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Developing Resilience in 
General Practice – Tower 
Hamlets Practice Support 
Project 



We want to support Tower Hamlets practices in 

addressing the workload pressures they are facing 

 Recognising the stress in Primary 

Care, the CCG wanted to provide 

strategic and operational support 

to practices 

 

 In response to this the CCG is 

undertaking two key programmes of 

work: 

1. Rapid operational support to 

practices & develop a QI 

focused workforce (the focus 

of this slide-pack) 

2. Long term re-design of 

primary care services 

 

 

 

 General Practice in Tower Hamlets 

is facing significant challenges 

due to: 

 a growing population 

 increased demand 

 changes in contracts 

resulting in funding changes 

 challenges around 

recruitment and retention 

 

 This has resulted in increased 

pressure and workload for 

practices 

The challenge The GP challenge Our response to the GP challenge 



Improve 

practice 

performance 

▪ Be able to respect cut-off times for returning calls: 

13:00 and 18:30 

▪ Reduce number of GP callback requests 

▪ Reduce call volume 

▪ Allow more time for admin for GPs 

▪ Protection of teaching time for registrars 

▪ Training for all staff types in establishment and 

uptake of best practices 

▪ Duty role creation to handle additional work 

▪ Set a standard sessional activity, e.g. 20 calls and six 

face-to-face appointments for doctors 

Improve 

patient access 

▪ Improve specialist capacity (minor surgery, injections, 

antenatal appointments, CDT, etc.) 

▪ Increase admin capacity to handle patient contact 

▪ Practice-wide agreement on appropriate presentation 

by staff type and reported symptoms 

▪ Increase clinical capacity (nurse hire) 

Objectives Analysis of key areas for improvements Intervention type 

Staff training/ best 

practice cascade 

Internal organisation/ 

activity 

Staff skill mix 

Patient access to care 

Patient awareness 

We started the pilot last year with one practice (JSP) in 

who used QI methodology to tackle their key issues 

relating to patient access and workload 
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Average calls handled per session by 
doctors 

20 call 

target 

* Session defined as half a full working day; 9:00AM to 12:30 PM, OR 1:30 PM to 6:00 PM 

SOURCE: Average calls per session by doctor Oct ’13-14 

Calls per 

session* 

Practice Optimisation- creating targets 

JSP started by conducting a practice wide audit into how many patient contacts 

were being managed by each GP – and there was huge variation! 



SOURCE: Analysis of average calls per session by doctor Oct ’13-’14 
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Comparison current doctor capacity and 

assumed capacity if all doctors match target 

number of calls 
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calls 

+10 

Difference in # appointments 

offered 
# 

Capacity with minimum targets 

Current appointment capacity 

Practice Optimisation- meeting targets 

Moving all doctors to target number of calls supplies 84 more appointments per  

week to patients 



The practice continued by conducting a 

further audit into how many patient 

contacts were seen by appropriate 

members of staff 

SOURCE: Skill mix audit 2015 

EXAMPLE 

PRACTICE 

ANALYSIS 

AREA 



45% of patients seen by GPs today in JSP 

could be seen by an alternative staff member 

or the patient could self-manage 

SOURCE: Work shift between skill mixes, NATCANSAT  analysis of JSP staff appropriate skill mix audit 2015 

GP assessment of who was best placed to resolve patients request or 

problem who were currently seeing/speaking to a GP 

54.90% 

10.1% 

5.8% 

15.8% 

2.5% 

0.8% 

5.8% 

4.3% 

GP 

Practice nurse 

Prescribing 

nurse 

Practice pharmacist 

Physician associate 

Self-manage 

Local pharmacist 

Admin 

EXAMPLE 

PRACTICE 

ANALYSIS 

AREA 



JSP wanted to first shift suitable work to 

nurses which would only make a small 

saving but more importantly would free up 

GP time to focus on other patient issues 

SOURCE: Work shift between skill mixes, NATCANSAT  analysis of JSP staff appropriate skill mix audit 2015 

