way of thinking?

The cost of the contract with Centene. This is money — as with other contracts taken
out of the NHS without proper accountability.

What is the accountability process of the ACS? How does this fit in with statutory roles
of Trusts? However, fundamentally, deeply unconformable with STP and all that flows
from it.

Will anyone take any notice of what was said? Is anyone feeding back to Jeremy Hunt?
Who are Centene? — reports of bad practice abroad

One of the speakers spoke about the high percentage of people with chronic conditions
which are avoidable. Public Health responsibility was transferred to local authorities
and local authority funding has been drastically cut — some LA’s cutting child protection
staff and unable to fulfil statutory responsibilities. Is this not false economy and a
funding issue that needs to be addressed. Accountable Care System? Why no social






care managers presenting and taking questions?

Trying to make such big changes ‘no one in this country has tried this’, on a system
that is very fractured in so many areas is in my opinion, very high risk. Centene may be
ok for ideas but they don’t know the NHS and are not accountable for the outcome. |
believe that the NHS does have the skill set to deliver this but that needs to be freed up
from other work. A project on this scale needs dedicate resource and excellent
programme management skills for the duration of the work.

There are so many.

It was a shame the NEMS and / or DHU are not part of STP. Also input of pharmacy
providers. How will STP utilise IT to ensure joined up care.

What else would you like to have discussed?

Why do crises continually happen in the NHS? Decisions invariably political are made
upstream which omit to consider downstream implications/outcomes.

Privatisation — what are people beginning to pay for? Is equality in health care being
undermined?

More on personalised care and how this might conflict with efficiency gains and
standardisation?

How is it really going to work?
The problems associated with budget cuts

Clarity re: difference between government policy and need to focus on what we can do
locally

GP practices federating and not being small businesses. Suggest more attractive
employment option to current silo small business model of partners

How to actually do anything rather than just talking about it (i.e. practicalities)
Extent to which integrated care exists and what it looks like in real world?

Mental and emotional health; payment by results; personalised budgets and
personalised care

Homelessness, substance misuse and mental health
Outcome measurement

Patient participation beyond usual suspects at these meetings
Barriers to the STP achieving its plan

More focus on practical examples of care pathways and how they can be improved






Representation from social care — essential — because many of the inadequacies in
hospital care result from inadequate social care provision.

Integration of social services and the NHS

Use of alternatives: voluntary sector, complementary therapies, local self-help groups,
education in schools on first aid, health and food good practice.

How can you integrate services when social care is subject to charges and NHS is
meant to be free at the point of access?

Finance/money/value — trying to pin down specifics

We need to now the barriers to health and social acre working together; there is
mistrust at the moment. Data protection a big problem. Lack of age specific housing -:
planning is the barrier

| would like further opportunity down the road when the new structure is decided to be
able to have some input.

Self help
Importance of prevention

How as a system do we provide more proactive care? Communication, integrated
working, support for carers a proper provision of support.

Not just a health focus — wider social care, housing, education etc
Implementation plan / time frame, when will we start to see change?
When equal services will be available throughout the whole STP?

Younger carers / patients, young adults options in transition. Learning disability adults
issue from easy read documents to annual healthcare / self care.

Funding — quote from peter Homa — ‘If we don’t come up with some money the NHS is
going to fall over...and is there is a bad winter we are in real trouble’ Surely this is the
biggest threat to the NHS — no amount of coordination will solve this — we need
services to coordinate.

Risk analysis and details of the auditors and auditing process.

The necessity to involve police and fire services as well as NHS and social care and
third sector organisations. With those we can see the point of first contact with
vulnerable individuals and who and how they can have their needs met

Education concerning various illnesses

How social and health care are to be integrated at an organisational level and the time
frame for this.






We’re holding more public events to discuss the health and care transformation
work. What would you like to see on the agenda?

How do we engage more young people?
Mental health services

More discussion on local plans for integration of mental health services. What will
mental health services look like — will this be consistent across all localities

Exact workstreams and their progress

Reducing health inequalities

Health and care co-ordination in practice

Need for all patients to have an advocate

Potential workload on GPs — could ACS overload GPs or key social workers?
GP federations

Local council / social care speaker on boundary issues between budgets and
management of health and social care staff

Integrated care pathways

Someone from social care to speak as well
How do we engage with wider community?
Involvement of carers

How we can break down the barriers of working together. Don’t forget police, fire
service. Look at the whole patient story. Inviting more social workers.

I would like to see identified areas and how you propose changing them — we can then
give feedback as to how we see it working from lived experience.

