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CHEDDAR MEDICAL CENTRE AND 
CHEDDAR PATIENT GROUP 

The Surgery has asked the 
Patient Group to take over the 
production of the newsletter.  
This is our first attempt!  We 
plan to issue the newsletter 
quarterly. 

 

SURGERY 

OPENING TIMES 

Monday-Friday  

8:30-6:00pm 
 

Telephone lines are 
closed  1-2pm except for 
emergency calls 

 
For medical 
emergencies after 
6:00pm, please call 999 or 
the Out of Hours service 
on 111 

First ever joint newsletter of the 

Surgery and Patient Group!! 

Volume 1, Issue 1 

Did you know? 

The CQC Inspectors came to  the Surgery 
on Tuesday 2 June.  It will be a few weeks 
before their status report is received.  

Mendip Community Transport has offered a 
sixteen seat wheelchair-friendly mini bus to 
Cheddar.  Local groups of any sort have to 
show need for Cheddar to get this valuable 
resource, so please contact the Patient 
Group (john@pimblott.com) if you are 
interested.  The CEO of MCT will be 
presenting this proposal to the Parish 
Council at the end of  June.   It’s a case of 
‘use it or lose it’.   At the same meeting othe 
Patient Group Chairman will be presenting 
‘Connected Cheddar’.  

Somerset Choices website will be up and 
running by the end of June.  Have you 
registered your club / society / group yet?  If 
not, please contact  
www.womerset.assistdirect.co.uk Their 

helpdesk is webteam@somerset.gov.uk 

If you have our old transport leaflets, the 
phone numbers for Mendip Community 
Transport are out of date now.  The Slinky 
for Sedgemoor is 01749 880948 and the 
Hospital Car Service is 01749 880613 

The new number for the Citizens’ Advice 
Bureau is 03444 889623 

Somerset Sight’s mobile resource unit will 
be in Budgen’s car park on 8 July, 14 
September and 16 Nov from 10.30am to 
3.30pm 
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t. Green-fingered 
ladies!  (Sounds like 
an illness!)  
Jacqueline and Marie 
from the Patient 
Group tending the 

Surgery’s new plants. 

Are all your records with 
the Surgery up to date?  
Do you have a new mobile 
number; have you moved 
house locally, have you got 
a new email account?  
Please let the Surgery 
know if there has been a 
change. 

Are you signed up to 
receive this newsletter 
by email?  It will be 
available by email and 
there will be copies at 
the Reception Desk in 
the Surgery.  It’s more 

colourful by email! 
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SURGERY NEWS! 
Goodbye... and welcome! 

The Surgery’s current registrar, Dr Vince Ryan, will be moving on 
during the first week in August.  Two new registrars, Dr Alison 
Bateson and Dr David Baines will be starting.   

TEXT MESSAGING SERVICE 

Uptake for this service is improving, but please join if you haven't already.  It is used 
to remind patients about booked appointments, but it is also useful to advise patients 
about health campaigns, e.g. flu clinics and to advise patients with chronic disease 
that it’s time to book an appointment. This system saves money on postage, plus paper, ink 
and so on. Some patients can require as many as six invitations a year.  If patients fail to 
respond to the first two invitations, a third is sent. Chronic disease appointments are usually 
20, 30 or 40 minutes long and this month so far 6 20 minute appointments have been missed. 

If you text, the Surgery would appreciate you joining the scheme.  

CHRONIC DISEASE MANAGEMENT 

Changes are being made to the Surgery’s invitation 
system.  They are still in a transitional phase but it was 
decided the invitation system would be easier to 
manage if patients were invited in for review during 
their birth month.  This has the added benefit of 
patients being able to remember when their review is 
due.  The Surgery  is also trying to combine reviews 
for different disease registers to save patients being 
asked to come in at various times of the year because 
their review dates were out of sync.  The Surgery 
apologises for any disruption or inconvenience this 
might cause and want to thank patients for their 
patience during the transition. 

If you have any concerns which cannot wait for your 
routine review, please contact the surgery to arrange a 
consultation with a nurse or doctor.  

