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Minor Injury Units and Community Hospital Beds
A few days ago | wrote in Devon Voice (in response to a comment about the reduction in e o
hours of MIUs within the new Devon PCT area):

“Sadly this is merely the start of what will be a very difficult period of at least 18 | \
months. The only priority for SHA and PCT CEOs as handed down in tablets of \

stone from DH is that they will bring in a balanced budget at 31/03/07. Recovery e o e ©
plans are being written and worked on almost everywhere, even in Devon as the
"local health community" must break even and that now includes Bristol and
Treliske. Devon budgets have been top sliced to cover debts accrued elsewhere
and those debts are now Devon's. MIU hours will be reduced, Community Hospital bed numbers will be
reviewed and "temporary" closures will be common around the country. Pressure will be brought to
bear on 2ry care referrals, the ludicrous word "inappropriate” will appear in documents linked to
"referral” and "admission" in particular, but also to "prescribing”. Enhanced services will be examined
and suspended in some cases (perhaps "temporarily”, perhaps not), the price of everything will be "re-
examined" but the cost of little will be properly understood. (“Value” shurely? Ed.)

Oh, and this will be nobody local's fault as they will just be doing what has to be done to avoid P45s on
1st April 2007 as the last act of a Secretary of Sate, who has offered her resignation if the finances are
not "balanced", will beto sack all those who she will deem responsible for her fall from power.

What the profession has to consider is whether all the above is acceptable, whether we wish to help or
hinder the process and whether our actions can limit the effects on patients? | hope that both old and
new colleagues in PCTs and the SHA will wish to ask the profession’s thoughts on what can best be
done with least damaging effect on patients and the effectiveness of services that GP practices provide.
| have a real expectation that that will happen when health managers get the time to draw breath. In the
meantime batten down the hatches as stormy times are ahead.....”

On Monday 11th the Devon PCT made a press release announcing their aspiration to save some £15m
within the current financial year with contributions towards that amount being hoped for from a number of
measures including reducing MIU hours, temporary closure of “up to another 100 Community Hospital
beds”, reducing OPD follow ups, reducing both Consultant to Consultant referrals within Trusts and
referrals to PCTs outside Devon, “ensuring” best practice and consistency in prescribing, paying GPs
“consistently and fairly”, freezing PCT vacancies, reducing the use of agency and bank staff, reviewing all
short term and fixed contracts, reviewing the role of staff members with less than two years service with
the PCT, reviewing the short term provision of “low priority services such as breast augmentation, breast
reduction, IVF and orthodontics” and finally reviewing the implementation of NICE guidance.

Dr Kevin Snee (the new CEO of the new Devon PCT) and
| spoke by telephone for the first time after both of us had
been interviewed and fiimed separately by both BBC PCT Financgs ...............................................................
Spotlight and West Country Live. We will be meeting in Eﬁgﬁr,},toc\,};ilce '''''''''''''''''''''''''''''''''''''''''''''''
the very near future to see what we can do to attempt to QMAS/QOF/é.I;.Z.é.I;:::: """"""""""""""""""""""""""""

ameliorate the issues facing us all and discuss how we PES/GPPS .....ooeveve.....
will work in the future. | am delighted that Dr Snee has STBIME coosooncnseamonseononsassaesasssencasacncasacsnosasonsamanaamaosansaos:
quickly arranged meetings with concerned GPs next week GANFYD ...ooovvninininnininsnisin e,
at 7p.m. on Tuesday 19" December at the old East Devon L e
PCT offi E . d h . Violent Patient Scheme
office near Exeter airport and on the next evening at Patient INfo on NAIONA! SPING e 4
Lescazes offices at the same time. | will be attending both “| just want a blinking ambulance!” ...........ccooccooovon... 5
meetings. Physiotherapy Sick NOtES ........ccoceveveueeeeereeeeeneen 6
AAVEITS e 6
What next? Conferences, Courses & Information......................... 9
There are going to be inevitable “knock-ons” from this The good, the bad and the ugly ..., 9
action taken by the PCT. The Devon County Council's LMC ANNUAI REPOTT ..o 10
Devon LMC AGM.......ouuiiiiiiiiiiiiieiiieiiiiieiiieieiineienenenenenen 10

Oversight and Scrutiny Committee” will examine these Pension Reminder . m—m—m—™—— 10

NDavom LG Naw
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moves at their meeting in January as they are particularly concerned that there was no prior consultation
with them or anybody else as far as | am yet aware. The SHA will be checking whether the “Winter Plan”
submitted to the SHA by Devon PCT (and accepted by the SHA) will still be achievable in the light of
reduced bed numbers and nursing skill mix within the Community Hospital sector.

