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CAM HEALTH MEMBERSHIP BOARD 
 
Date : Thursday 13 February 2014 
Time : 9.00am – 12.00 noon 
Venue : Nuffield Road Medical Centre 
 

M I N U TE S  
 
Present : GP Lead Practice Manager Other 
Arbury Rd Orla McGuinness (OMc) A. Sanderson (ASn)  

Bottisham  Sam Clark (SC)  

Bridge St Sue Holmes (SHol) Kirsty Dance  
Ch.Hinton Stuti Mukherjee Emma Britton Sally Kaemer (SK) Lead Nurse 

E.Barnwell Rachel Harmer (RHH) Debbie Parsons (DP) Nish [  ] (Registrar) 
Firs - Histon Michael Grande (MG) Chair   
Milton  Pam Vincett (PV)  
NRMC  Greta Evans (GE)  
Newnham Walk Adrian O’Reilly (AoR) Barbara Willis (BW)  
CCG Nigel Smith (NS) Arnold Fertig (AF) Matthew Smith (MS) 
 Peter Mercer (PM) Maureen Donnelly (MD) 

Lay chair of CCG 
 

LCG  Anna Crispe (ALC) LCGM Melanie De Smith (MdS) Danielle Malan (DM) 
Patient Rep Keith Stonell (KS)   
 

1. APOLOGIES 

 Tom Shackleton (TS), Helen Wiseman (HW), M. Brookes (MB), Cain Hunt (CH), Amanda Slatter 
(AS) and Nick Hall (NH).  

2. DECLARATIONS OF INTEREST 

 Item 5 - SM (Stuti Mukherjee) confirmed that she is clinical lead for dermatology. 
GE (Greta Evans) confirmed that her daughter is a discharge planning nurse at Addenbrookes. 
ENT service – item 6 – the clinic is run from Nuffield Road Medical Centre 

3. MINUTES OF THE MEETING HELD ON 24 OCTOBER 2013/ACTION LOG REVIEW 

 The minutes were agreed as an accurate record, save for correcting the action re Caroline Cooper.  
Action log was noted. 

4 OLDER PEOPLE’S PROGRAMME (OPP) UPDATE 
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5 DERMATOLOGY PILOT 

 ALC (Anna Crispe) referred the group to a paper that had been submitted to the Joint 
Transformation Board outlining the proposed pilot.  The pilot would not be for two-week-wait 
patients, but for other patients that could be seen in the community.  NH (Nick Hall) done the work 
on this project to shape the potential service.  NH has been working with a firm with an established 
track record providing the preferred model – ie providing a consultant for each clinic that would 
work with the GPs.  The model provided both for good clinical governance and education.  There 
would also be a consultant led triage system.  The costs benefits included lower tariffs and new-to-
follow-up rates. 
 
SHol asked whether the service would be provided by accredited GPSIs; it was confirmed that it 
would be provided by experienced GPs with an interest and with direct consultant supervision. 
 
It was confirmed that the figures in the paper were based on combined CATCH and Cam Health 
data.  The CATCH executive team were due to meet later today to decide whether or not to join the 
pilot.  ALC confirmed that Cam Health could continue with the pilot alone if necessary, but all 
practices would need to make sure that they use the service.  It was agreed to go ahead with the 
pilot regardless of CATCH’s decision. 

6 COMMUNITY ENT SERVICE 

 ALC referred the group to a paper regarding extending the existing service.  The service had been 
popular with both clinicians and patients and is currently full with demand for more sessions.  Final 
negotiations were pending, but tariffs would be lower than at Addenbrookes.  The group discussed 
the possibility and obstacles to training clinicians to carry out micro-suction in practices.  The group 
noted that a new service was being launched in Ely.  It was agreed to expand the service. 

7 PDMA 

 A draft paper was referred to and the group was asked to comment.  ALC noted that this topic was 
still in flux and had received some news regarding the prescribing incentive scheme only the day 
before. CMET had decided to take the money attributed to the prescribing incentive scheme and 
put it into the PDMA – this would add 45p per patient to the PDMA.  Prescribing was already part of 
the Cam Health PDMA suggestions.  The group was asked whether they wanted to revisit the draft.  
It was noted that prescribing was a key part of work and funding of Cam Health, therefore the 
current suggestion of 30p in the PDMA should remain in addition to the additional money from the 
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prescribing incentive scheme.  No other comments were made by the practices.  
 
ALC confirmed that there had not yet been a clear answer as to whether Cam Health’s Diabetes 
LES would continue.  The hope was that it would in light of the positive evaluation at Christmas.  If 
not, the PDMA would need to be revisited, as practices do a great deal of work for the LES. 
 
SHol explained that a pilot was taking place where clinicians from Addenbrookes and GPs that 
were involved in a Significant Event all attend a meeting.  The idea is for primary and secondary 
care to come together to discuss the case and learn from any mistakes.  Discussions were ongoing 
as to funding the GPs’ time for the meeting and the resulting report.  CATCH had agreed for the 
GPs to be paid one session.  SHol queried whether it should be linked to the PDMA.  Discussion 
ensued and it was agreed not to link this to the PDMA, but to make a one-session payment. 