From 1 July Somerset Docs will be taking over the Out of Hours 

Service and 111.   

Choose and Book is finishing this week 

and will be replaced by an e-referral 

system. 

http://www.google.co.uk/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0CAcQjRw&url=http%3A%2F%2Fwww.awrsd.org%2Fresources%2Fabout-awrsd%2Fschool-health-services&ei=r7N1VaOOE8isUaCkgYgN&bvm=bv.95039771,d.d24&psig=AFQjCNF7x3iyym6Fq57UwCDe1y
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NATIONAL PATIENT GROUP AWARENESS WEEK 1—6 JUNE  

Here’s what we did in Cheddar... 

The Awareness Week actually started two weeks before with the Cheddar First School Year 4 poster 
‘Going to the Doctor’ competition.  The posters were amazing but three winners had to be chosen by 
the Patient Group judges to be displayed in the Library window. Each winning poster is unique in its 
own way and full of smiles.  The winners were Beth Coombes, Eve Walker and Niamh Petch.  Each re-
ceived a £10 book voucher from the Patient Group.  A lovely picture and write-up was in the Cheddar 
Valley Gazette. 

 

 

 

 

 

 

 

 

 

 
 
 

 
 

 

 

The remainder of the posters were displayed in the surgery waiting room and at the coffee morning 

The Patient Group used the Library window for an Awareness Week display of the eye catching winning year 4 
posters, pieces of medical equipment 
and poster displays to create aware-
ness of the Patient Group, what we 
stand for, and to publicise the Connect-
ed Cheddar theme and the Somerset 
Choices event on Friday 5th and Satur-
day 6th June.  You could not miss it 
even if you drove past!  Dr Davies lent 
us some equipment to display. 

 

 

 

                                                                                                                                    

 

Posters brightening the Surgery waiting room.  We hope they 
brought smiles to faces. 

COME AND TALK TO US … See if you would like to join us.. 

The next meeting of the Patient Group will be at the Surgery on Monday 
13 July at 7.15pm.  All patients welcome.  We meet quarterly. If you 

would like more information please call Secretary on 01934 249004 
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Amazingly, we managed to schedule our Coffee, Cake and Raffle Morning on the same rainy day as the Surgery CQC 
inspection, but in the end it was the best time to ‘showcase’ the Patient Group to the inspectors. 
 

After an early start at Hannah More Cottage on Tuesday, we started the day by joining the Medical Centre team for the 
opening presentation to the CQC inspectors.   
 

Hannah More Cottage was full to capacity with people and cake - you could feel the energy in 
the room from outside. Many local companies and some national organisations had 
donated high value raffle prizes and the Cheddar people, as always, were 
generous. We were joined part way through the morning by a CQC inspector who 
chatted to people and commented favourably on the age range of people who came and that 
there were Men present—apparently quite a rarity at these coffee mornings. 
 

Together with a generous donation from Parkinson’s UK and 
everyone who came, the morning raised £339 for the surgery 
Medical Equipment Fund. A great result and many thanks to 
everybody who contributed to the success it was. 
 
But that wasn’t the end of the day for Elizabeth and 
John who left our volunteers washing and clearing 
whilst they went to the surgery for one hour with the 
lead CQC inspector to present the Patient Group 

activities. The overriding impression we gained was that the Connected Cheddar 
theme matched other forward thinking patient groups and especially identifying 
social isolation as a key theme. Several good ideas were gleaned from the 
inspector. 
 
The Patient Group hosted representatives from Somerset CCG and Somerset 
County Council on Friday and Saturday morning at the Library in a Somerset 
Choices event as part of Connected Cheddar. The aim was to sign up every association, group, activity in Cheddar as a 
foundation for Connected Cheddar and the work of the Village Agent who is soon to be working in the Cheddar Valley 
area. 
 

Thanks to the library staff who made us feel so welcome and went out of their way to provide facilities for us. The newly 
working Wi-Fi was helpful. 
 

Some Cheddar groups did come to the library to be registered and thank you to those. There are, however, many groups 
still to be registered if the signposting and foundation we seek is going to be of value. 
 

