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HEALTH AND SOCIAL CARE
ALLIANCE SCOTLAND
people at the centre



Health and Social Care Alliance Scotland (the ALLIANCE)
Your GP Team and You
Discussion Notes
Date: 28th March 2018
Location: Virtual Event – linked to Dumfries and Galloway, Fife, Grampian, Orkney and Shetland
To ensure that a wide range of experiences are represented in this engagement work a virtual workshop was held in collaboration with the Scottish Health Council. There were requests from a number of areas who were concerned that they had no way of feeding into the conversation on the GP contract. These areas were Dumfries and Galloway, Fife, Grampian, Orkney and Shetland. In each of these Health Board areas, people were invited to the local Scottish Health Council office to participate in a facilitated discussion on the contract. Each Scottish Health Council Office was video linked to a central location where the Scottish Government representatives were able to talk about the contract and answer questions that people had. 

These workshops mirrored the face to face workshops facilitated by the ALLIANCE. This summary is a collation of the notes sent by each Scottish Health Council local office and reflects the group discussion that followed the contract summary and question session. 
Q1: What do you see as the main opportunities presented by the GP Contract?
Workforce planning

· It was great to hear that practices will be required to inform Health and Social Care Partnerships/Scottish Government about the ‘status’ of their staff. Knowing the details about staff age will help with planning for retirement.

Wider GP teams

People were positive about the prospect of being able to access the expertise of a wider range of health professionals. There is also an opportunity to expand GP teams in rural areas and make a wider range of services available. 
· Advanced Nurse Practitioners – Many individuals noted they preferred seeing the Advanced Nurse Practitioners to their GP as was easier to get an appointment; they are able to cover many issues however can consult with the doctor then and there if required and they can prescribe as well.

· Encouraging Allied Health Professionals to be employed by the Board and working across the different practices. It was noted that a good example of this, which already happens in Shetland, is through NHS Shetland’s Health Improvement Team where staff are allocated a particular geographical area and are based in the respective health centres within that geographical area. The Team works together on a range of topics such as healthy eating, stopping smoking, mental health, physical activity and alcohol and drugs.

· “You can see a practice member rather than the GP, this is a huge bonus.  Can’t praise Advanced Nurse Practitioners (ANPs) high enough.  (One person commented, why do hospitals ask who your doctor is, I don’t know who it is).”

Streamlined services and community connections
Participants spoke of the opportunities presented in the contract for joining up more health and care professionals across different sectors. With expanding GP teams there can be scope to develop wider links with diverse services within a community. 
· Transferring work to community pharmacists (already being done within Inverkeithing Medical Group) – sharing the workload better across all points of care

· Opportunity to create a more coherent service in the practice with everyone working closer together (Allied Health Professionals, GPs and Community teams working more closely together)

· Opportunity for seeing the benefit of having a community link worker to help the divide between Health and Social Services (different localities may be at different stages with this).  They ask “what matters to you, not what’s wrong with you.”  

More GP time for complex care

The notion of GPs having more time to support people with complex care needs was widely supported by participants. The impact of this could also extend to the GP being able to spend more time with families and carers too and support a person’s support network.
· Very good that there will be no time limit on GP appointments

· Freeing up GP time to deal with more complex issues – greater continuity of care

· Opportunity to tailor make appointments taking into account the changing needs of individuals, families and carers.

Q2. What do you see as potential issues with the contract?
Lack of resources

There was a concern that there will not be the resources to realise the potential of the contract. It was felt that with expanding teams and services, investment will be required in order to establish the GMS contract in rural areas.
· Spacing issues – such as premises not being suitable in size to accommodate more staff from other disciplines

· Pooling of facilities – need to ensure this is done with the patient in mind (travel not the easiest within small villages for some people / likewise travel for staff which could be better utilised?)

