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Background



Rapid research was commissioned…..

3

NHS England should research how different 

practices’ appointment-booking

and other working arrangements drive 

variations in access. Such insights

would help NHS England and practices 

themselves to understand the effect of

different approaches, such as same-day 

appointments, on key indicators of access.

The General Practice Forward View cannot be 

delivered without sufficient recruitment and 

workforce expansion. Therefore NHS England 

and Health Education England (HEE) have set 

ambitious targets to expand the workforce, 

backed with an extra £206 million as part of the 

Sustainability and Transformation package. We 

will also support the development of 

capability within the current workforce and 

support the health and wellbeing of staff. 



……..to understand differences and assess progress



Aim and Objectives

Aim

Describe how differences in appointment systems and other working arrangements 

in general practice drives variations in access. 

Objectives

1: To understand the different appointment-booking and other working 

arrangements in place at general practices to meet demand for access to general 

practice. 

2: To summarise the evidence regarding the impact of each of the Ten High 

Impact Actions on patients’ access to care in general practice. 

3: To recommend how general practices can improve appointment systems and 

other working arrangements for the access needs of their specific populations.
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Approach



Mixed Methods Approach 
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• Rapid review of the evidence

• Interviews with Practice Managers

• National survey data analysis

• National Advisory Group to provide guidance and context to the recommendations
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Aligning Frameworks
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This analytical framework was developed using the Ten High Impact Actions and a 

steer from the projects Sponsor NHS England

A Management of 

appointments 

Supply versus Demand

1. Signposting

2. Consultations

3. Did Not 

Attend

B Workforce  for 

appointments

Simple/single versus 

Diverse

4. Team

7. Partnership

C Efficiency for access

Direct versus Signposting

5. Practice 

Productivity

6. Personal 

Productivity

10. Improvement

D Model of care

Medical versus Holistic

8. 

Social/Wellbeing 

9. Self Care



Findings

Evidence Review

Analysts: Anam Malik and Sharon Stevens
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1. Active 

Signposting

Receptionists operate under the influence of a number of pressures, prioritising timeliness over continuity (Alazri et al. 

2007).

Receptionists feel responsible for supporting vulnerable patients (Hammond et al. 2013).

Care navigation has benefits of: receipt of timely care, reduction in unnecessary appointments, avoidance of hospital 

admissions, improved practice productivity and reduced workload (Health Education England 2016).

Training for active signposting supports receptionists to confidently design, manage and deliver the care navigation 

role (NHS England  undated, e).

2. New 

Consultation 

Types

Different types of consultations offer convenience, but raise concerns of increased demand, workload, privacy and 

confidentiality, (Ware and Mawby 2015).

Telephone consultations not suitable for all patients (Paddison et al. 2015). 

E-consultations are dependent upon compatibility of IT systems (Farr et al. 2016). 

Video consultations can support management of chronic disease (Armfield et al. 2015) however increased computer 

proficiency required for patients (Leng et al. 2016). 
Shared medical appointments improve patient experience; care is perceived to be more accessible and sensitive to 

needs (Heyworth et al. 2014). NHS case study showed appointments avoided for frequent attenders (NHS England, 

undated, e).

3. Reduce 

DNAs

Reminder notifications help to improve attendance (Robotham et al. 2016). Reminders with details of timing and 

location of appointments are more effective (McLean et al. 2014).

Encouraging patients to complete their own appointment card, asking patients to repeat appointment details and 

publicising attendance figures, result in reduced DNAs (Martin, Bassi and Dunbar-Rees 2012).

Same-day telephone appointments to reduce ‘just in-case’ bookings associated with a 72% reduction in DNAs at one 

NHS case study (Rose et al. 2011). 

Management of Appointments
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4. Develop 

the team

GPs with specialist skills can achieve a reduction in referrals but raise concerns of increased GP 

workload (Pollard et al. 2014). 

Patients view care from health care assistants positively, considering it as less formal and offering 

prompt access and continuity of care (Bosley and Dale 2008).

Patients display higher levels of satisfaction with nurses for tasks such as family planning (Martínez-

González et al. 2014). 

Patients using clinical pharmacist services exhibit positive outcomes for medication adherence, 

resolution of medication-related problems and quality of life (Tan et al. 2014).

Access to ANPs at care homes has avoided 417 unplanned admissions at a NHS case site (Prime 

Minister’s Challenge Fund: Improving Access to General Practice 2015).

7. 

Partnership 

working

Practices choose to collaborate to ‘achieve efficiencies’ and to ‘offer extended services in primary care’ 

(Rosen et al. 2016).