* “Work” refers to the percentage of Doctors’ work that can be shifted to different skill mixes per week, i.e. 15.9% 

Comparison of cost to deliver work* shifted from GPs 

to nurses 

Cost of delivering work 

Doctor 

Practice nurse 

Prescribing 

nurse 

Admin 

£74  

£979  

£707  

£210  

£1,318  

£1,320  

£0 £200 £400 £600 £800 £1,000 £1,200 £1,400

Physician 

associate 

£339 saving per week 

£136 saving per week 

£56 saving per week 
£559 

GP 

Delivered by 

GP 

GP 

Nurse (mix) 

Physician 

Associate 

Admin 

EXAMPLE PRACTICE 

ANALYSIS AREA 



In order to implement these skill mix 

changes we developed a protocol using a 

staff audit for which conditions we dealt 

with by each type of professional 

SOURCE: Audit of practice staff review of appropriate skill mix to deal with various conditions 

EXAMPLE 

PRACTICE 

ANALYSIS 

AREA 



SOURCE: “Who to see” patient analysis 2015, NATCANSAT analysis 

The audit showed where there was consensus 

between staff types around who should resolve 

each type of condition 

EXAMPLE 

PRACTICE 

ANALYSIS 

AREA 



Develop Resilience in General Practice 

Staunch 

acceptance of 

reality 

Characteristics of 

Resilience 

Strong values 

and search for 

meaning 

ability to 

improvise 

In order to 

But every practice has its own priorities 

to address 



Approach: the pilot phase in detail  

Pilot 

Phase 

Objectives   

Process   

a) Collect data from pilot practices on operational functions 

a) Collate practice-level data prior to working across TH and confirm the 

most significant drivers of performance are being reviewed through the pilot 

data list  

b) Uncover potential areas of operational support for pilot volunteers and 

understand what areas of support could be addressed at scale across 

practices 

c) Equip pilot practices with microsystems process understanding, team 

coaching and strategic support to address immediate operational 

improvements 

b) Survey and interview practice staff on challenges and opportunities  

d) Analyse data for robustness/identify potential areas for improvement 

c) Conduct an “outside in” data analysis from publically and CCG available 

data sources  

d) Evaluate impact and pilot approach 

e) Work with practice team to establish working knowledge of the mirco-

systems approach and help support making three changes though this 

process 

f) Identify issues that are out of the immediate influence of individual 

practices, and provide support to tackle them 



Approach: Overview of project structure 

Pilot 

1 

Diagnostic 

Support  

 

Further practice  

support 

2 

3 

Phase 

Following the completion of each phase, we will work take stock before deciding on 

how to proceed with the next phase 

 

REVIEW 

REVIEW 



Project Overview- Process 
The programme is running a pilot with four practices and one Out of Hours service, 

and is in discussion  about how this support could be adapted at larger scale.  

 
Practice A Practice B Practice C 

How stressful would 

you say it is to work in 

this practice? 

 

How easy is it for a 

patient to make an appt 

compared to national 

and to borough 

average? 

Using established quality improvement methodologies, a small team are spending 

time with practices, immersing themselves in day to day practice operations, 

collecting data and interviewing staff. 

 



 Practice interviews 

 Data collection in the practice 

 Data collection from publically available sources 

 Staff surveys 

 Observations around the practice 

The need for data collection to build a: 

You need data to understand and build a picture of a system 

 

DATA WALL Data needs to be collected from: 

Data is collected through: 

To build a 

To build a 



5P Assessment 

Theme 

Global Aim 

Change Ideas 
 

Specific Aim 

Measures 

Flowchart 

Cause & Effect 

We also recognise the importance of having 

the quality improvement process at the 

heart of the process 

Effective Meeting Skills 

Global 
Aim 

1

2

3

5 P Assessment

Theme

Global Aim

Change Ideas

Specific Aim

Measures

SDSA

P

DS

A

P

DS

A

P

DS

A

PDSA

1

3

2

Dartmouth Microsystem Improvement Curriculum
The Microsystem Improvement Ramp 

 