Recruitment and Retention 

This is a complex issue in rural areas as there are concerns about the skill sets available but also the local infrastructure that facilitates relocations, such as jobs and affordable housing. Comments around retention involved looking at how to encourage young people to stay in the profession. 
· At the start of training, signing GPs up (5/10 years before allowed to leave the NHS).  One person commented that she would want the people working there to be there because they wanted to not because they had to ‘pay back’ for their education as previously; it’s about incentives.  
· Nothing in the contract that’s going to encourage young people to stay in Scotland/Grampian, plenty are trained here but many of them are attracted by opportunities in Australia for example.

· If we are short staffed already in hospitals, where will the people come from to fill the vacancies in the teams at GP practices? Brexit will only make things even worse.

· Lots of specialists are retiring across the whole of health, the expertise is going.

· GP’s currently have enormous workloads, to keep staff there needs to be an emphasis on when and when not to access GPs, in an attempt to enhance job satisfaction and reduce stress in the profession
Knowledge and understanding
With the diversification of healthcare professionals available, there was a concern that people will not know what is available and who is the most appropriate person to see. If people still insist on seeing their GP then there is a risk that the changes will not have the desired impact.
· Individuals need to take responsibility for their own health.  People go to their GP when they could have gone to a pharmacy – education.  The public are largely unaware of pharmacy services, this has not been promoted.  Another person commented that a lack of pharmacists’ time may be an issue.

· Patient attitude – we (patients) need to take more responsibility for our actions and how this impacts on services (missed appointments / seeing GP when could have seen nurse or pharmacist for example)
· Use of service – we (patients) need to ensure we use the right service and only when needed.

Implementation in health board controlled practices

In Orkney and Shetland there was a specific concern about how the contract fits in with those GP practices that are not independent businesses but under the control of the health board.

· There is an assumption made that GPs are happy working as an independent contracted practice, whereas in Shetland the opposite is true where most GPs don’t want to run the practice. Therefore, there appears to be an anomaly here and this assumption [that GPs are happy working as independent contracted practices] may only apply to the bigger population areas where the bigger practices are, where in smaller and rural areas GPs want to be Board run.

· Salaried practices do not have the same opportunity to apply for funding to expand services as independent practices may have. For example, salaried practices are not eligible to apply for funding to provide directed enhanced services based on the fact that they are not independent contracted practices.  
· In the case of salaried GPs, individual GPs have a contract with the Board but it was noted that this would be a contract of employment with the Board as opposed to this contract [i.e. the GP contract]. 
· Clarity on how to ensure that the principles of the contract are put in place where the majority of practices are run by salaried GPs paid by Board.
· In Orkney, practices in the smaller islands (9?) are board- administered. Participants were wondering what the implications of the new way of integrated working would be for these populations.
Connectivity

The new contract suggests developing and enhancing online services. For rural communities connectivity can be a barrier to accessing online services.

· In remote, rural and island communities IT and phone signal connectivity can be patchy and significantly below the standard enjoyed in the central belt. It was the key concern of the group that the new GMS contract and the increasing reliance on technology can be made to work where the required infrastructure is not in place. 
· Broadband – can’t make appointments, reorder prescriptions

Travel Times/Coordination of teams over a large area

In rural areas GPs have to travel or cover large areas. This will be exacerbated as more members of staff join the team. Furthermore, there was a concern that people will be expected to travel over larger distances to access appropriate healthcare professionals. 
· Travelling time for clinicians to and between practices in remote communities (particularly islands) can be very time-consuming. This reduces the actual time they can provide services in those practices.  In Orkney, which has several (9) islands practices, this significantly increases the cost of providing a multi-disciplinary service for island communities. 

· It was also suggested that in areas with comparatively small numbers of professionals (eg mental health nurses, AHPs), journey times, recruitment issues and poor ICT connectivity can cause big problems.
· The need to organise Allied Health Professionals over larger rural areas.

Q3. Thinking about where you live – are there any considerations that need to be made in order to support people in your area?
Grampian
· Greater use should be made of Kincardine Community hospital, creating a much better range of treatments (Example of an X-ray machine which is not fully utilised there). Petition was signed by thousands of people for a walk in X-ray facility which is available in nearly every other NHS Group in the whole of Scotland. At the moment it is only available by appointment half a week which adds pressure to ARI. Also, it is not great for people with travel requirements. 

