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The Chair opened the meeting by welcoming everyone including Jittesh. He summarised the agenda. 
· ITEM 1 – Previous minutes and matters arising – Thursday 28th January 2016
The minutes were confirmed as accurate and were formally accepted as a true record.  This was proposed by Keith Boad and seconded by Martin Wright.
There were no matters arising for discussion at the meeting. 
· ITEM 2 – Chair’s announcements

1. A new constitution has been drafted to replace the original terms of reference.  Copies of the draft constitution will be sent out to all on the Network's distribution list, together with minutes of this meeting, plus copies of presentation slides used.  If you have any comments on the draft constitution, please send them by email to Jittesh Solanki before the Network's July meeting.  A final draft will be proposed for adoption at the AGM in November 2016.

2. Solihull CCG are looking for volunteers for a quality assessment regarding the 111 service at the West Bromwich football club stadium on 15 June 2016 taking place 9am-4pm. Any Network members interested in participating are to let the Chair know.  Tony Green will attend it, but other volunteers are welcome.
· ITEM 3 – Presentation on Palliative Care by Jennifer Brewer, Lead Palliative Care Nurse, Heart of England NHS Foundation Trust
The chair introduced Jennifer, who delivered a presentation on Palliative Care.  

A copy of her presentation slides will be distributed by email with the draft minutes. 

NOTE 'Q' means 'question'; 'A' means 'answer'; and 'C' means 'comment'
Q  How does “Make sure you have a conversation about dying”, get done and how can you educate us on how to speak to people about end of life care.
A  Any discussion on dying can help, but a societal shift is needed to enable these conversations to happen widely. For HEFT, education is high on our agenda and we are including professionals in this such as GPs when communicating with their patients.
Q  What is the mortality rate in one year? How many patients were admitted or re-admitted frequently? At a registered care home managers forum there was a topic around inappropriate discharges, is this monitored?
A  We have requested data for re-admission as well as from care homes and discharges. My colleague is doing a lot of work in care homes to aid patients and the work we do. Sometimes the discharge is not great: we are embedding plans with care homes and working together across Solihull will be positive. On our agenda is an “Impact System” which is an electronic communication amongst organisations that may help with this.
Q  I have a personal involvement in palliative care and access to it. At an interview I told them the 24/7 phone support line was the best feature and we need a dramatic change in attitudes for carers to be given more support like this. 
A  A lot of support is merely “sticking plasters” - that is, temporary and local, with little integration with other solutions or services.  However we are looking at a sustainable system for carers and patients.  There is need for a hub to provide a focus point through which carers can get advice and support.
Q  Regarding re-admissions, I am a Practice Manager and have completed audits in readmissions which Solihull CCG should have and should be able to share with Jennifer.  GPs need more support in having the end of life conversation with patients.
A  Not sure how things will evolve but we would like to speak to GPs.
Q  Is there information available on the internet?

A  I will send the details and links to Tony to distribute.


· ITEM 4 – Discussion at tables on how to improve “Talk with a stranger break” and a topic to discuss at 12.45pm.  

Delegates sat in table groups to discuss what can be done to improve the effectiveness of the “Talk with a stranger” break.  A steering group member present on each table would report feedback at the end. Also they were tasked with choosing a topic to discuss towards the end of the meeting.
· ITEM 5 – the ‘Talk with a stranger’ break 
The chair encouraged delegates to use the 15 minute break to meet delegates from other PPGs to swap ideas and information.  Learning from other PPGs may be just as valuable as learning from presentations by expert speakers.
NOTE: CHANGE OF PLAN:  The second invited speaker, a Junior Doctor, Paul Ellis, had agreed to come and talk about the roles of Junior Doctors and the recently-ended dispute.  Unfortunately he didn't arrive.  It was found later that day that he had put a reminder on his mobile phone but had changed to a new mobile and had forgotten to transfer the reminder.  He apologised and will come to speak at a meeting later this year.  Luckily the chair had another presentation ready to fill the unexpected gap so he presented that: -
· ITEM 6 – Presentation on Lyme Disease by Tony Green, Network Chair
A copy of the presentation slides will be distributed by email.
NOTE 'Q' means 'question'; 'A' means 'answer'; and 'C' means 'comment'
Q   Are 
GPs allowed to prescribe antibiotics if the disease hasn't been diagnosed?
A   GPs are asked to cut back unnecessary prescription of antibiotics, but a good GP would ignore that and give priority to the patient's needs.  A lot of GP prescriptions are based on the GP's best guess if no definite analysis can be reached.
Q  Are tick bites the only way to catch Lyme disease?
A  Yes they are.  To pass on an infection a large amount of bacteria would have to be transferred from an infected animal to another and there's no known case of humans being infected except via a tick.


Q  
Is Lyme disease contagious?
A  
No, humans can't pass it on to each other.
Q  
Is the disease a risk everywhere?
A   It is in any environment where the ticks can get prey when they need to feed, and shelter and modest warmth the rest of the time.  Ticks can’t survive without those  three elements.
Q  Are ticks altitude sensitive?

A  They're sensitive to the availability of prey, and moist, warm shelter, and won't get those at high altitudes, so can't survive there.


