Patient Participation Meeting
Monday 9th February 2026
Present: Lynsey (LB), Jane (JL), Wendy (WPr), Geoff (GN), Simon (SP), Melanie (MM), Andrew (AT)
Apologies: Wayne (WP) Chair
	Discussion
	Action

	
	

	Actions from Last Minutes / Matters Arising (PPG Policy)

· Thank you: PPG members thanked Lynsey for the gift vouchers received at the end of 2025
· Last meeting minutes: 
· LB clarified that it is only possible to request (not make) appointments from the FG website and then those requests are triaged.  However, if you’re due an appointment (eg a diabetes check) you will be sent a link to book an appointment
· PPG members meeting to discuss the Patient Survey on 28th February at 1pm in the Elys café.
· Talk from Natalie from the Dementia Hub at December’s meeting: 
· LB has shared Natalie’s details with other practice managers
· MM will check on Natalie’s presentation as to how to meet with Merton Memory Hub
· Natalie to arrange a date to do a walk through at FG with 2 patients with dementia to evaluate effective wayfinding
· 
· PPG Agreement/Policy – LB has reviewed this and will discuss next steps with WP 

	














LB to report back after this has happened

LB to discuss with WP and bring to the next PPG meeting

	Staffing updates (LB)  

· GPs
· FG is now fully staffed with GPs. Dr Shanmugarajah and Dr Valiallah are now each working 6 sessions/week.  
· The surgery now has fewer GPs doing more sessions – currently 5 GPs doing 6 sessions or more.  Currently Dr Baillie is the only male GP despite attempts to address this gender disparity in recruitment.  The surgery does have other male GPs at the hub and as locums. 
· GP Partner - Dr Mankia will be a GP Partner from 1st April
· Staff photographs in Reception – MM asked that this should be instituted.   This had been suggested and rejected previously. LB explained that there were lists of names on the website and outside FG. 
· New GP Trainee – another Dr Moss! – joined FG on 4th January following Dr Mohan qualifying as a GP trainer. Dr Theo Moss is in her final year before qualifying.  She does 5 clinical sessions/week, with a supervisor for each clinic.
· Paramedic – our new paramedic works 4 days/week seeing patients from both practices each day.  She can diagnose and prescribe and is receiving positive feedback.
· Vacancies – our new afternoon reception manager has resigned so this role is being advertised as a full-time position

	



	COVID/Flu (LB)

· For the first time practices can deliver both vaccinations. FG has signed up so we have the option to do so.  As the surgery is currently short of nursing staff (due to maternity leave etc) LB will mention this to the nurses and we will aim to offer some spring boosters.  When the surgery is back at full capacity in September, we can hopefully offer both for the flu season.  Covid can still be obtained privately. 

· RSV (respiratory syncytial virus) jab for the over 80s – will be planned in April.  
 
	

	PPG general feedback/issues- (ALL)

AT raised questions about Francis Grove services and funding

· ADHD patients:  Can the practice can do shared care for ADHD for everyone who has ADHD and is taking medication for this?

LB: it’s up to the Dr whether they choose to prescribe it but patients must have been on the medication and stable for c3-6 months before shared care will be accepted. The organisation you’re with must complete a shared care agreement, send it to the Practice to be reviewed by the pharmacist, signed by the GP and then the surgery can pick up the prescribing.  

AT highlighted that face-to-face consultations are important for ADHD patients and that FG accommodates this preference.  LB mentioned that contrary to the national trend of 50%, ~80% of FG patients prefer face-to-face.  There is a focus on the patients right to choose face-to-face if they prefer this.

· Seeing the same GP:  AT cited research showing that this is beneficial. 
LB: FG recognises the value of continuity of care for both GPs and patients. Fewer clinicians doing more sessions should help but portfolio GPs mean this is an issue across the country.

· Chronic disease management:  Who manages patients with chronic diseases who are discharged from consultants back to their GP?
LB: this depends on multiple factors eg the complexity of the case. A nurse does some of the annual reviews for heart failure but otherwise it’s mainly GPs and pharmacists. 