8 FACE 

 MG brought the group’s attention to a paper outlining the project’s performance and scope for 
savings should it continue (£7k per patient per year).  It was agreed that the group supports the 
project’s approach as there is evidence that it can work.  However, it was a large investment for a 
relatively small amount of patients.  There has also been some difficulty in recruiting staff.  It was 
noted that the project can be decommissioned with six months’ notice.  It was agreed to support the 
continuation of the service on the basis that the number of patients and savings are achieved. 

9 BETTER CARE FUND - PRESENTATION 

 NS referred to slides and confirmed this was a government scheme that moved existing monies into 
a pooled budget – this is not new money.  This applied to 38m from the 2015/16 budget.   
 
The Health Overview and Scrutiny Committee was in the process of reviewing the first paper.  
There are currently 103 for funding.  Money needs to move from hospitals into the community - the 
CCG needs to negotiate risk share and financial arrangements with hospitals.  It has been noted 
that the CCG is working against the PbR perverse incentive and that if the outcome is taking money 
out of community services, this would go against the point of the fund.   
 
The group discussed the possibility and potential impact of double payments and where the money 
was going to be diverted from.  It was queried whether the money can be attributed to suitable 
schemes that are already in operation. 
 
Next steps: NS will continue to go to meetings and keep the group updated as matters evolve over 
the year.  This topic is also being discussed at CMET.  NS stressed that he wanted LCG input. 

10 2014/15 PLAN/MEDIUM TERM FINANCIAL PLAN (MTFP) 

 ALC noted that the Governing Body has decided to move towards a fair share budget for the future.  
This should help both the Cambridge system and patients.  This does not affect the overall funding 
of the CGG, therefore the LCGs will need to keep making a contribution to required savings.   
 
NS added that the latest deficit projection was £5m (movement from £8m) which is a positive 
trajectory.  Whatever the deficit ends up being, this will need to be paid back.  NS explained that 
negotiations were underway with NHS England to pay back money owed over a number of years.  
The paper provided outlined the areas and plans in place to make the necessary savings. 
 
It was also confirmed that the programme board project management style was being looked at in 
terms of how LCGs will continue to have input in decision making. 

11 EXCEPTION REPORTS FROM SUB GROUPS 

 The board was referred to summaries forming part of the papers.  Additional comments raised: 
- Finance & Performance: Wendy Lefort (Quality & Patient Safety) gave an update on the 

Quality Report.  A summary was presented to the board in the papers. 
- Health Group: There was additional discussion around the 111 service. 
- Prescribing Group: Updates already mentioned in course of meeting. 
- Patient Forum: KS (Keith Stonell) mentioned that a few Hot Topics that would be taken to the 

Patient Reference Group included the confusion around data sharing and diabetes retinal 
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screening (there could be transportation issues for some patients – perhaps the service can be 
held in GP surgeries?). 

- Quality Report summary: Discussed above. 

12 RISK REGISTER 

 ALC referred to the group the risk register and explained that the format had been simplified and a 
mitigated risk introduced.  ALC noted any deteriorations, including Addenbrookes performance.  NS 
explained that even though the January target was met, there continued to be breaches of the four-
hour-wait target.  Daily calls were being made with Addenbrookes, which puts general practice in 
focus.  NS is happy take back any relevant feedback. 
ACTION: Correct QPS1 typo – number correct, but should be amber. 
 
RHH queried whether there was a maternity exception report. 
ACTION: ALC to clarify. 

13 ANY OTHER BUSINESS 

 RSS update: Choose & Book data for December (when RSS started) indicated that up to that point 
there had been an upward trend in referrals of 25%.  Cam Health’s referral rate in December 
decreased by 5%.  It was difficult to draw conclusions from one month’s data, however the results 
were interesting.  It could take a while to see the impact for some specialties, where patients would 
only be seen at Addenbrookes one or two months after the referrals were made. 
 
GP led planning:  ALC confirmed that she still needed to hear from a few practices. 
 
Governing Body Representative: The deadline for nominations was tomorrow (14 February 2014) 
 
Nurse Representative: SK’s (Sally Kaemer) term as Nurse Representative to the Cam Health 
board was coming to an end at the end of March 2014.  A nomination process was being 
organised, which SK can take part in if she wishes to stand again.  The board praised SK’s hard 
work and thanked her for her contribution to date. 
 
Gynae: Alternative pathways and services were being looked at to support the closure of Pauline 
Brimblecombe’s clinic. 
 
AGIS: A second vehicle with a therapist was now available. 
 
Medihome: The group were urged to use the service as it was under-utilised. 
 
MSK: A number of meetings have taken place with the contracting team.  Certain inconsistencies 
have been identified, which are being looked into.  The Cambridge system has a block contract with 
certain tolerances for activity increases.  The service seems to be performing within these 
tolerances, which would help with negotiating taking more patients. 

 Date of next meeting 

 Thursday 10 April 2014,  9.00- 12 noon, Nuffield Road Medical Centre 

 