Multidisciplinary team working can improve patient-reported outcome measures in reported in COPD 

(Hernandez et al. 2015) and depression (Coventry et al. 2014). 

Collaboration of practices with community pharmacies to establish a minor ailments service reduces 

demand for GP appointment at a NHS case-study site (NHS England undated, e). 

Workforce for Appointments
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5. Practice 

work flows 

The improvement of flow across the system requires gaining an understanding of the patient/carer journey (Fillingham 

et al. 2016).

Primary care staff value access to peer support when working in large practices (Rosen et al. 2016).

Workflow can be improved by: proactive planned care, team functioning, sharing back-office functions, communication 

strategies and work flow mapping (Sinsky et al. 2013).

Process mapping of a repeat prescription process and subsequent improvements to the process released 556 hours 

(NHS England e, undated).

6. Personal 

productivity

Staff value training and career development opportunities, as well as peer-support arrangements which reduce 

professional isolation (Rosen et al. 2016).

Investment in training and skills development contribute to improved job satisfaction amongst staff (Rosen et al. 2016).

Training across sites can be facilitated by web-based resources and saves time (Rosen et al. 2016).

10. Develop 

QI Expertise

Effective approaches to quality improvement include: audit and feedback; practice facilitation; educational outreach 

and processes for patient review and follow-up (Irwin et al. 2015). 

Specific training for quality improvement is required for general practice teams to ensure sustainability and continuous 

improvement (De Silva and Bamber 2014).

Improvements in the quality of care given to patients needs to be support by relevant data and information (Goodwin 

et al. 2011). 

Efficiency for Access
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8. Social 

prescribing

Social prescribing is “a way of linking patients in primary care with sources of support within the 

community…” Bickerdike et al. (2017) 

May reduce frequent attendance to general practice by reducing social isolation and supporting 

those returning to work (Husk et al. 2016).

Available evidence is insufficient to fully determine the success and cost effectiveness of social 

prescribing programmes (Wilson and Booth 2015).

Communication, leadership and flexibility identified to be key strengths of a pilot intervention in the 

NHS (Whitelaw et al. 2016).

9. 

Supporting 

self-care

Multicomponent interventions are most effective for supporting self-management in people with 

long-term conditions (Taylor et al. 2014). 

Text-messaging interventions appear effective for diabetes self-management, weight loss, physical 

activity, smoking cessation, and medication adherence for antiretroviral therapy (Hall et al. 2015).

Patient access to electronic health records imparts perception of control for the patient and time 

efficiencies for nurses (Jilka et al. 2015). 

Health Champions, who assist the practice in health promotion and outreach work re-directed patient 

concerns from general practices to the community at a case study site (NHS England undated, e).

Model of Care



Findings

Interviews

Analysts: Mahmoda Begum, Anam Malik, Shiona 

Aldridge and Abeda Mulla



Location of practices that were interviewed



Management of Appointments
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Effective 

signposting 

requires 

trained 

receptionists

Receptionists engaged in non-clinical triage through care navigation training

Training and support provided by clinicians

Practice protocols and tools available

Preference for 

telephone 

consultations

Telephone consultations provide more convenient access and less rushed appointments

Telephone consultation need to be tailored to patient population. 

Video consultations are still a future aspiration

Tackling DNA 

requires 

tailored 

approach 

Specific services are more DNA prone

Specific patient groups perceived to be more likely to DNA. 

Improved communication of appointment time and ability to cancel appointments. 



Workforce for Appointments
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Increased skill 

mix in practice 

team 

Valued for quick access for patients and in providing better quality of care

HCA releases nurse capacity; nurses release GP capacity 

Practice based pharmacist support release GP capacity and provides cost savings

Partnership 

working 

requires a 

community 

mindset

Provides patient centred care through a comprehensive and coordinated service offer

Enabled by initial funding initiatives progressing to formal arrangements

Facilitated by collaborative tools and a shared approach to access



Efficiency for Access
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Productive work 

flows requires 

practice 

proactivity

Formal allocation of tasks to dedicated members of staff who are trained

Practice manager develops, documents and coordinates processes

Enabled by team culture of discussion and empowerment.