· Funding: Is this based on number of patients with heart failure etc?
LB: FG is funded based on prevalence rather than number of reviews done. Prevalence at FG is low compared to the national average across almost every area.  This is because our patient population is younger, well informed and with fewer complex/long term issues.   The Quality Outcomes Framework rewards practices with higher prevalence which makes sense in terms of health inequalities. 
In terms of what the practice receives in terms of baseline core funding, practices are paid based on their ‘weighted list size’. FGS’s patient list size is 14,800 but our weighted patient list is around 11,500. Therefore the practice only gets baseline funding for 11,500 patients.

A large proportion of the Quality and Outcomes Framework (QOF) points we used to be able to get have been reallocated to core funding. Other points have been taken away and put largely into Advice and Guidance.  There has been a massive push for GPs to ask for advice from secondary care to support management of patients within primary care rather than doing a referral.  However, we have only done 300 requests vs a target of 800 so there is a loss of funding for the practice on this.

· COPD Service: does the surgery run a COPD service? 
LB: Currently a nurse leads on COPD but one of the GPs may become respiratory lead.  Rosanna has a COPD qualification, and another nurse will also work towards this.  Merton was struggling with diagnosis rates, so FG decided to fund FeNO testing.  We now have a FeNO machine with trained nurses and pharmacists.

· Warfarin management and DOAC management. Do we have a point of care testing system at the surgery for warfarin? 
LB: Yes but we only have 9 patients still on warfarin. There was a push a few years back from the ICB to transfer patients to a different blood thinner - DOAC (Direct Oral Anticoagulant) which is less invasive and the risks are lower. 

PPG Communication and Governance

MM raised the following questions about PPG communication, role, contribution and governance having reviewed the PPG Overview in the PPG Agreement/Policy Document

· How are patients made aware of the existence of the work of the PPG and how they communicate their views, suggestions, experiences and questions?
· How do we encourage patients to take greater responsibility for their own and their family’s health?
· Should we have health promotion events around diet, healthy alternatives, simple recipe sharing and the importance of vaccination?
· How does the PPG and its members communicate with the patient population. How do we represent the patient population effectively expressing their views?
· How do we give feedback at meetings to the patient population?
· Who is the chair Lynsey or Wayne?  LB: The Chair is Wayne

In discussion, group members highlighted that there used to be a PPG noticeboard in the surgery, a PPG newsletter, and a regular PPG Patient Survey.  These showcased the role of the PPG as a critical friend and provided another communication channel.

LB stressed that she finds PPG meetings valuable and appreciates the support. SP mentioned that FG is more responsive to the PPG than other practices (eg CQC speaking to a PPG is not standard practice anymore).  

The Group unanimously agreed that we should discuss these questions further and review how we can be more effective/proactive in fulfilling the PPG’s role and representing the patient cohort.  
 
	



















































































LB/WP to add to next agenda

	AOB (ALL)

Breast screening (MM)
Why is Merton the only borough without a mobile walk-in breast screening unit?
Merton used to have one years ago. It might be due to ICB budgeting, ICB organisational changes or because screening is done at SGH.  LB will look into this and raise it at the Local Medical Committee which she is joining again as maternity leave cover for 6 months.

Why can’t a patient leave a post on AccurX out of hours? (MM)
LB: The surgery was not contractually obliged to leave AccuRx open beyond 8am-6.30pm  However in the contract changes for 2025-2026 NHS England require practices to deal with every AccuRx query including non-urgent and admin queries on the day of receipt whatever time it arrives. Many practices only became aware of this requirement recently, believing that the only requirement was to have AccuRx open during Core hours for routine enquiries. The General Practitioners Committee (GPC) are in dispute with NHS England about this.  Our AccurX automated response saying we’ll respond within 48 hours is therefore in breach of contract so FG needs to review this ASAP and consider how to meet the requirement.
	


LB to report back







LB to report back on developments at our next meeting



	Date and Location of Next meeting:  TBD
	LB to ask WP to arrange the next meeting 