The real eye-opener was the number of people who just ‘dropped in’ either to see what we were doing or to find out 
about local activities. The CCG and Patient Group team, together with everybody that called in  saw a real need for some 
kind of drop-in, volunteer centre in Cheddar 
 

Jack was one such person who ‘dropped in’ with his carer. The story of Jack has been written about and publicised but 
relates to a Cheddar dementia patient with caring support based in Wells, hospital support in Burnham and neither Jack 
nor the carer not knowing what local Cheddar activities existed.  This has to change.  
  
The team left the Library determined of a need for a Cheddar physical hub, of the value of a Connected Cheddar and 
providing the support network Cheddar deserves.  

Conclusions from the week... Cheddar people are supportive and genuinely want to work for the benefit of the 

community.  There are, however, so may different ‘groups’ within Cheddar that the effect appears to be everyone is 

working in isolation. The Patient Group is unique in that we represent everyone in Cheddar who is registered with the 

Medical Centre; let’s assume 95% of the Cheddar population. We have a unique opportunity together with the Parish 

Council of focussing on community issues, in our case, for the health and wellbeing of the Cheddar community. 

 

 

IT FACTS ABOUT THE PATIENT GROUP 

As well as having a facebook page (Cheddar Patient Group, we are now working on a twitter account… two of us are going to les-
sons this month and we are working with the other Patient Groups in the North Somerset Federation on a communal website, but 
with control of a section of it for ourselves.  We hope we can appeal to a younger audience by keeping up with technology!  Tell 

everyone please. 

AGE UK’s Friday exercise class restarts on Friday 26 June at St An-

drew’s Parish Church Hall.  For the over sixties.  2-3pm  £3.50. 



To screen or not to screen? 
 
‘This one won’t take long, doctor. Do you think I should I get my prostate checked?’ 
 
Mr Murphy (or his not to be mentioned ruder cousin) usually makes sure a question like this is asked on days 
when I’m running 40 minutes late and have an emergency visit to do at the end of surgery. Because the answer is 
not easy; and if I treat the matter seriously it will take a long time. 
 
The answer partly, but importantly, depends on whether you already have symptoms, in other words changes 
from what’s normal for your body. In the case of the prostate this might mean urine that now trickles instead of 
streams, or a constant need to look for hedges while out driving, or having to put a potty under the bed at night to 
prevent carpet wear in the trail to the bathroom. If you have any of these problems do have a chat with your 
doctor, especially if close family members have had prostate cancer. The test still has its complications - big ones - 
but it’s certainly worth considering. 
 
But what if you don’t have symptoms? Is it responsible to have a test just because you’ve reached 50? What if 
you’re 18 (I have been asked)? And what about other cancers? When is it sensible to ask for a test ‘just in case’? 
 
When a test is done to pick up a disease in its very earliest stages in apparently healthy individuals who don’t yet 
have symptoms, this is called screening. There are quite a few screening programmes on offer through the NHS, 
many of which are well known, like those for breast and cervical cancers, some less well known like the checks for 
aortic aneurysms and the tests done around pregnancy and in early childhood (have a look at NHS Choices web 
site for the full list). Decisions regarding publically funded screening are taken by the UK National Screening 
Committee (UKNSC) and its most important consideration in giving any test the green light is always the same: 
does this test offer more potential benefit than risk?  
 
So what makes a good screening test? And how can a test possibly be considered risky? 
 
You can look at the full details of the criteria used to answer these questions on the UKNSC web site where there 
are some excellent short videos, but I’ll summarise the key principles here. 
 
The condition being screened for should be important. Details of who gets it and how it progresses over time 
should be well understood – this determines who the screening test is offered to and how often it will be done. 
There needs to be an early detectable stage in the condition and a simple, acceptable test available that can be 
employed at this stage to decide who then needs further, perhaps more difficult, unpleasant or costly tests to 
confirm the diagnosis.  
 
