
Minutes for Patient Participation Group ( PPG ) Meeting – Weds. 25th April 2012 
 

Attending:-  Stephen  ( SF )  &  Pauline ( PC )  ( from the Surgery ) 

  Mr. Anthony Byford ( AB )  
  Mr. Michael Dean ( MD )    
  Mrs Janet Edwards ( JE )   
  Mr Paul Hubbard ( PA )  
  Mrs Laura Ruddy ( LR )    
  Mrs Ann Thow ( AT )  
 
Apologies Received:-   Dr Luke ( DrL )  ( from the Surgery ) 
  Mrs. Susan Buswell ( SB )  
 

1. Registration – the practice list of registered patients has now dipped below 7250 which is 
approximately 600 below that of 2 years ago. Many of these patients are now registered 
with the Walk – In – Centre who has approx 1000 registered patients. This drop in numbers 
affects the practice income, which in turn affects our ability to be able to finance some of 
the services we provide.  
 

2. New Services – in order to be able to continue to provide the current level of services, the 
practice has agreed to provide some additional services, which will enable the practice 
income to be maintained. This will also help maintain the current services despite the loss 
of registered patients ( see previous article ). This obviously increases the practice 
workload but we are confident that services are not unduly affected. The new services that 
we will provide from the 1st April 2012 are:- 

 learning disabilities – whereby an annual medical will be undertaken. Often patients with 
learning disabilities miss out NHS services as a result of their disability. This includes 
ensuring dental checks are made, eye tests and well man / woman to name but a few. 
Carrying out annual medicals helps ensure they receive proper and timely intervention.  

 Alcohol Detoxification – we all see when we visit the town, that there is a drink problem 
here in Eastbourne. Alcohol related attendances at A&E and alcohol related admissions, 
are both spiralling, and of course the cost of which is met by the practice. Many who 
attend A&E do not stay to be treated, but of course once they are logged into the A&E 
system, the financial clock is running, which generates an invoice to the practice. Any 
timely intervention that can reduce the demand on the NHS secondary care sector is 
good for the NHS, as well as the patient and the practice. Prevention is better than cure 
as they say, and so we will be offering substance abuse counselling at the practice with 
a view to engaging patients into the detox programme. 

 24 hour blood pressure ( BP ) machine – this piece of equipment is fitted to patients and 
over a 24 hour period will regularly check their BP. The patient returns the next day, 
where the unit is removed and the data is extracted into your medical records. The unit 
is then cleaned, reset and fitted to another patient. We will be able to use this unit 4 
times a week, as it will not be fitted on Friday's, due to our not being able to remove it 
over the week ends. The device enables a definitive diagnosis of high BP (hypertension) 
to be made. Currently, patients have to attend for regular BP checks over several weeks 
/ months before a diagnosis can be assured. Patients are then put on 1 or more 
medications to lower their blood pressure, but of course this unit will speed up that 
process, meaning treatment can start much sooner. As the device helps identify genuine 
hypertensive patients, it means costly medications will not be prescribed needlessly to 
those who are borderline cases. This unit will reduce the labelling of some patients as 
hypertensive too soon, which can often effect their insurance cover or work etc. It will 
also help the NHS save on the cost of unnecessary medications. This unit may well just 
delay the inevitable diagnosis, but will mean the diagnosis is made at a more timely 
juncture in that patients life. Often with lifestyle interventions, i.e. diet, smoking, exercise 
etc. we can delay the date of diagnosis even more.  



 
3. New Equipment Purchases 

 Spirometry machine for the practice nurses. This is a useful diagnostic tool for 
respiratory conditions such as Asthma and COPD.  

 Doppler machine, which carries out leg pulse checks in under 5 minutes. Previously 
these were done manually by the nurses, and could take up to 30 minutes to 
complete the checks. This unit is really good at detecting circulatory problems in the 
limbs, which can have devastating effects if left unchecked.  

 24 hour BP machine ( referred to in the previous article )  
 

4. NHS Budgets – questions were asked by the group about why we have to pay the hospital 
for their services, as we are all part of the NHS and the group sought clarity / explanations 
on why we have been running articles in our surgery newsletters and on our surgery 
website about the funding side of the NHS. It was pointed out that everyone who works in 
the NHS or provides services to the NHS, whilst it appears we are all contracted to the 
NHS, these contracts are very different. GP surgeries are the primary care section, hospital 
units are secondary care section. The contracts that each have are completely different, but 
more importantly are completely separate. Every patient that is seen in the hospital, incurs 
a cost which is paid for by the patients registered practice. Each time your Dr asks the 
hospital to carry out tests, i.e. blood test or X-ray etc. or sends a patient to A&E, these are 
invoiced to the practice. If the Dr refers you to see a consultant, again this is charged to the 
practice. If the consultant wants to admit a patient and undertake an operation or tests, then 
these are all chargeable to the practice. Basically, everything that secondary care 
undertakes for primary care patients attracts a fee. These cases are all managed by the 
practice as we are completely aware they are happening, agree to the events taking place 
and for the practice to be invoiced for the package of care being provided. The hospital 
calls these elective episodes. When a patient chooses to attend A&E this is outside of the 
normal GP control and the hospital calls these non-elective events. In most cases the 
patient is treated and sent home. Sometimes this may involve some tests being carried out, 
a referral to a consultant in the out-patients department or the patient might even require 
admission. Whatever care the patient receives is completely paid for by the practice as 
normal, but the difference now is that these events are unexpected and therefore not so 
easily managed by the practice, in terms of financial control. It is a bit like you suffering a 
leaking pipe in your house, or your car breaking down, whereby you have to find the money 
to pay for the emergency repairs. In order to meet these costs, the practice receives a 
budget to cater for all their patients medical / prescribing needs. The budget is calculated 
using an age / sex formula. The NHS has a massive amount of data, and basically this is 
used to determine medical activity for men and women and in varying age groups. We 
know there are times in men and women's lives when they use the NHS more than in other 
times. This is where the age and sex of the patient plays an important part. This formula 
has a pricing structure attached and this is used against the number of patients registered 
with that practice. By knowing the breakdown of registered patients in terms of age / sex, 
the budgetary needs of that practice can be calculated. From this budget the practice is 
expected to cater for all its secondary care needs and prescribing requirements. In previous 
years, any overspends by practices were met by a neighbouring practice who under spend, 
the Health Authority in Lewes would provide additional funding or we would have to go ' cap 
in hand ' to central government for additional funds. Overspends were often carried over 
into the next financial year and practices were expected to balance the books at the end of 
that year, by making savings in year. With the impending changes to the NHS from April 
2013, GP's will be given their own budgets and there can be NO overspends as there will 
be NO bail outs. We must all be aware that tough times are ahead. The group accepted the 
explanation and felt that the practice trying to educate patients about the use and abuse of 
secondary care must continue, irrespective of whether this causes offence or not. The 
practice does not intentionally set out to cause offence but is acutely aware that saying NO 
to patients can in itself be confrontational or seem to be so. 