How deep is the “black hole in the finances?

That is a difficult question to answer. This week’s report from the “House of Commons Health Select
Committee” (available on Devon Voice) shows that the old Peninsula “health community” had debts of
some £29m in 2005/06. Of all the PCTs only Mid Devon PCT “overspent” by £2.398m. The Devon
Partnership trust came in at - £1.72m, Plymouth Hospitals Trust at - £1.932m, and then the two “big
spenders” were North Devon District Hospitals Trust at - £7.961m and The Royal Cornwall Hospitals Trust
at - £15.687m. For this financial year the latest report by the SHA to the DH was made on 31% October
and it forecast a year end overspend from its 14 PCTs of £46.222m and from the NHS Trusts that report
through it (i.e. excluding Foundation Trusts such as the Royal Devon & Exeter) another £40.879m at year
end. Nevertheless the SHA expect to “manage” that figure down to the agreed “control figure” (set with DH
when Sir lan Carruthers OBE was in charge there) of an overspend of no more than £30m. That
management may reflect the view expressed by Sir lan at the December SHA Board meeting that when
Trusts have been overspending “the NHS has been slow to intervene and when it does it has been too
soft”. | expect that the thoughts of local health managers have been re-focussed with that view in mind!

| will keep you up to date with the changes in predictions as they are made public.

Patient Choice — do they want it and is it good for everybody?
In November the NHS commissioned an independent review by academics assessing “the extent and
nature of the evidence available on patient choice and its impact on equity, efficiency and quality within the
NHS. It was briefly available on the DH website before being hidden from view — it is however preserved in
two forms (6 and 172 pages) on Devon Voice! Cynics believe it was withdrawn as somebody had for once
decided to evaluate the effect of a DH (or politicians) “bright idea” and they didn't like the results! (I spect
they will get sneakier having learnt this lesson! Ed.) There were five “Key messages”

Patients do want to be treated as consumers of health care with better ‘
information on options and involvement in deciding which option to follow

Behaviour as “consumers” decreases as the seriousness of the condition

increases with most severely ill patients preferring the decisions to be made by -
their doctors

Distant hospitals will only be selected for non-urgent surgery by patients

only where the local wait is long and/or when there is a history of poor a
service

Wealthy and educated patients will be the main beneficiaries of extending

patient choice without introducing specific measures to help the disadvantaged

No evidence exists the quality of care given will be increased by giving patients greater
choice. Studies suggest that increasing choice “may result in a deterioration in the quality
and cost-effectiveness of services”.

In the light of this report you will be delighted that the South West leads in the national Choice and
Booking league tables. Interestingly the main benefit that Devon GPs tell me about is that patients are
getting to know when they will be seen in their local hospital quicker than they used to — apart, of course,
from the 14% of patients in one area who are choosing to go to the local Nuffield Hospital! | wonder what
social class they are mainly from?

A message from Paul Ham re Pneumovax catch up claims
Some practices are submitting pneumovax catch up claims for children where it is impossible for
” them to have received the full course. This can only suggest that the fees have been
interpreted as being per dose. The fee is only payable following the completion of the

course. If the child leaves your practice before completing the course then a claim

can not be made. If a child joins your practice having had part of the course elsewhere

and you complete the course then you can claim for completing the course. Any claims
received that appear to be in respect of an uncompleted course will be returned.

The course for purposes of future routine claims must include the Men C and Hib
Vaccinations. Details of the SFE amendment and the department guide on changes to the
childhood immunisation programme can be found at the links below:

http://www.dh.gov.uk/assetRoot/04/14/03/75/04140375.pdf  or http://tinyurl.com/ylh75t
http://www.dh.gov.uk/assetRoot/04/13/71/75/04137175.pdf  or http://tinyurl.com/wwhgp

Paul Ham, Finance Manager, Devon PPSA. 01392 207432
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OMAS.,QOF and GP2GP

The latest QMAS Bulletin offers guidance to practices on QOF and can be accessed through
http://tinyurl.com/tb5Sup and may prove helpful in increasing profits (Shurely stopping them falling! Ed.).