Orkney

· All 5 attendees agreed they were contented with the local services currently provided to them.  In particular, it was considered that by comparison to other areas, waiting times for appointments are relatively good.

· As mentioned above, clarity on how the new contract will affect board-administered practices serving small island communities is sought.

· The group was wondering which clinical specialisms can be guaranteed to be part of practices, given the national shortage of clinical staff. Participants observed that there is an issue with attracting GPs and other health care professionals to work in remote, rural and island communities. 
Dumfries and Galloway
· Public transport.

· Broadband – can’t make appointments, reorder prescriptions.

· Promotion of other services which can be used rather than GP, ie, pharmacy, optician.

· Ease of access for housing developments.  Taken into consideration new houses mean more people.  Consider location when new premises are required, make it viable, eg for a district nurse to see a number of people at one location.  Provide a treatment room within the complex, broadband facilities etc.  Cooperation with social housing partnership, NHS and Council.  One person commented on whether there is enough emphasis on forward planning, care plans that let people make choices, start having conversations earlier, eg, people retiring to a particular rural area, how do we get services to them.

· Standardised resources – across all areas.

· Huge elderly population so this needs taken into consideration.    

· Different areas – different cultures.  One of the reasons is that there is no density of services in a more rural area, people have to be creative, work as a team and come together and people are grateful for the service they do get.

· Some people don’t know about services – communication problem.

· Ever changing.

· Vaccination services to be centralised – where is funding for this coming from?  But no money is being removed from the GP contract.  Concern raised about having to travel outside the GP practice area for vaccination and pay for it (example of this having happened given). 

· It will take time for people to get used to health services being offered by people other than GPs. 

Fife

· It was pointed out that there was knowledge among a few of the participants in relation to GP hubs, initial discussions about this in Fife have centred around these not being at every practice, which could be problematic with patients having to travel to other sites (not everyone drives & bus services are not great in some areas of Fife).
· It was highlighted that a lot of discussions centre around aging population and the elderly however many of the issues with people attending A&E or complaining about services is younger people (due to the 24/7 lifestyle now and expecting everything when they want!) although through further discussion the group did note that sometimes people get panicked in to using the wrong service (for example, can’t get doctors apt for 4 – 5 weeks so end up in A&E or out of hours as you know you will be dealt with even if not the most efficient use of services).
· There was a plea from the group to ensure that things that work well locally and initiatives that benefit patients currently are not ‘forgotten’. Some great work already takes place and these should be looked at and built on rather than trying to change everything (there is always a tendency to look at the negatives / things that have gone wrong!).
· Some of the recent decisions / actions made by the Fife Health and Social Care Partnership have pushed public representatives away from specific public groups. Some of the highlighted issues were the Rosyth Resource Centre and the Marie Curie Service. 
Shetland

· Integrated Joint Boards (IJBs) encompass more than health and social care, for example housing and travel elements. Whilst IJBs are not directly involved in these elements there is a connection with them. Consideration therefore needs to be given to the “whole social environment”, including “housing, transport, communications and the people who are in rural and remote situations actually getting the service, which is a fundamental aspect of it.”

· Eight out of ten practices in Shetland are salaried practices, known as type 2c. 

· Consideration needs to be made on the contract implementation method, for instance how do you make sure that the GP Contract (i.e. “the blue print model of Scottish Primary Care”) applies when the contract doesn’t apply? It was noted that the majority of Shetland practices are salaried and as mentioned within the presentation, specific guidelines on how salaried practices can be supported to implement the contract are needed.  An implementation method is needed for 2c practices and possibly 17c practices, as 17c practices currently have a modified GMS contract for local conditions. 

· It was noted that none of the Shetland GP practices are running on the standard contract; the majority are 2c (Salaried Practices) and the remaining practices are 17c (Modified Contract).

· Equal opportunities for salaried practices to apply for additional funding to extend services are needed as it is understood that salaried practices are not eligible to apply for funding to provide directed enhanced services, i.e. “The Extended Hours Service” as referred to within the contract.