Deaf and hard of hearing awareness — does the organisations (people) who attend
these days have had training in this as Ropewalk Research Dept do have CD’s

Public health, prevention and navigating services

Finance is key, staffing also, need to make lots of updates about what has been done
and how effective it has been.

How as a system do we help and support people to self care

How community services are to be part of the integration — housing and support
services. What you will do to demonstrate you have heard what has been said — the ‘so
what’ Know you will have tried to reach out to other communities but need to try other






approaches and keep on going until you can evidence results of reaching other groups.

Future governance arrangements, implications of current services (NUH) more info on
other models (Alzira / USA etc)

How to change services culture of historical working and coping with different models
of working practice. Services having understanding of each other challenges and
driving things forward positively.

Progress report
LD services, options for unpaid carers
The impact of funding and national health policies and issues on your plan.

Specifically how and when will IT systems talk to each other — fundamental to
integrating care across functions. Experiences of where self care initiatives have
actually changes patient behaviour — evidence How will the future really look? What /
who will hold the budgets. How are individuals going to be trained? Transition for child
and adolescents and how services will look.

Proactive explanation as to how all health organisations and government bodies under
all political parties, use consultation project management companies to provide extra
expert resource at certain times so NHS admin can do the day job.

Please give any other comments:

The roles of the clinical leads became clearer as did the purpose of those assigned to
provide support and guidance to the STP and its transition to become and accountable
care system

The rudeness of some attendees ruined the event for me as my feeling was that we
were coming together in a positive place to discuss ways forward for health and social
care — which is clearly very important to us all

The team handle negativity very well and were able to steer discussions
Could future events be focused on specific issues?

| heard about this by chance so | doubt the harder to reach groups would know about
it?

Our facilitator Rebecca was really good; summed up our points well and included
everyone

Responses to questions under difficult circumstances were handled professionally
There was insufficient time — 2 hours is too short to cover the intended agenda

Please keep attendees informed through email on outcomes of today’s and future
sessions — plus future progress on the plan.






Much wider advertising of events to the public
Less jargon please

Please be mindful of use of acronyms as it can exclude people — especially our service
user representatives

Please be mindful that all local decisions regarding our NHS services are impacted by
the broader NHS / DoH agenda. We need to be mindful to not reinforce the system and
political agendas through naiveté and turning a blind eye

Better control over noisy participants
There needs to be more time for questions and answers

A lot of unhappiness in the audience — take note — don’t just tick the participation box.
There are still a majority of the population who have little or no idea of what is going on
in the NHS.

| support the changes but | fear Centene in the background waiting for an opportunity
to make money.

Dr Atkinson was by far and away the best communicator and presenter

| do not feel that the discussion today will change or improve anything.

Ada’s story was in the ‘ideal world’ but feel this does not reflect the wider community
Make sure you have capacity next time for a bigger audience

Worried about the fragmentation of authorities and services. Bringing these together
seems insurmountable. But we should try and try and try.

Self-care: Important role could be played by pharmacists.

Hope we keep all the good intentions that are available atm in all the CCG’s. GP’s are
key to sign post to help with voluntary sector.

Rated a 2 due to being dominated by individuals with political agenda which we can’t
influence.

More time for table top conversation. Appreciate all the work of the members of
partnership need a quick win the following months so people who aren’t on board will
have more confidence in the process. Welcome hearing about the progress of the
work.

It did not seem to cover any new ground — been part of similar discussions for nearly
10 years — just the language changes

Sharing current best practice more effectively. Listen to your staff re restructuring
instead of employing costly outside agencies with no real invested interest in health
and social care arena. Support carers with valuing what they do and then regularly






reviewing them in the community.
Perhaps two sessions, one for talk and questions and ne for table discussions.

Moving care into the community seems at complete odds with the proposals to close
Millbrook and wards at Mansfield Community Hospital. Much talk about mental health
but it would appear that not all CCGs are signed up to this. | am no longer proud of the
NHS although | realise some parts are exceptional.

So many guestions not enough time

As a retired professional it’s great to see your efforts to integrate and improve services
in a very hostile environment.

| thought that handing out an anonymous flier against Centene was inappropriate, ok
for it to be available with other info outside.

Thanks you for putting on this event. It was very helpful and informative it is great that
these events are taking place and work is being done in this area.

DHU, and me personally, are fully behind the direction and objectives of Greater
Nottingham STP. We are happy to help where we can and our CEO will continue to
keep informed on progress and inform our Board.
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Musters Medical Practice Patient Participation Group (MMP PPG)

Terms of Reference v4 March 2015 (DRAFT)

Purpose 

The purpose of the Patient Participation Group (PPG) is to collaborate with the staff to ensure the effective running of the practice for the benefit of patients, carers and staff. The PPG will give a patient perspective to the practice and help to facilitate better communications between patients, carers and the practice team. 

