Rooley Lane Medical Centre Local Patient Representative Group Report 2012-13
	
	

	a description of the profile of the members of the PRG
	We endeavoured to get as wide a range of patients as possible. We recruited 101 patients to the group in year one and this reduced to 39 in year two.  The demographics in year one showed that we had a mix of ethnicities in proportion to our practice population with only one category of ethnicity missing. This is something we hoped to improve within the group process in year two. There was also a fairly balanced mix of age groups and people of different marital status. The female to male ratio was 2:1.

Year two demographics show a similar mix to last year but decreased representation of ethnic minorities in proportion to our practice population. We will aim to look at this in year three of the group. We introduced a new sign-up sheet to get more detailed demographics in year two.

In year one four group members replied that they considered themselves disabled and this increased to six in year two. We also found, in year two, that our group includes housebound patients, carers, cared for patients, parents of young children and patients in different accommodation types. 

 Although we asked our community matrons to see if any care home patients would like to join the group we did not get any care home members. The section below also details how we went about the recruitment process. 

In the future we will need to look at how we address the issue of engagement with patients who do not have English as a first language

	the steps taken by the contractor to ensure that the PRG is representative of its registered patients and where a category of patients is not represented, the steps the contractor took in an attempt to engage that category
	Our group was advertised extensively. We put posters in the surgery on notice boards, Doctor’s room doors and in the windows. We used our callboard to advertise the group as well as our digital information screen in the waiting room. We advertised in local business windows (including the local pharmacy). We pt adverts in 2 local free magazines that are delivered directly to the houses of all residents in our practice boundaries, which means all of our patient list received this magazine. We advertised the group on our website and patients could sign up directly via the website. We advertised the group in our Practice Newsletter.  Doctors asked patients opportunistically during consultations if it was felt appropriate. This also gave the opportunity to try to recruit patients who may traditionally not be represented in these type of groups such as the disabled or infirm.  District nurse and Community Matrons were asked to discuss the patient group on their visits.  All staff were actively encouraged to ask patients at any point of contact (if appropriate) if they would like to join our patent group.   

In year one we allowed two months for people to join the group and felt that if we managed to achieve a size of about one hundred people then this would be appropriate. This number was based upon examples of other virtual patient groups that we highlighted on the Bradford and Airedale PCT website. We did not approach local voluntary groups for the reasons described in the first section, and also we quickly achieved just under one hundred members within a few weeks.  We have not closed the group to membership and continued to advertise the group on our notice boards, website, in the newsletter, call board and new digital information board. Should the number appear to be excessive then we would ask the group to help us determine how we would manage this.

The demographics of our patients were collected at point of sign up to the group. We felt that if we recruited in a reasonable manner then the group should be truly representative.  If this was not the case, based on the demographics gathered, then we would endeavour to recruit further (in a targeted fashion)  in year two but consult with the group on how to proceed with this and see what level of demographics they would like to divulge to us.

Retrospectively, we felt we should have asked all new patients if they would have like to join the group (in year one) and so we did this for the second year of the group. 

In year two we continued to use all the methods as detailed above. We changed our sign-up sheet to gather more demographics having sent out an early survey to ask if our group approved of the new style form. They did and we included information on accommodation type, whether someone was housebound, if they were a carer and if they had a disability. 

We will need to look at ways to identify and remove those patients that leave the practice yet do not inform us they want to leave our PPG. This issue was not resolved in year two but we hoped to be able to resolve this in year three. 

We acknowledge that the PRG is still in its early stages and so it is a continual learning process. We aim to learn by our mistakes and take constructive criticism openly along the way to continually strive to improve the process and also the mix of patients within the group. We are looking to have a further more intensive recruitment drive in year three to increase the overall numbers to around 100 again if possible but using the same methods as in year one to establish the group in the first place.