QOF validation etc is explained at http://tinyurl.com/tppc9 and there is news of GP2GP which is about the
transfer of records in the brave new world! http://tinyurl.com/y8yq2u

Access and the PES/GPPS

An update on this issue. A co-operative gentleman within the DH has organised with Ipsos-MORI to
discover how many practices in the county did not have a list of patients gathered for survey by either
Apollo or Exeter and we find that ten practices do not as yet. Nine wish to have their patients surveyed and
only one practice refuses to allow this by any means. | have checked that it will still be possible to gather
names via the Exeter system and | now await a decision from the Department of Health as to whether they
wish to agree to that. They will receive confirmation that the SHA remains of the view that this should be
done via Exeter and they are aware that | will not be quiescent in the unlikely event that they refuse. | have
asked, in joking fashion of course, who should receive the writ if they say no!

GP Pensions, 48% and Lord Warner’'s imminent retirement
You will have noticed that the latest Labour Minister to try to steal your pensions (Gordon Brown has
already succeeded with any private pension you might have! Ed.) is the little loved (Shurely his family love
him as he wishes to spend more time with them? Ed.) Lord Warner. He wishes to break the contractual
agreement made with GPC in the “new contract” about this important part of deferred GP pay and
artificially reduce the dynamising factor to 48% over the 5 years 2003/04 to 2007/08 when a figure of 52%
is the latest GPC estimate for the three years 2003/04 to 2005/06. This would have serious effects on
people who have recently retired and will be fought tooth and nail. | wonder whether the fact that Lord
Warner has ignited this particular “blue touchpaper” has lead to him having to “retire”. | wish his family

\ well.....

ﬂ The “Spine”
) ;J “Spine” refers to the National Care Records Service and there is an ongoing row about this at so

g many levels. Sir Liam Donaldson has effectively told GPs to breach patient confidentiality and possibly
‘: the Data Protection Act by forwarding c0p|es of letters received by them following the Grauniad’'s
) campaign of sending in a “cut out coupon” requesting that their details are not put on the spine. Current
jr Government and DH thinking is that this is all a fuss about nothing and that it is perfectly proper to
', expect patients to opt out of having clinical data on the spine but that unless they do so that effectively
f,r such data is theirs to do with as they wish! There were at one time threats that if you were not on the
~ A7 spine that you would be denied access to NHS services! GPC and Devon LMC policy remains that
»:f patients should make a positive choice to have their details held on the spine once they are properly
informed of what that means and that they should be able to check who has accessed their notes,
Jf when and for what purpose. For the present Devon LMC advice to practices is to file any letters or
~37 coupons in the patient notes having taken a photocopy to be held in a general file until things become
7 clearer. Do not forward such letters or coupons as they would probably get a bullying letter that would
/{« frighten them into a belief that they were opting out of the NHS and anyway you might be breaching
~yt_ confidentiality and the DPA as | said earlier! You could investigate whether entering the Read code
;’r’ .93C3 [@efused consent for update to National Shared Care Clinical Record® might be
“/ ™\~ appropriate.

) Janice Young
We were joined on 1% December by Janice Young as a new member of the Secretariat team. She is
taking up the reins which are slowly being given up by Lynn Stubbings who will be retiring from the LMC in
April 2007 after more than a decade of working for you and providing much care and consideration to me
and to you! More of Lynn in the new year but today please join me in welcoming Janice — the new
welcoming voice of Devon LMC!!

g,\\-r\\-f\\
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And Finally ¥

Most Christmases you have received a light hearted and (hopefully!) amusing Xmas G

edition. We have had contributions from Dr Drivell and “A Senior NHS Manager” and

they and other tid-bits will be available on Devon Voice. Sadly we do not yet know all UW
the new faces in PCT-Land and they do not know us so might not yet recognise that \/")

our Xmas edition is in fun and not meant to be hurtful! At least the jokes about me, my

“menoporsche”, my greying hair and beard, my cricket disasters of this year (well they _‘*
wouldn’t let me bowl — a little like Monty Panesar!) and my failing TV and radio career will a

find a more limited audience!! MERRY CHRISTMAS & A HAPPY NEW YEAR!
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Debbie Galbraith - Executive Officer for South & West Devon
GANFYDs... (Get A Note From Your Doctor) /7(6

A
=== . : . . r
Just when you think it's safe to come out again!! They are still lurking and sometimes / /kﬁ
disguised! From housing to homeless, from school play to exam, from Care Homes to Q </CM

2

ground floor flats, from parking to wanting to retire early! The list goes on and on...