A little statistical diversion. You will have gathered from the previous statement that the first test in the screening 
process, for example having a cervical smear, does not itself confirm bad news. It merely picks out a group of 
people who have a higher risk of the condition in whom it’s justified to move on to those extra diagnostic tests 
mentioned. The first test has to be relatively simple in order to be acceptable to sometimes very large numbers of 
people. It also has to be good at not missing the serious condition being screened for (how ‘sensitive’ it is); but this 
inevitably means it will tend to include lots of people who don’t actually have the condition when delivering its 
supposed positive results (how ‘selective’ it is). There is no way of avoiding this statistical truth, and one can only 
change the bias either by changing the test to one that reduces ‘false positive’ test results and misses lots of real 
cases or by offering those challenging and expensive tests to everyone. Some of you may by now be spotting a few 
of the risks in carrying out screening. 
 
Back to the list of what makes a good screening test. Once a diagnosis is confirmed, acceptable and effective 
treatments should be available, and, crucially, their earlier use should lead to better outcomes than when started 
later. The evidence for all this should be high quality. The funds and resources to meet a new screening service 
must be available and sustainable. (And there are many more of these administrative criteria I shan’t bore you 
with.) 
 
And then there is that critical issue that the risks of screening, both physical and psychological, should not exceed 



the benefits, taking into account the whole experience of all three stages in the process: the first screening test, 
the later tests used in diagnosis and the treatments offered.  
 
Consider you are one of those people picked out by a proposed new cancer screening test as having a suspicious 
result warranting further referral. You will have a wait of perhaps two weeks to be seen by a specialist. You will 
then have further examinations and diagnostic tests which are often tough going (like biopsies and tubes inserted 
into the body). You may even have to undergo surgery. You will spend a lot of time travelling and pay a lot of 
parking fees. You will have to wait for results, a wait sometimes running into weeks. You will have stopped 
working, stopped eating, stopped sleeping, gone through pain and anxiety, caused upset to all those who care 
about you. And at the end of it all you may be told your initial screening test was wrong and that you don’t have 
cancer.  
 
Now this may all seem worthwhile if there is a fighting chance of picking up the condition at a stage when early 
treatment makes a big difference to your future. But what if the evidence suggests earlier treatment doesn’t make 
much difference? What if the screening test is poor and mostly includes people who don’t have the condition, or 
misses a lot of people who do have the condition? What if the treatments on offer are positively horrible to go 
through and ultimately not very effective? Is all that potential heartache worth it now? Is this a good test? 
 
The currently agreed NHS national programmes all meet the criteria for a good screening test based on expert 
reviews of available evidence. As such they are generally considered a sound idea (there are still controversies 
regarding breast screening) and we encourage you to take them up.  
 
But many private companies offer tests that don’t meet these standards, in particular ignoring this key issue of 
risk sometimes outweighing benefit. You must make your own minds up as to why they do this. At the very least 
always ask for a full explanation of the pros and cons of testing before saying yes.  
 
So back to that question about a ‘just in case’ prostate check.  
 
The test usually considered is a PSA blood test, a check for a protein made by the prostate gland. 70 in a 100 men 
having a high PSA level for their age (a positive test) do not have cancer (lots of other conditions cause a high 
PSA). 15 in a 100 men with a normal PSA level for their age (a negative test) do have prostate cancer. The next test 
after a positive PSA is a prostate biopsy. 30 in a 100 men having a biopsy will experience pain, infection or 
bleeding afterwards. A prostate biopsy cannot reliably tell you how aggressive your cancer is. 67 in every 100 
prostate cancers are not aggressive and do no harm if left untreated. 33 in 100 are aggressive, and 10 in every 100 
of these aggressive cancers benefit from early treatment (that is, 3.3 in 100 of all the prostate cancers diagnosed). 
30 in 100 men treated for their prostate cancer develop erection problems; 20 in 100 develop leakage of urine. At 
most, having a PSA check prevents 1 death from prostate cancer in every 1000 people tested; 4 in a 1000 will die 
regardless of testing. The biggest drivers of the growing incidence of prostate cancer are the aging population and 
doing PSA blood tests at an ever earlier stage in men who don’t have symptoms. There is no national screening 
programme for prostate cancer. 
 
Yes, you can have the test if you don’t have any symptoms. But have a very careful think about it first. 
 
 
 
Elwyn Davies, 26/3/15 
  


