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Summary  

This project took place between Jan 2019 and June 2020 in The Valentine Health Partnership, a GP 

practice with 26000 patients in Woolwich South East London,  
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The project was inspired by a review of missed and delayed diagnoses which highlighted that some of 

these occurred in usually healthy adults of working age without long term conditions or complex 

health problems, who consulted repeatedly but saw multiple different GPs. This raised questions 

about whether providing these patients with greater continuity would have made GPs more likely to 

notice the connection between repeated presentations and to actively pursue a definitive diagnosis 

and treatment plan.  The project aimed to address five questions:   

o Can we identify patients for whom a period of increased attendance indicates the start of an 

episode for which outcomes will be improved by relational continuity with a named clinician? 

o What processes and resources are needed to help patients with new or changing symptoms to 

understand the potential benefit of continuity and to enable them to achieve this?   

o What is the impact on patient and clinician satisfaction of achieving continuity for the duration of 

an episode of new or changing symptoms?  

o Does relational continuity for patients with new or changing symptoms alter 1) the time to 

diagnosis and 2) the use of wider health services?  

o Is it possible to identify patients who can be ‘stepped down’ from being identified as needing 

continuity once diagnosis is made, treatment initiated and symptoms stabilised or removed?   

The project involved a mix of data analysis, organisational development 

and patient and staff engagement activities 

o Data analysis to identify and ‘flag’ patients with increased GP consultations and to compare  

medication and hospital service use in patients who did and didn’t receive continuity of care 

o Development of guidance for GPs to review the notes of flagged patients and tag notes of 

those who could benefit from continuity plus development of operational processes to deliver 

continuity for tagged patients with their usual GP or his/her micro-team 

o Initial surveys and interviews with staff and patients to identify barriers to continuity to be 

addressed through the project followed by ongoing organisational development activities to 

raise awareness of the benefits of continuity, embed the processes and resources developed 

for the project and change the organisational culture in relation to continuity  

o Notes reviews to describe the range of patients offered continuity; assess the time from first 

presentation to definitive diagnosis and quantify use of tests, medications and other services  

Main impacts and findings 

o Between July 2019 and March 2020, 584 patients were identified in five waves of data analysis as 

potentially benefiting from continuity and, after their named GP reviewed their notes, 416 (75%) 

were tagged for continuity.  

o These patients experienced improved continuity with their named GP and a larger improvement in 

continuity with that GP’s micro-team  

o Patients who received continuity for >50% of appointments had lower use of A&E and urgent care.   

o The end of project staff survey showed that 93% of respondents said the project made them more 

likely to promote continuity. Repeat interviews with patient were delayed by the Covid emergency 

however, a texted question to tagged patients about their experience of continuity received 37 

responses of whom 70% said they found it easier to see their preferred GP while 30% did not.  

Opportunities and challenges for replicating the initiative elsewhere 

This project has taken a pragmatic approach (different from other projects in the HF continuity 

programme), targeting continuity to sub-groups of patients who were most likely to benefit from it. For 

any practice which wants to take this targeted approach, some of the essential ingredients for 

success are: 
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o A clinical champion to lead the clinical behaviour changes needed to improve continuity and a 

managerial/reception champion to implement and maintain operational processes for 

continuity. These roles are needed for the long term to overcome staff and patient turnover 

o Patient facing communications to raise awareness about continuity and how to achieve it 

o A data analyst to identify patients who could benefit from continuity; monitor changes in 

continuity and disseminate findings to staff  

o Initiatives to engage all staff in co-designing arrangements for continuity  

Key challenges to implementing and sustaining the processes described in this report were  

o The time and sustained communications needed to engage staff in understanding and 

improving continuity and to keep the issue high in people’s minds 

o Long term involvement of somebody with data analysis skills  

o Clinicians who fear that continuity will increase workload and are reluctant to promote it 

Concluding reflections  

This project is rooted in an assumption that continuity is not needed (or wanted) by all patients, but 

that the cohort of patients who can benefit from continuity is significantly larger than the archetypal 

groups who are usually described as needing continuity (eg frail older people; patients with multiple 

long term conditions or enduring mental health problems or patients at the end of life).  

Our data analysis and case note audit provide deep insights into the 10% of the practice population – 

including many usually healthy adults and children – who are either periodic or sustained higher 

attenders with ongoing symptoms. In the current context of widespread part time working and patients 

wanting rapid access, continuity is harder to achieve and there is a case for targeting it onto patients 

who are most likely to benefit from it.  This project has demonstrated one way to do this and other 

practices wishing to adopt a targeted approach could adjust the criteria and resources for continuity to 

suit their local context. 

Although we were not able to test our hypothesis that better continuity for this group enables faster 

diagnosis and fewer missed or delayed diagnoses, we have shown that across the whole practice 

population, patients who received more than 50% continuity with a named GP made less use of A&E 

and urgent care services. This challenges current policy assumptions that the route to lower A&E 

attendance lies with immediate access to general practice without paying attention to continuity. 

We have established systems for identifying these patients, reviewing their clinical problems and 

targeting continuity towards those who seem most likely to benefit. We will be reviewing their 

experiences of continuity when the Covid crisis has settled down. 

We have established systems for identifying, reviewing and ‘tagging’ these patients and will evaluate 

their experiences of continuity when the Covid crisis has settled down. We have also demonstrated 

benefits for clinicians associated with continuity including shorter consultations and easier non-face to 

face follow up consultations. This suggests that continuity can improve some aspects of clinical care 

and contribute to practice efficiency although we have also identified a need for training to support 

clinicians with the challenges of providing continuity for the most complex patients.  

Overall we think the project provides evidence for promoting continuity both at a national policy level 

and within practices and we hope the information and resource presented here will support this.   
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1. Methods and approaches used  
 

1.1 Data analysis to develop criteria for identifying (flagging) and tagging 

the notes of continuity patients  

Methods for extracting, cleaning and analysing EMIS data are described in Appendix 1. We initially 

tried to identify patients who might benefit from continuity through a combination of frequency of 

attendance and clusters of related clinical codes. However, the quality of symptom and diagnostic 

coding was poor (see appendix 2) so we used only data on frequency of attendance.  

It was important that the number of patients ‘flagged’ each month did not overwhelm the GPs who 

would provide continuity, as some GPs were worried this would increase their workload.  We varied 

the number of attendances recorded over different time period to see how many patients would flag 

and settled on 6 attendances in the previous 3 months which generated around 40 new ‘flaggers’ 

per month (See figure A5 on page 20) to be reviewed by a GP for a decision on whether they needed 

continuity.  Notes were only ‘tagged’ for continuity after review by their named GP1 against a set of 

criteria presented in the flow chart in Appendix 3.4  

 

1.2 Patient and staff engagement and organisational development activities  

o Patient interviews and an early patient survey explored their views and preferences about 

continuity and helped to shape communications and other arrangements about continuity. 

o Staff participated in four development workshops to co-design systems and processes to 

promote continuity (May, Oct and Nov 2019 and Jan 2020).  Suggestions about operational 

processes and clinical criteria for improved continuity were actioned by the project team 

o Further ad-hoc discussions were held during clinical meetings if issues or problems were 

identified with arrangements to provide continuity 

o Two micro-team meetings explored ways to support effective micro-team working and 

identified the processes and resources needed to support this 

o Various resources were developed to support patients, clinicians and receptionists to achieve 

continuity  (see Appendix 3) 

1.3 Impact assessment of the project on staff, patients and use of services  

A staff survey and interviews were conducted by an external evaluator at the start of the project (see 

appendix 5) but the Covid crisis meant this could not be repeated at the end of the project. We therefore 

undertook an internal staff survey using survey monkey (see Appendix 4 for results) to explore how the 

project had affected their views and behaviours in relation to continuity  

 

The external evaluators also undertook a patient survey across the 5 Health Foundation continuity sites 

with 244 responses from Valentine Health patients (See appendix 5). The Covid crisis changed the delivery 

 
1 ‘Named GP’ is the GP under whom a patient is registered in EMIS (that name appears in top left of the 
medical record screen) but this may not be the GP the patient usually sees (their ‘usual doctor’ or ’UD’). The 
project aimed to ensure that the named GP and the ‘UD’ were the same for patients who present more than 6 
times in 3 months. The Named GP was asked to review the notes of flagged patients (see flow chart in 
Appendix 3). If a patient was already receiving continuity from a different GP, that GP would be asked to 
accept the patient as a continuity patient. If accepted the named GP would be changed to the patient’s UD.  If 
not, the named GP and UD would need to agree how to share responsibility for that patient’s care.   