/>/JTC/\
Please be assured that these forms, verifications, reports and letters, etc do not and A/ o/
should not involve ANY GP at all. Should you wish to still do these various forms then, of

course, you may carry on, but please think of all your colleagues who do not want to and do not have the

time in their busy surgeries to do so. If there are any that have arrived on your desk that you wish me to
deal with for you, | would be happy to do so.

X

Occupational Health
A note to all Practice Managers: OH is looking at printing a ‘Blue Card’ along the lines of the Green Card
that GPs have. This would advise PMs of advice - telephone numbers etc...

More soon. Have a Very Merry Christmas. Debbie

Sarah Hale - Executive Officer for Exeter, Mid and East Devon

Violent Patient Scheme

There was a meeting held on the 12" Dec to review and discuss how the VP scheme is working. Various
organisations were involved including the PPSA, LMC, SWAST, representatives from PCTs, DDoC,
Security Management and NHS Direct.

The implementation of the VP scheme has had varying levels of success in different areas of
Devon. With the reconfiguration of the PCTs it seems sensible to review the process element of
the VP scheme.

One of the concerns/difficulties has been that some patients are not necessarily suitable to be on the VP
scheme, however, there is no other route for that individual to be treated other than in General
Practice. This is being looked at with a view to having something like a screening panel where the

panel will decide where it would be appropriate for the patient to be referred on to. This

could possibly be DPT, another agency or onto the VP scheme — which would happen we

after the patient had been removed from the practice. We are in the earlier stages of 4

discussion, so if anyone has any thoughts on this — please let me know.

One of the other difficulties is ensuring that once placed on the VP scheme, the patient
attends one of the clinics where primary care services are being provided. A further
complication with this is the distance of these clinics from practice areas within the patch and
the danger of this is that patients disappear ‘off the radar’. If you would consider offering a
VP scheme within your practice, | am sure the PCTs would be delighted to hear from you!!

Patient Information on the National Spine

Following an article in various newspapers, patients have been sending letters in to practices stating

that they do not wish for their clinical data to be uploaded onto the National Spine as and when it becomes
available.

One of the key issues at the moment is that the DH is saying that individuals cannot opt out of having their
notes on the data spine but this is being discussed further.

- | Practices have been asking us what should happen to those letters. The LMC advice is a
q holding action for the moment until more detail is available and BMA guidance is
issued...

Scan the letter into the patients notes if possible
Keep letters in a separate file
Add Readcode onto clinical notes —

There is further information on Devon Voice and on the First Practice Management Forum website.
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Andy Smith, DDOC Chairman
“1 JUST WANT A BLINKING AMBULANCE!”

Many of you will have noticed since April 2006, changes in Ambulance
Control when you ring up to request an ambulance to take patients to
hospital. We are aware that on some occasions this has led to somewhat
fraught conversations between GPs and Ambulance Control Assistants. The
purpose of this article is to try and clarify, and inform you, about the new systems.

Ambulance Control have the difficult task of dealing with all emergency calls, and in a very short space of
time, identifying the appropriate priority of that condition, to determine the urgency of an ambulance
response. The staff taking the calls are not, by and large, trained ambulance clinicians. It is therefore
important that the call takers are taught a reliable, reproducible and quick method to assess, over the
‘phone, the urgency of a call.

Worldwide the most commonly used package is called AMPDS (which stands for Advanced Medical
Priority Dispatch System). In the UK most ambulance services use this. It consists of an algorithm of
standard questions which can be followed by the Control Assistant, ending up with a priority being
assigned to that particular call. In its simplest form, this results in one of three levels of priority

‘Red’ category, life threatening emergencies when the aim is to get an ambulance to the patient
within 8 minutes on at least 75% of occasions.

‘Amber’ category emergencies, when the target is 19 minutes.

‘Green’ category emergencies, when there is a 60 minute target.

Clearly, as with any fairly rigid triage system, there are occasions when it appears to produce slightly
unexpected results, but overall ambulance services are very happy with the results of this system.

So how does this affect you as a GP? If you ring ‘999’ for an emergency ambulance response, even
though you are a doctor, the Control Assistants will go through the same series of questions using the
same AMPDS algorithms as they would do if you were a member of the public. This has the potential to
be somewnhat frustrating to you, as you already have an expert idea of how urgent the problem is. It is,
however, important to ensure there is a consistent, reproducible way of dealing with all emergency calls
coming into Ambulance Control. This then allows for the appropriate deployment of ambulance resources
to the patient with most need.