Therefore we designed a process that 

incorporates these design principles/ elements as 

well as the key elements of QI 

1. Project design involving stakeholders (practices and 

patients) & creating a social movement around this change 

2. Data collection and in-depth practice interviews  

3. Outside-in data collection relating to all practices 

4. Analysis/ presentation of findings in a “mirror workshop” 

including benchmarking of key metrics across TH 

5. Prioritisation of challenges and action planning with each 

practice 

6. Rapid test of change cycles by practice team 

7. Off the shelf interventions where appropriate e.g. finance 

package, workforce planning 

8. Coaching conversations 

9. QI training and culture development 

10. Central library of resources, case studies & templates 

11. Targeted or specialized help within practices to: 

• Build capability in the practice e.g., data training 

• Tackle a specific issue e.g., team coach 

12. Cross practice learnings, problem solving and 

accountability groups 

 

Establishing 
the baseline 

Identifying 
opportunities 

for change 

Making the 
change 
happen 

Consolidating 
the change 

Project process steps 

1 

2 

3 

4 

Project stages 



In practice team focus 

Establishing 

the baseline 

Identifying 

opportunities 

for change 

Making the 

change 

happen 

Consolidating 

the change 

CCG/ provider team focus 

 In practice data collection & staff 

interviews through visits (e.g., demand, 

capacity etc.) 

 Outside in data collection 

 Analysis & presentation of data 

 Building relationships with practices 

 

 Project set up 

 Project coordination 

 Practice 

communications 

 

 

 Facilitate practices to identify & prioritise 

key challenges & action plan 

• ”Quick wins” 

• Major challenge 

 Basic understanding of QI  

  

 Establishing cross 

practice themes 

 Restructuring support 

packages 

 Project coordination 

 Coaching/ support to deliver on key QI 

challenge area/ rapid tests of change 

 Additional support to tackle team and 

specific issues including off the shelf 

interventions e.g. finance package, 

workforce planning 

 QI training throughout TH 

 

 Practice 

communications 

 Project coordination 

 Project evaluation 

(intermediate) 

 Develop templates 

 
 Light touch support/ coaching to ensure 

change is embedded and additional areas 

being addressed  

 Delivered through accountability, peer 

support and problem solving (i.e., groups of 

practices working together)  

 

 

 Building capacity at 

network level to 

support 

 Project coordination 

 Project evaluation 

(intermediate & final) 

Stages 

~ 2 months 

(Jul-Aug 16) 

~ 1.5 

months 

(Sept – 

Oct16) 

 

~ 6 

months 

(Oct 16 –

Mar 17) 

~ 18 

months 

(Apr 16 –

Sept 18) 

 

 

Duration 

Practice 

experience 

Overall 

Project 

~ 2.5 days 

~ 1.5 days 

~ 6 months 

~ 18 

months 

The project will take ~6 months of intensive input and 18 

months of light touch support from the practice 

perspective as currently designed  

1 

2 

3 

4 



“Establishing the baseline”: example data 

collection/ diagnostic areas 

Patients 

Team mindset 

Practice  

capacity 

Patient  

demand 

Systems and 

processes 

 Size/growth of population 

 ‘TH weighting’ of population 

 Specific challenges of population 

 Patient satisfaction 

 Capacity and capability of the whole practice team to make change 

 Team functionality, leadership models 

 Appointments offered: type, with whom and # 

 Staffing levels, skill mix 

 Premise utility  

 Size and nature of the unmet patient demand 

 Systems design process 

 Standardisation 

 Design to address challenges and objectives 

Example issues we are trying to understand Category 

Use of data 

Finances 

 KPIs  

 Data driving operational improvements 

 Practice income and how will that change by 2017 

 Expenditures (scope for consolidation of back office expenses) 

 

1 



“Make change happen”: practices will be offered 

different packages of interventions & support  

SUPPORT 

PACKAGE 

IN PRACTICE 

PROBLEM SOLVING 

SUPPORT 

ADDITIONAL IN PRACTICE 

SUPPORT 

NETWORK/ PAN TH/ 

CROSS PRACTICE 

SUPPORT 

HIGH 

TOUCH 

 Problem solving 

support (high 

frequency) 