6 
 

of care to such an extent that the survey could not be re-run in the same way at the end of the project so 

we sent a single question to all allocated patients via SMS text:  

 

A question from your GP clinic:  Have you found it easier to see your preferred GP during the 

last 12 months than in previous years? Please reply, texting Y for yes and N for no. 

We tried to use a detailed note review to quantify the time from first presentation of symptoms to making 

a definitive diagnosis and starting a treatment plan and to quantify service use associated with the 

presenting condition. The note review revealed that this approach was not possible as many flagged 

patients had rumbling symptoms over many years so it was not possible to identify a starting point for their 

condition. However, the note review provided a rich understanding of the clinical and socio-demographic 

characteristics, summarised in appendix 2, of patients with different patterns of attendance. 

 

We therefore evaluated use of other services through analysis of EMIS data on: A&E attendance; Urgent 

Care attendance; outpatient referral (all are precisely coded after every attendance by the practice data 

team); and prescriptions for antibiotics and opiate pain killers. We considered comparing these measures in 

patients allocated in waves 1 and 2 of the project with a control group but this analysis would have lacked 

statistical power and there was a risk of ‘contamination’ of controls by a general shift in the culture of 

continuity within the practice. As an alternative, we analysed use of these services by all registered patients 

comparing patients who had seen their named GP at >50% of appointments between Jan 2015 and Dec 

2019 and those who saw their named GP <50% of the time (see appendix 2).   

1.4 Stepping down from tagging  

The process for ‘stepping patients down’ from tagging was to be developed in the March 2020 all staff 

development session but the Covid crisis reset organisational priorities. This meeting was delayed but will 

be held in summer 2020.  

1.5  Sustaining improved continuity  

The Covid pandemic temporarily disrupted processes for continuity but these have been restored through 

sustained communications with staff (personal conversations, intermittent messaging to staff on 

computers; e-mails and reminders at staff meetings) and ongoing advice to patients about seeking 

continuity. 

. 

In the long run, maintaining the processes we have established for continuity will require dedicated time 

for data analysis; sustained messaging to all staff about continuity and periodic sessions during staff 

development meetings to reinforce awareness of the value of continuity and how to achieve it. We will also 

need to develop feedback arrangements from staff and patients about whether our continuity processes 

need modification due to changes in the design and delivery of services in response to Covid.   
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2. Achievements and impact  
 

2.1 Data analysis  

The project has demonstrated how detailed analysis of patient attendance patterns can provide a 

rich picture of appointment use by different cohorts of patients.  It can identify those who change 

their frequency of attendance from occasional to regular and who might benefit from continuity of 

care while reaching a diagnosis and agreeing a treatment plan.  

Analysis of 2019 data revealed that 90% of patients attended the surgery less than 6 times and 

therefore didn’t reach our threshold number of appointments for flagging.  

 

 

Figure 1:  Patient subgroups according to annual number of attendances 2019 

 

Among the 10% of patients who consulted 6 or more times during 2019 and into early (pre-covid) 

2020, (ie the patient sub groups within the red ring in figure 1 above), 584 were identified in 5 waves 

of data analysis as having consulted 6 or more times in 3 months and thus, as potentially benefitting 

from continuity according to the criteria set for this project. After a note review by their named GP, 

416 (75%) had their notes tagged for continuity 

 

Wave  Total identified  Not allocated  Allocated  

Wave 1 (Q1& Q2 2019)  266  64  202  

Wave 2 (July 2019)  39  10  29  

Wave 3 (August 2019)  45  7  38  

Wave 4 (Sep-Nov 2019)  113  46  67  

Wave 5 (Dec-Feb 2020)  121  41 80 

Total  584  168 416  

 Proportion 25% 75% 

Table1: Waves 1 to 5 of allocated flagged and allocated patients  

 

  



8 
 

2.2 Improved continuity  
Analysis of continuity achieved for patients tagged in waves 1 and 2 of this project found that 

compared to the four months before being allocated for continuity, during the four months 

afterwards, continuity with individual GPs and with micro-teams (figure 2) increased. However it 

only reached 50% continuity in three of the four micro-teams in the practice.   Figure 3 shows the % 

of all patients with 6 or more appointments (not just tagged patients) who had continuity with their 

named GP and their micro-team, 2015-2020 (only Jan-March 2020 included). The practice-wide 

increase in continuity could be due to a change in organisational culture driven by this project 

affecting all patients. However, this had only reached 37% continuity with named GP by March 2020 

so further improvement is needed. It is worth noting that the practice responded to national 

pressure for faster access by re-designing clinics to increase non-pre-bookable, on-the-day 

appointments. Although clinic booking processes promote continuity with micro-teams and support 

continuity with a named GP if requested, the access clinics probably decrease the chance of seeing a 

GP who knows you.  

 
 

Figure 2: change in continuity for patients allocated in waves 1 and 2 by Named GP and micro- team  

 

  

Figure 3: annual % of continuity for all patients by named GP (left) and by micro-team (right) 2015-2020 (Jan – March only  

 

Further analysis shows that on average, around 60-65% of flagging patients in any 3m period revert 

to lower levels of attendance (see figure 4 where the size of the blue box in any quarter is 

proportionate to the number of appointments used).  This supports the underlying hypothesis of this 

PRE
allocation

POST 
allocation

Allocated
micro-team

Allocated GP shift

BEVIN

COOKE, Alexandra (Dr) 30% 45% 14%

DEIGHTON, Georgina (Dr) 53% 61% 8%

MASSEY, Yolanda (Dr) 57% 62% 5%

MORGAN, William (Dr) 50% 82% 32%

BROOK

TANEGA, Kara (Dr) 41% 56% 16%

UNG, Kelvin (Dr) 50% 51% 1%

WALKER, Sophie (Dr) 62% 83% 21%

BURNS

D'SOUZA, Johnson (Dr) 41% 58% 17%

MOFFAT, Mark (Dr) 37% 51% 14%

ROSEN, Rebecca (Dr) 39% 60% 21%

NEWMAN TRAN, Tuan (Dr) 56% 62% 5%
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project that some usually healthy patients experience a period of symptoms or illness associated 

with higher GP attendance and then revert back to being low users.  These patients may not always 

‘need’ ongoing continuity (in terms of impact on future clinical outcomes) but they may prefer and 

actively try to achieve continuity if they valued it during the period of higher use.  

 

Figure 4: change in appointment numbers in the quarter following first flagging.  

 

2.3 Data visualisation  
Figures 5-7 shows how data visualisation can help GPs to interpret consultation patterns in flagged 

patients.  The left-hand image shows that in some patients ‘flagging’ represents a single episode of 

illness which resolves and they revert to being low users. Some have longer periods of higher use 

before reverting  (middle image) and some are long term high users who flag because their rate of 

attendance periodically peaks to >6 contacts in 3m (right hand image).  

