
Queensway Patient Participation Group Meeting Wednesday 17th May 2016, 6:30PM – 
7:30 PM 

Queensway Medical Centre, Poulton-le-Fylde 

MINUTES 

No. Agenda Item Lead

1 Welcome and Introductions Mel Ashe

2 Apologies for Absence Mel Ashe

3 Minutes of Previous Meeting Mel Ashe

4 Matters Arising from Minutes of last meeting Mel Ashe

5 Source (Engagement) and Review Feedback (Compliments and 
Suggestions) 

• DNA – a little raised 
• FFT – FFT’s discussed – JN informed the group that she 

had added the function to MJog so that each time a person 
with a mobile phone logged on their records came for an 
appointment a text would be sent asking for feedback.

JN

6 Practice Update 
EPS – dates 
EPS business 2 meeting (all local pharmacists, prescribing clerks, 
pharmacist, Bfw ICT and HSCIC) – May 12th 2016 – this went 
extremely well and the ICT department commented that it was one 
of the best meetings they had undertaken as some other surgeries 
do not have as good a relationship as we do with their chemists. 
EPS Go live day – May 23rd 2016 
Shingles campaign – Sam Nix is currently recalling all the patients 
who are on the catch up program to be vaccinated by July 2016

Jenny 
Naden

7 Building Update – still on-going nil to report Jenny 
Naden

8 Neighbourhood Update - Care Home project re-recruiting Jenny 
Naden

9 Mel AsheFylde and Wyre CCG Update 
• Public and Patient Engagement (PPE) – Mel feedback from 

PPE 
• New Models of Care (NMoC) – See Appendix one taken 

from FWCCG GP Contract 
• Extensivist service – is now in situ sharing the same building 

as Lockwood Avenue Surgery  

•
Extensive care - 
Patient FAQs.pdf

Extensive Care 
Leaflet.pdf



  

Glossary 
FFT –  Friends and Family Test (patient feedback on quality of services NHS) 
EPS –  Electronic Prescribing (enables prescribers - such as GPs and practice nurses - to 
send prescriptions electronically to a dispenser (such as a pharmacy) of the patient's 
choice. This makes the prescribing and dispensing process more efficient and convenient 
for patients and staff.) 
Bfw ICT – Blackpool Teaching Hospitals Information and Communication Technologies 
HSCIC – Health and Social Care Information Centre  

Appendix one: 

10 PQIP visits 2016 – the PQIP will now be part of the GP Contract 
and the visit will need to be attended by the Chair of PPG. 
CQC Intelligent monitoring – Intelligent monitoring report shows a 
huge improvement in patient feedback and it reports that the 
‘telephone response’ is above national average along with ability to 
get an appointment and also overall experience so well done to us 
all. 
Online records access – Medical Records access has now been 
available on Emis access from 1st April 2016 as per the GMS 
contract.  Paperwork, risk assessments and protocols are underway 
to ensure the safety netting of this particular area. 

JN 
JN 
KG

11 Member Updates - David Cartain and David Grundy -  have given 
notice that they will no longer attend – but are happy to receive 
minutes and will feedback as necessary.

All

12 AOB 

13 Date of Next Meeting:  
Thursday 15th June 2016 at 6:30 pm, Queensway Medical Centre.

New Models of Care 

Commissioning Lead:  Sarah Camplin 



Rationale Improved integration of health and social care was emphasised in the 
publication of the Five Year Forward View (October 2014).  Partners 
across the Fylde Coast health and care system have built on earlier 
work to develop New Models of Care, considering successful 
international models.  Since early 2014 work has developed approaches 
to Extensive Care, Neighbourhood Care Teams (formerly known as 
Enhanced Primary Care and Integrated care Teams) and Episodic Care 
to develop models that will drive improved outcomes and quality through 
proactive, integrated service provision.  

The key principles underpinning the New Models of Care are to provide 
targeted support to those who require services, to ensure a focus on 
prevention and early identification in the wider population and access to 
appropriate support where necessary, across the continuum of need.   

In order to ensure future sustainability of the local healthcare system 
and improve the long term health of the local population, healthcare 
professionals need to be empowered to be identifying the signs of 
disease at an early stage, detecting it before complications occur. 

An emphasis on patient-owned personal goals is proven to improve 
long-term condition management.  This is about empowering patients to 
be able to make informed decisions about how they will proactively self-
manage their condition.  Information sharing with patients at the 
moment relies upon patient-held care plans. 

The management of long-term conditions (LTCs) should be delivered in 
line with evidence and experience based local guidelines, in order to 
ensure a standardised baseline approach to treatment and 
management.  Local guidance for diabetes is available in Appendix 
Diabetes.  Guidance for other long term conditions is under 
development.  Where local guidance is not available national guidance 
should be used, as appropriate. 