So, if you do ring, please don't be surprised if you are asked a series of up to half a dozen questions about

the condition of the patient — it is not that the call taker is questioning your clinical expertise, merely that

they need to input the data into the AMPDS system to ensure the appropriate response. If you are

/ interested in finding out more about AMPDS, feel free to arrange a visit to Ambulance Control
7/ in Sowton, Exeter; where they will be more than happy to allow you to watch them using

the system, and talk you through what the questions are and how this generates a
coding.

The other issue that is at times causing frustration is the booking of non-emergency
but urgent transport often for hospital admissions. There are about 140 such
requests every day. As you may be aware, it is now standard practice for
ambulance call takers to initially offer a 3-hour response, i.e. they will ensure that
the ambulance reaches the patient within 3 hours from the time of your call. It
should be remembered that the 3 hours is the absolute maximum time it will take
the ambulance to get there and very often a crew will be there considerably before
that time. If you feel that a response within 2 hours is best then the Ambulance Control
Assistants can and will arrange this for you. However, if you feel that one hour is
needed then it is best that the call gets put though the AMPDS system (as for a ‘999’ call) so
that it can be prioritised against other ‘999’ calls. This will not necessarily result in a ‘blue light’ response
as it may be prioritised as a ‘green’ call allowing 60 minutes non ‘blue light’ response. For patients that in
your opinion need a response between 1 and 3 hours, it is best to discuss this with the call taker who will
have been told that it is entirely appropriate to take a booking for the ambulance to be with the patient
within 2 hours.

There are also occasions when the reasons for not waiting 3 hours are not directly related to the patient’s
clinical condition, e.g. the patient who requires transport to a community hospital for admission to that unit
before the duty doctor’s shift finishes. If they don’t reach the hospital within that time there will be no-one
available to admit them to the ward without sending an out of hours doctor, often from some distance
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away. Ambulance control will do their best to accommodate such requests, whilst ensuring adequate
emergency response cover.

As with all things, if we have a better understanding of how each other need to work, we will work better
together. We all share the same fundamental purpose of trying to deliver high quality healthcare to the
population.

The ambulance service is very keen to hear feedback on the service provided. This is especially the case
if you feel dissatisfied with arrangements.

Contacts:
Steve Pryor, Director of Operations on Steve.Pryor@swast.nhs.uk
F 1 Andy Smith, DDOC Chairman, on andy.smith@GP-L83092.nhs.uk
:, \ [ New Devon LMC Guidance on
=T \ “Physiotherapy Clinical Policy for Sickness Certification of
’,' e ™\ ) Patients with Musculoskeletal Problems”
\i‘fﬁ I *i%’ The lead physiotherapists from Devon PCT, Northern Devon Healthcare Trust, South

Devon Healthcare Trust and Torbay Care Trust have been working together to
produce a definitive guidance on the above process.

7 <=, The main aim was to ensure that patients who are having their simple
&j ) musculoskeletal problems managed by the Physiotherapy service are:

Signed off work in a timely manner by their Physiotherapist.
Not having to return to their GP just to obtain a sickness certificate.
Signed back to work at earliest possible opportunity.

Training for the physiotherapists began on the 1st December 2006 and should
be rolled out to all areas shortly. Please note Plymouth Teaching Primary
Care Trust was involved in the process but opted to conduct a small pilot,
hopefully the policy will come on stream for the whole county early next year.

Copies of the guidance are available on Devon Voice as well as on the website —
http://tinyurl.com/wsxvt

I would like to give a public thank you to Janet Taylor and the various PCT Physio leads from around the
county who contributed to this useful paper. John Baker, Secretariat Manager, Devon LMC

Comings & Goings December 2006

Welcome to:
Dr Saskia Stanford, Whipton Surgery, Exeter
Dr Philippa Smithson, Mount Gould Primary Care Centre
Dr Sarah Parkin, The Ridgeway Practice, Plympton
Dr Kelly Dinniss, Beaumont Villa, Plymouth

Dr Peter Dunne will be made a partner at Peverell Park Surgery, Plymouth from 1 January 2007 —
congratulations to him from the surgery.

Dr Charlotte Ferriday is leaving Stannary Surgery, Tavistock and moving to EIm Surgery, Plymouth
Goodbye to:

Dr Rachel Parkinson, Richmond House Surgery
Dr J Pitman, The Ridgeway Practice

Available for Work....