11

Visual illustration of different “flagging” groups and three types of subsequent behaviour
2016 flagged patients (875) – there is a range of subsequent behaviour

a) those for who this was a rare incident
b) vs those who re-attended a little in later years (but rarely re-flagged)
c) vs long-term consistent attenders:

a) 2016 flagged only

Avg. only 1-4 per year after

b) 2016 flagged

And some subsequent attendance
c) 2016 flagged

As part of long-term high attendance

2) Exploring episodic attendance

 

Each line of data 

shows a single 

patient with the 

EMIS No. shown 

in column A   

Each patients’ 

record can be 

searched by the 

reviewing GP 

who is guided by 

the visualisation 

how far back in 

time to review 

the notes  

Figure 5: data visualisation of three patterns of flagging patients – once only increase in attendance left hand image, 
intermittent higher use (middle images) and long term frequent attenders (right image)  

 

We also used data visualisation to create a quick visual impression of the extent of continuity for 

patients in each micro team.  
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Figure 6: Continuity by named GP and micro-team. 

Each micro-team is represented by a colour and each 

GP micro team member by a shade of that colour.  

The greater the homogeneity of colour the better the 

continuity with that team.  

The concentration of green spots among ‘Brook’ 

patients in the bottom half of the page highlights 

greater continuity for these patients.   

This team is based in a branch surgery serving an older 

population where clinics are run by a sub-set of GPs in 

the practice who are therefore more constantly 

available to provide more continuity.  

The colour variation in lines at the top of the image 

suggest patients in that micro team had less continuity 

Figure 6: Patient continuity with named GP and micro-team  

 

Figure 7 displays the intensity of appointment use, year on year, for flagging patients. Each line 

represents a single patient with the colour of each block representing the number of appointments 

used in a month (darker represents more appointments). The patients named GP can quickly see 

his/her pattern of use over previous years and be guided where to look in the patient’s notes to 

understand periods of higher use. 

 

Figure 7: Monthly intensity of appointment use by individual patients 

 

 

2.4 Culture change:  
The project has also demonstrated it is possible, through sustained staff engagement, awareness 

raising and support, to improve understanding about continuity and commitment to delivering it. 

This was achieved through sustained activities to: highlight the value of continuity to staff and 

patients; involve staff in designing  and adjusting systems to provide continuity; and support patients 

to understand and request continuity. The end-of project staff survey found that 93% of 
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respondents reported that they were more likely to promote continuity as a result of the 

continuity project,  

 

The meetings to develop better micro-team working identified several factors to support this including 

the need for a continuity a template to support better communication and shared management plans 

between team members (see Appendix 3); the importance of trusting the clinical judgement of other 

members of your team and being able to question decisions by other team members if you do not 

understand why they were made.  We planned to use one of the weekly clinical meetings every 4-6 

weeks to meet as a micro team to review complex patients and share thinking on how to manage 

them.  However this plan was interrupted by the Covid pandemic.  

 

Overall, the culture change arising from this project  must be seen as an ongoing process needing 

repeated reinforcement (due to staff turnover, decay of thinking about continuity and other priorities 

taking clinicians’ attention) of why continuity is important and how to achieve it.  

 

2.5 Resources to support continuity 
The project resulted in various processes & resources to support continuity (See appendix 3)  

• Standardised searches to identify repeat attenders with the criteria for tagging set to identify a 

manageable number of continuity patients each month  

• Data visualisations to enable GPs to easily understand patterns of consultation 

• Resources to inform patients about continuity and support GPs to offer continuity  

• Receptionist scripts and protocols to steer continuity patients to their usual GP  

• Continuity template to support communication and a shared clinical and social management  

between micro-team members  

• Guidance on consultation methods to explore symptoms and change health behaviours 

2.4 Impact on use of other services 

Methods for the analysis of impact on use of A&E, Urgent Care, outpatient appointments, 

antibiotics and opiates are described in Appendix 1 below.  Analysis revealed that compared 

to patients who did NOT receive continuity more than 50% of the time, continuity patients 

made lower use of A&E and UCC (see figure 8),  

 

7

Continuity vs A&E or UCC attendance by year

Significantly different and lower levels emerging in 2019 for continuity patients

 
Figure 8: Use of A&E and Urgent Care Centre by patients who did (green bar) and did not(grey bar) achieve continuity   
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We also compared outpatient clinic referrals in patients above and below 50% continuity, finding 

that a higher % of continuity patients were referred to outpatient clinics than non-continuity 

patients  (see figurer 9).   

 

Figure 9: Outpatient referrals for patients who did (green bar) and did not(grey bar) achieve continuity   

 

And we looked at numbers of antibiotic and opiate prescriptions issued in patients above and 

below 50% continuity  

 

Figure 10: antibiotic and opiate prescriptions in patients who did (green bar) and did not(grey bar) achieve continuity   

Patients who achieved 50% continuity with a named GP were less likely to have received a 

prescription for antibiotics and more likely to have received a prescription for opiate medications.  

This basic comparison of percentages may have been confounded by the fact that antibiotics are 

more likely to be prescribed for acute illnesses, when patients are less likely to seek continuity so 

they could be under-represented in the continuity cohort.  And conversely, patients with complex 

health problems and long term pain are more prevalent among patients tagged for continuity so 

they could be over-represented in the continuity cohort and therefore more likely receive an opiate.  

2.5 Impact on staff and patients 

Evaluation of impact on staff and patients was limited by the Covid outbreak. Processes to promote 

continuity were disrupted through March and April although they were re-instated in May. Follow 
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up interviews with patients would have been affected by the recent reduction in continuity and were 

therefore delayed.  Prioritising staff input to re-designing services in response to Covid meant that 

the external end-of-project staff evaluation was also delayed.  Nevertheless, the internal evaluation 

survey provided some insights into the impact on the 30 staff members who responded:    

o 17 (57%) thought the project had enabled tagged patients to see their continuity doctor 

most of the time and 8 (27%) thought this was true some of the time.  

o 93% of respondents across all professional groups (GPs, nurses, receptionists and clinical 

assistants) reported being more likely to inform patients of the benefits of continuity and 

help them to achieve this with their named GP.   

o Only 57% of GPs reported having used the continuity visiting cards (although several 

respondents were very new to the practice and had not yet been given cards).   

o 73% of respondents said the increased continuity achieved through the project had made 

their working life easier or not affected it. 17% said it made their working life harder due to 

a small group of very complex patients booking frequent appointments. 

o Regarding the impact on consultations of targeting continuity to patients with 6 or more 

appointments in 3m, 62% agreed that it allowed shorter consultations while 24% 

disagreed;  80% agreed that it increased trust between patient and GP while 5% disagreed; 

62% agreed that is made it easier to manage clinical uncertainty without referring to 

another service while 14% disagreed; and 76% agreed that it made it easier to provide 

follow up by telephone or video consultation while 14% disagreed  

o In response to the question (to clinicians only): Do you feel a greater sense of professional 

responsibility to achieve a good outcome for your health foundation continuity patients 

that for other patients? 48% responded feeling greater responsibility for some or all of 

their continuity patients while 35% did not feel this and 17% were unsure  

The end-of-project text message was sent to 417 patients of whom 37 replied.  

o 26 patients (70% of responders, and 6% of all tagged patients) reported that it was easier to 

see their preferred GPs 

o 11 patients (30% of responders and 2.6% of all tagged patients) reported that it was not 

easier to see their preferred GP 

3. Challenges  
There were several challenges, including the impact of Covid-19, in delivering this project and 

fulfilling some of its aims. The main challenge we faced were: 

 

1) Historic decisions about how to book appointments and organise clinics created problems 

with cleaning and analysing data and flagging patients.  

