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1. Introduction

AH Chaired the group and introduced and welcomed everyone to the meeting.

2. Apologies were noted.

3. Notes of previous meeting were accepted.  Matters arising:

· Amendments.  Medicines Management – Mike Winter indicated the paper referred to was in progress. 

· Links to service redesign:   It was noted that this should be considered at three levels: 

a) Practice level– with support from secondary care

b) Patient assessment – in secondary care

c) Patients pathway – reshaping 

It was suggested that it was important to consider referral patterns to secondary care. The whole system needs to identify priorities, SIGN guidelines etc. ‘Good practice’ should be encouraged and practiced across the system.    There followed a discussion using the example of spirometry where it was shown that this could be delivered by practices, but respiratory specialists were not confident of the quality of information they would receive.  This was not related to the equipment being used but rather the interpretation of the information.

It was felt there was a need for debate with secondary care on how practices can assist.  It was noted there were similar issues in relation to cardiology, diabetes and other services and there was a need to enter into discussion with secondary care. There was a discussion on the role of the Quality Group -seeking to identify how the Group could ensure it was adding value in supporting moving such issues forward.   

It was suggested that there may be opportunities through the new Consultant contract - and this may include development of information links between primary and secondary care.  It was noted that there were also technical issues to be considered in taking forward the Quality & Outcomes framework – including financial issues and exception reporting.

JT advised the Group on that the Service Redesign Group was now progressing. He also indicated that it was his intention that the discussion at ‘Dunfermline V’ would be to focus on the working groups seeking to ensure that there was no duplication of work across the groups.

JT informed the group that Julie Burgess is now in post as Pay Modernisation Director for the Consultant’s Contract

· Patient satisfaction questionnaire/public involvement:  It was noted that GPAQ and QPAC questionnaires have been approved and it was anticipated that these would be used in the early stages.  NR enquired if it would be possible to look at other questionnaires as those referred to did not include a facility to incorporate all nursing activities. It was noted that IPQ may be a good system for nursing however there could be a cost incurred in the evaluation of the results and Practices should perhaps be encouraged to analyse the data in-house.   It was suggested that clinic specific questionnaires would build on the other questionnaires available.  MW indicated that Lothian would like to endorse a single tool as it would make it easier to make comparisons.  JM had received information regarding pricing and she and SF would pursue further information.

4) Schedule of Key Activities, Milestones and Responsibilities: JT referred to the Schedule which had been issued, focussing on the quality aspects and the issues to be addressed across Scotland prior to the end of March.  A key working date is 27 February 2004 when it is hoped that Health Boards and contractors will have reached agreement on OOH, Enhanced Services, and Quality.  At the UK level negotiations are progressing on the default contract. Practices which sign contracts by 31 March 2004 are not necessarily committing to financial detail; rather it was an agreement to the ‘broad agreement’ – rather than detail.  In terms of practice aspirations for the Quality and Outcomes framework JT indicated that contractors/Health Boards should seek to reach agreement and a pragmatic approach should be adopted.   JM raised the issue of the effort that will be involved to engage a low performer or a persistent defaulter.  AH enquired about a situation where a practice may aspire to 950 points and wondered whether they would be asked for evidence to substantiate this. It was also noted that practice achievements for 2004/05 would determine the payment for commencement of 2005/06 – i.e. 60% of achievement for 2004/05 would be ‘aspirational’ level for the following year.  

It was noted that 14 February 2005 will be national prevalence day. It was also noted that the national QMAS was being pursued by PSD in Scotland with a view to reviewing applicability.

5) Financial Issues – Feedback from Implementation Group:  There were no specific points to be fed back.  
It was noted that with regard to the data sets for some diseases – notably mental health the information set was limited and would require further work.  JM had prepared a paper for information which would assist in taking this forward.   The main issues were around –inlcusions/exclusions; consent/confidentiality and definitions – READ coding etc.  There were also issues in relation to education, training and capacity.   JT indicated that mental health, and learning disabilities were two key services requiring further work. MW volunteered to be involved in taking this forward.    










Action MW

The issue of local enhanced services were discussed and the general feeling of risk was a common theme throughout the country.

AH suggested that it would be helpful to share information through the website.
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6) IM & T Issues

· Susan Burney talked to the paper she had prepared addressing information being stored nationally. 

There was general discussion regarding data verification.  It was felt that the collection of this data would be very helpful for redesigning the service.  It was felt that national data sets could pull together patient pathways – potential to improve primary care.  It was agreed that GPs have to be comfortable with data collection and that confidentiality is an issue.  A collaborative approach including RCGP, SGPC and others should be adopted.  

The aim is to address the 10 clinical domain indicators in primary care and that this should have a knock on effect and support secondary care.  It was felt there was a need for a more system wide approach to disease management.

It was suggested that there was an opportunity to learn from previous experiences of data collection e.g. prescribing data.

MW felt that the whole issue was not just about GPs and practices developing quality, it needs to be something that will benefit the individual patient and the GP. It was noted that there are areas where the data available in primary care is limited e.g.  patient discharges.  It was also noted that the CMO’s e-health sub-group is seeking to progress the issue of clinical indicator.  JB indicated it was important to seek high quality data for clinical purposes and perhaps there would be value in seeking to engage with Directors of Public Health and others with an interest in planning and needs assessment.  It was also suggested there was an opportunity to link with MCNs. MW cautioned the group to progress slowly to ensure engagement with GPs.  The issue of ownership and controls of the information was discussed. Practices require clarification regarding the Data Protection Act, Caldicott guidelines and CSAG.  On behalf of the group AH indicated support for the issues raised. 

There was discussion on disease areas/clinical projects developed at a regional basis. In these situations the data is being stored on systems outwith the practice system – which is the route for the quality and outcomes framework.   SMcD indicated that in such instances local systems would require to investigate accreditation of the system.  SMcD indicated that the UK QMAS system should support progress on some of the areas discussed. It was noted that practices will require to have accredited systems. JW could provide further information on this. 

7.
Accreditation/Validation

There is work progressing in relation to Version 1A incorporating organisational standards.  It was suggested that the date for accreditation had been extended to March 2005 and JM suggested it would be helpful if the timescale/deadline could be clarified.  It was noted that both Practice Accreditation and participation in the Quality & Outcomes framework is voluntary.  JT indicated that he would clarify the situation and in turn update the NHS system.
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8.
Future Work Programme of Quality Group

To date the group had met on three occasions.  In the short term the focus for NHS systems and others was in ensuring that all the ‘must dos’ are in place for end March. Thereafter the Quality & Outcomes Group would perhaps wish to consider its role in facilitating discussions on the Framework-version 2. 

MW clarified that the group was set up to ensure Quality was being forward.  The general thought was that there was a value which cut across other groups.

MW outlined three themes which he felt could benefit from further attention:-


Patient awareness – of quality issues;


Workforce issues - staffing availability and access to training and 
education to deliver on the framework;


Quality assessment - links to QIS and other Bodies

JM felt it was critical to get the public involved.  She indicated that the Audit Commission had produced a tool which would be helpful.

It was agreed the Quality group should continue, with the focus being on delivery for the next 2 years.

9.
Date of next meeting

The next meeting will be held on Friday April 23 at Larbert 10.00 – 12.00 Meeting room to be confirmed.
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