	details of the steps taken to determine and reach agreement on the issues which had priority and were included in the local practice survey
	As we had a virtual patient group we decided that the best way to get patient views was to use an online survey tool called Survey Monkey. To include patients who did not have computer access we posted out hard copies of the survey to those members who elected to be part of the postal group with stamped addressed reply envelopes. We used the local patient survey template from the PCT and added open ended questions of our own in year one to allow our group members to freely state their priorities in a number of different areas.  These questions were: 1. Are there any other services the practice could offer? 2. Is there anything about the premises that could be improved? 3. Is there any way your overall experience of the practice could be improved? 4. Is there anything we could do apart from offering more appointments to make it easier for a patient to get an appointment? 5. An open comment for patients to mention anything they felt hadn’t been covered. 
In year two we added two questions about information governance to see how our group felt we managed patient data. We also added a short vote about 5 issues we had raised ourselves based on practice priorities and the year one patient group process. The 5 issues were to look at – 1.Appointments. 2. Prescriptions. 3. Surgery decor/layout. 4. Services. 5. Structure of the patient group. The group also left a lot of comments which were extensive. They voted on prescriptions, services and appointments. The open ended part of the same survey suggest some other priorities for our group so we first asked them if they would like us to look at these and then joined these together with the first three to give eight overall priorities for the group to vote for their top three for implementation.  
The postal part of the group were able to write any further comments on their replies to the second survey. The online group were able to leave comments at anytime online via our website in the patient group section.

	the manner in which the contractor sought to obtain the views of its registered patients
	We obtained the views of our population via different surveys. There was one to three month gap between surveys. As mentioned we used the Survey Monkey online survey tool for our online group and printed out hard copies of this for our postal group with a stamped addressed reply envelope. We felt that the group were given good opportunities to give their views throughout the whole process.  Our final survey appeared to show that overall the group felt we had managed to obtain their views adequately, it also gave members the opportunity to state one thing they would to take forward into next years survey.

	details of the steps taken by the contractor to provide an opportunity for the PRG to discuss the contents of the action plan
	Group members were asked to vote on their top three priorities from the list of eight key themes. The online group were free to post comments via the website at any point and postal members were able to post comments via ongoing replies. The final survey asked if they were happy with the process and 70% felt that their views had been obtained to a satisfactory degree.

	details of the action plan setting out how the finding or proposals arising out of the local practice survey can be implemented and, if appropriate, reasons why any such findings or proposals should not be implemented


	The action plan gave the results of each survey and commented on how each of the confirmed areas for action would be implemented. It also gave suitable timescales.  These areas are:
1. Tackle missed appointments.
· This is to be put in place by June/July 2013.
2. Message on the announcement board when Doctors are running over 30mins late.
· This is to be implemented by May 2013.
3. Create a formal queuing line.
· This is to be implemented by June 2013.


	a summary of the evidence including any statistical evidence relating to the findings or basis of proposals arising out of the local practice survey


	The evidence of our findings comes from our surveys.  Some suggestions are from the surgery but most are based ont he patients themselves. The first two surveys gave eight clear themes and our group were ask to vote on their top three which we promised we would try to implement if possible.  All three surveys were answered by approximately approximately two thirds of our group for each one.  The last survey showed us that 70% of patients were satisfied or very satisfied with the process as a whole, 70% felt their views had been represented, 80% felt we did the right number of surveys, 70% felt we had adequately implemented the priorities identified and 100% felt we should continue with the current model.

	details of the action which the contractor, and, if relevant, the PCT, intend to take as a consequence of discussions with the PRG in respect of the results, findings and proposals arising out of the local practice survey

	We committed to the following three actions as detailed below and of those not already implemented have given suitable timescales for completion. 

4. Tackle missed appointments.
· This is to be put in place by June/July 2013.
5. Message on the announcement board when Doctors are running over 30mins late.
· This is to be implemented by May 2013.
6. Create a formal queuing line.
· This is to be implemented by June 2013.


	where it has participated in the Scheme for the year, or any part thereof, ending 31 March 2012, has taken on issues and priorities as set out in the Local Patient Participation Report
	We have taken on issues and priorities as set out in the local patient participation report.

	the opening hours of the practice premises and the method of obtaining access to services throughout the core hours where the contractor has entered into arrangements under an extended hours access scheme, the times at which individual healthcare professionals are accessible to registered patients.
	Our opening hours during core hours are 0800 to 1800 Monday to Friday with telephone call being diverted to Local Care Direct from 1800 to 1830 Monday to Friday. We also provide extended hours cover from 0700 to 0800 on varying mornings each week appropriate to our population size of approximately 6500.

	A copy of this report must also be supplied to the PCT. Please indicate that this has been carried out:
	This report and the Local Patient Participation Report have been uploaded to share point along with all relevant documentation to provide as evidence of our involvement in this DES.  we have also uploaded the relevant documents to our website.

	
	