Personal 

productivity 

training improves 

practice 

efficiency

Diversity of approaches for personal resilience for patient interaction

Practice culture of open door policy and breathing space improves staff morale and job 

satisfaction

Challenges to accessing external training 

Improvement 

initiatives require 

external support

Needs are recognised internally and championed by practice staff

Supported (often funded) based on existing relationship with CCG

Diversity of external suppliers for improvement support; access to these differs



Model of Care

19

Social 

prescribing 

dependent on 

community 

resource 

Facilitates the development of  community resilience

Key role of practice based navigators /coordinators in bridging practice to other local services

Concept of social prescribing not fully understood

Self-care 

support needs 

developing

Dependency on signposting to information resources and availability of education classes 

Coproduction of care plans especially in care home settings are valued

Patient engagement a barrier to self care



Findings

National Datasets & Data Triangulation 

Analyst: Jag Panesar

Triangulation

Analysts: Mahmoda Begum and Abeda Mulla



Patient experience of access at the practices that were 

interviewed
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Range of Scores Practices

Consistently above the normal range 5 and 7

Within the normal range 4 and 8

Consistently below the normal range 3,9,10 and 16

GP Patient Survey Question 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18

Ease of getting through to 

someone at GP surgery on the 

phone - % Easy 91% 47% 20% 66% 81% 74% 90% 65% 34% 45% 68% 73% 74% 38% 86% 50% 88% 28%

Helpfulness of receptionists at GP 

surgery - % Helpful 94% 79% 75% 86% 93% 91% 98% 86% 68% 65% 87% 90% 90% 92% 92% 69% 90% 70%

Frequency of seeing preferred GP 

- % Always, almost always, lot of 

the time 74% 64% 41% 68% 72% 65% 84% 60% 19% 38% 67% 65% 52% 64% 62% 29% 85% 43%

Able to get an appointment to 

see or speak to someone -% Yes 94% 55% 51% 67% 89% 82% 83% 70% 48% 47% 78% 68% 85% 58% 86% 54% 91% 50%

How long until actually saw or 

spoke to GP / nurse - % Same day, 

next day 30% 38% 22% 51% 42% 30% 61% 46% 72% 32% 47% 37% 68% 57% 50% 34% 48% 66%

Convenience of appointment - % 

Convenient 96% 89% 77% 82% 95% 92% 95% 91% 70% 85% 90% 91% 97% 96% 96% 73% 100% 79%

Overall experience of making an 

appointment -% Good 92% 59% 43% 65% 89% 74% 92% 68% 49% 46% 69% 70% 83% 55% 93% 46% 97% 47%

Satisfaction with opening hours - 

% Satisfied 87% 71% 67% 73% 84% 82% 94% 81% 67% 62% 78% 84% 74% 72% 86% 58% 79% 59%

Is GP surgery currently open at 

times that are convenient - % Yes 84% 67% 73% 75% 76% 84% 90% 89% 65% 60% 71% 85% 67% 79% 84% 52% 82% 69%

Overall experience of GP surgery - 

% Good 97% 81% 77% 78% 93% 81% 99% 88% 66% 69% 86% 91% 89% 88% 98% 67% 92% 76%

Recommending GP surgery to 

someone who has just moved to 

local area - % Yes 96% 74% 53% 71% 91% 66% 93% 82% 55% 54% 81% 80% 93% 74% 88% 50% 87% 60%

Practice Identification

The majority of 

practices scores 

across the eleven 

questions were 

variable with only 2 

practices scoring 

consistently above 

the normal range and 

4 below



Key features of the practices consistently above the 

normal range for patient experience

• Identified patient need and developed clinical team accordingly 

• Tailored consultations to meet patient needs

• GPs and Practice Manager take a proactive role in partnership working

• Sought and received support for improvement

Practice 5

• Introduced new clinical roles and flexible skill base for non-clinicians

• Identified communication barriers with patients and implemented 

improvements

• Proactive partnership working with other practices

• Used support from CCG to improve appointment systems, streamline 

processes and enhance consultations offer

Practice 7



Key features of the practices consistently below the 

normal range for patient experience

•Local collaborative working with other practices in its ‘infancy’

•Not proactive in enhancing patient access

•Implementation of improvements was difficult 

•Futility for attempting patient behavioural change

Practice 3

•Transitioning to an ambitious partnership model with local practices

•Current focus on modernising general practice delivery not patient experience 

•Staff development expected and initiated

•Practice not sufficiently engaged in patient education or empowerment

Practice 9

•Knowledge of alternatives was limited.

•The practice struggled with building relationships with patients

•Staff development opportunities limited to external offer

•Patient education was dependent on the secondary care provision

Practice 10

•Partnership working with other practices limited to formal arrangements for OOH

•Patients were viewed as demanding with unrealistic expectations

•Training at the practice was limited

•Challenged by the language barrier between staff and patients

Practice 16



Patient satisfaction rating for practices with or without 

extended opening hours
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Full provision - patients have 

access to pre-bookable 

appointments on Saturdays 

and on Sundays, and on each 

weekday for at least 1.5 hours

Partial provision - patients 

have access to pre-bookable 

appointments on at least one 

day of the week 

No provision - practices have 

no extended access 

arrangements in place on any 

day

‘How satisfied are you with the hours that your GP surgery is open?’