 QI training (6 month 

course) 

 Team coaching 

 Professional expertise 

e.g., employment lawyer 

 Data support 

 Practice manager 

mentorship 

 Strategy implementation 

help 

 Cross practice action 

– problem solving & 

sharing best practice 

 Network OD 

 Key topics workshops 

 

MEDIUM 

TOUCH 

 Problem solving 

support (medium 

frequency 

 QI training (3 day 

course) 

 Team coaching 

 Practice manager 

mentorship 

 Cross practice action 

– problem solving & 

sharing best practice 

 Network OD 

 Key topics workshops 

LOW 

TOUCH 

 Problem solving 

support (medium 

frequency 

 QI training (3 day 

course) 

  Cross practice action 

– problem solving & 

sharing best practice 

 Network OD 

 Key topics workshops 

3 



Data collection on pilot practices x 4  

Targeted data collection/analysis  

Quality improvement interventions in pilot practices x4  

Practice data collection x 32 

Analysis to provide benchmarks/uncover best practice  

Identify over-arching areas of need  

Produce recommendations for borough-wide support  

Pilot 

At-Scale 

Diagnostic 
Support 

 

Borough –
wide 

Practice  

Support 

Phase Elements  

We are 
HERE  

In practice/network support to implement for change  

Suite of tools and templates to make change happen 

QI capacity building within each practice 

Track impact, evaluation and redesign of process for project roll out 

We are currently piloting the process with 4 

practices in Tower Hamlets 

1 

2 

3 



Project evaluation parameters 
Areas of 
evaluation 

Specific values/goals of this project Metrics to track (i.e. what impact did our intervention have on 
the practices?) 

Process  Help all practices in TH to build resilience 
 Ensure all practices feel supported to make change 

 # of practices at each stage of project  
 # of practices feel better equipped to make change happen 

Function 
(systems, 
processes 
and data) 

 Processes with only value adding steps 
 Processes that are designed to minimise waste of 

resources and maximise the use of time 
 Processes that are sustainable for staff 
 Processes that meet the needs of the patients 
 Align supply and demand for patient contacts 
 Collection and use of data to drive real change 

 Reduced “waste” in the system – specific to the 
intervention chosen (quantitative) 

 Reduced complexity in processes  (qualitative)  
 Patient access and friends and family scores 

(quantitative) 
 # of metrics tracked and frequency of reviewing 

(quantitative)  
 Increase value per patient contact (quantitative) 

Satisfaction 
& Morale 

 Improved patient experience 
 Improved staff satisfaction  
 Increased sense of ownership 

 Patient access, experience and friends and family scores 
(quantitative) 

 Staff satisfaction levels (qualitative & quantitative) 
 Increased effective team working (qualitative)  
 Increased retention of staff/ ability to recruit (qualitative 

& quantitative) 

Cost  Confidence in financial management and planning 
 Reduced waste/ expenditure 
 Optimised used of existing resources 

 Confidence and skill levels of financial lead (qualitative)  
 £ saved or reallocated (quantitative)  
 Cost per appointment/ patient contact (quantitative)   

Clinical 
effectiveness 

 Fewer breaches/near misses 
 Increased safety for patients 
 More confidence for staff 
 N.B. clinical outcomes out of scope – but will be 

tracked to ensure no detrimental impact 

 # of significant events (quantitative)  
 Diagnosis rates (quantitative)  
 Staff confidence levels (qualitative & quantitative) 

 

QI 
capabilities 

 Increase QI capacity and capability within every 
practice  

 Increased QI understanding (qualitative)  
 Increased number of QI local leaders (qualitative)  
 



Feedback so far 
Whilst the pilot is in early days, preliminary results are very encouraging. 