National evidence shows that patient education informs and empowers 
patients to make decisions about their LTC management.  New 
evidence is starting to suggest that a suite of options is the best 
approach.  

Education programmes for Health Care Practitioners (HCPs) will need 
to be delivered by a range of providers from commissioned specialists 
(i.e. consultants and specialist nurses) as well as bespoke packages 
from specialist trainers. 

Patients managed within the Neighbourhood Care Teams will be 
supported to better understand their own needs and how to manage 
their own health and will receive signposting and support where 
necessary to problem solve wider social issues that may be impacting 
on their health and well-being. This should reduce their dependence on 
the NHS and Local Authority. 

A regular forum/opportunity to troubleshoot and address issues with the 
health element of the individual care plan is required. The 
Neighbourhood Care Team will need to discuss areas of concern 
particularly for the more complex patients where progress is not being 
made e.g. the wellbeing elements of the plan are being addressed but 
the patient is not compliant with medication. 



Delivery 
❖ Existing data is used in a proactive way, to assist GPs in 

identifying disease at an earlier stage, thereby ensuring that 
complications are minimised and strain on specialist services is 
reduced. Practices can be supported to utilise the case finder 
tool within the PRIMIS tools.  This is currently available for  A F , 
COPD, Diabetes and Heart Failure. 

❖ People identified in the case finder tool as high risk (appropriate 
clinical coding) are, where reasonable to do so, assessed / 
reviewed and where appropriate referred/signposted to support 
services e.g. Pulse checks where appropriate for AF. 

❖ Ongoing treatment and monitoring is provided including lifestyle 
management advice, referral to activity / patient education 
programmes (where available), preventative treatment and 
management of stable co-morbidities and complications. 

❖ People with diabetes receive care in line with the guidance in 
Appendix – Diabetes.   

❖ Vulnerable older people, high risk people, and people needing 
end of life care (aged 18 years or over) who are at risk of 
unplanned admissions are identified (using risk stratification 
tools where appropriate), on a monthly basis.  Equal 
consideration should be given to physical and mental health 
conditions.  A Higher Quality register is maintained in order for 
their care to be managed proactively, which will total 4% of the 
practice registered population. 

❖ Where a total 4% register has not been identified, evidence of 
working towards this target and a demonstrable clinical reason is 
required. 

❖ Higher Quality Care Plans are developed with people on the 
register (using the Fylde and Wyre template) by the most 
appropriate clinician in the neighbourhood care team (e.g. care 
plans may be completed by a GP, practice nurse district nurse or 
care co-ordinator depending on care requirements).  Further 
details on the Higher Quality Care Plan can be found in 
Appendix Higher Quality. 

❖ For people on the Higher Quality register, timely telephone 
access is  provided via an ex-directory or by-pass number to: 

o Ambulance staff and A&E clinicians 
o Care and nursing homes 
o other care providers (e.g. mental health and social care 

teams) 

❖ Where clinically appropriate, people on the Higher Quality 
register who have urgent clinical enquiries are able to access a 
same day telephone consultation and, where required, follow-up 
arrangements (e.g. home visit, face-to-face consultation, visit by 
community team etc.).  The same day telephone consultation is 
with the most appropriate healthcare professional, following the 
practice clinical/non clinical triage model, to meet the person’s 
needs. 

❖ People on the Higher Quality register have a named accountable 
GP and care co-ordinator. When people are added to the 



K e y 
Per formance 
Indicators/ 
Evidence 

Long Term Conditions 
➢ Practices will maintain or improve delivery of the 8 diabetes care 

processes (excludes Retinal Eye Screening), comparable to 
CCG average (monitored via GRASP Diabetes Care Audit). 

Out of Hospital Care  
➢ Practices will evidence partnership working to reduce Unplanned 

Admissions (monitored via SUS data): 
Higher Quality 

➢ The practice coordinates a Higher Quality register of people 
identified as eligible (criteria in appendix HQ).  The register will 
be 4% of the practice total registered population:  2% register for 
the Proactive Care Directed Enhanced Services (commissioned 
by NHS England) plus 2% for Higher Quality Local Enhanced 
Service. 

➢ The practice notifies 100% of people on the Higher Quality 
register of their named accountable GP and care co-ordinator, 
within 21 days of being added to the register.  People already on 
the register are reminded within 21 days of any changes to their 
care plan. 

➢ 95% of Higher Quality care plans have been reviewed within 12 
months of creation. 

➢ People on the Higher Quality register that are discharged from 
hospital are contacted by a member of the practice team within 3 
days (excluding bank holidays and weekends). 

➢ Quarterly reviews of emergency admissions and A&E 
attendances by people on the Higher Quality register are carried 
out. 

➢ A plan for how the practice will maintain or reduce unplanned 
admissions and A&E attendances for the 4% of patient register.  
In addition, this will support the requirements included within the 
Resource Utilisation section for reviewing the CCG data pack. 
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