Dr Nicky Duke
MBBS MRCP DRCOG DFFP Finished GP VTS Oct 2006
Currently seeking short/long term locum work in Exeter/Mid/East Devon.
For a copy of my CV/availability please contact me on: 07974945541 or nickyduke@hotmail.com
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Linda Hastings MRCGP
Experienced GP — working as a part-time partner in a Plymouth practice. | am available for locum work on
Tuesdays and Thursdays throughout the year on an on-going basis. | offer a patient-centred approach and will
provide quality care for your patients. Located in Moretonhampstead — | will consider locums within an hour

travelling time. Please contact me on 07908 007442 or email lindahastings44@aol.com

Dr Genevieve (Gen) Riley
MB ChB Liverpool 1998

BSc (1St class) DRCOG DFFP(with LoC IUT) JCPTGP MRCGP
Experienced, enthusiastic locum. Clinical skills tutor to PMS medical students.
Due to return from maternity leave in March/ April 2007.

Looking for part-time long term locum work or more substantive post.

Based in Yelverton. Happy to travel to Plymouth, Tavistock, Cornwall or towards Exeter.
For a copy of my CV or to enquire about availability, please contact me via email:
genriley@hotmail.com or mobile: 0784 147 5395

Dr Jemma Cooper

MRCGP DFFP DRCOG MBChB

I completed GP training in Buckland, Newton Abbot in January 2006. | have
been working as a GP and in Palliative Care in New Zealand for the last
year. | return to Devon at the end of January 2007 and will be looking for locum
work in Teignbridge, Torbay, Exeter or surrounding areas.
| am a reliable, conscientious and approachable colleague.

For a copy of my CV or any further information please contact me by email:
cooperjemma@hotmail.com or from 25/01/07 Tel. 07966 545569

The Heavitree Practice
Heavitree Health Centre
South Lawn Terrace
Exeter

EX1 2RX

Tel: 08444 773 486

Closing Date: 15 January 2007

VACANCIES

General Practice Retirement Vacancy

We are a friendly 4 partner (3%2 WTE) practice looking for a 6-8 session
partner/salaried GP to replace a partner retiring in May 2007. Job share
would be considered.

We are a PMS practice near the centre of Exeter committed to
providing high standards of care to our 7,200 patients, working within a
supportive partnership and an excellent primary health care team. We
are a teaching practice for both GP Registrars and Peninsula Medical
School Undergraduates. We attained maximum QOF points in
2005/06 and are striving to achieve the same again this year.

We operate from spacious, purpose built premises with an attached
independent pharmacy. We are paperless and fully computerised
(iISOFT Premiere Synergy).

For further information or to arrange an informal visit please contact:

Mr Len Young, Practice Manager by telephone or

Email: Len.Young@GP-L83077.nhs.uk

Barton Surgery
Barton Hill Way
Torquay
TQ2 8JG

Tel: 01803 321868

GP - Job-share / Salaried Partner wef 01.05.07

Unusual opportunity created by senior partner of a vibrant practice
wishing to “wind down” and do “other things”. The post would be for two
days per week, with a view to eventual part-time or full-time partnership.
This is an ideal position for someone not quite ready to commit to full-
time general practice.

For further details please contact Dr Nicholas Fisher or email David
Pratley, Practice Manager. Email: david.pratley@nhs.net

South Molton Health Centre
9-10 East Street

South Molton

North Devon

EX36 3BZ

Tel: 01769 573101

Closing date: 5 January 2007
Interview dates: 1 & 2 February

Partner — 4 sessions (1/2 time) per week

We are a 5 partner (3.25 WTE) semi-rural PMS training practice with
5,200 patients looking to replace a half-time female partner who is
retiring in March 2007. The practice is fully computerised (VISION) and
we operate a paper-light system. No out of hours but shifts available.
For an application pack, further information or to arrange an informal
visit please contact Brenda McCamley, Practice Manager,

Email: Brenda.McCamley@nhs.net
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Cornwall: Pensilva Health Centre requires a Salaried GP
4-5 sessions per week

Drs Macfarlane, Ronchetti and Our welcoming rural practice situated on Bodmin Moor, surrounded by
McCartney beautiful Cornish countryside and within easy reach of both the North and
Pensilva Health Centre South Cornish Coast requires a salaried GP to join our innovative and
School Road frlendly team:

Pensilva 3 Partners

Liskeard . Dispensing Practice

Cornwall - No OOH required

PL14 5RP }

Practice population 4,500

Competitive salary dependent on experience

NHS Pension

Microtest computer system
Appl|cat|ons should be addressed to Mrs Catherine Pickstone, Practice
Manager. E-mail: Catherine.Pickstone@pensilva.cornwall.nhs.uk

Tel: 01579 362249
Fax 01579 363323

Part-Time Partner required
Opportunity to join a well established town centre practice in Paignton. This

Bishops Place Surgery is a new post for 4 sessions, which has arisen because of an increasing
Paignton patient list and teaching commitments. It would be advantageous if the
Devon successful candidate could provide extra cover when needed and have a
TQ3 3Dz flexible approach to rota timetables. The existing team has three part time

partners who are also GPSIs at Paignton Hospital, two practice nurses, two

Tel 01803 521458 phlebotomists and an admin support team.
- List size 3900+

High QOF achiever

Vision — paper light

6 weeks annual leave plus one week study leave

Large building totally refurbished 3 years ago

Years 3, 4 and 5 students from Peninsula Medical School

Part of Paignton North Zone ( PBC)
Please appIy in writing with CV to the Practice Manager, Mrs Ingrid Marsh,
email: ingrid.marsh@nhs.net

Part-time Salaried Doctor

Richmond House Surgery 3 sessions per week to replace salaried doctor who has relocated. We
26 Brunswick Street are a small, friendly practice with 3,100 patients located in the lovely
Teignmouth seaside town of Teignmouth, South Devon
Devon PMS practice, involved in practice based commissioning in Teignmouth,
TQ14 8AF with an ongoing commitment to undergraduate education with the

Peninsular Medical School.
Tel: 01626 773339 If you are interested in finding out more about us please call us or write to
Closing date: 22 January 2007 Dr Karen Bates. Applications in writing with a current CV please.

Desirable, Dynamic Devon Practice seeks

Bideford Medical Centre Full-Time Partner for long-term commitment and walks on the beach...
Abbotsham Road Due to our Senior Partner’s retirement we offer a full-time partnership from
Bideford 2Apr|I 2007
Devon 11 (8.75 wte) partners, 14500 patients
EX39 3AF - RCGP Quality Practice Award 2001 & 2006

- Democratic, progressive and highly motivated
Tel: 01237 476363 - Committed to Training GPRs, F2s and students

Commitment to local independent schools, MIU and community hospital beds

Closing date: 12 January 07 - Modern purpose built premises undergoing expansion Spring 2007
Interview date: 26 January 07 - Very high QOF achievement

Sabbatical every 3.5 years
No OOH or weekends
Beautiful North Devon seaside market-town
Excellent schools and local amenities
For applications please contact:
Mrs Olivia Bassett by calling the practice or
emailing: Olivia.Bassett@nhs.net - for Practice information see:
www.bidefordmc.com
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National PBC Development Programme
Thursday 18" January 2007, St Mellion Golf & Country Club improvement foundation

Learning Exchange Event 3
This conference is chaired by Dr Tom Debenham with keynote speaker Dr David Jenner presenting on
“PBC: New Year, New Guidance, New Direction”. There will be several breakout sessions including St
Thomas Medical Practice, Exeter “Practice Based Commissioning: The St Thomas Experience!” and
Rachel Crawley of the Cornwall & Isle of Scilly PCT on “Sexual Health: Service Redesign & Effectively
Engaging Stakeholders”.
To book for this event please go to: http://tinyurl.com/yxpx60

Care Services Improvement Partnership @B

Children’s Safeguards in the NHS
Theme: Safeguarding, Adversity and Neglect

QEII Conference Centre, London - 12 February 2007
RCPCH and the Care Services Improvement Partnership are to present a conference to discuss the
implications of neglect and adversity of children and young people for NHS professionals and how they
can most effectively work in partnership with other professionals and LSCBs to promote the welfare of
children. Key note speaker Dr Sheila Shribman National Clinical Director for Children and Young People —
Department of Health, with plenary presentations by distinguished authorities in their field, including

Professor David Howe, University of East Anglia - The Practical Implications of Adversity and Neglect
Dr Chris Hobbs, St James University Hospital, Leeds — Recognition and Presenting the Evidence

- Alan Jones — The LSCB and its expectations of multi-agency responses to neglect and adversity

For further information please contact Denise Snow on 0117 984 1850 or Denise.Snow@dh.gsi.gov.uk

The good, the bad and the ugly...