The EMIS system for booking patients into the daily walk in clinic made it hard to attribute a 

patient to a named GP in some appointments. We could not persuade the GP partners and 

practice data lead that it was worth changing the booking processes to support easier 

identification of flagged patients. We therefore had to develop ‘work arounds’ for these 

problems, for example, attributing a walk in consultation to the most senior clinician seen on 

that day 

 

2) Responding to the views of sceptical clinicians 
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A small number of clinicians feared that providing continuity would increase workload - allowing 

other GPs to ‘dump’ complex patients onto their registered list. This was a credible fear (with 

examples presented and discussed at clinical meetings). We used staff development sessions to 

identify solutions based on the named GP negotiating with a potential alternative continuity GP to 

accept a patient onto their list, agreeing that the potential receiving GP had the right to decline. 

 

3) Mixed impact on workload  

Some doctors described having work ‘dumped’ on them as the continuity GP if a patient was 

seen by a different doctor who ordered tests but wasn’t willing to follow up the results. Others 

described an increase in workload associated with the project due to having several complex 

continuity patients who book frequent consultations to talk through problems. This highlighted 

a need for skills in managing patient expectations about appointment frequency associated with 

continuity and led some GPs to limit the number of new continuity patients they would take on.    

 

4) Reaching a definitive diagnosis and stepping down from continuity of care 

Our aim to compare the time to diagnosis for flagged patients who were and were not allocated 

for continuity was thwarted because 1) Symptom codes were often absent; 2) some patients 

presented with a flare up of past symptoms which made it difficult to pin down the start of an 

episode of care 3) many flagged patients did not have a definitive diagnosis and their symptoms 

resolved but were unexplained.  

4. What did we learn to support spread and sustainability?  
We learned that targeting continuity to a subset of registered patients requires two areas of 

sustained organisational development: the first to build staff commitment to improving continuity 

and the second to implement a range of operational processes to identify patients who might 

benefit from continuity and support them to achieve it.   

 

Practices with a mix of full-time and part-time clinicians which do not run personal lists and which 

want to improve continuity could consider the targeted approach used in this project. Key points to 

support spread to other practices are:   

 

o Identify a clinical champion who can lead work to build an organisational culture committed to 

continuity and a managerial or receptionist champion to implement and embed the 

operational processes to support continuity.    

o Develop patient-facing communications to encourage patients to request continuity with their 

named or preferred clinician 

o Ensure somebody with skills in data extraction/analysis has protected time to identify patients 

who may benefit from continuity.  Criteria for identifying patients can be locally tailored.  

o Ensure staff have time freed up to engage with discussions about continuity and how best to 

achieve it in a local context.   

o Issue regular reminders to reception staff and clinicians – both groups being instrumental in 

achieving continuity –on the value of continuity and flagging patients to achieve this.  

o Adapt the practice induction process to include alerting all new clinicians about the practice’s 

approach to continuity and the expectation that they will contribute to this.  

o Continue to monitor the level of continuity achieved and the experience of clinicians providing 

continuity and continue to adapt processes for continuity as new issues arise.  
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o Maintaining this improvement in the longer term will require a sustained campaign to keep 

the issue prominent in people’s minds. 

 

Practices wanting to replicate this project can draw on the resources in appendix 3, adapting them 

for local use as necessary. However, freeing up time to engage staff and patients in improving 

continuity is difficult to do in the face of many other competing priorities.  The association between 

continuity and lower use of A&E identified in this project creates a case for policy makers to focus on 

improving ‘access to continuity’ alongside rapid access for acute illnesses (see next section). This 

would help to ensure that continuity could compete with other practice development priorities for 

the time and resources needed to improve it. 

5. Policy influence: 
This project was conducted during a period where political priorities were on improving rapid access 

to general practice rather than on relational continuity with a named GP. Our results suggest that 

improving continuity will increase the likelihood of general practice acting as an alternative to A&E 

and urgent care services and there and various ways in which policy makers could harness this 

potential.   

o Ensure that contractual requirements for access to primary care include providing access to 

continuity for patients for whom continuity could contribute to better outcomes and lower 

use of other services.   

o Consider including measuring and/or improving continuity in the quality and outcome 

framework or creating an enhanced service payment for continuity. This would allow 

continuity to compete for the time and ‘headspace’ needed to deliver it.  

o Support the dissemination of information and resources to support practices to combine rapid 

access for acute problems with access to continuity for ongoing issues.  

o Require that all electronic medical records in primary care include modules to identify patients 

who could benefit from continuity and booking systems that make it easier to offer continuity 

where it is needed  

o The project revealed variable use of  clinical coding. While improving coding is not a policy 

priority, initiatives to improve coding for other aspects of GP activity could have helpful spin 

off consequences for tracking and delivering continuity.  
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6. The Health Foundation ‘s continuity programme  

 

The broad aim of the programme fitted exactly with the practice’s quality improvement and 

development aims and was timely in that it coincided with NHS England efforts to improve access in 

general practice.  The project enabled the practice to develop a pragmatic method to create 

continuity where it is most likely to confer benefits to patients and staff, improve outcomes and 

reduce use of other services.  

 

o How have you found the support from the Health Foundation and RCGP? 

 

The support offered for the continuity project was valuable and proportionate.  It provided an 

opportunity to share learning, hear about other projects, report on progress and describe 

challenges. The RCGP provided the infrastructure to share learning and resources quickly between 

sites, which was very welcome.  It’s a shame that we did not arrange visits to different sites before 

lockdown, although perhaps a zoom meeting with video ‘documentaries’ about each site could work  

 

The external evaluators felt only loosely connected (which perhaps fits with their remit) and their 

evaluation was limited by the Covid crisis.  

 

o What could we improve and do better?  

 

Please change the format of the final report!  The suggested five pages makes doesn’t allow enough 
space to provide information about methods and findings in the main body of the report. A longer 
final report would make it easier to describe and share the processes and resources we have 
developed.   
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Appendix 1: Methods for data extraction, processing and analysis 
 

A 1. Data extraction and assembly 

Data was extracted as raw and complete (non-aggregated) datasets from practices clinical system 

a) Core dataset files 

• Patient level data (non-identifiable) - including registration dates, 

demographics, usual doctor, long terms condition registers 

• Appointment data – all appointments in detail (5 year period) 

• Coding data – all codes used in the same time period 

b) Support files 

• e.g. clinician roles, e.g. classification of appointment/slot types, e.g. coding 

dictionary (read, snomed) 

c) Additional files / developed during the project  

• e.g. allocation of GPs to continuity patients, e.g. additional datasets (such as 

Opiate prescriptions) 

2. Processing and cleaning 

• Creation of multi-stage algorithm to identify GP for walk-in appointments due to 

system data anomalies 

• De-duping of appointments (multiple reported by the system) 

• Identification of other data issues / illogicalities  

3. Data connections, analysis and aggregations 

• Connection of all sets via patient identifier 

• Aggregate of appointment by patient  - e.g. total by year 

• Calculation of continuity by patient and year 

• Aggregation of codes by patient 

• Other calculations e.g. episodes/ flagging, # different GPs seen, etc 

4. Data visualisation 

• Summary and discussion of aggregated and historical data to check accuracy and 

discuss patterns 

• Discussion of anomalies and comparison to other practices 

5. Data analytics 

• Core assessment of project objectives (e.g. continuity improvement) 

• Hypothesis led analytics for the project (e.g. link of continuity to other factors) 

 

Figure A1: Flow diagram of data processing and aggregation steps   
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Appendix 2:  Additional findings from data analysis and case note review  
A2.1: Characteristics of flagged patients and patterns of service use: 

As noted on page 5 above, we wanted to identify a monthly cohort of flagged patients that would 

not overwhelm the GPs who were asked to review their notes to checkthe need for continuity.  We 

decided that 40-50 new flaggers a month would be a manageable number of notes reveiws across 12 

WTE GPs.  On this basis we set  6 or more appointments in a 3 month period as the criterion for 

asking a named GP to review the notes and decide if the patient might benefit from continuity.  