Feedback from practices includes: 

 

This has been a great 

experience. We have 

learnt so much about our 

practice 

I suppose we intuitively knew a lot of this 

information, but it is amazing to see the 

data behind it to support our thinking and 

break it down 

We really need this help. We are 

feeling very much up against it 

It is interesting to see the 

practice through objective eyes 

I cant believe those referral rates. So 

good to have that data 

The practice being interviewed 

has been such a cathartic 

process 



Thank you 
Contact: virginia.patania@nhs.net 
 



Appendix 



Purpose 

5 Ps 

“Establishing the baseline”: we will help 

practices collect data in five areas to form a 

data wall or diagnostic of the practice 

1 



 Practice interviews 

 Data collection in the practice 

 Data collection from publically available sources 

 Staff surveys 

 Observations around the practice 

The practice interviews are 

confidential and will be used to 

understand themes across how the 

team feel about what is working well 

and what could work better in the 

practice 

“Establishing the baseline”: we will collect the 

data in five ways for the diagnostic 
1 



Category 

Finances 

 Profit per patient i.e. income minus expenditure divided by 

list size  (calculated from information below) 

 Income (2014/15 final position, 2015/16 estimate) 
- Total core practice income (Global Sum, MPIG, 

Seniority, Out of Hours) 

- Total non-core practice income for clinical services 

(QOF, NIS, DES & LES) 

- Total non-core practice income for other activities: 

education, training etc. 

 Key cost drivers (2014/15 final position, 2015/16 estimate) 
- Direct costs:  

• Consumables (including estimate of % of appts where 

consumables are used) 

• Clinical staff  

- Indirect costs:  

• Non clinical staff (PM, reception staff, other NC staff);   

• Premises (utilities, maintenance, rent, cleaning 

including # of contractors, total spend, #call outs)  

• Administration (e.g., IT) 

• Other (e.g., subscriptions) 

 Staff : non-staff expenditure ratio 

 Cost of delivering an appointment 

 Use info from practice capacity section on number of 

appts and type 

 GP pay (2014/15 final position, 2015/16 estimate) 

- Average GP salary 

- # GPs with salary > £100K 

- Annual spend on locums  

 

Metrics/ information needed Collection method 

 N/a - calculation only 

 Practice 2014/15 

accounts  

 Practice 2015/16 draft 

accounts if ready  

 Practice 2014/15 

accounts  

 Practice 2015/16 draft 

accounts if ready  

 Interview with PM (& 

Accountants) 

 

 N/a - calculation only 

 N/a - calculation only 

 Practice 2014/15 

accounts  

 Practice 2015/16 draft 

accounts if ready  



 Registered patients 2010-2015 

 Weighted population 2010-2015 

 Patient population growth rate: 

 Population increase estimate  

 Deprivation level of patients (2011 estimate) 

 % patients: 2014/15, futures trends discussed   

 Language needs 

 LTCs 

 Over 65 

 Patient satisfaction rates: 

- Patient experience score 

- Access score through GP survey (last two years 

available) 

- Any practice led surveys 

 

 Skill and will of staff 

 Leadership 

 Role modeling 

 Support systems for change 

 Effectiveness of team meetings and processes 

Patients 

Team 

mindset 

Metrics/ information needed Category Collection method 

 Patient list registry 

 ONS data  

 IMD data 

 Interviews 

 EMIS  

 GP Survey 

 Practice led satisfaction 

surveys 

 Interviews 

 Meeting observations 

 Staff surveys 



 # of A&E visits / A&E rates per 1000 pts (2014/15, 2015/16 

to date) 

 # of calls answered, peak times (Jan and June) 

 Ave waiting time on phone (Jan and June) 

 # of appts requests met in 48 hours for 2 week period 
 Total number of appts available per week per clinical type 

for 2 week period 

 Total number of appts filled/requested per clinical type for 2 

week period  

 Average length of time spent per appt (Jan and June) 

 No. of appointments booked per week (Jan and June) 

 Average DNAs per week (Jan and June) 

Optional: 

 Estimate of % of first appts deemed “appropriate” for 2 

week period 

 No. of follow-up appointments booked per week for 2 week 

period 

 Average length of time spent on follow-up appointments 

(Jan and June) 