Q  Farmers, shepherds and ramblers seem most likely to catch Lyme disease, are there any statistics to show this?
A  They are at higher risk, but is also likely that folk whose normal work is in tick-prone areas will either learn from experience of being bitten (most tick bites don’t carry disease) or be told by others to take precautions.  I haven't found any record of this on the Internet and it seems very doubtful that this aspect is recorded in public statistics. 
C   I am worried now, I use leaf mould in plants and don’t always wear gloves. I had never considered the risk of ticks.

Q  What are the long term statistics? For those with a 10 year plus diagnosis, would they die or do most live?

A   In most cases Lyme disease is life-damaging but not fatal: it's much more likely that an infected patient will die with Lyme disease rather than from it.  But sometimes it can be found to be the main cause of death.
Q  Are there medications to help?

A  As mentioned earlier, there are antibiotics.  These always destroy the infection if the antibiotic course is completed soon after infection.  If the antibiotic course is completed years afterwards, some patients are cured while others aren't, and continue to be ill.  Currently there's no way of knowing which will and which won't be cured.

Q.  With the rash being identifiable, if someone has fatigue would the GPs be aware of Lyme disease to check this?

A.  Due to the low numbers of Lyme disease patients, GPs may not be aware but they should check symptoms although the symptoms may not be specific to Lyme disease.  If they suspect Lyme disease, they should prescribe antibiotics without waiting for a definite diagnosis.

Q.  Is there a sure fire test?

A.  Yes, a laboratory can analyse a blood sample and the results will confirm whether or not the patient has Lyme disease, unless the blood sample is taken very soon after the infection, before the bacteria have multiplied to a detectable level.  So it's best to treat possible Lyme disease before diagnosing it.

· ITEM 7 – Discussion of topic identified earlier
The Chair asked for steering group members to feed back views from their table group on what can be done to improve “Talk with a stranger” breaks as well as what topics should be discussed before close.
· K Boad – Not many strangers at meetings due to low numbers, we could look at discussing how to improve attendances.

· B Austin – Get a coffee and move to another table. Action points to transfer back to GP practices such as self-carers, sharing problems at the table, newsletters at practices could be useful for discussion.

· J Walker – Numbers are low and we need to ask why and should we repeat past processes? We need to look at how we engage and bring enthusiasm into the Network.
· W Smart – It would be good to have group discussion. The numbers are low and we need to allocate time to discuss our growth.   One problem is unawareness: small PPGs may have only have 2 members compared to Shirley/Solihull PPGs with around 30.
Discussion around the 111 event at West Brom football club stadium.
Q  Someone should go to the 111 event and feed back to the group.

A  I (Tony) am going and other patient representatives are needed. In the morning session questions will be presented to potential providers and we will help judge the quality and effectiveness of the way providers respond. In the afternoon session there will be a similar process about the OOH (out of hours) service.  I'll report back to the next Network meeting.
Q  Jo Walker volunteered to attend but only if given a lift.

A  Tony agreed to do this.
Discussion on low numbers and improving attendances.
Q  The timing of meetings? The times for the meetings stop full time workers from attending.

A  This has been suggested previously.  In 2015 we asked 120 people on the Network distribution list – which includes many people who work full time and don't attend - to let us know whether they would like the meeting time changed to the evening.  Out of 120 or more on the list, unfortunately fewer than ten replied, and there was no consistency in their answers: most said they preferred daytime meetings.  Apathy is the greatest challenge to democracy.

Q  Who would go in the evening, please raise hands?

A  10 voted yes, 6 voted no.

C  So unless moving the meeting to evenings would get at least 6 more attendees, daytime meetings would be better.

Q  If we hold say 2 or 3 meetings in the evening during warm, light months and then see if it works? When it’s winter we could hold during the day if attendances drop?

A  If evenings are successful we can review it as this may be more popular. Our next meeting is scheduled during the holiday period.

Q  Open meetings in a Saturday morning to gain feedback?

A   Practice managers wouldn’t want to go in on a Saturday.

Q  How many PPGs come under the Network?

A   Approximately 20, the criterion is whether they are based at a GP practice registered with Solihull CCG, or at one of that practice's surgeries.
Q  But the last meeting only had 14 PPGs represented?

A  Several  practices don’t have a PPG and others where a PPG exists but doesn't seem to want to share ideas, or to learn.  Some non-attending PPGs are very small and/or meet only rarely, and/or are purely virtual (email-only) groups.

Q  4 out of 26 members attended from Shirley, only three are allowed to vote though?
A  Yes, a PPG can send up to three to vote.  Anyone who attends without being one of a PPG's three delegates would be a non-voting guest.  However the Network only rarely votes on anything.
C   Practical things for the PPG to do would help.
C  Sharing articles for newsletters, we could use the CCGs articles.

C  Feedback last year was consistently positive and said the Network's doing a good job. 
· ITEM 8 – Any Other Business 
The next Network meeting will be on Thursday 28 July 2016 from 11 am to 1 pm.

There was no further business to discuss.  

The chair thanked delegates for attending and closed the meeting at 1pm.
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