This number emerged through trial and review of findings.  Another practice wishing to adopt our 

approach to continuity could adjust these criteria to suit their own circumstances.  

We analysed data from 2016 onward to generate a picture of patients who flagged for the first time 

in each year.  Ages of first flaggers ranged from 1 to 99 years, and across the four years there were 

consistenly more women than men and between 64% adn 85% were in the 17-64 age group.   

Year TOTALS Female 
% 
female Male 

% 
Male 

Av 
Age 

Age 
Range 

Under 
16 %<16 17-64 

17-64 
yrs % 

over 
65 

over 
65% 

2016 347 201 58 146 42 42 
3 to 
102 

69 20 221 64 57 16 

2017 264 159 60 105 40 42 1 to 99 26 6 387 85 40 9 

2018 189 100 53 89 47 42 1 to 99 31 17 129 68 29 15 

2019 228 149 65 79 35 48 1 to 94 10 4 170 75 48 21 

 

 

Figure A2: Age and sex of first flaggers 2016-2019 

 

This demographic mix is different from the ‘archetype’ of patients who are typically the target for 

care coordination and continuity.  Furthermore, approximately 60% of flagged patients had none or 

one long term condition, again defying the archetype of clinical complexity.  And while this group had 

generally low rate of hospital admissions compared to ‘archetype continuity patients’, the case note 

audit below shows that they had some significant clinical conditions. As such, they are a group in 

which the risk of missed and delayed diagnoses carries significant adverse consequences for 

individual patients and medico-legal risk for the health system as a whole.   
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Figure A3 number of long term conditions in first flagging patients  

 

A2.2 Overlap between clustered contacts (> 6 in 3 months) and all-year frequent (> 10 per year) attenders  

When developing criteria for ‘flagging’ patients, we tried various combinations of time periods and 

numbers of attendances (ie clustered together or spread over the year) and compared these with 

‘frequent attenders’ who attended more than 10 times in a year.  Figures A4 and A5 below show the 

relationship between first time ‘flaggers’, repeat flaggers (flagging in > one calendar year) and 

frequently attending patients whose appointments may or may not cluster to 6 or more in 3 months.  

The Venn diagram shows that 85% of repeat flaggers were also in the frequent attender category while 

only 57% of the first flaggers were frequent attenders. The 43% of first flagging patients who were not 

frequent attenders were our primary target group: previously low use patients who were assumed to 

have been healthy who had started to consult more often.  The clinical, socio-demographic and 

personal characteristics of patients in each category are described in the case vignettes below.  

 

  

Figure A4: relationship between first 

flaggers, repeat flaggers and 

frequent attender patients  

Figure A5 relative proportion of first flaggers (dark blue) and 

repeat flaggers (light blue) identified each month  

 

A2.3 Illustrative, anonymised ‘case studies’ of different types of flagged patients 

Among the 10% of patients who attended more than 6 times a year, the Venn diagram in figure A4 

above describes the relationship between first time flaggers, repeat flaggers and long-term frequent 

users.  Although there was overlap between the socio demographic and clinical characteristics of the 

three groups, they had some distinguishing features too. 
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We reviewed 150 notes of patients who had flagged for having 6 or more appointments in 3 months 

during 2019.  110 notes were of patients who had only flagged once (our main target population for 

this project).  We also reviewed 10 additional notes each for patients who had flagged two three, 

four and five times in the years since 2015.    

First time flaggers in 2019 

Out of 110 patients who were allocated for continuity and whose notes were reviewed 32 (29%) had 

multiple appointments for unrelated symptoms (for example cough, rash, dizziness, abdominal pain) 

or for planned interventions (such as dressing changes or injections) that did not require continuity 

with a GP.  Some flagged patients had repeated clusters of consultations for relatively minor 

problems (for example 3 visits for an ongoing ear problem and 3 for a whiplash injury) while others 

had longer lasting clusters of related systems that needed investigation to reach a diagnosis.  

 

MUS = medically unexplained symptoms. OP = out patient. UCC = Urgent care centre. LTC = long term condision  

35 year old female

No long term conditions

Long term low user

10 appointemnts in 2019  

Clustered symptoms 
relating to 

skin/dermatitis but also 
attended for other 

minor illnesses

No definitive diagnosis 
reached/MUS

Achieved 90% continuity 

4 OP appointments

No further appts in 2020 

23 yr old male

No  previous LTCs

Long term low user

12 appts in 2019

early presentation with 
ear symptoms/dizziness.

Later diagnosed with 
anxiety 

Achieved 60% continuity 

No A&E  UCC or OP

ongoing appts in 2020 
but has not reached the 

threshold of 6 in 3 m  

50 yr old woman

One LTC - hypertension 

Long term low user 2015 
– 18

12 appointments in  
2019 for circulatory 

problems, non-specific 
symptoms 

referred to cardiolgy and 
diagnosed with a heart 

problem. 

Achieved 83% continity  

5 OP appointments 

One further appt in 2020
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Repeat flaggers during 2 or 3 years 2015 – 2019 

This group was more likely to include recurrences of longstanding problems some of which were 

flare ups of episodic conditions such as ulcerative colitis or migraines and others were recurrent 

symptoms such as low back pain in association with social stressors such as housing, financial or 

relationship problems. Fifteen of the 20 patients reviewed reported symptoms of pain (6 of these 

also had mental health problems) and 7 were noted to have safeguarding issues including domestic 

violence and drug dependence. This suggests that additional ‘categoric’ criteria are needed 

(alongside the 6 in 3 month criterion for continuity) such as being a victim of domestic violence, or 

drug and alcohol dependence.  This issue has not yet been discussed in a practice meeting or clinical 

meeting due to the Covid pandemic.  

Only one of the 7 ‘safeguarding’ patients achieved 50% continuity (see vignette below). The older 

patient below who did not receive continuity was seen several times in the practice’s walk in clinic 

which provides rapid access for acute problems but makes it harder to maintain continuity.  

 

LTC = long term condition. OP = outpatients  CHD = coronary heart disease 

Multiple year frequent attenders 

56 yr old female

Flagged in 2015, 2016, 
2019

3 – 22 appts per year

One LTC (depression) 
and thyroid problems

Initial flagging due to 
mixed presentations of 
low back pain and 
housing issues. 

Later presentation for 
low back pain after 
experiencing domestic 
violence and later still 
for thyroid problems

50% continuity in 2019

5 OP appointments 

70 year old male

Flagged in 2015, 2017, 
2019

2 – 11 appts per year

5 LTC, CHD, hypertension, 
stroke, arthritis, obesity

First year flagging related 
to chest pain and angina. 

2017 flagging due to 
unrelated self limiting 
symptom. 