 Estimate of % of FU appts deemed “necessary” for 2 week 

period 
 

 

 

Patient  

demand 

Category Metrics/ information needed Collection method 

 Trust A&E figures 

 Telephone system 

analysis 

 Appointment audits 

 EMIS system 

 Interviews 

Use of 

Data 

 # of KPIs tracked (wk, mth, quarter) 

 # of KPIs discussed at staff meeting 

 Interviews 

 Observation of all 

practice meetings 



 Number of appointments offered per year (2014/15, 2015/16 

estimate) 

- # appts/1000pts/wk by appt type (method and by type of 

clinician) 

 # WTEs for each staff type by band for 2014-15, 2015-16 

estimate 

 Estimate of staffing capacity in 2016/17/ description of other 

staffing challenges (current and short and medium term future) 

 # Clinical hours spent by skill-level (NP, GP, HCA) (Jan and 

June) 

 # Admin hours by skill-level (clinical and non-clinical staff) (Jan 

and June) 

 Estimate of other time inappropriately used e.g., blocked appts 

(two week period) 

 % utility of clinical rooms (for current system and review of 

upcoming challenges/ priorities) 

- # of clinical rooms 

- % of opening hours when clinical rooms in use 

 IT assessment/ capacity (for current system and review of 

upcoming challenges) 

Optional: 

 Estimate of % appointments seen by GP that could be 

managed by another HC professional (two week audit) 

 Incidence of remotely manageable conditions (calculation) 

 Total number of in-person appts (two week period) 

 % estimate in-person appts that could be remotely managed 

(calculation) 

 Average length of time of appts that could be remotely 

managed (calculation) 

 

 

Practice  

capacity 

Category Metrics/ information needed Collection method 

 EMIS  

 Appointment 

survey/ audit 

 Practice accounts 

2014-15, 2015/16 

draft accounts if 

available 

 Staffing Rota for 

WTEs 



 Booking system: (Jan & June average if available) 

• Telephone access: # phone calls per day, ave duration of 

calls, # telephone lines;# receptionists manning phone at 

peak hours; range of telephone wait time on telephone 

• Online booking: # online booking requests; # online 

appointments made; and # book-online DNAs 

• Triage system: overview of process 

 Communications / engagement: (Jan & June average) 

• Patient engagement: # telephone enquiries (excluding 

appt. requests; # patient emails sent; # patients on mailing 

list; ave time to resolve patient enquiries (excluding appt. 

requests) 

• Staff engagement: frequency and tone of internal emails; 

frequency of practice meetings; attendance of meetings 

• Use of social media: presence, tone and frequency of 

posting  

 Performance management processes (2014/15 yearly total) 

• Overview of strengths and opportunities  

• Length appraisal cycle 

• # appraisal indicators, # recommendations in appraisal, % 

staff covered by process 

• # key performance indicators  

• % staff covered by process 

• # recommendations made at appraisal, % fulfilled 

 Strategy and innovation (2014/15 yearly total) 

• # pilot projects, outcome reports/evaluations, # accessible 

strategic plans 

• # business plans, # project plans/bids/business cases, # 

awards (funding) received for innovation projects  

 

Systems 

and 

processes 

Category Metrics/ information needed Collection method 

 Observation 

 Telephone system 

data  

 Audit/Survey 

 Website traffic data 

 EMIS 

 Interviews 

 Interviews 

 EMIS 

 NHS Choices 

 Staff survey 

 Interviews 

 Observations 

 Staff survey 

 Surveys 

 Interviews 

 Observations 



 Referral rates 

 QOF scores 

 No. outliers according to General Practice Higher 

Level Indicators Outcomes 

Category Metrics needed Collection method 

Available from public data 

sets 



7/11/2016 

Example outputs from data collections and 
problem solving meetings 



Source: “The new era of thinking and practice In change and transformation: A call to 

action for leaders of health and care” - Helen Bevan and Steve Fairman  

 

 

This programme relies on relationships, 
collaborative and community to maximise impact 