A monthly round up of recent guidance and documents newly published on the Devon LMC web site as
well as on Devon Voice. If you have any trouble downloading these or any previously

mentioned papers please call John Baker at the LMC Office or email john@devonimc.org /‘f

Revised GPC Guidance - Focus on... the Patient Experience Survey 0 v

(PES) October 2006 (updated December 2006)

This guidance note has been produced by the BMA's General Practitioners Committee

(GPC) to help GPs and Local Medical Committees (LMCs) understand the development -
of the Patient Experience Survey (PES) that was introduced as part of the 2006/07 GMS

contract review in England only to measure achievement of the Access DES. This guidance

note should be read in conjunction with the contract guidance ‘Revisions to the GMS

contract 2006/7 — delivering investment in general practice’ available on the BMA website

and the ‘Focus on access’ guidance note - http://tinyurl.com/yzu6yw

New PBC Guidance from the Department of Health for 2007-08

The DH has produced two useful updates on PBC, the GPC is currently reviewing the publications and
they will be commenting on the guidance shortly.
PBC: practical implementation (DH - 34 Pages) — http://tinyurl.com/ynzc5t
PBC: practical implementation - what does this mean for practices? (NAPC, NHS Alliance,
Improvement Foundation - 3 Pages) - http://tinyurl.com/yj77y|

DH Briefing Paper - Access to Health Care

“Can choice for all improve health for all? The evidence on whether NHS patients can and should
become consumers of health care” - http://tinyurl.com/yjpesy

This briefing paper outlines the main findings of a review to assess the extent and nature of the evidence
available on patient choice and its impact on equity, efficiency and quality within the NHS. It was
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commissioned in 2004 by the NHS Service Delivery and Organisation (SDO) Research and Development
Programme and carried out by researchers at Manchester and Cardiff Universities.

| was interested to see that one of the main findingswas " There is no evidence that giving patients greater choice
will, in itself, improve the quality of health care” Some studies suggest that increasing choice may result in
deterioration in the quality and cost-effectiveness of services.

Fit to Lead - a review of the Primary Care Trust
The DH has launched a consultation document called ®it to Lead@which is a review of the Primary Care
Trust Professional Executive Committee - http://tinyurl.com/ykamle

BMA Professional Fees Committee guidance on the completion of health reference

forms for prospective reqgistrants with the General Dental Council - November 2006
The General Dental Council (GDC) has introduced a requirement that states all prospective registrants for
clinical practice must have a health reference form completed by a doctor, or in some circumstances a
supervising dentist. All dental professionals applying for registration or restoration with the GDC must
provide certain information about their health. This applies to dentists as well as dental care professionals
(DCPs) including dental hygienists, dental therapists, dental nurses, dental technicians, clinical dental
technicians and orthodontic therapists - http://tinyurl.com/ym|96t

The General Practice Physical Activity Questionnaire (GPPAQ)
DH - The General Practice Physical Activity Questionnaire is intended for use with adults
(16 - 74 years) in routine general practice to provide a simple, 4-level Physical Activity Index (PAI)
reflecting an individual® current physical activity. The index can be cross-referred to Read codes for
physical activity and can be used to help inform the decision as to when interventions to increase physical
activity might be appropriate. http://tinyurl.com/ydwa7p
Download General Practice Physical Activity Questionnaire (PDF, 70K) - http://tinyurl.com/yg2k2f
Download The General Practice Physical Activity Questionnaire Report (PDF, 183K) -

http://tinvurl.com/vh6gm8

Distribution of LMC Annual Report 2005-06

The latest Annual Report will be arriving with you all shortly — distribution is based on the
following formula...

Single-handed and individual Sessional GPs = 1copy

2to 5 GP practices = 2 copies
5to 10 GP practices = 4 copies
10 + GP practices = 5 copies

If you require additional copies of the report please contact the office.

Devon LMC AGM - Financial Year 05/06

Formal notice is hereby given that the AGM of the Devon LMC will be held at the
Secretariat office, Deer Park Business Centre, Haldon Hill, Kennford, Exeter, EX6 7XX,

on Friday 12 January, approx. 12pm, following the Executive Committee meeting.
Please contact the LMC office if you are interested in attending or require directions.
All Devon GPs are warmly invited to attend.

Pensions Reminder

Those eligible to buy added years - don’t forget to buy before the legislation changes and
the opportunity disappears! - Further information on Devon Voice
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