2019 flagging due to 
ongoing abdominal pain 
needing surgical treatment 

Low attender in 2016, 
2018 

45% continuity in 2019

7 OP appointments

11 yr old boy 

Flagged in 2017, 2019

2 - 11 appts per year

One LTC - Diabetes

First year flagging 
related to  abdo pain , 
tiredness, minor illness, 
hearing,  skin diabetes

Low attendance during 
2018

Second year flaggind 
due to chest pain, abdo 
pain, social issues, 
diabetes. 

38% continuity in 2019

21 A&E, hospital and 
outpatient contacts
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This group (flagging in 4 or 5 of the years 2015-2019) included 164 patients, of whom 12 (7%) were   

under 16; 115 (70%) were aged 16-64 and 38 (23%) were over 65.  Among children, 5 had asthma 

and 1 had asthma and epilepsy and the rest had no recorded LTCs.  

Among the 17-64 age group, 9 had no LTC. 31 had one LTC (mainly hypertension or depression); 22 

had 2 LTCs (50% mixed physical & mental health problems,35% with physical problems only and 15% 

with mental health problems only). Only 53 (46%) had 3 or more long term conditions which is 

perhaps consistent with the stereotype of poly morbid patients that would benefit from continuity.  

Among long term frequent attenders over 65 years, all but 6 had 4 or more long term conditions, 

consistent with the archetype of patient requiring continuity and care coordination as poly morbid 

older patients. 50% had only physical LTCs and 50% had mixed physical and mental health 

conditions. 

  

MH=Mental Health.  OA = osteoarthritis, DM = diabetes melitus.  CHD = Coronary heart disease.  

PAD = Peripheral arter disease. MSK = Musculo skeletal   

4 year old girl

1 LTC - asthma

11 - 24 appts/ year

Not tagged for continuity

Mainly seen in walk in 
clinic

Achieved only 37% 
microteam continuity

Presented with skin or 
respitatory symptoms

Ashtma  as a driver of 
frquent attendance

1 UCC attendance

No A&E/OP/hospital 
admissions

33 yo woman 

3 LTCs (mixed MH and 
physical)

12 - 33 appts/year

Tagged for continuity

Achivied 47% micro-team 
continuity

Mixed presentations: 
gynae/pelvic pain, 

urology, depression, 

symptoms medically 
unexplained/No definitive 

diagnosis reached 

9 A&E attends, 

9 hospital admissions

75 yo man.

6 LTCs: all physical 
conditions DM, OA, 
stroke, CHD, PAD 

hypertension 

8 - 26 Appts/year

Tagged for continuity 

Achieved 63% micro-team

continuity

mixed presentations: 
urology, MSK, neurology , 

circulatory

3 outpatient appts

No A&E or UCC 

No hospital admissions
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A2.4 Significant variation in coding  

Coding of symptoms and diagnoses varied across GPs, with some doctors using free text to record all 

but confirmed diagnoses (thus not recording any symptoms). This made it impossible to identify 

continuity patients through a combination of frequency of attendance and clusters of symptoms 

Coding variation among GPs was discussed during an all staff development meeting and some of the 

GP trainers in the practice taught registrars not to add a problem code until a particular diagnosis 

had been confirmed. On discussion, this habit had extended to ‘free texting’ symptom codes, making 

it impossible to run a search for all patients with, for example ‘cough’ or ‘abdominal pain’.  The 

group acknowledged that this could create problems if a public health need emerged to identify all 

patients with a particular symptom.   

We noted this variation between clinicians’ practice styles but did not prioritise it as an area for 

change during the project and developed a different method to identify ‘flagged’ patients for 

continuity.  
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Appendix 3: Resources to support continuity  
A3.1 Business cards with usual working days of each GP  

 

 

 

A3.2 Slides to inform patients about continuity in the waiting room 
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3.3 Guide to clinicians on working with continuity patients  
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3) SUB GROUPS OF CONTINUITY PATIENTS  
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We have reviewed the notes of many of the patients on the continuity 

lists and seen a few characteristics that may be helpful to understand: 

• Repeat attendances for new physical symptoms  

o Eg mix of abdo pain and pelvic pain  

o Eg headaches, tiredness, backpain 

o Eg multiple joint and MSK symptoms 

Some of our complaints and missed/delayed diagnoses (including 

missed cancers) arise because people with new and unexpected 

symptoms see several different GPs. Nobody feels responsible for 

reaching a firm diagnosis. Different people order different tests 

but don’t dig deeper if a result comes back normal.  

 

•  ‘Flare up’ of previous physical symptoms 

o If an established diagnosis (eg endometriosis or Crohns) 

flares up. You could consider buddy group ‘management 

continuity’ where you all follow a single treatment plan 

rather than ‘relational continuity’ where the patient is 

encouraged to stick with a single GP 

 

• Flare up of mental health problems 

o Continuity will help you to understand the personal, family 

and social factors which underlie their current symptoms 

 

• Mix of physical and mental health symptoms 

o Long standing physical problems such as abdominal or pelvic 

pain or headaches which become worse when social or 

personal stressors affect mental health / ability to cope  

 

• Children who attend frequently with worried parents 

o We have allocated all kids who’ve attended more than 6 

times in 6 months to a continuity doctor with the aim of 

using consistent advice and education to build parental 

confidence to self manage.  

4) METHODS TO HELP CONTINUITY PATIENTS TO LIVE WITH ONGOING 

SYMPTOMS 
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Some patients on your continuity list will present with new or 

recurrent physical symptoms that have been fully investigated 

(either currently or in the past).  You may conclude that:  

o appropriate treatments are in place but the symptoms or 

conditions are likely to persist.  

o patient perception about the severity of symptoms is 

related to health anxiety 

o there is no clear medical explanation for the symptoms (can 

be coded as MUS – medically unexplained symptoms) so 

you need consider either symptom control or learning to 

live with the symptoms 

o The underlying cause of their symptoms are non-medical 

(eg work stress, financial pressures) 

In these situations, you may want to explore options for ‘de-

medicalising’ the response to their condition.  Here are some 

options 

 

 

Medically unexplained symptoms

• Explain MUS concept to patient

• Identify  and treat psychological co-morbidities (eg anxiety)

• Pre-negotiate treatment plan and set expectations 
Motivational support

• Key aim is to encourage patient to make a behavioural 
change 

• Set goal(s) and create plans for how to achieve it/them

• Builds autonomy and sense of competence in making changeSolution focused interviews 

• conversations to identify patients' visions of solutions

• focus on things that have made them feel better

• how can they make these things occur more often
Social prescribing

• Refer to join the staying healthy gardening group

• Refer to social prescribers
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3.4 Flow chart for Identifying patients to be tagged for continuity and allocating to the most 

appropriate GP for continuity 

 

The flow chart shows the process for identifying and reviewing patients flagged in the data search 

who might benefit from continuity. Those who meet the criteria for continuity have a major alert 

added to their notes.  This appears when receptionists load the medical record to book an 

appointment.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

There were three situations in which this process created some tension 

1) A GP other than the doctor named as usual doctor (UD) in the EMIS record consulted with 

a patient during the daily acute ‘walk in clinic’ and started some investigations for a problem 

for which continuity of care might improve outcomes and wanted the UD to follow up.  

2) A patient who had consulted several times for the same symptoms but had seen one GP – 

not the patient’s UD - more often than others.  If the most frequently seen GP believed that 

patient would benefit from continuity but didn’t want to take over as that person’s UD 

3) The UD reviews a flagged patient but notes they appear to have seen another GP on 

multiple occasions and thinks that person would be more appropriate as the continuity GP.  

The tensions arose because some GPs through others would ‘dump’ complicated patients on to 

them, creating additional work. In contrast, some GPs thought continuity reduces workload (you 

don’t have to spend time asking about health and personal background) and that if each GP agreed 

to provide continuity to their own patients the extra workload would balance but there would be 

less chance of seeing complex patients you don’t know.   