Q4. What engagement mechanisms would you like to see in place that would make you confident that the decisions/actions of the local Health and Social Care Integration Authorities and the National GMS Oversight Group local are being informed by the local public?
Public representation
There was a strong feeling that there needs to be public representation on any decision making group. People saw it as important that within this, there was representation from across different geographies.
· A suggestion to have a representative from the National GMS Oversight Group visit and link in with rural areas on a regular basis. Each member of the National Oversight Group could perhaps be allocated to a specific geographical area
Patient Participation Groups

It was suggested that PPGs become mandatory as a way to ensure that practice level engagement is embedded in the implementation of new processes.

· Via PPGs which should be mandatory like in England. With more support for these groups and more done to make sure that communities knew about them then they could be the ideal way for members of the public to learn about these opportunities.

· Locally, would like to see the implementation of Shetland’s Public Engagement Network and PPGs in each practice.

Patients as Partners

Along with PPGs, participants wanted to emphasise the importance of dialogue between the GP practice and the community it serves. 

· It is very important for patients to be equal partners, they should be given more opportunities to be fully engaged at all stages of the process – why were people not given an opportunity to take part in discussions before the GP contract was agreed? E.g. Patient Participation Groups could have been consulted

· A formalised arrangement between public and GP’s to organise feedback activities (doesn’t need to be a PPG at each practice but a continuous two way conversation with the public).
Guidelines for engagement

There was a feeling that there needs to be some guidelines and support for engagement. Patient engagement needs to be a core element of the implementation of this new contract. However, many practices and decision making bodies were said to be happy just doing the minimum or lack the capacity to undertake meaningful engagement.

· Scottish government should provide guidelines to practices on how to engage with their patients and signpost them to support that is available to help them locally, ie Local offices of the Scottish Health Council. 

IJB transparency and support for public representatives

Integration Joint Boards will be the key decision makers in the implementation of this contract. However, people felt that the processes of the IJBs are not well known and mechanisms for influencing them are not well supported. 

· Locality Groups (IJB, Community Planning) could provide public representation, however, this is not very well known to people. 

· What are local health and social care partnerships doing – communication needs improved.  “They are like a silent partnership”.  Not enough information on the Integrated Joint Board, the website is poor, can’t get the minutes.

· The public rep and carers rep on Fife’s Integration Joint Board (IJB) being better supported to enable a more representative voice for the people of Fife (more than just the voice of the rep himself/herself, which is currently what is happening).
Information

People were concerned about the lack of information about the GP contract and a lack of engagement in the process so far. Participants were keen to stress that they expect there to be good quality and timely information distributed during the implementation phase of the contract. 
· Direct information to patients from their Practice Managers on how the changes will affect them would be helpful, as well as updating further changes via website, social media or newsletter
· There’s a lot of fog, I don’t feel I have enough information.’ The participant wanted to meet with their GP to talk about the contract but they were directed to another GP instead. That GP also didn’t want to talk about the contract. Concerned that GPs themselves don’t understand what the new contract means.
· ‘Although I’m on the Patient Participation Group (PPG) and involved in lots of other NHS project groups, I didn’t know about the previous work done to consult with the public, I’m surprised that PPG members like me weren’t asked to take part’.

· The participants all agreed that they hadn’t seen any opportunities for engagement (with GP contracts) before now. It’s too late given that the contract is being implemented from 1 April 2018.

Q5. What are the key ‘must-do’s for the National Implementation Group?
· Regular meetings: Audits on a very frequent basis understanding of the contribution of all staff including age experience, a length of service, and training needs. We can’t properly understand and prepare for issues if we don’t know these facts

· Audits of facilities: it should be easy to monitor Practices which are staffed by salaried GPs, much less so for Partnerships. The temptation for them is to use their facilities and expertise for private services. If more is devolved to primary care, it’s important to understand if GP partnerships are spending more time on private paid duties. 

· An Implementation Plan specific for salaried practices.

· Establish a link to rural areas and maintain communication and engagement on a regular basis.
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