The following % responding very or fairly satisfied

75.7%

76.2%

73.8%

67.5%

68.5%

69.5%

70.5%

71.5%

72.5%

73.5%

74.5%

75.5%

76.5%

77.5%

GP Practice Cohort

%
 V

er
y/

Fa
ir

ly
 S

at
if

ie
d

FULL PROVISION PARTIAL PROVISION NO PROVISION

There is very little difference 

in patient satisfaction 

between partial and full 

provision



Patient convenience rating for practices with/without 

extended opening hours
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Full provision - patients have 

access to pre-bookable 

appointments on Saturdays 

and on Sundays, and on each 

weekday for at least 1.5 hours

Partial provision - patients 

have access to pre-bookable 

appointments on at least one 

day of the week 

No provision - practices have 

no extended access 

arrangements in place on any 

day

‘Is your GP surgery currently open at times that are convenient for you?’ 

The following % stating yes

73.96%

74.94%

72.66%

67.50%

68.50%

69.50%

70.50%

71.50%

72.50%

73.50%

74.50%

75.50%

76.50%

77.50%

GP Practice Cohort

%
 S

ta
ti

n
g 

Ye
s

FULL PROVISION PARTIAL PROVISION NO PROVISION

There is very little difference 

in perceived convenience 

between partial and full 

provision
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A Management of 

appointments 

Supply versus 

Demand

The size of the practice did not appear to be linked to a practice’s ability to innovate for consultation types. However larger 

practices were in a better position to offer a wider range of consultation types. 

The different consultations offered in larger practices were driven by a desire to provide patients a choice of access to 

clinicians.  Whilst in smaller practices the different type of access to a preferred clinician provided continuity of care.

A broader clinical team offering meant that GPs saw more complex patients requiring  more time; practices reported the 

need to offer flexibility within it to suit the clinician.

B Workforce  for 

appointments

Simple/single versus 

Diverse

The diversity of nurse roles in general practice offered a perceptible improvement in GP workload and was valued by patients 

over time to the extent that nurse appointments were subsequently specifically requested.  

There was a difference in how practice managers took care of the personal and professional needs of all the practice staff 

and this was linked to reports of morale and ability to manage patient demand at the practice. 

Partnership working promoted the sharing of resources and skills and enhanced a practice’s capability for improvement. 

Where practices recognised the need to work in partnership (for improved services) they did so even in the absence of a 

formal arrangement and leveraged any commissioning relationship to fund or support collaboration.

C Efficiency for 

access

Clinicians and non-clinicians supported one another to evolve and improve appointment and consultation processes to 

improve patient access. 

Practices with experience, capability and confidence to provide effective training in-house for their operational processes are 

also proactive in seeking support for external training.

Standardised, good quality training for service improvement was not accessible by all practices that required it. 

There can be fatigue with improvement processes for meeting patient demand as it is often felt to be unsurmountable.  

D Model of care

Medical versus 

Holistic

More evidence of progress with a patient centred care coordination model of care where there was a higher elderly 

population with inherent chronic care or frail elderly needs. 

A holistic approach to care was perceived to be more relevant at practices with specific frail elderly or long term/complex 

conditions.

Practice-based care navigators are the much appreciated mechanism through which patients are connected to appropriate 

community services (in an effort to reduce emergency admissions).

The physical space to offer a one stop shop was likely to become a limiting factor for delivery of a holistic model of care. 



Conclusion



The evidence

The peer-review evidence underpinning the High Impact Actions varies for the 

individual Actions by:-

• status of the evidence base (established, emerging or under-researched)

• the quality or comparability of what is studied

• the generalisability to UK or primary care settings

As it stands the following have the strongest evidence-base 

• telephone consultations as an alternative type of consultation

• enhanced nursing roles as part of team development

• self-management for long term conditions



The experience of Practices
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A careful balance is required to manage the supply of and demand for 

appointments:

• ‘Hard’ features: the different types of consultations offered, the diversity of 

clinical and non-clinical staff; the size of the practice; and the partnership working

• ‘Soft’ features: staff engagement, interest for improvement; autonomy through 

training and personal resilience; leaders or champions of access and team working.