  

Data search for pts attending 6+ times in the 3 months prior to the search 

Patients 'flagging ' for the first time sorted by GP and a list of flagged  
patients sent to each GP for review 

 GP 'eyeballs' notes of each flagged patient re these criteria:  

Mental Health 
Clustered symptoms  

Social complexity/DV/isolation/language 
Medically un-explained symptoms/health anxiety Pain 

More than 1 secondary care 

Patient notes 'tagged' if any of the above criteria apply 

Major alert added: HF continuity patient please book with Dr XX 

Tagging rejected if: 
attendance for unrelated  

minor illnesses and health  
checks 

Already has good  
continuity from another  

GP 

Boundary  issues:  
  

If  ‘ flagged ’ 
  pt  has  regularly  seen  

a GP who is 
  not the UD. 

  
If  a GP other than UD sees a  
patient in walk in clinic and  
starts investigation for a 

  new  
problem  who should follow up?  
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3.5 Suggested script for receptionists: booking continuity patients with their named GP.  

 

Continuity patient phones to request an appointment and you see their notes 

have been tagged 

I’d like to try to book you with your Dr X who is your own doctor and s/he next 

has an appointment on XX/20XX.  Would that be ok?  

 

 

  

 

  

NO/DONT WANT TO WAIT THAT LONG:  

We’re trying to make sure that people  like 

yourself with ongoing health problems  get 

to see the same GP.   

We think this will give you better care as 

the GP can get to know you and know 

about your health problems  

So I can offer you an appt with Dr X – your 

usual GP – on aa/bb/20xx 

NO – I’ve got XXX symptoms 

and I need to see a GP soon.  

 I can put you for a call from the 

duty doctor if it’s really urgent but 

are you sure you wouldn’t rather 

wait to see a GP who already 

knows you.  It’s often a better 

consultation because the doctor 

already has background info about 

you and won’t need to ask you to 

YES 

That’s great – so you have an 

appointment on XX/YY 

Are you Ok to come into the surgery 

of would you like me to see if the 

doctor is able to contact you by 

phone?  

ADD COMMENT UNDER APPT TO 

ALERT GP THAT THIS IS A HF 

CONTINUITY PATIENT 

NO – I’ve got XXX symptoms and I 

need to see a GP soon.  

Let me see if I can find you an 

appointment with your usual GP’s 

buddy doctor as they work very 

closely together. 

I could book you in with Dr Y on 

aa/bb/20xx. Would that be OK  

Ok, I’ve put you on the duty doctor 

list and you will receive a call later 

today.  

CHEST PAIN OR OTHER 

URGENT SYMPTOMS 
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3.6 EMIS Continuity template for sharing physical, social and funcational information between 

microteam members 

 

The free text boxes in the first screen shot relating to medication changes, main symptoms, goals 

and social circumstances are the main elements defined in the micro-team meeting as helping to 

provide buddy group cover for a continuity patient 

 

 

 



33 
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Appendix 4: Key themes from ‘internal’ patient and staff surveys 

conducted by the project team 

 

A4.1 Summary of structured patient interviews:  

 

▪ 17/20 know how get continuity with their preferred GP 
▪ 6/20 do not want continuity, preferring to access any GP at a time suitable for 

them/their needs. They work around their health and needs rather than working 
around ability to see named GP hence will access UCC /A&E if unable to see a GP  

▪ Trade-off for continuity: will see known GP for a LTC + pre-existing conditions for 
continuity and follow up-; however happy to see any GP for new problems.  

▪ Perceptions of acute/illness warrants deviating from continuity- immediate access 
with 1st available GP as trade off to getting seen for acute/emergency  

▪ Positives of continuity: Established relationships/ time saving/ comfort/confidence/ 
safety and trust  

▪ Trust in 1 Dr who will listen as opposed to several who won't/ value attributed to 
active listening  

▪ Barriers to achieving continuity: limited availability of appointments/suitable access 
▪ Some perceive continuity to be a barrier to receiving care when they need/want it 
▪ Some patients seem to assume GP’s can rapidly  review their medical history and as 

such eliminating the new for continuity with the assumption their GP will rapidly 
review their entire Hx 

▪ Negatives of continuity: limiting access to care. Preference to see any GP knowing if 
limiting themselves to 1 or 2 doctors, they would never be able to get an 
appointment 
 

Suggestions for achieving continuity at a practice level 

o by ensuring availability of appointments/ and allocating smaller ‘case loads’ for doctors to 
ensure continuity 

o Explain which doctors offer particular services.  
o Better triage/messages on  TV screen / promotions/ info re services provided by who, 

pharmacists etc 
o Promote working days of doctors 
o Patient education: more information around which doctors are covering Walk-in Clinic. 

Triage patient’s to see whether they are best suited to see a nurse/physio/ pharmacist in 
order to make the right choices 

o Increased appointments for professionals i.e. weekends/evenings  
o Inform patients of availability for continuity with preferred GP 
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A 4.2 Summary of responses to end-of-project staff survey 

Responses from 7 receptionists, 14 GPs, 6 nurses, 2 clinical assistants and 1 other staff member.   

• 93% of respondents reported that since the start of the continuity project, they are more likely to 

inform patients with ongoing problems about the benefits of continuity and/or suggest they stick to 

seeing a particular GP 

• 83% of respondents thought that the Health Foundation project has enabled patients who are 

‘tagged’ for continuity to see their named GP or a member of their micro team most of the time or 

some of the time 

• Of 14 GPs who responded, 8 reported using visiting cards (see Appendix 3) to increase patient 

awareness about achieving continuity while 6 had not used them 

• 17% of respondents feel that the continuity project has increased their workload while 23% felt it had 

reduced their workload, 30% felt their workload was not affected and 30% were unsure of effect on 

workload 

• 48% reported feeling a greater sense of professional responsibility to achieve a good outcome for 

some or all of their continuity patients, while 35% did not feel an increased sense of responsibility and 

17% were unsure of impact on sense of responsibility.  

• In response to the question (to clinicians only) ‘Do you think the Health Foundation project 'criterion' 

of providing continuity for patients who consult more than 6 times in 3 months was useful for any of 

the following reasons’, the responses were:  

 

– 
YES– NO– NOT 

SURE– 
TOTAL 

RESPONDENTS 

– 
Allowing shorter consultations with these patients 
because you already know them 

61.90% 
13 

23.81% 
5 

14.29% 
3 

  
21 

– 
Reducing the likelihood of consulting with a complex 
patient about whom you know nothing 

90.48% 
19 

9.52% 
2 

0.00% 
0 

  
21 

– 
increasing trust between the GP and these patients 

80.95% 
17 

4.76% 
1 

14.29% 
3 

  
21 

– 
Making it easier to have difficult conversations with 
these patients 

76.19% 
16 

14.29% 
3 

9.52% 
2 

  
21 

– 
Managing 'clinical uncertainty' in these patients 
without referring to another service 

61.90% 
13 

14.29% 
3 

23.81% 
5 

  
21 

– 
Making it easier to provide follow up by telephone or 
video consultation 

76.19% 
16 

14.29% 
3 

9.52% 
2 

  
21 

Respondent views on how the project affected patients were as follows:  

  
– 

NO  
PATIENTS– 

SOME 
 PATIENTS– 

MOST  
PATIENTS– 

DON'T  
KNOW– 

TOTAL– 

– 
They find it easier to see or speak to a doctor who 
knows them 

0.00% 
0 

48.15% 
13 

44.44% 
12 

7.41% 
2 

  
27 

– 
They have higher trust in their GP 

0.00% 
0 

48.15% 
13 

37.04% 
10 

14.81% 
4 

  
27 

– 
They have noticed a different in the nature of their 
consultation with their GP 

3.70% 
1 

40.74% 
11 

22.22% 
6 

33.33% 
9 

  
27 

– 
No difference at all 

7.69% 
2 

50.00% 
13 

11.54% 
3 

30.77% 
8 

  
26 
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Valentine Health Partnership – Baseline staff survey highlights 

Who completed the survey? 