 
5. In – House Bloods – the practice is looking to increase its in-house phlebotomy service 

and this would mean that all patients can have their blood tests undertaken here at the 
surgery. At present all blood tests we are unable to book here at the surgery are done at 
the hospital. We are aware patients have to both get to the hospital but also often incur 
parking charges as well. From a convenience point of view, having it done at the surgery 
makes good sense but we are restricted in both time and space. However we are looking 
into this and are hopeful that we will be able to be self sufficient on blood tests. Of course 
any patients who, live or work close to the hospital can continue to choose to have their 
blood tests done there. In our earlier article on budgets we stated that blood tests are 
charged to the practice and this will still continue to be the case. At present all those who 
attend to have their blood taken by the hospital phlebotomist, incur the practice an 
additional cost, whereas if we do more in-house bloods, we can absorb some of this cost 
into our normal everyday practice running costs, so we will save a little on our budget.  

 
6. Automatic Opening Surgery Doors – this was raised / addressed at the last meeting but 

some of the other suggestions about the main front surgery doors and the inner foyer doors 
would be discussed as a practice and reported back to the group.  
a) It was proposed by the PPG that the main surgery outer doors were open before 8am in 

winter to allow patients to come inside, but to lock the inner doors, so they can wait off 
the street but in the foyer area.  

b) It was also suggested that blinds could be put up for the inner windows, to screen 
reception before the official 8am opening time.  

c) It was requested if a canopy could be fitted over the outside of the building to shelter 
patients from the elements before opening times.  
 

Point a) it was felt that patients are very well aware that our opening times are 8am and that 
arrival before this time would mean them having to wait. Shops / offices and businesses 
throughout the town do not make special arrangements for their clients / customers and it 
was questioned why we should make special cases of our patients, just because we are a 
doctors surgery. There was also some concern that what might start out as letting patients 
into the building 5 minutes earlier, would soon become 10 minutes and before we know 
where we are it is 30 minutes or even an hour before our official opening time. It was 
commented on that the foyer is not a massively large area but patients with wheelchairs, 
mums with buggies or motorised scooters would fill this area very quickly and that these 
could present a hazard in case of fire or if a doctor had to leave the premises in a hurry. 
The doctors / nurses are often at reception giving advice and instructions to the 
receptionists before we open and the clinical team thought this might interfere with this 
routine. It was felt that whilst the suggestion first appeared a sensible one, it could have far 
greater implications and it was agreed that we should not implement this. 
Point b) as we were not implemented point a) this was not longer needed. 
Point c) due to the necessity to spend our NHS budget wisely, it was felt that a canopy was 
more of a luxury rather than a necessity. It was thought to be a sensible suggestion but that 
the finances would not allow this at this time. Therefore the suggestion has been delayed 
rather than dismissed until such time as the financial position improves.  

 
7. NHS Health Checks – the NHS has for the last few years advocated that surgeries offer 

their patients a cardio vascular disease ( CVD ) risk assessment if they are between 40 and 
74 years of age and are not currently suffering or being treated for a cardiac condition. We 
have to date undertaken over 500 of these medical checks but have sent out invites to a 
whole lot more of our patients, who have either declined the offer or not responded. This 
newer NHS Health Check is not available to those who have had a CVD risk assessment 
until 5 years have elapsed but the exclusion has been expanded from those with pre-
existing cardiac conditions, to also now include patients with Diabetes, and this is because 
diabetic patients are to be managed in accordance with NICE guidelines. We are about to 



start sending out invites for NHS Health Checks which includes blood tests as well as 
lifestyle checks and we would encourage you to take up the offer as this is an excellent 
screening and early warning of potential cardiac problems.  
 

8. Patient Questionnaire for 2012 – this was on the agenda but due to the time taken to 
discuss NHS finances and budgets, the meeting had to be curtailed. We are looking for 
ideas / suggestions to put together the first draft of our patient questionnaire for this year. 
This will be tabled at the next meeting. 
 

9. Terms of Reference ( TOR ) and Confidentiality Agreement ( CA ) – as for item 8, this 
was also on the agenda but due to time constraints was not discussed. Therefore this is 
also on the agenda for the next meeting. 

 
 
Next Meetings – Wednesday 20th June @10:30  
( it is expected that Dr Bruuns will be attending to give a consortium update to the group.). 