• Patient need based on health status: access needs differ for self-limiting versus 

chronic conditions whereas access for holistic care requires different professionals

• Patient preference for continuity or timeliness for access; preferences differ 

between patient groups with some having very high expectations.

The impact of which can be limited by two factors

• Lack of skill

• Lack of funding



Recommendations

The findings from the research were presented to the advisory group 

alongside draft recommendations. The advisors with their policy, 

strategic, academic, clinical and general practice experience expertise 

refined and added to the original list to generate the following 

recommendations



NHS England

1. A national strategy, with patient behavioural change components, should be 

considered to manage expectations of general practice and for patients to take 

more accountability of their own health and wellbeing particularly for self-

limiting conditions. This will support the inherent tension of ‘We’re getting 

healthier, but we’re using the NHS more.’ (Page 7; Next Steps FYFV, 2017).

2. More guidance and standardisation for career development, both clinical and 

non-clinical is required to professionalise the primary care workforce as new 

roles emerge. As a starting point we would suggest templates for job 

descriptions for the key roles in general practice, for both traditional roles such 

as (practice managers and nurses) and new roles (such as care navigators and 

pharmacists).

31



NHS England (2)

3. Telephone consultations can be promoted as an alternative type of consultation 

that offers more convenience for clinicians and patients. Video consultations 

could be a logical next step to account for patient and clinical preference for 

real-time and face-to-face consultations but require consistent technical 

infrastructure support. Independent of the mode of consultation, guidance and 

training should be provided to staff and awareness of patients for the different 

consultations should be enhanced. 

4. A consistent approach to data management and utilisation in primary care for 

national quality improvement purposes is needed. A minimum dataset that is 

relevant to the supply and demand of appointments is required for practices to 

extract comparable data from electronic patient record systems. The reporting 

burden on practices should be balanced for timelines and the relevance of the 

data being collected.
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Clinical Commissioning Groups 

5. Compatible information systems that ‘talk’ to one another are required in a 

healthcare economy and should be future-proofed to allow for efficiency across 

primary care and multi-disciplinary partnership working. This is especially vital 

in enabling practices to work together and book appointments across practices 

in order to meet extended access objectives. 

6. The continuous cycle of non-recurring pots of national and local funding make 

change initiatives for general practices difficult to embed, replicate and sustain.  

The longevity of pilot schemes and their funding should be considered by a 

commissioners; a pilot should not be commissioned without a clear plan to 

either stop or roll out with decision rules specified up front. 

7. Practices should be supported to broaden access to specialist primary care 

clinicians through the provision of a commissioner managed pooled resource. 

The needs of the practice should be matched to the expertise of the clinician 

and allow patients direct access to the clinicians. 

33



Clinical Commissioning Groups (2)

8. A consistent definition of social prescribing in primary care is required for 

delivery and evaluation purposes to allow for equity in coverage and a 

comparison of ‘what works’. Dedicated health and social care navigators, 

equipped with a good knowledge of community resources, and working within 

practice based multidisciplinary teams can then be appropriately mobilised for 

social prescribing purposes.

9. The willingness by general practices to work in partnership with other agencies 

in their health and social care economies to provide holistic care should be 

encouraged through the development of accountable local GP leaders with an 

interest in general practice access.

34



General Practice

10. Active signposting by receptionists to internal and external services includes 

non-clinical triage and requires training and clinical support for receptionists. 

Confident signposting by receptionists can overcome patient reservations and 

ultimately result in a better patient experience and reduced GP workload.  

11. Champions from within the practice should be empowered to take on specific 

initiatives; these could be clinicians, non-clinicians or even patient 

representatives.  They need to be provided with ‘breathing space’ or protected 

time to develop efficient processes for the management of access. Introduction 

of an efficient process to self-care has the potential to reduce general practice 

demand.

12. Patient demand can begin to be addressed with a willingness to proactively 

identify and seek solutions for patient needs. This could involve an initial 

investment in resource such as IT tools or training of staff; or embracing new 

ways of working in partnerships with health, social and voluntary care 

professionals to reduce GP workload burden.
35



General Practice (2)

13. The efficient and effective tackling of Did Not Attends (DNAs) requires as a first 

step, an audit of rates, an awareness of the capacity of clinicians and an 

understanding of specific reasons that patients DNA at individual practices. This 

should be followed by the use of evidence-based strategies.

14. Practice managers should be proactive in developing productive work flows 

within their practice by working across staff groups and clearly delegating 

responsibilities and accountabilities. Proactivity by practice managers for team 

working will improve personal resilience of individual members of staff, morale 

of the practice and engender a culture of learning and efficiency.  

36
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