There were 23 respondents to the survey; 8 GPs, 3 wider clinical team and 12 practice management 

and administration team. To maintain anonymity throughout the results, we will not provide a 

breakdown of views of staff groups or per practice but instead would direct the reader programme 

level insights for trends across staff groups.   

Importance of Continuity of Care 

Staff were asked to rate how important they think it is for patients to have continuity of care within 

General Practice. Questions were posed to distinguish difference of views on the importance of 

continuity of care for all patients and for a selected group of patients. This was measure on a five-

point Likert scale, ranging from “very important” to “not at all” and is depicted in Error! Reference s

ource not found.   

For all patients, 9% of respondents believed that continuity of care is “very important”, with a further 

39% rating continuity as “mostly important”.  9% respondents considered that it was “not at all” 

important. 

The importance of continuity of care increases when staff are asked about particular groups of 

patients; 83% of respondents state that “very important” for particular groups of patients, with a 

further 13% describing it as “mostly important”.   

Figure 1: Importance of continuity of care in general practice - the views of Valentine Health Partnership 
staff 

 

Staff were asked to describe the characteristics of patients in this group. Figure 2 shows the most 

common descriptions.  
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Figure 2: Priority groups for continuity of care 

 

Strategic Priorities 

To understand how staff view continuity of care within the context of other competing priorities, six 

key priorities were taken from the NHS Long Term Plan and GP Forward View. Staff were asked to 

rank the three priorities which they believed to be most important.  

Valentine Health Partnership staff ranked ‘expanding team roles’ as the top ranked priority, followed 

by ‘increasing continuity of care’. 

Figure 3: Highest-ranked strategic priorities 

 

A free-text box was provided for staff to give details about any other strategic priorities in their place 

of work and examples include: 

• Growing the practice list 

• Retaining good staff members.  

Advantages and disadvantages of continuity of care in general practice 

Advantages  

Staff were asked to describe, if any, the advantages of continuity of care.  Responses underwent 

thematic analyses and comments were attributed to the seven themes outlined in Table 1.   

The most commonly described advantage of continuity was described as improved patient outcomes 

or standard of care. 
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Table 1: Advantages of continuity of care in general practice – Valentine Health Partnership  

Themes  % 

Building trust / confidence/ a good relationship/ rapport    26% 

Better patient knowledge / information  

 

26% 

Improved standard / outcomes of care/ patient outcomes   32% 

Increased job satisfaction   21% 

More efficient consultations  26% 

Patient safety  5% 

Cost savings / reduced burden on other areas of the health service   26% 

Note: i.e % of respondents making comment on this theme.   

 

An example of the quotes where Valentine Health Partnership staff describe the advantages of 

continuity of care are provided below.  

● “Patient not having to keep going over their history if seeing different clinicians. Telephone follow-up rather 

than face-to-face. 

● “you might also know about patient's social network, i.e., friends and family, work conditions which is 

important in delivering holistic care” 

● “Cost effective in the long run and satisfaction for patient and clinician” 

● “More efficient / shorter consultations” 

● “Better outcome usually as relationship allows for greater trust and sometimes better understanding by both 

parties resulting in improved outcomes.” 

● “better doctor and patient satisfaction” 

● "helps to know somebody well if aiming to demedicalise the response to their symptoms” 
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Disadvantages 

Staff were asked to describe, if any, the disadvantages of continuity of care.  Responses underwent 

thematic analyses and were attributed to the eight themes outlined in Table 2Error! Reference source 

not found..  

The three most commonly described disadvantages of continuity of care are delays or restrictions in 

patients booking appointments, patients becoming reliant on a single GP and a lack of fresh clinical 

approach.   

Table 2: Disadvantages of continuity of care – Valentine Health Partnership 

Themes  % 

Delays or restrictions in patients being able to book an appointment  53% 

Lack of 'fresh approach'   18% 

Issues in providing cover when GPs are absent or work part time   6% 

Patient becomes reliant/dependent on the same GP   35% 

No disadvantages   0% 

Increased or excessive workload for clinicians  0% 

Need for different GP / specialism for certain issues or second opinion  12% 

Not required for acute issues/ patient lack of interest  0% 

Note: i.e % of respondents making comment on this theme.   

 

An example of the quotes from Valentine Health Partnership staff which describe the disadvantages 

of continuity of care are provided below.  

● “Difficult if clinician is part time - restricts when patients can book appointments” 

● “Becoming 'blind' to alternative causes of ongoing symptoms” 

● “Buddy system in place but on occasion there can be days when buddy group members are not in” 

● “If there are issues that cannot be dealt with by a particular clinician and the expectation is there that you can 

this creates disparity and difficult situation for clinician and disappointment for patient. It can breakdown a 

previously good relationship and provide a platform for criticism…” 

● ““Patient not knowing another clinicians and increasing workload of one clinician rather than working in MDT” 

● “With high number of pts it's difficult to make it a reality - appts with usual GP might take a long time to be 

available” 

● “Collusion” 

● “Lack of knowledge and expertise if patient develops a new condition outside of the clinician's expertise” 

● “Lack of other clinician input - fresh approach to an unresolved issue and challenging patients may strain 

relationship with clinician through high amount of exposure”.  
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A5.2 Baseline patient survey  
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A5.3 Interim evaluation report April 2020 

 

 

 

10 key findings included below.  

For full report please click here:  HYPERTEXT LINK NEEDED   
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NO/DONT 

WANT TO 

WAIT THAT 

LONG:  

We’re trying 

to make sure 

that people  

like yourself 

with ongoing 

health 

problems  get 

to see the 

same GP.   

We think this 

will give you 

better care as 

the GP can 

get to know 

you and 

know about 

your health 

problems  

So I can offer 

you an appt 

with Dr X – 

your usual GP 

– on 

aa/bb/20xx 

Ok, I’ve put 

you on the 

duty doctor 

list and you 

will receive 

a call later 

today.  

NO – I’ve 

got XXX 

symptoms 

and I need 

to see a GP 

soon.  

 I can put 

you for a call 

from the 

duty doctor 

if it’s really 

urgent but 

are you sure 

you wouldn’t 

rather wait 

to see a GP 

who already 

knows you.  

It’s often a 

better 

consultation 

because the 

doctor 

already has 

background 

info about 

you and 

won’t need 

to ask you to 

repeat it  

CHEST PAIN 

OR OTHER 

URGENT 

SYMPTOMS 

NO – I’ve 

got XXX 

symptoms 

and I need 

to see a GP 

soon.  

Let me see if 

I can find 

you an 

appointmen

t with your 

usual GP’s 

buddy 

doctor as 

they work 

very closely 

together. 

I could book 

you in with 

Dr Y on 

aa/bb/20xx. 

Would that 

be OK  

YES 

That’s great 

– so you 

have an 

appointmen

t on XX/YY 

Are you Ok 

to come 

into the 

surgery of 

would you 

like me to 

see if the 

doctor is 

able to 

contact you 

by phone?  

ADD 

COMMENT 

UNDER 

APPT TO 

ALERT GP 

THAT THIS IS 

A HF 

CONTINUITY 

PATIENT 