Membership


· The group will consist of up to ten members who are registered patients of Musters Medical Practice and two staff nominated members of the practice one of whom is a clinician, as per the new GP contract (April 2015). A virtual PPG will assist the full PPG to gather a greater range of views on key issues.

· A chairperson and a secretary will be elected from within the group for an agreed period of tenure.

· A quorum will exist when there are six or more members present including one practice representative.

· Membership of the PPG should aim to reflect the practice profile in terms of diversity e.g. age, gender, ethnicity and disability


· Other interested patients or members of staff may be co-opted from time to time when their input is considered of particular value e.g. to speak on specific agenda topics.

· The tenure of the members will normally be for three years to ensure continuity of experience. Reappointment will be for three years. New members will normally be expected to complete an application form to the practice, providing background information/reasons for wishing to join the PPG.

· Members will agree terms of confidentiality and conduct in meetings.


· If a member is unable to attend three consecutive meetings without reasonable explanation or is disruptive or uncooperative within the group, they may be asked to resign by the chair person after consultation with the group and a majority vote of the members of the group.

· Members must declare any conflict of interest that relate to any agenda items at the start of the meeting

Meeting frequency, location and facilities

· The group will normally meet every two months at Musters Medical Practice, Embankment Primary Care. The virtual PPG will be consulted on key issues to support the standing PPG members on key issues.

· A meeting room with appropriate seating and table, refreshments and AV facilities to be provided by the practice


· Ad hoc meetings may be called as circumstances dictate.

Minutes

· Meetings will have an agenda and minutes. Minutes will be provided within one week of the meeting. Actions will be clearly identified and completed within one month of the meeting and feedback will be given at the following meeting


· Agenda and papers will be circulated at least a week in advance of meetings.

· The chair will summarise actions at the end of each meeting

· Minutes of the meetings will be available for public viewing on the website once agreed as a true record.

· Minutes will be shared with Rushcliffe CCG PPI leads and other PPGs. Any confidential items will be covered in a separate section of the minutes not for public sharing. The chair will ask the group about any confidential items at the start of the meeting.

Terms of Reference (TOR)

Overall Terms of Reference:

1. Be a forum for the exchange of information on health and related issues including practice performance, promote health education and where appropriate influence local health care issues, and advise on patient education/awareness.

2. Assist the practice to 

a) conduct patient surveys, including the Friends and Family Test, 

b) give patients a voice in the organisation and provision of their health care,


c) provide a means for patients to make suggestions about the practice, 

d) review patient feedback and make suggestions on how to respond appropriately.

3. Be a ‘critical friend’ to the practice by providing feedback on patients’ needs, concerns and interests and challenging the practice constructively whenever necessary, e.g. commenting on survey results and patient complaints.

Supporting the Practice

1. Support the practice in helping patients to become better informed about their health care options, how to access care, and from whom, by inputting questions where appropriate to the Friends and Family Test.

2. Promote good health and higher levels of health literacy amongst patients by supporting activities within the practice, promoting self-care and providing information about maintaining health and wellbeing.

3. Support the practice and patients to adopt a shared decision making culture so patients get the most from their visits to the surgery and wider NHS.


4. Contribute to practice decision making and consult on proposed changes to practice service development and provision.


Communications


1. Help in the provision of clear and effective practice /patient communications and easily understood language. The practice to provide access to enable this via:

· Web-site

· M-jog

· Waiting room electronic screens

· Roller banner screen

· Newsletter

· Letter box

2. Provide links for patients with specific needs to form or join existing local support groups and provide support for patients to get information to maximise effective use of practice services.

3. Provide feedback to the practice on patients’ experiences, concerns and unmet needs relating to services received from local healthcare providers and other health and social care bodies.


Liaison across the healthcare community

1. Influence the provision of local community and secondary health and social care and act as patient representatives as appropriate, e.g. through representation on Rushcliffe CCG Active and other groups.

2. Liaise with other local PPGs (e.g. CASTLE PPG and other Rushcliffe CCG Active PPGs), Nottinghamshire Healthwatch, RCVS etc. to share best practice and good ideas from elsewhere (e.g. from NAPP) which might enhance the wellbeing of our patients and or staff. 


Meetings


1. See previous section (purpose, membership, meetings and minutes)

2. Provide patient representation at the Quarterly Practice Development Meetings (QPDM). The practice to give one month’s notice of dates.

3. Hold an annual general meeting and to publish an annual report showing the work of the PPG and how it has provided a link between the practice staff and the wider patient population.

4. Review and revise the TOR annually or as required.

Patient Participation Group
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